Federal Services

Case Number: CM14-0165707

Date Assigned: 10/10/2014 Date of Injury: 02/13/2008

Decision Date: 11/13/2014 UR Denial Date: 09/10/2014

Priority: Standard Application 10/08/2014
Received:

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, and is licensed to practice
in 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 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:

Medical Records reflect the claimant sustained a work injury on 2-13-08 and is status post L4 to
S1 fusion. He also had a right carpal tunnel release. The claimant had an AME who placed him
at MM as of 1-25-13. Office visit on 7-9-14 notes the claimant was seen for the effects of the
cervical spine, lumbar spine, right wrist, right leg and internal issues. The claimant was
continued on medications as needed for pain. Recommendations also made for physical therapy
to the lumbar spine and cervical spine and to continue treatment with . PR-2 dated
9-16-14 notes the claimant has persistent neck, back, left shoulder and left wrist pain. His pain is
better with physical therapy and rest. He takes oral Naproxen as needed which decreases his
pain from 8 to a 4.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Keratek gel, unspecified quantity: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Compounded Medicine Page(s): 111.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Topical
Analgesics Page(s): 111-113. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Pain Chapter - Topical Analgesics




Decision rationale: Chronic Pain Medical Treatment Guidelines as well as ODG reflect that
these medications are largely experimental in use with few randomized controlled trials to
determine efficacy or safety. Primarily, recommended for neuropathic pain when trials of
antidepressants and anticonvulsants have failed. There is an absence in documentation noting
that this claimant cannot tolerate oral medications or that he has failed first line of treatment.
Therefore, the medical necessity of this request is not established.

Flurbiprofen, Cyclobenzaprine, Menthol cream, 20/10/4, 180 grams: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Compounded Medicine Page(s): 111.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Topical
Analgesics Page(s): 111-113. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Pain Chapter - Topical Analgesics

Decision rationale: Chronic Pain Medical Treatment Guidelines as well as ODG reflect that
these medications are largely experimental in use with few randomized controlled trials to
determine efficacy or safety. Primarily recommended for neuropathic pain when trials of
antidepressants and anticonvulsants have failed. There is an absence in documentation noting
that this claimant cannot tolerate oral medications or that he has failed first line of treatment.
Therefore the medical necessity of this request is not established.





