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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 and Rehabilitation, has a subspecialty in Pain 

Management and is licensed to practice in Texas and Oklahoma. 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 injured worker is a 43-year-old female who reported an injury on 07/15/2010.  The 

mechanism of injury was not provided for clinical review.  The diagnoses included cervical 

herniated nucleus pulposus with radiculopathy, lumbar spine musculoligamentous sprain/strain, 

right knee musculoligamentous sprain/strain, right ankle musculoligamentous sprain/strain. The 

previous treatments included medication, physical therapy, and epidural steroid injections.  

Diagnostic testing included an MRI and EMG/NCV. Within a clinical note dated 06/24/2014, it 

was reported the injured worker complained of neck pain and radicular pain.  Upon the physical 

examination, the provider noted the MRI showed a herniated disc.  The request submitted is for 

Orphenadrine, compound gabapentin/pyridoxine, compound omeprazole/flurbiprofen, compound 

flurbiprofen/cyclobenzaprine/menthol, Keratek gel, compound hydrocodone/APAP/Ondan.  

However, a rationale is not provided for clinical review.  The Request for Authorization was 

submitted and dated 06/24/2014. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Orphenadrine/Caffeine 50/10mg #60: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines, Compounded 

drugs. 



 

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

Relaxants Page(s): 63, 64.   

 

Decision rationale: The request for orphenadrine/caffeine 50/10mg #60 is non-certified.  The 

California MTUS Guidelines recommend nonsedating muscle relaxants with caution as a second 

line option for short term treatment of acute exacerbation in patients with chronic low back pain. 

The guidelines note the medication is not recommended to be used for longer than 2 to 3 weeks. 

The guidelines note gabapentin is not recommended for topical use. There is lack of 

documentation indicating the efficacy of the medication as evidenced by significant functional 

improvement. The request submitted failed to provide the frequency of the medication. 

Additionally, the injured worker has been utilizing the medication for an extended period of time 

which exceeds the guidelines' recommendation of short term use of 4 to 12 weeks. The 

guidelines also note there is little evidence to utilize topical NSAIDs for the treatment of 

osteoarthritis of the spine, hip, or shoulder.  The request submitted failed to provide the treatment 

site of the medication.  Therefore, the request is non-certified. 

 

Compound Gabapentin/Pyridoxine 150mg/10mg #60 with 3 refills: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

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

NSAIDs Page(s): 111-112.   

 

Decision rationale: The request for Compund Gabapentin/Pyridoxine 150 mg/10 mg number 

sixty with three refills is non certified. The California MTUS Guidelines not Topical NSAIDs 

are recommended for the use of osteoarthritis and tendinitis, in particular, that of the knee and/or 

elbow and other joints that are amenable. The guidelines recommend NSAIDs for short-term use 

of 4-12 weeks. There is a lack of documentation indicating the efficacy of the medication. The 

request submitted failed to provide the frequency of the medication.  Additionally, the injured 

worker has been utilizing the medication for an extended period of time, since at least 07/2010, 

which exceeds the guidelines' recommendation of short term use of 4 to 12 weeks.  Therefore, 

this request is not medically necessary. 

 

Compund Omeprazole 10mg/Flurbiprofen 100mg #60: Upheld 

 

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

NSAIDs, Gi symptoms & cardiovascular risk.   

 

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

NSAIDs Page(s): 68, 72, 111-112.   

 

Decision rationale: The request for compund omeprazole 10mg/flurbiprofen 100mg #60 is non-

certified.   The California MTUS Guidelines note topical NSAIDs are recommended for 

osteoarthritis and tendonitis, in particular that of the knee and/or elbow and other joints that are 



amiable.  Topical NSAIDs are recommended for short term use of 4 to 12 weeks.  The guidelines 

note flurbiprofen is recommended for osteoarthritis and mild to moderate pain.  The guidelines 

note omeprazole is used long term for proton pump inhibitors and has been shown to increase the 

risk of hip fracture.  There is lack of documentation indicating the efficacy of the medication as 

evidenced by significant functional improvement.  The request submitted failed to provide a 

treatment site of the medication.  The request submitted failed to provide the frequency of the 

medication.  Additionally, the injured worker has been utilizing the medication for an extended 

period of time, since at least 07/2010, which exceeds the guidelines' recommendation of short 

term use of 4 to 12 weeks.  Therefore, this request is not medically necessary. 

 

Compound Flurbiprofen/Cyclo/Menth Cream 20%/10%/4% 180gm: Upheld 

 

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

Topical Analgesics.  Decision based on Non-MTUS Citation Official Disability Guidelines, 

Topical Analgesics, compounded. 

 

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

NSAIDs Page(s): 41, 72, 111-112.   

 

Decision rationale:  The request for compound flurbiprofen/cyclo/menth cream 20%/10%/4% 

180gm is non-certified.  The California MTUS Guidelines note topical NSAIDS are 

recommended for osteoarthritis and tendonitis, in particular that of the knee and/or elbow and 

other joints that are amiable. Topical NSAIDs are recommended for short term use of 4 to 12 

weeks. The guidelines note flurbiprofen is recommended for osteoarthritis and mild to moderate 

pain. Cyclobenzaprine is recommended as an option, using a short course of therapy.  

Cyclobenzaprine is a muscle relaxant. There is lack of documentation indicating the efficacy of 

the medication as evidenced by significant functional improvement. The request submitted failed 

to provide a treatment site. The injured worker has been utilizing the medication since at least 

07/2010 which exceeds the guidelines' recommendation of short term use of 4 to 12 weeks. The 

request submitted failed to provide the frequency of the medication. Therefore, this request is not 

medically necessary. 

 

Keratek Gel, 4 oz: 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 

NSAIDs Page(s): 111-112.   

 

Decision rationale:  The request for Keratek Gel, 4 oz is non-certified.   The California MTUS 

Guidelines note topical NSAIDS are recommended for osteoarthritis and tendonitis, in particular 

that of the knee and/or elbow and other joints that are amiable. Topical NSAIDs are 

recommended for short term use of 4 to 12 weeks.   There is lack of documentation indicating 

the efficacy of the medication as evidenced by significant functional improvement.  The request 

submitted failed to provide the frequency and dosage of the medication.  Additionally, the 



injured worker has been utilizing the medication since at least 07/2010 which exceeds the 

guidelines' recommendation of short term use of 4 to 12 weeks. Therefore, this request is not 

medically necessary. 

 

Compound Hydrocodone/APAP/Ondan 10/300/2mg #40: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.  Decision based on Non-MTUS Citation Official Disability Guidelines, Pain 

Chapter, Ondansetron (Zofran). 

 

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

NSAIDs Page(s): 63, 66-67,111-112.   

 

Decision rationale:  The request for compound hydrocodone/APAP/ondan 10/300/2mg #40 is 

non-certified. The California MTUS Guidelines note topical NSAIDS are recommended for 

osteoarthritis and tendonitis, in particular that of the knee and/or elbow and other joints that are 

amiable.  Topical NSAIDs are recommended for short term treatment of 4 to 12 weeks.   The 

California MTUS Guidelines note that orphenadrine is a nonsedating muscle relaxant which is 

used with caution as a second line option for short term treatment of acute exacerbation in 

patients with low back pain.   The California MTUS Guidelines note hydrocodone is an opioid 

with which they recommend the use of documentation of pain relief, functional status, and 

appropriate medication use and side effects.  There is lack of documentation indicating the 

efficacy of the medication as evidenced by significant functional improvement.  The request 

submitted failed to provide a treatment site.  The injured worker has been utilizing the 

medication for an extended period of time, since at least 06/2010.  The request submitted failed 

to provide the frequency of the medication.  Therefore, this request is not medically necessary. 

 

 


