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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 

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 48 year old female with an injury date of 04/20/13.  Per the 09/22/14 report the 

patient presents with right shoulder pain affecting sleep and ADL's.  Examination of the bilateral 

shoulders shows tenderness and spasm in the deltoid on the right.  The patient's diagnoses 

include:1.      Cervical disc syndrome.2.      Right shoulder rotator cuff syndrome.3.      Lumbar 

facet syndrome.4.      Right shoulder impingement.5.      Right medial epicondylitis.6.      Right 

carpal tunnel syndrome.The patient states that past cortisone injections have failed.  The treater is 

requesting for Right shoulder arthroscopy and post-operative physical therapy.    The patient is 

noted to be using Ibuprofen.  The utilization review being challenged is dated 10/29/14.  

Progress reports were provided from 04/22/14 to 09/22/14. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Flurbiprofen 20%, Cyclobenzaprine 4%, Lidocaine 5% 180 gm:  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.   

 



Decision rationale: The patient presents with right shoulder pain affecting sleep and ADL's.  

The treater requests for Flurbiprofen 20% Cyclobenzaprine 4% Lidocaine 5% 180 gm per 

09/22/14 report. MTUS guidelines on topical analgesics page 111 (chronic pain section) state the 

following: Any compounded product that contains at least one drug (or drug class) that is not 

recommended is not recommended.  MTUS page 111 further states regarding lidocaine topical 

analgesics, "Only FDA approved products are recommended," and only in a patch form such as 

Lidoderm.The 09/22/14 treatment plan states that this medication is to be applied to the affected 

area to reduce pain, increase function and mobility and decrease the need of additional oral 

medications.  However, the requested topical contains both Cyclobenzaprine and Lidocaine.  

Cyclobenzaprine is not supported for topical formulation and Lidocaine is recommended only in 

patch form.  Therefore, this compounded topical medication is not recommended by MTUS.  

The request is not medically necessary. 

 


