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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: Indiana 

Certification(s)/Specialty: Preventive Medicine, Occupational 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 63 year old male, who sustained an industrial injury on 12/27/1990. 

Diagnoses have included lumbar failed back syndrome, fibromyalgia/myositis, muscle spasm 

and lumbar radiculopathy. Treatment to date has included surgery, trigger point injections and 

medication. According to the progress report dated 4/3/2014, the injured worker complained of 

low back pain with radiation into the bilateral lower extremities. It was noted that he had been 

fairly well maintained on his combination of medications. His spasms responded well to trigger 

point injections lasting three to four weeks. Exam of the lumbar spine revealed a scar and signs 

of inflammation. Palpable twitch positive trigger points were noted in the lumbar paraspinous 

muscles in the bilateral mid and low back. There was pain with lumbar extension. Authorization 

was requested for a genetic metabolism test, unknown trigger point injections every three weeks 

as needed, Lidoderm Patches, Neurontin and Percocet. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Genetic Metabolism Test: Upheld 



Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Pain (Chronic): 

Genetic Testing. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain, Office 

Visits. 

 

Decision rationale: MTUS is silent regarding visits to a specialist for a genetic metabolism test. 

ODG states, "Recommended as determined to be medically necessary. Evaluation and 

management (E&M) outpatient visits to the offices of medical doctor(s) play a critical role in the 

proper diagnosis and return to function of an injured worker, and they should be encouraged. 

The need for a clinical office visit with a health care provider is individualized based upon a 

review of the patient concerns, signs and symptoms, clinical stability, and reasonable physician 

judgment. The determination is also based on what medications the patient is taking, since some 

medicines such as opiates, or medicines such as certain antibiotics, require close monitoring. As 

patient conditions are extremely varied, a set number of office visits per condition cannot be 

reasonably established. The determination of necessity for an office visit requires individualized 

case review and assessment, being ever mindful that the best patient outcomes are achieved with 

eventual patient independence from the health care system through self-care as soon as clinically 

feasible". In this case, there is no discussion of what role the genetic test will play in the 

diagnosis or treatment of the employee or even how it is related to a work injury. Therefore, the 

request is not medically necessary. 

 

Unknown Trigger Point Injections every 3 weeks as needed: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Trigger point injections, Criteria for use of trigger point injections. 

 

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

point injections Page(s): 122. 

 

Decision rationale: MTUS states that Trigger Point Injections are "Recommended only for 

myofascial pain syndrome as indicated below, with limited lasting value. Not recommended for 

radicular pain." And further states that "trigger point is a discrete focal tenderness located in a 

palpable taut band of skeletal muscle, which produces a local twitch in response to stimulus to 

the band. For fibromyalgia syndrome, trigger points injections have not been proven effective." 

MTUS lists the criteria for Trigger Points: (1) Documentation of circumscribed trigger points 

with evidence upon palpation of a twitch response as well as referred pain; (2) Symptoms have 

persisted for more than three months; (3) Medical management therapies such as ongoing 

stretching exercises, physical therapy, NSAIDs and muscle relaxants have failed to control 

pain; (4) Radiculopathy is not present (by exam, imaging, or neuro-testing); (5) Not more than 

3-4 injections per session; (6) No repeat injections unless a greater than 50% pain relief is 

obtained for six seeks after an injection and there is documented evidence of functional 

improvement; (7) Frequency should not be at an interval less than two months; (8) Trigger 

point injections with any substance (e.g., saline or glucose) other than local anesthetic with or 

without steroid are not recommended. The medical notes do not specify the number of 

injections that the patient will receive per session or the interval. The number of injections is 

required to determine if MTUS guidelines are met. As such, the request is not medically 

necessary. 

 



Lidoderm Patch 5% (700mg) #60: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Lidoderm (Lidocaine patch); Lidocaine, topical. 

 

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 analgesics Other 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 SNRI anti-depressants or an AED such as gabapentin or Lyrica). This is 

not a first-line treatment and is only 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." 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 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. 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. 

 

Neurontin 100 #90: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Gabapentin (Neurontin, generic available), Antiepilepsy drugs (AEDs). 



 

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

epilepsy drugs Page(s): 16-22. Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG) Chronic Pain, Anti-epilepsy drugs (AEDs) for pain, Gabapentin (Neurontin). 

 

Decision rationale: The MTUS considers Gabapentin as a first-line treatment for neuropathic 

pain and effective for the treatment of spinal cord injury, lumbar spinal stenosis, and post op 

pain. MTUS also recommends a trial of Gabapentin for complex regional pain syndrome. ODG 

states “Recommended Trial Period: One recommendation for an adequate trial with Gabapentin 

is three to eight weeks for titration, then one to two weeks at maximum tolerated dosage. 

(Dworkin, 2003) The patient should be asked at each visit as to whether there has been a change 

in pain or function. Current consensus based treatment algorithms for diabetic neuropathy 

suggests that if inadequate control of pain is found, a switch to another first-line drug is 

recommended." Additionally, ODG states that Gabapentin "has been shown to be effective for 

treatment of diabetic painful neuropathy and postherpetic neuralgia and has been considered as a 

first-line treatment for neuropathic pain". Based on the clinical documentation provided, there is 

no evidence of neuropathic type pain or radicular pain on exam or subjectively. As such, without 

any evidence of neuropathic type pain, the medication is not medically necessary. 

 

Percocet 10/325mg #180: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Oxycodone/acetaminophen. 

 

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 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". The treating physician does document some pain level 

improvement, however, does not document overall improvement in function, which is required 

for continued use of this medication. As such, the request for Percocet is not medically 

necessary. 




