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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 Internal Medicine and is licensed to practice in New York. 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 patient is a 63 year old male with a date of injury of 10/26/2004. He lifted 50 pounds and
had sharp low back pain. On 10/17/2006 he had low back pain with decreased range of motion.
Straight leg rising was positive on the right side. Reflexes and sensation was normal. Lower
extremity electromyogram/nerve conductive study (EMG/NCS) revealed a prolongation of the H
reflex on the right side. He had lumbar surgery and then on 09/24/2012 he had the hardware
removed. On 07/14/2014 he had bilateral straight leg rising. He had no limb ambulating.

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

Carisoprodol 350 mg, #50: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Carisoprodol Page(s): 29.

Decision rationale: Chronic Pain Medical Treatment Guidelines Page 29, Carisoprodol (Soma)
is not recommended. This medication is not indicated for long-term use. Carisoprodol is a
commonly prescribed, centrally acting skeletal muscle relaxant whose primary active Metabolite
is Meprobamate (a schedule-1V controlled substance). Carisoprodol is now scheduled in several




states but not on a federal level. It has been suggested that the main effect is due to generalized
sedation and treatment of anxiety. Abuse has been noted for sedative and relaxant effects. In
regular abusers the main concern is the accumulation of Meprobamate. Carisoprodol abuse has
also been noted in order to augment or alter effects of other drugs. This includes the following:
(1) increasing sedation of benzodiazepines or alcohol; (2) use to prevent side effects of cocaine;
(3) use with Tramadol to produce relaxation and euphoria; (4) as a combination with
Hydrocodone, an effect that some abusers claim is similar to heroin (referred to as a "Las Vegas
Cocktail™); & (5) as a combination with codeine (referred to as "Soma Coma"). (Reeves, 1999)
(Reeves, 2001) (Reeves, 2008) (Schears, 2004) There was a 300% increase in numbers of
emergency room episodes related to Carisoprodol from 1994 to 2005. (DHSS, 2005) Intoxication
appears to include subdued consciousness, decreased cognitive function, and abnormalities of the
eyes, vestibular function, appearance, gait and motor function. Intoxication includes the effects
of both Carisoprodol and Meprobamate, both of which act on different neurotransmitters.
(Bramness, 2007) (Bramness, 2004) A withdrawal syndrome has been documented that consists
of insomnia, vomiting, tremors, muscle twitching, anxiety, and ataxia when abrupt
discontinuation of large doses occurs. This is similar to withdrawal from Meprobamate. (Reeves,
2007) (Reeves, 2004) There is little research in terms of weaning of high dose Carisoprodol and
there is no standard treatment regimen for patients with known dependence. Most treatment
includes treatment for symptomatic complaints of withdrawal. Another option is to switch to
phenobarbital to prevent withdrawal with subsequent tapering. A maximum dose of
phenobarbital is 500 mg/day and the taper is 30 mg/day with a slower taper in an outpatient
setting. Tapering should be individualized for each patient. (Boothby, 2003). Therefore, the
medication requested is not medically necessary and appropriate.



