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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to a physician reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. The physician 

reviewer is Board Certified in Physical Medicine and Rehabilitation and Pain Medicine and is 

licensed to practice in Oklahoma and Texas. 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 physician 

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 63-year-old female who reported an injury on 11/24/2009.  The patient is 

diagnosed as status post lumbar spine fusion at L4 through S1, bilateral shoulder rotator cuff 

syndrome, right shoulder impingement syndrome; status post left shoulder surgery, bilateral 

lower extremity radiculitis, GERD, and hypertension.  The patient was seen by  

on 10/01/2013.  The physical examination revealed limited range of motion and 5/5 motor 

strength in bilateral lower extremities.  The treatment recommendations included continuation of 

current medication including Flexeril, Norco, Gabapentin, and topical creams, as well as an 

authorization for a CT scan of the lumbar spine. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

CT scan of the lumbar spine: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

Complaints Page(s): 303.   

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints 

Page(s): 305.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low 

Back Chapter, Computed Tomography (CT). 

 



Decision rationale: The California MTUS/ACOEM Practice Guidelines state if physiologic 

evidence indicates tissue insult or nerve impairment, the practitioner can discuss with a 

consultant the selection of an imaging test to define a potential cause including CT scan for bony 

structures. The Official Disability Guidelines indications for a CT scan include thoracic or 

lumbar spine trauma with neurological deficit, myelopathy, and evaluation of a pars defect or 

successful fusion if plain x-rays do not confirm fusion.  As per the clinical notes submitted, the 

patient is status post lumbar spine fusion.  However, the patient underwent a lumbar CT scan on 

04/14/2013 which did not reveal evidence of non-fusion or defect in the hardware.  Given the 

patient's stable appearance at this time, the medical necessity for an additional CT scan has not 

been established.  Therefore, the request is non-certified. 

 

Gabapentin 60mg: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Antiepilepsy Drugs Section Page(s): 16-18.   

 

Decision rationale: The California MTUS Guidelines state antiepilepsy drugs are recommended 

for neuropathic pain.  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.  As per the clinical notes submitted, the patient has continuously utilized 

this medication.  Despite the ongoing use, the patient continues to report 6/10 pain with 

numbness to the right lower extremity.  Satisfactory response to treatment has not been indicated.  

Therefore, ongoing use cannot be determined as medically appropriate.  Therefore, the request is 

non-certified. 

 

TGHot topical cream 180gm: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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

Analgesics Section Page(s): 111-113.   

 

Decision rationale: The California MTUS Guidelines state topical analgesics are largely 

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

are primarily recommended for neuropathic pain when trials of antidepressants and 

anticonvulsants have failed.  Any compounded product that contains at least 1 drug that is not 

recommended is not recommended as a whole.  The patient has continuously utilized this 

medication.  Despite ongoing use, the patient continues to report persistent 6/10 pain with 

numbness to the right lower extremity.  There is no evidence of a failure to respond to first line 

oral medication prior to initiation of a topical analgesic.  Based on the clinical information 

received, the request is non-certified. 

 



Flurflex topical cream 180gm: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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

Analgesics Section Page(s): 111-113.   

 

Decision rationale:  The California MTUS Guidelines state topical analgesics are largely 

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

are primarily recommended for neuropathic pain when trials of antidepressants and 

anticonvulsants have failed.  Any compounded product that contains at least 1 drug that is not 

recommended is not recommended as a whole.  The patient has continuously utilized this 

medication.  Despite ongoing use, the patient continues to report persistent 6/10 pain with 

numbness to the right lower extremity.  There is no evidence of a failure to respond to first line 

oral medication prior to initiation of a topical analgesic.  Based on the clinical information 

received, the request is non-certified. 

 

Flexeril 7.5mg #90: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

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

Relaxants Section Page(s): 63-66.   

 

Decision rationale:  The California MTUS Guidelines state muscle relaxants are recommended 

as nonsedating second line options for short-term treatment of acute exacerbations in patients 

with chronic low back pain.  Efficacy appears to diminish over time and prolonged use may lead 

to dependence.  Cyclobenzaprine should not be used for longer than 2 to 3 weeks.  The patient 

has continuously utilized this medication.  Despite ongoing use, the patient continues to report 

high levels of pain.  There is no documentation of palpable muscle spasm, spasticity, or muscle 

tension upon physical examination.  As guidelines do not recommend long term use of this 

medication, the current request is not medically appropriate.  As such, the request is non-

certified. 

 




