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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. 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/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

The Expert Reviewer has the following credentials: 

State(s) of Licensure: California 

Certification(s)/Specialty: Physical Medicine & Rehabilitation 

 

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 55 year old male, who sustained an industrial injury on 02/25/2013. He 

has reported subsequent neck pain and was diagnosed with cervical disc herniation at C6-C7 

with right-sided neural foraminal narrowing, right-sided cervical radiculopathy and bilateral 

shoulder arthralgia. Treatment to date has included oral pain medication, chiropractic therapy, 

acupuncture and surgery. Trazadone and Flexeril were chronic medications since at least 

06/12/2014. In a progress note dated on 10/30/2014, the injured worker was noted to complain of 

neck pain rated as 6-7/10. Objective physical examination findings were notable for diffuse 

tenderness of the cervical spine, visible atrophy of the right trapezius region, limited range of 

motion of the cervical spine, decreased sensation in the C6 and C7 dermatomes on the right, 

diminished right triceps reflex and a positive right sided Spurling's test. The physician requested 

refills for Trazadone as needed for sleep and Cyclobenzaprine as needed for spasm. On 

12/08/2014, Utilization Review non-certified a request for Trazadone noting that this medication 

is only recommended for insomnia when there is a co-existing psychiatric symptoms and 

modified a request for Cyclobenzaprine noting that this medication is only recommended for 

short term use and that weaning is recommended. MTUS guidelines are cited. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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



Norco 10/325 MG #120:  Upheld 

 

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

Opioids. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

CRITERIA FOR USE OF OPIOIDS Page(s): 76-78, 88-89. 

 

Decision rationale: This patient is status post anterior cervical decompression fusion of C6-C7 

on 08/05/2014. The current request is for Norco 10/325 mg #120.  The utilization review 

modified the certification from the requested #120 to #60 for a 1-month supply.  For chronic 

opiate use, the MTUS Guidelines page 88 and 89 state, “pain should be assessed at each visit, 

and functioning should be measured at 6-month intervals using a numerical scale or validated 

instrument.”  MTUS page 78 also requires documentation of the 4As including analgesia, ADLs, 

adverse side effects, and adverse behavior. Pain assessment or outcome measures should also be 

provided which include current pain, average pain, least pain, intensity of pain after taking the 

opioid, time it takes for medication to work, and duration of pain relief.   Review of the medical 

file indicates the patient has been utilizing Norco since at least 02/20/2014.  Progress reports 

indicate a decrease in pain level with utilizing Norco.  It was noted the patient is able to walk 

longer distance with current medication regimen.  In this case, recommendation for further use 

cannot be supported as there are no urine drug screens or CURES report provided in the medical 

file. MTUS requires discussion of possible aberrant behaviors as one of the criteria for opiate 

management.  Furthermore, the patient presents for monthly follow ups and the request is for 

#120 and the utilization review letter already authorized #60. The additional medication is not 

indicated until there is adequate documentation of this medication’s efficacy.  The treating 

physician has failed to document the minimum requirements of documentation that are outlined 

in MTUS for continued opiate use. The requested Norco 10/325 mg #120 IS NOT medically 

necessary and recommendation is for slow weaning per MTUS. 

 

Trazodone 50 MG #60:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 

Decision based on Non-MTUS Citation mental illness and stress chapter, regarding trazodone 

 

Decision rationale: This patient is status post anterior cervical decompression fusion of C6-C7 

on 08/05/2014.  The current request is for trazodone 50 mg #60. Review of the medical file 

indicates the patient has been utilizing trazodone as early as 05/08/2014 for improvement in 

patient's sleep issues.  The ODG Guidelines under the mental illness and stress chapter has the 

following regarding trazodone, "recommended as an option for insomnia, only for patients with 

potentially coexisting mild psychiatric symptoms such as depression or anxiety.  See also 

insomnia treatment, where it says that there is limited evidence to support its use for insomnia, 

but it may be an option in patients with coexisting depression."  In this case, the patient indicates 

that trazodone helps with his sleep disturbances, but there is no discussion regarding psychiatric 



symptoms such as depression or anxiety.  ODG recommends the use of trazodone in patients 

with sleep disturbances with coexisting psychiatric symptoms; hence, this request IS NOT 

medically necessary. 

 

Cyclobenzaprine 7.5 MG #90: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

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

relaxants Page(s): 63-66. 

 

Decision rationale: This patient is status post anterior cervical decompression fusion of C6-C7 

on 08/05/2014.  The current request is for cyclobenzaprine 7.5 mg #90.  The utilization review 

denied the request stating that "the effect is greatest in the first 4 days of treatment, suggesting 

that shorter course may be better." The MTUS Guidelines page 63-66 states, "muscle relaxants, 

for pain:  Recommended non-sedating muscle relaxants with caution as second-line option for 

short-term treatment of acute exacerbation in patients with chronic LBP.  The most commonly 

prescribed antispasmodic agents are carisoprodol, cyclobenzaprine, metaxalone, and 

methocarbamol, despite the popularity, skeletal muscle relaxants should not be the primary drug 

class of choice for musculoskeletal conditions." This is an initial request for this medication. 

The patient presents with muscle spasms on examination.  However, the treating physician has 

made a request for #90 and has recommended the patient to utilize "3-4 a week." MTUS only 

recommends short-term use of muscle relaxants such as cyclobenzaprine.  Therefore, the 

requested cyclobenzaprine 7.5 mg #90 IS NOT medically necessary. 


