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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 Rehabilitation & Pain Management has a subspecialty in 

Interventional Spine and is licensed to practice in California. 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 43 year old male with date of injury 9/9/09.  The treating physician report dated 

10/29/13 indicates that the patient presents with chronic neck pain with radiation into the 

bilateral upper extremities and paresthesia of the hands, lower back pain with radiation into the 

bilateral lower extremities and bilateral shoulder, thumb and elbow pain.  The treating physician 

reports that the patient has completed aquatic physical therapy and is currently receiving 

shockwave therapy once weekly.  Current medications include Flurbiprofen 20% gel, 

Keroprofen gel and Gabapentin/Cyclobenzaprine.  The current diagnoses are: 1.S/P interlaminar 

laminotomy to the left L5/S1 2.Disc protrusion C4/5 and C5/63.Cervical, thoracic and lumbar 

myofascial pain syndromeThe utilization review report dated 12/16/13 denied the request for 

Flurbiprofen 20% gel 120 grams, Ketoprofen 20% Ketamine 10% gel 120 grams and Gabapentin 

10% / Cyclobenzaprine 10% / Capsaicin 0.0375% 120 grams based on the MTUS guidelines. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

FLURBIPROFEN 20% GEL 120 GRAMS:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Topical Analgesics.   

 



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

Analgesics Page(s): 111-113.   

 

Decision rationale: The patient presents with chronic neck, back and bilateral upper and lower 

extremity pain with paresthesia.  The current request is for Flurbiprofen 20% gel 120 grams.  

Review of the reports provided indicate that the patient has been using this topical NSAID since 

at least 2/21/13.  There is no specific indication for the areas of application of this topical gel 

provided in the reports reviewed.  The MTUS guidelines do not support the usage of 

Flurbiprofen 20% gel (NSAID) for the treatment of spine, hip, shoulder or neuropathic pain.  

NSAID topical analgesics are indicated for osteoarthritis and tendinitis of the knee and elbow or 

other joints that are amenable to topical treatment.  This patient has been diagnosed with 

problems affecting the axial spine and not peripheral joints. Therefore, the request is not 

medically necessary. 

 

KETOPROFEN 20%/KETAMINE 10% GEL 120 GRAMS:   
 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Topical Analgesics.   

 

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

Page(s): 56, 113.   

 

Decision rationale: The patient presents with chronic neck, back and bilateral upper and lower 

extremity pain with paresthesia.  The current request is for Ketoprofen 20% Ketamine 10% gel 

120 grams.  The patient has been prescribed this compound topical analgesic since at least 

2/21/13.  There is nothing in the reports provided to indicate any functional benefit of this topical 

analgesic.  The MTUS Guidelines do not support the usage of Ketamine and MTUS page 8 states 

that the patient should periodically review the course of treatment and monitor progress toward 

treatment objectives.  The MTUS guidelines are clear that Ketamine is not supported for the 

treatment of chronic pain.  Therefore, the request is not medically necessary. 

 

GABAPENTIN 10%/CYCLOBENZAPRINE 10%/CAPSAICIN 0.0375% 120 GRAMS:  
Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Topical Analgesics.   

 

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

Analgesics Page(s): 111-113.   

 

Decision rationale: The patient presents with chronic neck, back and bilateral upper and lower 

extremity pain with paresthesia.  The current request is for Gabapentin 10% / Cyclobenzaprine 

10% / Capsaicin 0.0375% 120 grams.  The patient in this case has been prescribed this topical 

medication since 2/21/13.  The MTUS Guidelines do not support any topical analgesics that 

contain muscle relaxants and Gabapentin is not recommended.  The request for Gabapentin 10% 

/ Cyclobenzaprine 10% / Capsaicin 0.0375% 120 grams is not medically necessary. 



 


