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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 Physical Medicine & Rehabilitation, and is licensed to practice in 

Illinois. 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: 

 

The patient is a 44-year-old female who reported an injury on 06/12/2002.  The mechanism of 

injury was not stated.  The patient is currently diagnosed with carpal tunnel syndrome, 

tenosynovitis of the hand and wrist, skin sensation disturbance, lumbar sprain/strain, lumbar 

discopathy with disc herniation, status post right hip replacement, and depression with anxiety.  

The patient was seen by  on 07/11/2013.  The patient reported an increase in symptoms 

to the right upper extremity.  Physical examination revealed decreased range of motion with 

tenderness to palpation of the right shoulder, mildly positive impingement sign, tenderness at the 

right medial and lateral epicondyle, positive cubital tunnel testing, bilateral hand and wrist 

tenderness, decreased grip strength, and decreased sensation in the ulnar and median nerve 

distribution of the left hand.  Treatment recommendations included prescriptions for Fluriflex 

cream and TG-Hot cream for topical pain relief.  A prescription was then issued by  on 

07/15/2013 for the compounded medication flurbiprofen, cyclobenzaprine, and Ultra Derm. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

DICLOFENAC 10% 240GM QTY 1 TUBE:  Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation MTUS: CHRONIC PAIN MEDICAL 

TREATMENT GUIDELINES 

 



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

Decision based on Non-MTUS Citation MTUS: CHRONIC PAIN MEDICAL TREATMENT 

GUIDELINES, TOPICAL ANALGESICS, PAGE 111-113 

 

Decision rationale: California MTUS Guidelines state topical analgesics are largely 

experimental in use with few randomized controlled trials to determine efficacy or safety.  The 

only FDA-approved topical NSAID is diclofenac, which is indicated for the relief of 

osteoarthritis pain.  As per the documentation submitted, the patient does not maintain a 

diagnosis of osteoarthritis.  There is also no evidence of a failure to respond to first-line oral 

medication prior to the initiation of a topical product.  Based on the clinical information received 

and the California MTUS Guidelines, the request is not medically necessary. 

 

FLURBIPROFEN 25% 240GM:  Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation MTUS: CHRONIC PAIN MEDICAL 

TREATMENT GUIDELINES 

 

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

Decision based on Non-MTUS Citation MTUS: CHRONIC PAIN MEDICAL TREATMENT 

GUIDELINES, TOPICAL ANALGESICS, PAGE 111-113 

 

Decision rationale: California MTUS Guidelines state topical analgesics are largely 

experimental in use with few randomized controlled trials to determine efficacy or safety.  The 

only FDA-approved topical NSAID is diclofenac.  Therefore, the current request cannot be 

determined as medically necessary and appropriate. 

 

ULTRADERM:  Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation MTUS: CHRONIC PAIN MEDICAL 

TREATMENT GUIDELINES 

 

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

Decision based on Non-MTUS Citation MTUS: CHRONIC PAIN MEDICAL TREATMENT 

GUIDELINES, TOPICAL ANALGESICS, PAGE 111-113 

 

Decision rationale: Ultra Derm is a topical emollient.  California MTUS Guidelines state topical 

analgesics are largely experimental in use with few randomized controlled trials to determine 

efficacy or safety.  There is no documentation of skin irritation upon physical examination.  

There is also no documentation of a failure to respond to first-line oral medication prior to the 

initiation of a topical product.  The medical necessity for the requested medication has not been 

established. 

 




