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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: California
Certification(s)/Specialty: Physical Medicine & Rehabilitation, Pain Management

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 65 year old female, who sustained an industrial injury on 8/12/2005.
Diagnoses have included cervical radiculopathy, cervicalgia, herniated cervical disc, cervical
spine degenerative disc disease, cervical spine facet disease and depression and anxiety.
Treatment to date has included medication. According to the progress report dated 3/12/2015, the
injured worker complained of pain in the neck, bilateral shoulders, right hand, right knee, low
back and bilateral ankles/feet. She reported that her medications helped decrease her pain and
increase functionality. The injured worker rated the average pain with medications as 5/10 and
the average pain without medications as 7/10. Physical exam revealed point tenderness to light
palpation over the mid-cervical facets bilaterally. Authorization was requested for Solaraze gel,
Thermacare patches, Salonpas patch and Cyclobenzaprine.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Solaraze 3% gel #1 with 4 refills: 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 8 C.C.R.
9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 111-112 of 127.

Decision rationale: Regarding the request for Solaraze 3% gel #1 with 4 refills, guidelines state
that topical NSAIDs are recommended for short-term use. Oral NSAIDs contain significantly
more guideline support, provided there are no contraindications to the use of oral NSAIDs.
Within the documentation available for review, there's no indication that the patient has obtained
any specific analgesic effect (in terms of percent reduction in pain, or reduced NRS) or specific
objective functional improvement from the use of Solaraze gel. Additionally, topical NSAIDs are
not generally recommended for spinal conditions. Additionally, there is no documentation that
the patient would be unable to tolerate oral NSAIDs, which would be preferred, or that the
Solaraze is for short term use, as recommended by guidelines. In the absence of clarity regarding
those issues, the currently requested Solaraze 3% gel #1 with 4 refills is not medically necessary.

Thermacare #8 with 4 refills: Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 300. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG),
Low Back Chapter, Cold/Heat Packs.

Decision rationale: Regarding the request for Thermacare, Occupational Medicine Practice
Guidelines state that various modalities such as heating have insufficient testing to determine
their effectiveness, but they may have some value in the short term if used in conjunction with
the program of functional restoration. ODG states that heat/cold packs are recommended as an
option for acute pain. Within the documentation available for review, and there is no indication
that the patient has acute pain. Additionally, it is unclear what program of functional restoration
the patient is currently participating in which would be used alongside the currently requested
Thermacare. Finally, it is unclear why a traditional, reusable, heating pad would be insufficient
to address the patient's current complaints. In the absence of clarity regarding those issues, the
currently requested Thermacare is not medically necessary.

Salonpas pads # with 4 refills: 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 8 C.C.R.
9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 111-112 of 127.

Decision rationale: Regarding the request for Salonpas, guidelines state that topical NSAIDs are
recommended for short-term use. Oral NSAIDs contain significantly more guideline support,
provided there are no contraindications to the use of oral NSAIDs. Within the documentation
available for review, there's no indication that the patient has obtained any specific analgesic



effect (in terms of percent reduction in pain, or reduced NRS) or specific objective functional
improvement from the use of Salonpas. Additionally, topical NSAIDs are not generally
recommended for spinal conditions. Additionally, there is no documentation that the patient
would be unable to tolerate oral NSAIDs, which would be preferred, or that the Salonpas is for
short term use, as recommended by guidelines. In the absence of clarity regarding those issues,
the currently requested Salonpas is not medically necessary.

Cyclobenzaprine HCL 5mg #60 with 4 refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Muscle relaxants Page(s): 63.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R.
9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 63-66 of 127.

Decision rationale: Regarding the request for cyclobenzaprine (Flexeril), Chronic Pain Medical
Treatment Guidelines support the use of nonsedating muscle relaxants to be used with caution as
a 2nd line option for the short-term treatment of acute exacerbations of pain. Guidelines go on to
state that cyclobenzaprine specifically is recommended for a short course of therapy. Within the
documentation available for review, there is no identification of a specific analgesic benefit or
objective functional improvement as a result of the cyclobenzaprine. Additionally, it does not
appear that this medication is being prescribed for the short-term treatment of an acute
exacerbation, as recommended by guidelines. Finally, there is no documentation of failure of
first-line treatment options, as recommended by guidelines. In the absence of such
documentation, the currently requested cyclobenzaprine (Flexeril) is not medically necessary.



