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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. The expert
reviewer is Board Certified in Family Medicine and is licensed to practice in Arizona. 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/services. He/she is familiar with governing laws and
regulations, including the strength of evidence hierarchy that applies to Independent Medical
Review determinations.

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 patient is a 50 year old female with a date of injury on 7/15/2006. Subjective complaints are
of an exacerbation of low back pain with severe spasms with radiation to the lower extremities.
Physical exam shows paraspinal spasm, decreased lumbar range of motion and positive straight
leg raise bilaterally. Medications include tramadol, flexeril, compounded ointments, and Norco.
Patient has also had relief with TENS and stretching and icing. Records indicate that the Norco
reduced pain to allow patient to be functional to perform activities of daily living.

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

Norco 10/325mg, one p.o. q6-8h #60 with three refills: Overturned

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 OPIOIDS
Page(s): 74-96.

Decision rationale: The patient in question has been on chronic opioid therapy. CA Chronic
Pain Guidelines has specific recommendations for the ongoing management of opioid therapy.
Clear evidence should be presented about the degree of analgesia, level of activity of daily
living, adverse side effects, or aberrant drug taking behavior. For this patient, documentation




shows stability on medication, increased functional ability, and no adverse side effects.
Furthermore, documentation is present of MTUS opioid compliance guidelines including risk
assessment, and ongoing efficacy of medication. Therefore, the use of this medication is
consistent with guidelines and is medically necessary for this patient.

Flexeril 10mg, one p.o. g6-8h #60 with three refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Chronic Pain Medical Treatments Guidelines: Muscle relaxants (for.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
CYCLOBENZAPRINE Page(s): 41-42.

Decision rationale: CA MTUS guidelines indicate that the use of cyclobenzaprine should be
used as a short term therapy, and the effects of treatment are modest and may cause adverse
effects. This patient had been using a muscle relaxant chronically which is longer than the
recommended course of therapy of 2-3 weeks. There is no evidence in the documentation that
suggests the patient experienced improvement with the ongoing use of cyclobenzaprine. Due to
clear guidelines suggesting cyclobenzaprine as short term therapy and no clear benefit from
adding this medication the requested prescription for cyclobenzaprine is not medically necessary.

FluriFlex 240gm cream (Flurbiprofen 15%/Cyclobenzaprine), apply a thin layer to affected
area twice daily as directed by physician: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Chronic Pain Medical Treatment Guidelines regarding Topical Analge.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines TOPICAL
ANALGESICS Page(s): 111-113.

Decision rationale: Chronic Pain Guidelines are clear that if the medication contains one drug
that is not recommended the entire product should not be recommended. This product combines
flurbiprofen, and cyclobenzaprine. Guidelines do not recommend topical cyclobenzaprine as no
peer-reviewed literature support their use. CA MTUS indicates that topical NSAIDs have been
shown in meta-analysis to be superior to placebo during the first 2 weeks of treatment for
osteoarthritis, but with a diminishing effect over another 2-week period. CA MTUS also
indicates that topical NSAIDS are not recommended for neuropathic pain as there is no evidence
to support their use. They are indicated for relief of osteoarthritis pain in joints that lend
themselves to topical treatment (ankle, elbow, foot, hand, knee, and wrist). Therefore, the
medical necessity of this compounded medication is not established.

TGHot 240gm cream (Tramadol 8%/Gabapentin 10%/Menthol 2%/Camphor
2%/Capsaicin 0.05%), apply thin layer to affected area twice daily as directed by
physician.: Upheld



Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Chronic Pain Medical Treatment Guidelines regarding Topical Analge.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines TOPICAL
ANALGESICS Page(s): 111-113.

Decision rationale: CA Chronic Pain Guidelines are clear that if the medication contains one
drug that is not recommended the entire product should not be recommended. Capsaicin has
some positive results in treating osteoarthritis, fiboromyalgia and non-specific back pain, but it
has shown moderate to poor efficacy. Guidelines do not recommend topical gabapentin or
tramadol as no peer-reviewed literature supports their use. The menthol component of this
medication has no specific guidelines or recommendations for its indication or effectiveness.
Therefore, the medical necessity of this medication is not established.

Intramuscular injection consisting of 2cc of vitamin B-12 complex and 2cc of B12
Cyanocobalamin on 6/16/14 (retrospective): Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines: Pain Chapter;
Vitamin B

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation OFFICIAL DISABILITY GUIDELINES (ODG) PAIN,
VITAMIN B

Decision rationale: The ODG states that Vitamin B is not recommended. Vitamin B is
frequently used for treating peripheral neuropathy but its efficacy is not clear. For this patient,
there is no evidence of peripheral neuropathy. Furthermore, there is no documentation of a
history of B12 deficiency or malabsorption. Therefore, the medical necessity of a B12 injection
is not established.



