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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: New York 
Certification(s)/Specialty: Anesthesiology 

 

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 62 year old female, who sustained an industrial/work injury on 6/11/85. 
She reported initial complaints of back pain. The injured worker was diagnosed as having failed 
back syndrome, lumbar sprain, inflamed sacroiliac joint and post laminectomy syndrome. 
Treatment to date has included medication, surgery (lumbar fusion and laminectomy), and 
therapy with home exercise program. Currently, the injured worker complains of ongoing back 
pain that is worse with weather changes. Per the primary physician's progress report (PR-2) on 
5/6/15, examination revealed hyper lordosis, tenderness over the posterior sacroiliac spine 
bilaterally, mildly positive straight leg raise test at 90 degrees and negative in supine and sitting 
positions, diminished sensation over the left L4-L5, tightness and spasm over the lumbar region 
adjacent to the lumbar incision. Normal motor strength, sensation, and reflexes were noted. 
Current plan of care included continuing the home exercise program and medication. The 
requested treatments include Voltaren Gel 100 gm, Norco 10mg, Diclofenac 50mg, and 
Gabapentin 300mg. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

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

Voltaren Gel 100gm: Upheld 



Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 
Topical Analgesics Page(s): 111-112. 

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

 
Decision rationale: The California MTUS Guidelines state Voltaren gel 1% (Diclofenac) has an 
FDA appropriation indicated for the relief of osteoarthritis pain in joints that lend themselves to 
topical treatment, such as the ankle, elbow, foot, hand, knee, and wrist. It has not been evaluated 
for treatment of the spine, hip, or shoulder. The submitted documentation does not indicate that 
the injured worker had a diagnosis of osteoarthritis. Additionally, the efficacy of the medication 
was not submitted for review, nor was it indicated that it helped with any functional deficits. 
Medical necessity for the requested topical gel has been not established. The requested Voltaren 
Gel is not medically necessary. 

 
Norco 10mg quantity 60: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 
Opioids Page(s): 78-80; 91;124. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids 
for the treatment of chronic pain Page(s): 91-97. Decision based on Non-MTUS Citation 
Official Disability Guidelines (ODG) Opioids. 

 
Decision rationale: According to MTUS and ODG, Norco 10/325mg (Hydrocodone/ 
Acetaminophen) is a short-acting opioid analgesic indicated for moderate to moderately severe 
pain, and is used to manage both acute and chronic pain. The treatment of chronic pain with any 
opioid analgesic requires review and documentation of pain relief, functional status, appropriate 
medication use, and side effects. A pain assessment should include current pain, intensity of pain 
after taking the opiate, and the duration of pain relief. In this case, there is no documentation of 
the medication's pain relief effectiveness, functional status, or response to ongoing opioid 
analgesic therapy. Medical necessity of the requested item has not been established. Of note, 
discontinuation of an opioid analgesic should include a taper, to avoid withdrawal symptoms. 
The requested medication is not medically necessary. 

 
Diclofenac 50mg quantity 60: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 
Non Steroidal Anti Inflammatory Drugs Page(s): 67-68; 71. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDs 
Page(s): 67-71. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 
NSAIDs. 

 
Decision rationale: According to California MTUS Guidelines, oral NSAIDs, such as 
Diclofenac, are recommended for the treatment of chronic pain and control of inflammation as a 



second-line therapy after acetaminophen. The ODG states that NSAIDs are recommended for 
acute pain, acute low back pain (LBP), and short-term pain relief in chronic LBP. There is no 
evidence of long-term effectiveness for pain or function. According to the ODG, there is 
inconsistent evidence for the use of NSAIDs to treat long-term neuropathic pain, but they may be 
useful to treat breakthrough pain in this condition. Physicians should measure transaminases 
periodically in patients receiving long-term therapy with Diclofenac. In this case, there is no 
documentation of functional benefit in the past. Medical necessity for the requested medication 
has not been established. The requested item is not medically necessary. 

 
Gabapentin 300mg quantity 120: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 
Anti Epilepsy Drugs Page(s): 18-19. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Anti- 
epilepsy drugs (AEDs) Page(s): 17-19. Decision based on Non-MTUS Citation Official 
Disability Guidelines (ODG) AEDs. 

 
Decision rationale: According to the CA MTUS (2009) and ODG, Neurontin (Gabapentin) is 
an anti-epilepsy drug, which has been shown to be effective for treatment of diabetic painful 
neuropathy and post-herpetic neuralgia, and has been considered as a first-line treatment for 
neuropathic pain. The records documented that this patient has neuropathic pain related to her 
chronic low back condition. Neurontin has been part of her medical regimen, however, there is 
no documentation of subjective or objective findings consistent with current neuropathic pain to 
necessitate use of Gabapentin. Medical necessity for Gabapentin has not been established. The 
requested medication is not medically necessary. 
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