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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to an expert reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. The expert 

reviewer is Board Certified in Anesthesiology, has a subspecialty in Pain Medicine and is 

licensed to practice in Texas. He/she has been in active clinical practice for more than five years 

and is currently working at least 24 hours a week in active practice. The expert reviewer was 

selected based on his/her clinical experience, education, background, and expertise in the same 

or similar specialties that evaluate and/or treat the medical condition and disputed items/services. 

He/she is familiar with governing laws and regulations, including the strength of evidence 

hierarchy that applies to Independent Medical Review determinations. 

 

CLINICAL CASE SUMMARY 

The expert reviewer developed the following clinical case summary based on a review of the 

case file, including all medical records: 

 

The injured worker is a 52 year old female injured on 05/20/07 when involved in a motor vehicle 

collision resulting in neck pain and low back pain. Prior conservative treatment included neck 

injections, acupuncture, physical therapy, aqua therapy, and massage. Injured worker 

complained of pain radiating to buttock, left hip, and left lower extremity with associated 

hypersensitivity to touch in bilateral feet. The injured worker complained of numbness in the 

right side of the neck, shoulder, and arm with occasional dropping of items from her right hand. 

The injured worker also complained of frequent, intense headaches and decreased range of 

motion in the neck. Physical examination revealed motor strength 5/5 to bilateral upper 

extremities and lower extremities, sensation intact bilaterally, and injured worker able to toe and 

heel walk; however greatly deconditioned. Medications included bupropion, 

hydrocodone/acetaminophen, Zolpidem, and Soma. The initial request for Soma 350 MG, # 60 

with 2 refills, Norco 10/325 MG # 90, and Lidoderm patch 5 % was non-certified on 05/19/14. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

The Final Determination was based on decisions for the disputed items/services set forth below: 

 

Soma 350 MG, # 60 with 2 refills: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Soma Page(s): 105. 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792.20, 

Carisoprodol Page(s): 65. 

 

Decision rationale: As noted on page 65 of the Chronic Pain Medical Treatment Guidelines, 

Soma is not recommended for long-term use. This medication is FDA-approved for symptomatic 

relief of discomfort associated with acute pain in musculoskeletal conditions as an adjunct to rest 

and physical therapy. The documentation indicates that the injured worker is being prescribed the 

medication for chronic pain and long-term care exceeding the recommended treatment window. 

As such, the request for Soma 350 MG, # 60 with 2 refills cannot be recommended as medically 

necessary. 

 

Norco 10/325 MG # 90:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Opioids Page(s): 74. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Criteria 

for Use of Opioids Page(s): 77. 

 

Decision rationale: As noted on page 77 of the Chronic Pain Medical Treatment Guidelines, 

patients must demonstrate functional improvement in addition to appropriate documentation of 

ongoing pain relief to warrant the continued use of narcotic medications.  There is no clear 

documentation regarding the functional benefits or any substantial functional improvement 

obtained with the continued use of narcotic medications. Specific examples of improved 

functionality should be provided to include individual activities of daily living, community 

activities, and exercise able to perform as a result of medication use. As the clinical 

documentation provided for review does not support an appropriate evaluation for the continued 

use of narcotics as well as establish the efficacy of narcotics, the medical necessity of Norco 

10/325 MG # 90 cannot be established at this time. 

 

Lidoderm patch 5 %: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Lidoderm patch Page(s): 56. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792.20, 

Lidoderm (lidocaine patch) Page(s): 56. 

 

Decision rationale: As noted on page 56 of the Chronic Pain Medical Treatment Guidelines, the 

safety and efficacy of compounded medications has not been established through rigorous 

clinical trials. Lidoderm is recommended for a trial if there is evidence of localized pain that is 

consistent with a neuropathic etiology. There should be evidence of a trial of first-line 

neuropathy medications (tri-cyclic or SNRI anti-depressants or an AED such as gabapentin or 

Lyrica). Lidoderm is not generally recommended for treatment of osteoarthritis or treatment of 

myofascial pain/trigger points. Therefore Lidoderm patch 5 % cannot be recommended as 

medically necessary as it does not meet established and accepted medical guidelines. 



 


