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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: lowa, Illinois, California

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine, Public Health & General
Preventive Medicine

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 40 year old female who sustained an industrial injury April 16, 2001.
Diagnoses are lumbar disc disease; cervical disc disease; cervicogenic headaches; left shoulder
pain; history of left elbow and left wrist pain. According to a primary treating physician's progress
report dated September 17, 2015, documentation revealed the injured worker was last seen
August 20, 2015. She reported past trigger injections did not make a lot of difference but inquired
about another set for pain. She reported Norco is not controlling the pain, rated 9-10 out of 10,
and Lorzone is not helpful and requesting a surgeon's evaluation. The physician documented there
is no negative effect of medication noted. Objective findings included; swelling and tenderness in
the supraclavicular area. Impression is documented as chronic pain with flare. Treatment plan is
documented as change Norco to Morphine Sulfate and return to the clinic in the next four weeks.
At issue, is the request for authorization for Maxalt (since at least August 5, 2014), Morphine
Sulfate IR and Soma (since at least August 5, 2014). According to utilization review dated
October 9, 2015, the requests for Morphine Sulfate IR 20mg #150, Soma 350mg #90, and Maxalt
10mg #6 were non-certified.

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

Morphine sulfate IR 20mg #150: Upheld



Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009, Section(s): Opioids, criteria for use.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Opioids, criteria for use. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Neck and Upper Back (Acute and Chronic), Opioids, Pain.

Decision rationale: Morphine Sulfate is a pure opioid agonist. ODG does not recommend the use
of opioids for low back pain except for short use for severe cases, not to exceed 2 weeks. The
patient has exceeded the 2 week recommended treatment length for opioid usage. MTUS does not
discourage use of opioids past 2 weeks, but does state that ongoing review and documentation of
pain relief, functional status, appropriate medication use, and side effects. Pain assessment should
include: current pain; the least reported pain over the period since last assessment; average pain;
intensity of pain after taking the opioid; how long it takes for pain relief; and how long pain relief
lasts. Satisfactory response to treatment may be indicated by the patient's decreased pain,
increased level of function, or improved quality of life. The treating physician does not fully
document the least reported pain over the period since last assessment, intensity of pain after
taking opioid, pain relief, increased level of function, or improved quality of life. Additionally,
the medical documentation indicates this patient complains of side effects with the use of
Morphine. As such the request for Morphine sulfate IR 20mg #150 is not medically necessary.

Soma 350mg #90: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009, Section(s): Muscle relaxants (for pain).

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Carisoprodol (Soma), Muscle relaxants (for pain). Decision based on Non-MTUS
Citation Official Disability Guidelines (ODG) Chronic Pain, Soma (Carisoprodol).

Decision rationale: MTUS states regarding Carisoprodol, Not recommended. This medication is
not indicated for long-term use. Carisoprodol isa 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. ODG States that Soma is not recommended. 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 (AHFS, 2008). This medication is not
indicated for long-term use. The patient has been on the medication since at least August 2014.
Guidelines do not recommend long term usage of SOMA. Treating physician does not detail
circumstances that would warrant extended usage. As such, the request for Soma 350mg #90 is
not medically necessary.

Maxalt 10mg #6: Upheld
Claims Administrator guideline: The Claims Administrator did not base their decision on the

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Head
Chapter, Triptans.



MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. Decision
based on Non-MTUS Citation Official Disability Guidelines (ODG) Head, Rizatriptan
(Maxalt®), Triptans.

Decision rationale: MTUS is silent specifically with regards to Malaxt and triptans for
cercogenic headaches treatment. Other guidelines were utilized.ODG states regarding Rizatriptan,
Recommended for migraine sufferers. ODG additionally writes regarding triptans, at marketed
doses, all oral triptans (e.g., sumatriptan, brand name Imitrex) are effective and well tolerated.
Differences among them are in general relatively small, but clinically relevant for individual
patients. A poor response to one triptan does not predict a poor response to other agents in that
class. Medical documentation provided do not indicate this patient has a diagnosis of migraines.
Medical records do not indicate that her medical regiment is improving symptoms or functional
status. Improvement is important for continuation of any medication of this type. As such, the
request for Maxalt 10mg #6 is not medically necessary.



