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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: Texas, Illinois 

Certification(s)/Specialty: Preventive Medicine, Occupational 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 57-year-old male who sustained an industrial injury on 9/29/11. The 

injured worker reported symptoms of pain, in his neck and lower back. The diagnoses include 

cervical disc protrusion, lumbar disc protrusion, lumbar radiculitis, myospasms, bilateral sciatic 

and bilateral wrist sprain/strain rule out carpal tunnel syndrome. Treatments include 

Extracorporeal Shockwave Therapy on 9/30/14, electroencephalogram study, home exercise 

program, magnetic resonance imaging performed 8/13 and oral medications. PR2 dated 9/17/14 

noted the injured worker presents with "burning sensation; numbness radiating to bilateral 

shoulders and bilateral hands" as wells as "spasms radiating to bilateral legs" the treating 

physician is requesting a retrospective request for Ketoprofen 10 percent/Gabapentin 10 percent 

1 gram topical; Flurbiprofen 10 percent, Cyclobenzaprine 10 percent 1 gram topical. On 12/1/14 

Utilization Review non-certified a retrospective request for Ketoprofen 10 percent/Gabapentin 

10 percent 1 gram topical; Flurbiprofen 10 percent, Cyclobenzaprine 10 percent 1 gram topical 

noting California MTUS Guidelines. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Retrospective Ketoprofen 10%/Gabapentin 10% 1 gram topical DOS: 10/1/14:  Upheld 

 



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

Topical Analgesics Page(s): 111-113.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Topical 

Analgesics Page(s): 111-113.   

 

Decision rationale: The injured worker sustained a work related injury on 9/29/11  . The 

medical records provided indicate the diagnosis of   cervical disc protrusion, lumbar disc 

protrusion, lumbar radiculitis, myospasms, bilateral sciatic and bilateral wrist sprain/strain rule 

out carpal tunnel syndrome. Treatments include Extracorporeal Shockwave Therapy on 9/30/14, 

electroencephalogram study, home exercise program, magnetic resonance imaging performed 

8/13 and oral medications. The medical records provided for review do not indicate a medical 

necessity for retrospective Ketoprofen 10%/Gabapentin 10% 1 gram topical DOS: 10/1/14 

.Gabapentin. The MTUS recommends against the use of any compounded product that contains 

at least one drug (or drug class) that is not recommended. Therefore, since the MTUS does not 

recommend the use of topical Gabapentin and topical Ketoprofen, the requested treatment is not 

medically necessary and appropriate. 

 

Retrospective Flurbiprofen 10%, Cyclobenzaprine 10% 1 gram topical DOS: 10/1/14:  
Upheld 

 

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

Topical Analgesics Page(s): 111-113.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Topical 

Analgesics Page(s): 111-113.   

 

Decision rationale: The injured worker sustained a work related injury on 9/29/11. The medical 

records provided indicate the diagnosis of   cervical disc protrusion, lumbar disc protrusion, 

lumbar radiculitis, myospasms, bilateral sciatic and bilateral wrist sprain/strain rule out carpal 

tunnel syndrome. Treatments include Extracorporeal Shockwave Therapy on 9/30/14, 

electroencephalogram study, home exercise program, magnetic resonance imaging performed 

8/13 and oral medications. The medical records provided for review do not indicate a medical 

necessity for retrospective Flurbiprofen 10%, Cyclobenzaprine 10% 1 gram topical DOS: 

10/1/14. The MTUS recommends against the use of any compounded product that contains at 

least one drug (or drug class) that is not recommended. Therefore, since neither Flurbiprofen nor 

Cyclobenzprine is recommended, the treatment is not medically necessary and appropriate. 

 

 

 

 


