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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: District of Columbia, Virginia
Certification(s)/Specialty: Internal Medicine

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 52 year old male, who sustained a cumulative industrial injury from
February 28, 1987 through June 18, 2013. He reported right shoulder pain. The injured worker
was diagnosed as having status post right shoulder cuff repair, subacromial decompression,
adhesive capsulitis, contusion of the right hip, laceration of the right elbow and right knee, right
carpal tunnel syndrome, depression, fluid in the wrist joint and distal radioulnar joint, tear of the
triangular fibrocartilage and a cyst in the scaphoid. Treatment to date has included radiographic
imaging, diagnostic studies, surgical intervention of the right shoulder, conservative therapies,
medications and work restrictions. Currently, the injured worker complains of right shoulder
pain aggravated with overhead activities, right wrist pain aggravated with gripping, grasping and
squeezing. The injured worker reported an industrial injury from 1987 through 2013, resulting in
the above noted pain. He was treated conservatively and surgically without complete resolution
of the pain. Previous physical therapy failed to resolve the pain. Evaluation on January 7, 2015,
revealed continued pain in the right shoulder and wrist. Physical therapy and medications were
recommended.

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

Biofreeze 40z #2 with 2 refills: Overturned




Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG); Low
Back , Biofreeze cream.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
111.

Decision rationale: Biofreeze contains menthol. Topical analgesics are still considered
experiment. They are recommended when a trial of antidepressant or anticonvulsant had failed.
This patient had been tried on neurontin and did have improvement of symptoms. This
medication would be appropriate. Topical Analgesics: Recommended as an option as indicated
below. 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. (Namaka, 2004) These agents are applied locally to painful areas
with advantages that include lack of systemic side effects, absence of drug interactions, and no
need to titrate. (Colombo, 2006) Many agents are compounded as monotherapy or in
combination for pain control (including NSAIDs, opioids, capsaicin, local anesthetics,
antidepressants, glutamate receptor antagonists, adrenergic receptor agonist, adenosine,
cannabinoids, cholinergic receptor agonists, agonists, prostanoids, bradykinin, adenosine
triphosphate, biogenic amines, and nerve growth factor). (Argoff, 2006) There is little to no
research to support the use of many of these agents. Any compounded product that contains at
least one drug (or drug class) that is not recommended is not recommended. The use of these
compounded agents requires knowledge of the specific analgesic effect of each agent and how it
will be useful for the specific therapeutic goal required. [Note: Topical analgesics work locally
underneath the skin where they are applied. These do not include transdermal analgesics that are
systemic agents entering the body through a transdermal means. See Duragesic (fentanyl
transdermal system).] The request is medically necessary.

Anaprox 550mg #60 with 2 refills: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792
Page(s): 73.

Decision rationale: This medication would be indicated for short term usage. This patient had
chronic pain issues. Further usage of this medication would not be indicated. Per MTUS:
Naproxen (Naprosyn): delayed release (EC-Naprosyn), as Sodium salt (Anaprox, Anaprox DS,
Aleve [otc]) Generic available; extended-release (Naprelan): 375 mg. Different dose strengths
and formulations of the drug are not necessarily bioequivalent. Dosing Information:
Osteoarthritis or ankylosing spondylitis: Dividing the daily dose into 3 doses versus 2 doses for
immediate-release and delayed-release formulations generally does not affect response. Morning
and evening doses do not have to be equal in size. The dose may be increased to 1500 mg/day of
naproxyn for limited periods when a higher level of analgesic/anti-inflammatory activity is



required (for up to 6 months). Naprosyn or naproxyn: 250-500 mg PO twice daily. Anaprox:
275-550 mg PO twice daily. (total dose may be increased to 1650 mg a day for limited periods).
EC-Naprosyn: 375 mg or 500 mg twice daily. The tablet should not be broken, crushed or
chewed to maintain integrity of the enteric coating. Naprelan: Two 375 mg tablets (750 mg) PO
once daily or two 500 mg tablets (1000 mg) once daily. If required (and a lower dose was
tolerated) Naprelan can be increased to 1500 mg once daily for limited periods (when higher
analgesia is required). Pain: Naprosyn or naproxyn: 250-500 mg PO twice daily. The maximum
dose on day one should not exceed 1250 mg and 1000 mg on subsequent days. Anaprox: 275-
550 mg PO twice daily. The maximum dose on day one should not exceed 1375 mg and 1100
mg on subsequent days. Extended-release Naprelan: Not recommended due to delay in
absorption. (Naprelan Package Insert) Therefore, the requested treatment is not medically
necessary.

Neurontin 300mg #100 with 2 refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Anti-epilepsy drugs (AEDs).

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792
Page(s): 16-18.

Decision rationale: This patient had chronic pain issue. The patient was tried on this medication
while undergoing a trial of biofreeze, a topical analgesic. It would be appropriate for this patient
on a short term basis but not for 2 refills as the patient has not meet criteria for this medication,
as per cited guidelines. Per MTUS: treatment of diabetic painful neuropathy and postherpetic
neuralgia and has been considered as a first-line treatment for neuropathic pain. (Backonja,
2002) (ICSI, 2007) (Knotkova, 2007) (Eisenberg, 2007) (Attal, 2006) This RCT concluded that
gabapentin monotherapy appears to be efficacious for the treatment of pain and sleep
interference associated with diabetic peripheral neuropathy and exhibits positive effects on mood
and quality of life. (Backonja, 1998) It has been given FDA approval for treatment of post-
herpetic neuralgia. The number needed to treat (NNT) for overall neuropathic pain is 4. It has a
more favorable side-effect profile than Carbamazepine, with a number needed to harm of 2.5.
(Wiffen2-Cochrane, 2005) (Zaremba, 2006) Gabapentin in combination with morphine has been
studied for treatment of diabetic neuropathy and postherpetic neuralgia. When used in
combination the maximum tolerated dosage of both drugs was lower than when each was used as
a single agent and better analgesia occurred at lower doses of each. (Gilron-NEJM, 2005)
Recommendations involving combination therapy require further study. Mechanism of action:
This medication appears to be effective in reducing abnormal hypersensitivity (allodynia and
hyperalgesia), to have anti-anxiety effects, and may be beneficial as a sleep aid. (Arnold,
2007)Specific pain states: There is limited evidence to show that this medication is effective for
postoperative pain, where there is fairly good evidence that the use of gabapentin and gabapentin-
like compounds results in decreased opioid consumption. This beneficial effect, which may be
related to an anti-anxiety effect, is accompanied by increased sedation and dizziness. (Peng,
2007) (Buvanendran, 2007)(Menigaux, 2005) (Pandey, 2005) The request, therefore, is not
medically necessary.



