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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: 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 59 year old female, who sustained an industrial injury on 01/27/2014. 

She has reported subsequent wrist pain and was diagnosed with right wrist and hand sprain/strain 

and status post right wrist fracture. Treatment to date has included oral and topical pain 

medication, physical therapy and acupuncture treatment.  In a progress note dated 08/26/2014, 

the injured worker complained of constant right wrist pain that was rated as 7/10. Objective 

findings were notable for mild swelling of the right wrist, tenderness to palpation of the carpal 

bones and anatomical snuff box, reduced range of motion, diminished sensation to pinprick and 

light touch in the C5-C8 and T1 dermatomes in the right upper extremity and decreased motor 

strength secondary to pain in the right upper extremity. The physician noted that several 

medication refills were being requested as well as several treatments for the right wrist and hand 

to assist with pain relief. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Ketoprofen 20% cream, 165gm: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   



 

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

Analgesics Page(s): 111.   

 

Decision rationale: MTUS states that topical NSAIDs are not recommended for neuropathic 

pain, but may be useful for short-term treatment (4-12 weeks) of osteoarthritis pain in joints that 

lend themselves to topical treatment (ankle, elbow, foot, hand, knee, and wrist). Topical 

NSAIDS have not been evaluated for treatment of the spine, hip or shoulder. There are no long-

term studies of their effectiveness or safety. Per MTUS, Ketoprofen is not recommended and is 

not currently FDA approved for a topical application. The request for topical compound 

Ketoprofen 20% cream, 165gm is therefore not medically necessary. 

 

Cyclobenzaprine 5% cream, 100gm: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

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

Analgesics Page(s): 111.   

 

Decision rationale: MTUS states that the use of muscle relaxants as a topical agent is not 

recommended.  Per guidelines, any compounded product that contains at least one drug (or drug 

class) that is not recommended is not recommended. The request for Cyclobenzaprine 5% cream, 

100gm is not medically necessary. 

 

Synapryn 10mg/1ml oral suspension, 250ml: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Not 

addressed.  Decision based on Non-MTUS Citation http://dailymed.nlm.nih.gov. 

 

Decision rationale: Synapryn is a compounding kit for oral suspension of Tramadol and 

Glucosamine.  Established guidelines show no evidence-based support for the use of oral 

suspension or compounded form of these medications and documentation fails to show that the 

injured worker has a condition that would require an oral suspension of medications already 

available in pill form. The request for Synapryn 10mg/1ml oral suspension, 250ml is not 

medically necessary. 

 

Tabradol 1mg/ml oral suspension, 250ml: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Not 

addressed.  Decision based on Non-MTUS Citation http://www.drugs.com. 

 

Decision rationale:  Tabradol is a compounding kit for oral suspension of Cyclobenzaprine and 

Methylsulfonylmethane.  Established guidelines show no evidence-based support for the use of 

oral suspension or compounded form of these medications and documentation fails to show that 

the injured worker has a condition that would require an oral suspension of medications already 

available in pill form. The request for Tabradol 1mg/ml oral suspension, 250ml is not medically 

necessary. 

 

Deprizine 15mg/ml oral suspension, 250ml: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Not 

addressed.  Decision based on Non-MTUS Citation http://www.drugs.com/pro/deprizine.html. 

 

Decision rationale:  Deprizine is a compounding kit for oral suspension of Ranitidine. 

Documentation fails to provide support that the injured worker has a condition that would require 

an oral suspension of this medication and established guidelines do not support the use of 

Deprizine. The request for Deprizine 15mg/ml oral suspension, 250ml is not medically 

necessary. 

 

Dicopanol (diphenhydramine) 5mg/ml oral suspension, 150ml: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Not 

addressed.  Decision based on Non-MTUS Citation http://dailymed.nlm.nih.gov. 

 

Decision rationale:  Dicopanol is a compounded version of Diphenhydramine. Documentation 

fails to provide support that the injured worker has a condition that would require a compounded 

form when the medication is available in pill form. Established guidelines do not recommend 

Dicopanol. The request for Dicopanol (diphenhydramine) 5mg/ml oral suspension, 150ml is not 

medically necessary. 

 

Fanatrex (Gabapentin) 25mg/ml oral suspension, 420ml: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Not 

addressed.  Decision based on Non-MTUS Citation http://www.drugs.com. 

 



Decision rationale:  Fanatrex is a compounding kit for oral suspension of Gabapentin. 

Established guidelines show no evidence-based support for the use of oral suspension of 

Gabapentin and documentation fails to show that the injured worker has a condition that would 

require a compounded form when the medication is available in pill form.  The request for 

Fanatrex (Gabapentin) 25mg/ml oral suspension, 420ml is not medically necessary. 

 

18 acupuncture visits for right wrist: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Acupuncture Treatment 

Guidelines.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), 

Acupuncture Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Acupuncture Treatment Guidelines.  Decision 

based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain Chapter. 

 

Decision rationale:  MTUS recommends Acupuncture as an option when pain medication is 

reduced or not tolerated and as an adjunct to physical rehabilitation and/or surgical intervention 

to hasten functional recovery. Acupuncture can be used to reduce pain, reduce inflammation, 

increase blood flow, increase range of motion, decrease the side effect of medication-induced 

nausea, promote relaxation in an anxious patient, and reduce muscle spasm.  ODG recommends 

an initial trial of 3-4 visits over 2 weeks. With evidence of reduced pain, medication use and 

objective functional improvement, total of up to 8-12 visits over 4-6 weeks is recommended. The 

injured worker complains of chronic right wrist pain.  Per guidelines, Acupuncture treatment is 

not recommended for wrist and hand complaints. The request for 18 acupuncture visits for right 

wrist is not medically necessary. 

 

18 shockwave therapy sessions for the right wrist: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Not 

addressed.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Shoulder Chapter, Extracorporeal shock wave therapy (ESWT). 

 

Decision rationale:  Per guidelines, Extracorporeal Shockwave Treatment (ESWT) is approved 

for the treatment of Rotator cuff tendonitis associated with calcific deposits in the tendon 

(calcific tendonitis). It is recommended for use in patient's whose pain has remained despite six 

months of standard treatment and at least three conservative treatments, including rest, Ice, 

NSAIDs, Orthotics, Physical Therapy and Cortisone injections.  Documentation shows that the 

injured complains of right wrist pain, which does not fit the criteria for prescribing ESWT. The 

request for 18 shockwave therapy sessions for the right wrist is not medically necessary. 

 

Right wrist brace: Upheld 

 



Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 11 Forearm, 

Wrist, and Hand Complaints Page(s): 264-265, 270.   

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 11 Forearm, Wrist, and 

Hand Complaints Page(s): 263.  Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG) Hand Chapter, Splints. 

 

Decision rationale:  ODG recommends splints for treating displaced fractures.  Splints have 

about the same effect on pain as ibuprofen, in patients with osteoarthritis. A small splint for pain 

relief during the day combined with a custom-made and rigid splint for prevention of deformities 

at night may be an optimal regimen. Documentation provided revealed that a wrist brace had 

already been approved 6 months prior to the requested service prior to review. Physician reports 

fail to show any evidence to establish the medical necessity of a second brace. The request for 

Right wrist brace is not medically necessary. 

 


