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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, Tennessee 

Certification(s)/Specialty: Emergency Medicine 

 
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 71 year old female injured worker suffered an industrial injury on 04/25/2006. The 

diagnoses included internal derangement of the right knee with arthroscopic surgery and lumbar 

spinal surgery. The diagnostics included right knee magnetic resonance imaging. The treatment 

included medications and orthopedic surgery. On 6/4/2015 the treating provider reported pain in 

the right shoulder and neck, lower back with numbness down the left thigh. She reported aching 

in the right knee into the calf with pain rated 7/10. On the right knee was sore and tender. The 

injured worker had not returned to work. The requested treatments included Voltaren gel. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
Voltaren 1% gel #1 tube: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Topical Analgesics Page(s): 112. 

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

Interventions and Guidelines Page(s): 111-112. Decision based on Non-MTUS Citation Official 

Disability Guidelines (ODG) Pain, Diclofenac. 



Decision rationale: Voltaren gel is the topical non-steroidal anti-inflammatory drug (NSAID) 

diclofenac. Topical NSAIDS have been shown to be superior to placebo in the treatment of 

osteoarthritis, but only in the short term and not for extended treatment. The effect appears to 

diminish over time. Absorption of the medication can occur and may have systemic side effects 

comparable to oral form. It is indicated for relief of osteoarthritis pain in joints that lend 

themselves to topical treatment (ankle, elbow, foot, hand, knee, and wrist). It has not been 

evaluated for treatment of the spine, hip or shoulder. In this case documentation does not 

support the diagnosis of osteoarthritis. In addition there is no documentation regarding the 

intended site of application. Medical necessity has not been established. The request is not 

medically necessary. 


