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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 Orthopedic Surgery, 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:

The injured worker is a 39 year old male who sustained an injury on 07/03/13 when he slipped
and fell falling backwards on his right leg sustaining a 3cm laceration. The injured worker was
also followed for complaints of pain in the right upper extremity at the right elbow with
associated muscular spasms. The injured worker was being followed by | for ongoing
complaints of pain in the right upper extremity at the right elbow and low back and right lower
extremity. The injured worker described a burning type sensation in the right elbow with
associated spasms. The injured worker also described complaints of low back pain radiating to
the lower extremities. On 12/10/13 the injured worker had tenderness to palpation at the anterior
tibia. There was full range of motion in the lumbar spine. Tenderness to palpation in the lumbar
paraspinal musculature was noted. There was mild weakness in the bilateral upper extremities in
a non-specific distribution. There was some sensory loss in a bilateral L4 through S1
dermatome. The injured worker was recommended to utilize compounded medications including
Deprizine, Dicopanol, Fanatrex, Synapryn, Tabradol, Cyclophene, and topical Ketoprofen. The
clinical record from 02/03/14 noted continuing complaints of pain in the right elbow and low
back rating 7/10 on the VAS. On physical examination tenderness to palpation continued at the
lateral aspects of the right elbow. Range of motion was full. Tenderness to palpation was noted
in the lumbar paraspinal musculature and over the bilateral posterior superior iliac spine. A well
healed scar was noted at the anterior tibia and there was tenderness to palpation. Sensation and
motor strength were decreased in the right lower extremity in a non-specific distribution. The
requested Dicopanol 5mg oral suspension 150mL, Deprizine 15mg oral suspension 250mL, and
Fanatrex 15mg 420mL were denied by utilization review on 02/11/14.

IMR ISSUES, DECISIONS AND RATIONALES




The Final Determination was based on decisions for the disputed items/services set forth below:
1 BOTTLE OF DICOPANOL 5MG/ML ORAL SUSPENSION 150ML: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
ANTI-EPILEPSY DRUGS.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation OFFICIAL DISABILITY GUIDELINES (ODG) PAIN
CHAPTER, MEDICAL FOODS.

Decision rationale: The clinical documentation submitted for review did not discuss sleep
issues. There is no indication the injured worker has failed other pharmalogical and non-
pharmalogical treatment options for the presence of insomnia or sleep difficulty. Therefore,
based on the Official Disability Guidelines, the request is not medically necessary and
appropriate.

1 BOTTLE OF DEPRIZINE 15MG/ML ORAL SUSPENSION 250ML: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
ANTI-EPILEPSY DRUGS.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation OFFICIAL DISABILITY GUIDELINES (ODG).

Decision rationale: There is no indication from the clinical documentation submitted for review
that the injured worker had any gastrointestinal side effects with other medications or ongoing
gastrointestinal issues to support the use of this medication which contains ranitidine. Given the
insufficient evidence supporting the use of this type of medication or indicating that the injured
worker had been unable to tolerate normal oral forms of this medication, the request is not
medically necessary based on the Official Disability Guidelines (ODG).

1 BOTTLE OF FANATREX 15MG/ML ORAL SUSPENSION 420ML: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
ANTI-EPILEPSY DRUGS.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation OFFICIAL DISABILITY GUIDELINES (ODG) PAIN
CHAPTER, MEDICAL FOOD.

Decision rationale: There is no indication from the medical records provided for review that the
injured worker failed to tolerate standard oral Gabapentin in the treatment of ongoing
neuropathic symptoms. Therefore, based on Official Disability Guidelines, the request is not
medically necessary and appropriate.





