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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: Pediatrics, 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 45 year old female, who sustained an industrial injury on 4-28-2011. 

Diagnoses include lumbar intervertebral disc disorder, lumbar sprain and strain and low back 

pain. Treatment to date has included conservative measures including diagnostics, modified 

work, and medications. Current medications include Norco, Neurontin, topical medications and 

Soma. Per the handwritten Primary Treating Physician's Progress Report dated 12-05-2012, the 

injured worker reported that she is not taking Oxycontin. Objective findings included mild 

peripheral neuropathy. The plan of care included transdermal analgesic medications. Per the 

medical records dated 9-26-2012 to 12-05-2012 she reported continuing low back pain. 

Objective findings included decreased range of motion with myospasm and 2+ tenderness. There 

is no documentation of functional improvement such as a decrease in pain level or increase in 

activities of daily living with treatment rendered. She was to remain off work. On 7-27-2015, 

Utilization Review non-certified the request for Ketoprofen 20% cream, Gabapentin 10% cream, 

Cyclobenzaprine 10% cream, and Tramadol 20% cream 30 gm (DOS 12-05-2012). 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Retrospective request for topical compound Ketoprofen 20% 30 gram cream DOS 12/5/12: 
Upheld 



 

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

2009.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Topical Analgesics.   

 

Decision rationale: Topical NSAID's are indicated for treatment of osteoarthritis and tendinitis, 

in particular, that of the knee and elbow or other joints that are amenable to topical treatment. 

They are recommended for short-term use. Any compounded product that contains at least one 

drug (or drug class) that is not recommended is not recommended. Ketoprofen is not FDA 

approved for topical use. This request is not medically necessary and appropriate. 

 

Retrospective request for topical compound Gabapentin 10% 30 gram cream DOS 12/5/12: 
Upheld 

 

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

2009.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Topical Analgesics.   

 

Decision rationale: Gabapentin is not recommended for topical use and there are no studies 

supporting its use. Any compounded product that contains at least one drug (or drug class) that is 

not recommended is not recommended. This request is not medically necessary. 

 

Retrospective request for topical compound Cyclobenzaprine 10% 30 gram cream DOS 

12/5/12: Upheld 

 

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

2009.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Topical Analgesics.   

 

Decision rationale: Any compounded product that contains at least one drug (or drug class) that 

is not recommended is not recommended. Cyclobenzaprine is not FDA approved for topical use. 

This request is not medically necessary and appropriate. 

 

Retrospective request for topical compound Tramadol 20% 30 gram cream DOS 12/5/12: 
Upheld 

 

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

2009.   

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Topical Analgesics.   

 

Decision rationale:  Any compounded product that contains at least one drug (or drug class) that 

is not recommended is not recommended. Tramadol is not FDA approved for topical use. This 

request is not medically necessary and appropriate. 

 


