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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 Preventive Medicine and is licensed to practice in Indiana. 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 patient is a 59 year old male employee with date of injury of 2/12/2009. A review of the 

medical records indicate that the patient is undergoing treatment for myofascitis of upper medial 

parascapular region, and lumbago. Subjective complaints include continuing neck and low back 

pain and right shoulder pain.  Objective findings include non-specific soreness in paracervical 

region, vertical compression test of the neck is negative; reduced range of motion of the neck; no 

impingement signs present for right shoulder; reduced range of motion of both shoulders; slight 

tenderness in lumbar region; reduced range of motion in the lower back; no signs of 

radiculopathy. Treatment has included surgical interventions, Percocet, gabapentin, norflex, back 

brace, and Norco. The utilization review dated 5/8/2014 non-certified a Lidocaine patch and 

Percocet. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Lidocaine 5% patch #30:  Upheld 

 

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

Topical Analgesics.   

 

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

patches Page(s): 56-57.  Decision based on Non-MTUS Citation Official Disability Guidelines 



(ODG) Pain, Topical analgesicsOther Medical Treatment Guideline or Medical Evidence: 

UpToDate.com, Lidocaine (topical). 

 

Decision rationale: Chronic Pain Medical Treatment Guidelines state "Lidoderm is the brand 

name for a lidocaine patch produced by . Topical lidocaine may be 

recommended for localized peripheral pain after there has been evidence of a trial of first-line 

therapy (tri-cyclic or Serotonin and Norepinephrine Reuptake Inhibitors (SNRI) anti-depressants 

or an Automated External Defibrillator (AED) such as gabapentin or Lyrica). This is not a first-

line treatment and is only Food and Drug Administration (FDA) approved for post-herpetic 

neuralgia. Further research is needed to recommend this treatment for chronic neuropathic pain 

disorders other than post-herpetic neuralgia. Formulations that do not involve a dermal-patch 

system are generally indicated as local anesthetics and anti-pruritics. For more information and 

references, see Topical analgesics." Official Disability Guidelines (ODG) further details, 

"Criteria for use of Lidoderm patches: (a) Recommended for a trial if there is evidence of 

localized pain that is consistent with a neuropathic etiology. (b) There should be evidence of a 

trial of first-line neuropathy medications (tri-cyclic or SNRI anti-depressants or an Antiepileptic 

Drug (AED) such as gabapentin or Lyrica). (c) This medication is not generally recommended 

for treatment of osteoarthritis or treatment of myofascial pain/trigger points. (d) An attempt to 

determine a neuropathic component of pain should be made if the plan is to apply this 

medication to areas of pain that are generally secondary to non-neuropathic mechanisms (such as 

the knee or isolated axial low back pain). One recognized method of testing is the use of the 

Neuropathic Pain Scale. (e) The area for treatment should be designated as well as number of 

planned patches and duration for use (number of hours per day). (f) A Trial of patch treatment is 

recommended for a short-term period (no more than four weeks). (g) It is generally 

recommended that no other medication changes be made during the trial period. (h) Outcomes 

should be reported at the end of the trial including improvements in pain and function, and 

decrease in the use of other medications. If improvements cannot be determined, the medication 

should be discontinued. (i) Continued outcomes should be intermittently measured and if 

improvement does not continue, lidocaine patches should be discontinued." Medical documents 

provided do not indicate that the use would be for post-herpetic neuralgia.  Additionally, 

treatment notes did not detail other first-line therapy used and what the clinical outcomes 

resulted.  As such, the request for Lidoderm 5% patches is not medically necessary. 

 

Percocet 10/325mg # 120:  Upheld 

 

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

Opioids.   

 

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

Page(s): 74-96.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Low Back - Lumbar & Thoracic (Acute & Chronic), Opioids. 

 

Decision rationale: Percocet (oxycodone with acetaminophen) is a short-acting opioid.  Chronic 

pain guidelines and Official Disability Guidelines (ODG) do not recommend opioid "except for 

short use for severe cases, not to exceed 2 weeks" and "Routine long-term opioid therapy is not 

recommended, and ODG recommends consideration of a one-month limit on opioids for new 



chronic non-malignant pain patients in most cases, as there is little research to support use. The 

research available does not support overall general effectiveness and indicates numerous adverse 

effects with long-term use. The latter includes the risk of ongoing psychological dependence 

with difficultly weaning." Medical documents indicate that the patient has been on Percocet for 

several months, in excess of the recommended 2-week limit. Additionally, indications for when 

opioids should be discontinued include "If there is no overall improvement in function, unless 

there are extenuating circumstances".  There is lack of documentation of overall improvement in 

function, which are indications of when an opioid should be discontinued. Additionally, the 

employee has a history of Gastroesophageal Reflux (GERD) and rectal bleeding, which are also 

indications to stop Percocet.  As such, the request for Percocet 10/325MG #120 is not medically 

necessary. 

 

 

 

 




