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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: Massachusetts 

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 claimant has a history of a work injury occurring on 08/25/12. He was seen by the 

requesting provider on 06/24/14. He was having ongoing left upper extremity pain. Physical 

examination findings included left arm and elbow tenderness. Diagnoses referenced include a 

brachial plexus stretch injury with left arm pain. Medications were refilled. He was continued at 

temporary total disability. As of 12/02/14 he had improved with therapy and had improving 

strength. Medications were continued. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Retrospective: Prilosec 20mg 2x/day #60:  Upheld 

 

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

NSAIDs, GI symptoms and cardiovascular risk Page(s): 68-69.   

 

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

drug list & adverse effects, page 68-71 Page(s): 68-71.   

 



Decision rationale: Guidelines recommend an assessment of GI symptoms and cardiovascular 

risk when NSAIDs are used. The claimant does not have identified risk factors for a GI event. He 

has no history of a peptic ulcer, bleeding, or perforation. Medications have included non-

steroidal antiinflammatory medication at a dose consistent with guideline recommendations. 

There is no documented history of dyspepsia secondary to non-steroidal antiinflammatory 

medication therapy and the claimant is not being prescribed an SSRI (selective serotonin 

reuptake inhibitor) class medication. In this clinical scenario, guidelines do not recommend that a 

proton pump inhibitor such as Prilosec be prescribed. 

 

Retrospective: Menthoderm Gel 120gm apply 4x/day #1:  Overturned 

 

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

Topical Analgesics Page(s): 105, 111.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines (1) 

Medications for chronic pain, p60 (2) Topical Analgesics, p111-113 Page(s): 60, 111-113.   

 

Decision rationale: Menthoderm gel is a combination of methyl salicylate and menthol. 

Menthol and methyl salicylate are used as a topical analgesic in over the counter medications 

such as Ben-Gay or Icy Hot. They work by first cooling the skin then warming it, providing a 

topical anesthetic and analgesic effect which may be due to interference with transmission of 

pain signals through nerves. MTUS addresses the use of capsaicin which is recommended as an 

option in patients who have not responded or are intolerant to other treatments. In this case, the 

claimant has chronic pain and has only responded partially to other conservative treatments. He 

has pain including localized left upper extremity pain that could be amenable to topical 

treatment. Therefore, Menthoderm was medically necessary. 

 

Retrospective: Voltaren 100mg 2x/day #60:  Upheld 

 

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

NSAIDs Page(s): 67-68, 71.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDs, 

specific drug list & adverse effects p67-71 Page(s): 67-71.   

 

Decision rationale: Guidelines recommend the use of NSAID (nonsteroidal antiinflammatory 

medications) with caution as an option in the treatment of chronic pain. However, only Voltaren-

XR should be used as chronic maintenance therapy Dosing of Voltaren-XR is 100 mg PO once 

daily for chronic maintenance therapy. In this case, the prescribed Voltaren is not consistent with 

guideline recommendations and therefore not medically necessary. 

 


