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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. 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/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

The Expert Reviewer has the following credentials: 

State(s) of Licensure: New York 

Certification(s)/Specialty: Neurological Surgery 

 

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 55 year old male, who sustained an industrial injury on low back pain. 

He reported low back pain. The injured worker was diagnosed as having lumbar bilateral 

neuroforaminal stenosis, lumbar protrusion, bilateral S1 radiculopathy, lumbosacral protrusion 

with radiculitis/radiculopathy, bilateral hip musculoligamentous sprain/strain, status post left 

shoulder arthroscopy, status post left knee arthroscopy, bilateral knee sprain/strain with mild 

internal derangement, sleep disorder secondary to industrial injury, left groin pain, status post 

anterior coccyx subluxation. Treatment to date has included medications and home exercise 

program. The request is for physical therapy, topical Flurbiprofen 20% cream, topical 

Ketoprofen 20%/Ketamine 10% cream, and topical Gabapentin 10%/Cyclobenzaprine 

10%/Capsaicin 0.0375% cream. On 5/11/2015, he complained of low back pain rated 9/10 with 

radiation to the lower extremities, and associated numbness and tingling. He also reported 

bilateral shoulder pain rated 4-5/10, and right hip pain rated 9/10. He is reported to not be 

attending physical therapy at the time of the examination. The treatment plan included: lumbar 

laminotomy surgery. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

24 Post-operative Rehabilitative Physical Therapy sessions: Upheld 



 

Claims Administrator guideline: Decision based on MTUS Postsurgical Treatment Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 1 Prevention Page(s): 26 in 

Ca. Code of regulations section 9792.20. 

 

Decision rationale: The California MTUS Guidelines recommend postoperative physical 

therapy for 16 visits over 8 weeks. The guidelines indicate a recommended treatment period for 

postsurgical physical medicine of 6 months. The requested treatment: 24 Post-operative 

Rehabilitative Physical Therapy sessions is NOT medically necessary and appropriate. 

 

1 prescription of Topical Flurbiprofen 20% cream, 120gm: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDs- 

Flurbiprofen Page(s): 72. 

 

Decision rationale: The California MTUS guidelines do not recommend topical Flurbiprofen. 

The guidelines recommend a maximum daily dose of 300 mg. The guidelines indicate the 

provider should know what the adsorption of the drug would be. Documentation does not show 

such expertise. The requested treatment: 1 prescription of Topical Flurbiprofen 20% cream, 

120gm is NOT Medically necessary and appropriate. 

 

1 prescription for topical Ketoprofen 20%/Ketamine 10% cream 120gm: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

NSAIDS, Ketamine, Topical Analgesics Page(s): 72, 56, 112. 

 

Decision rationale: The California MTUS guidelines do not recommend topical ketoprofen. The 

guidelines recommend a maximum daily doses of 300 mg. The guidelines indicate the provider 

should know what the adsorption of the drug would be. Documentation does not show such 

expertise. The FDA has not approved ketoprofen for topical use. The requested treatment: 1 

prescription for topical Ketoprofen 20%/Ketamine 10% cream 120gm is NOT Medically 

necessary and appropriate. The guidelines do not recommend the use of Ketamine. 

 

1 prescription for Topical Gabapentin 10%/Cyclobenzaprine 10%/Capsaicin 0.0375% 

cream 120gm: Upheld 
 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Antiepilepsy drugs (AEDs) Page(s): 16-19. 

 

Decision rationale: The California MTUS guidelines do recommend gabapentin as a first line 

medication in the treatment of neuropathic pain. They do not recommend its topical use with 

compounded agents unless the provider has specific knowledge of the analgesic effect of each 

agent. Documentation does not provide evidence of such knowledge. Therefore, the request is 

not medically necessary. 


