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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 Occupational Medicine, and is licensed to practice in California. 

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: 

 

This individual is a 45 y/o female who has developed chronic spinal and knee problems 

subsequent to an injury dated 11/12/02.  She is described to have lumbar radiculitis with prior 

placement of a spinal cord stimulator.  The stimulator has been ineffective and removal has been 

requested. She has also had bilateral knee medical joint replacement, a revision and total right 

knee replacement has been requested.  She is reported to have improvement with pain 

medications with VAS 10/10 diminished to 6-7?10 with meds.  No aberrant behaviors are 

reported.  Functional improvements are reported with medication use, however this there is no 

objective measurements supporting this statement.  There is a report stating a future goal to 

diminish the frequency of opioid use from TID to BID. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Percocet 10/325 mg 1 tab t.i.d. PRN: Overturned 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

Complaints, Chapter 13 Knee Complaints.  Decision based on Non-MTUS Citation Opioids 

 

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

Page(s): 78-80. 



Decision rationale: MTUS Guidelines support the judicious use of opioids if there is meaningful 

pain relief, functional improvements and lack of aberrant drug related behaviors. These 

circumstances are reasonably met with this individual. The Percocet 10/325 1 tab TID prn is/was 

medically necessary. 

 

Soma 350 mg q.i.d.: Upheld 

 

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

Carisoprodol (Soma), Antispasmodics. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Carisoprodol Page(s): 29. 

 

Decision rationale: MTUS Guidelines address this medication and Guidelines do not 

recommend its use under any circumstances. The Carisoprodol (Soma) 350 mg QID is not 

medically necessary. 

 

Oxycodone 30 mg 1 tab t.i.d.:  O v e r t u r n e d  
 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

Complaints, Chapter 13 Knee Complaints,Chronic Pain Treatment Guidelines Opioids. 

 

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

when to Continue Page(s): 80. 

 

Decision rationale: MTUS Guidelines support the judicious use of opioids if there is meaningful 

pain relief, functional improvements and lack of aberrant drug related behaviors. These 

circumstances are reasonably met with this individual. The Oxycodone 30 mg 1 tab TID prn 

is/was medically necessary. 


