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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: New York, Pennsylvania, Washington 

Certification(s)/Specialty: Internal Medicine, Geriatric 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 51-year-old male, who sustained an industrial injury on 1/22/07. He 

reported back pain. The injured worker was diagnosed as having status post possible lumbar 

fusion, bilateral sciatica, lumbar disc injury and lumbar facet arthralgia. Treatment to date has 

included physical therapy, epidural injections, and oral medications including Tramadol and 

ibuprofen and laminectomy. Currently, the injured worker complains of low back pain with 

radiation to bilateral lower extremities. The injured worker noted no relief from laminectomy 

and physical therapy, temporary relief from injections and fair relief from Tramadol and 

Ibuprofen. Physical exam noted decreased lordosis, well healed lumbar spine scar and decreased 

range of motion of lumbar spine with tenderness upon compression of bilateral L3, L4, L5 and 

S1 segments with decreased sensation over medial right leg. The treatment plan included 

prescriptions for Hydrocodone, Lidoderm patch, Famotidine, Ibuprofen and topical Voltaren 1% 

gel, occupational therapy and psychology consult. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Norco 7.5/325mg #60: Upheld 



Claims Administrator guideline: Decision based on MTUS ACOEM Page(s): 115, Chronic 

Pain Treatment Guidelines Opioids Page(s): 80, 83, 90. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792.20 

& 9792.26 Page(s): 74-80. 

 

Decision rationale: Per the guidelines, in opioid use, ongoing review and documentation of pain 

relief, functional status, appropriate medication use and side effects is required. Satisfactory 

response to treatment may be reflected in decreased pain, increased level of function or 

improved quality of life. The MD visit fails to document any goals for improvement in pain, 

functional status or a discussion of side effects specifically related to opioids to justify use per 

the guidelines. Additionally, the long-term efficacy of opioids for chronic back pain is unclear 

but appears limited. The medical necessity of Norco is not substantiated in the records. 

 

4 occupational therapy visits: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792.20 

& 9792.26. 

 

Decision rationale: Physical Medicine Guidelines allow for fading of treatment frequency 

from up to 3 visits per week to 1 or less, plus active self-directed home physical medicine. In 

this injured worker, physical therapy has already been used as a modality and a self-directed 

home program should be in place. The records do not support the medical necessity for 

additional occupational therapy visits in this individual with chronic pain. 

 

Lidoderm 5% patches #90: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Lidoderm (lidocaine patch), Topical Analgesics Page(s): 56-57, 111-113. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792.20 

& 9792.26 Page(s): 56-57 and 112. 

 

Decision rationale: Per the guidelines 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. Lidoderm is 

FDA approved only for post-herpetic neuralgia and the medical records do not support medical 

necessity for the prescription of Lidoderm in this injured worker. 


