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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, has a subspecialty in 

Interventional Spine 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 patient is a 34 year old female with an injury date on 08/31/2009. Based on the 09/24/2014 

progress report provided by the treating physician, the diagnosis is:  1. Status post micro 

discectomy lower lumbar spine on the left side for left lumbar radiculopathy with improvement 

of radiculitis as well as axial low back pain with persistent low back pain and minimal 

intermittent radicular pain to the left buttock and upper posterior thigh. According to this report, 

the patient complains of "low back pain with radiation to the left leg. The patient lower back pain 

is present most of the time on the left greater than right side, it radiates to the left buttock and 

posterior upper thigh." Heavy lifting or repetitive bending and twisting would aggravate the pain. 

Physical exam reveals tenderness of the left upper paragluteal region and SI region. Lumbar 

range of motion is 80% of normal. Straight leg raise test is positive on the left. The patient has 

returned to regular work since 2012. There were no other significant findings noted on this 

report. The utilization review denied the request for Diclofenac 10mg, Menthoderm gel 4oz, and 

Menthoderm topical cream (trial) on 10/14/2014 based on the MTUS guidelines. The requesting 

physician provided treatment report dated 09/24/2014. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Diclofenac 10mg:  Overturned 

 



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

Chronic pain, NSAIDs (non-steroidal anti-inflammatory drugs) Page(.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Medications for chronic pain; Anti-inflammatory medications; non-steroidal anti-inflammatory 

dru.   

 

Decision rationale: According to the 09/24/2014 report, this patient presents with "low back 

pain with radiation to the left leg." Per this report, the current request is for Diclofenac 10mg. 

The MTUS Guidelines page 22 reveal the following regarding NSAID's, "Anti-inflammatories 

are the traditional first line of treatment, to reduce pain so activity and functional restoration can 

resume, but long-term use may not be warranted." Diclofenac was first noted in this report; it is 

unknown exactly when the patient initially started taking this medication. The treating physician 

indicates "the thing she has found most helpful is Diclofenac that she has taken in the past as 

well as chiropractic treatment and local massage." The requested Diclofenac appears reasonable 

and consistent with MTUS guidelines. Recommendation is that the request is medically 

necessary. 

 

Menthoderm gel 4oz:  Upheld 

 

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

Topical Analgesics.   

 

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

Cream Page(s): 111-113.   

 

Decision rationale: According to the 09/24/2014 report, this patient presents with "low back 

pain with radiation to the left leg." Per this report, the current request is for Menthoderm gel 4oz. 

Menthoderm gel contains Methyl salicylate and Menthol. Regarding topical NSAIDs MTUS 

states, "Indications: Osteoarthritis and tendinitis, in particular, that of the knee and elbow or 

other joints that are amenable to topical treatment: Recommended for short-term use (4-12 

weeks). There is little evidence to utilize topical NSAIDs for treatment of osteoarthritis of the 

spine, hip or shoulder.  Neuropathic pain: Not recommended as there is no evidence to support 

use." The MTUS Guidelines state that topical NSAIDS are indicated for peripheral joint arthritis 

and tendinitis. In this case, the treating physician has not clearly documented that the patient has 

peripheral joint arthritis and tendinitis as the complaints listed are lower back pain with radiation 

to the left leg and MTUS does not support topical NSAIDs for spinal conditions. 

Recommendation is that the request is not medically necessary. 

 

Menthoderm Topical cream (Trial):  Upheld 

 

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

Topical Analgesics.   

 

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

Cream Page(s): 111-113.   



 

Decision rationale: According to the 09/24/2014 report, this patient presents with "low back 

pain with radiation to the left leg." Per this report, the current request is for Menthoderm topical 

cream (trial). Menthoderm gel contains Methyl salicylate and Menthol. Regarding topical 

NSAIDs MTUS states, "Indications: Osteoarthritis and tendinitis, in particular, that of the knee 

and elbow or other joints that are amenable to topical treatment: Recommended for short-term 

use (4-12 weeks). There is little evidence to utilize topical NSAIDs for treatment of osteoarthritis 

of the spine, hip or shoulder. Neuropathic pain: Not recommended as there is no evidence to 

support use." The MTUS Guidelines state that topical NSAIDS are indicated for peripheral joint 

arthritis and tendinitis. In this case, the treating physician has not clearly documented that the 

patient has peripheral joint arthritis and tendinitis and MTUS does not support topical NSAIDs 

for spinal conditions. Recommendation is that the request is not medically necessary. 

 


