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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 

Certification(s)/Specialty: Emergency 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 09/05/2007. The 

injured worker is currently diagnosed as having right rotator cuff tear, right bicipital tendinosis, 

chronic pain syndrome, myofascial pain syndrome, bilateral cervical facet pain, and right 

shoulder impingement syndrome. Treatment and diagnostics to date has included history of left 

knee surgeries, carpal tunnel release surgery, right shoulder MRI which showed tendinosis with 

tearing of the distal fibers and posterior superior labral tear, bilateral trapezius and scapulae 

trigger point injections, and medications. In a progress note dated 05/13/2015, the injured 

worker presented with complaints of more spasms and more nighttime pain but does not specify 

the location of spasms or pain. Objective findings include limited right shoulder range of 

motion with pain on palpation. The treating physician reported requesting authorization for 

Lidoderm patches. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
Lidoderm patches 5% x 60 with 4 refills: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Lidocaine (Lidoderm). 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Lidoderm Page(s): 56-57. 

 
Decision rationale: Lidoderm is a topical lidocaine patch. As per California MTUS Chronic 

Pain Medical Treatment 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". 

Documentation does not support a trial of first line medications. The IW has been using 

Lidoderm patches for a minimum of 6 months. The documentation does not include any 

objective measure of improvement. The request does not include the intended location of 

application. Without the supporting documentation, Lidoderm is not medically necessary. 


