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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 Physical Medicine and Rehabilitation and Pain Medicine and is 

licensed to practice in California. 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 injured worker is a 59-year-old female with a reported date of injury on 10/25/1998. Her 

diagnoses were noted to include osteoarthritis of the lower extremity and a meniscus tear to the 

knee. Her previous treatments were noted to include physical therapy, a home exercise program, 

and medications. The progress noted dated 05/30/2014 revealed the injured worker complained 

of increased right pain medial and lateral and reported she was not able to walk far. The injured 

worker complained of right knee pain while bearing weight and left knee pain with swelling. The 

physical examination revealed mild thigh muscle atrophy and mild patellofemoral joint 

crepitation was present. The range of motion elicited pain with active flexion, and there was a 

positive patellar compression and patellar crepitation test. The right knee had noted mild 

patellofemoral joint crepitation present and mild tenderness at the iliotibial band with 2+ 

effusions noted. The range of motion elicited pain with active flexion and the quadriceps strength 

was rated 4/5. There was a 2+ medial McMurray's noted.  The progress note dated 07/25/2014 

revealed the injured worker complained of pain to the right knee when bearing weight and pain 

in the left knee with swelling.  The injured worker reported clicking with flexion to the left knee 

that can last for hours. The injured worker noted she had swelling and pain medially and laterally 

to the left knee. The physical examination of the left knee noted no soft tissues swelling; mild 

patellar femoral joint crepitation was present. There was 1+ effusion present in the knee joint. 

The physical examination revealed pain elicited with active flexion, active flexion was to 100 

degrees, and a painful lateral McMurray's, positive compression test, and positive patellar 

crepitation test. The right knee was noted to have mild patellofemoral joint crepitation present 

upon palpation and mild tenderness to the iliotibial band. There were 2+ effusions present at the 

knee joint, and the range of motion was diminished. The muscle strength was noted to be 4/5 and 

a 2+ medial McMurray's was positive with pain as well as a patellar compression and patellar 



crepitation test. The Request for Authorization form dated 05/30/2014 was for Voltaren gel 1% 

100 grams 2 times a day to apply to the wrist and elbow. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Voltaren Gel 1%100gms:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 13 Knee 

Complaints.  Decision based on Non-MTUS Citation Goodman and Gilman's The 

Pharmacological Basis of Therapeutics, 12th ed. McGraw Hill, 2010, Physician's Desk 

Reference, 68th ed., www.RxList.com, ODG Workers' Compensation Drug Formulary, 

www.odg-twc.com/odgtwc/formulary.htm, drugs.com, Epocrates Online, 

www.online.epocrates.com, Monthly Prescribing Reference, www.empr.com-Opioid Dose 

Calculator-AMDD Agency Medical Director's Group Dose Calculator, 

www.agencymeddirectors.wa.gov. 

 

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

Analgesics Page(s): 111-112.   

 

Decision rationale: The injured worker was prescribed this medication 05/2014. The California 

Chronic Pain Medical Treatment Guidelines indicate that topical analgesics are largely 

experimental in use with few randomized control trials to determine efficacy or safety. Topical 

analgesics are primarily recommended for neuropathic pain when trials of antidepressants and 

anticonvulsants have failed. Any compound or product that contains at least 1 drug (or drug 

class) that is not recommended is not recommended.  The guidelines also indicate topical 

NSAIDs have been shown in meta-analysis to be superior to placebo during the first 2 weeks of 

treatment for osteoarthritis, but either not afterwards, or with a diminishing effect over another 2 

week period.  When investigated specifically for osteoarthritis of the knee, topical NSAIDs have 

been shown to be superior to placebo for 4 to 12 weeks.  These medications may be useful for 

chronic musculoskeletal pain, but there are no long term studies of their effectiveness or safety. 

The guidelines indications for topical NSAIDs is osteoarthritis and tendonitis, in particular, that 

of the knee and elbow or other joints that are amenable to topical treatment for short term use (4 

to 12 weeks). There is little evidence utilized topical NSAIDs for treatment of osteoarthritis of 

the spine, hip, or shoulder. The guidelines do not recommend topical NSAIDs for neuropathic 

pain as there is no evidence to support use. There is a lack of documentation regarding efficacy 

of this medication. Additionally, the request failed to provide the frequency at which this 

medication is to be utilized. Therefore, the request for Voltaren Gel 1%100gms is not medically 

necessary. 

 


