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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: California 

Certification(s)/Specialty: Preventive Medicine, Occupational 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 injured worker is a 69-year-old male, who sustained an industrial injury on 7/24/2003. The 

medical records submitted for this review did not include the details of the initial injury or prior 

treatments to date. Diagnoses include chronic cervicalgia, cervical degenerative disc disease, 

cervicogenic migraine headaches, left shoulder impingement syndrome, status post shoulder 

repair, insomnia, depression, possible left carpal tunnel syndrome and radiculopathy. Currently, 

he complained of increased neck pain due to inability to obtain MS Contin. The neck pain is 

associated with headaches. Medications were noted to 40-50% increase in function and 

decreased pain. On 6/5/15, the physical examination documented a positive impingement sign in 

the left shoulder with tenderness. Tinel's testing was positive on the left. The lower cervical 

spine was tender with muscle spasms noted. There was decreased sensation in the left upper 

extremity with decreased grip strength and decreased reflexes. The provider documented the 

need for a neurosurgical consultation and prior diagnostic imaging studies are necessary. The 

plan of care included MRI of the cervical spine, Voltaren Topical 1% Gel apply topical four 

times a day as needed, 4 grams #3; seven (7) view X-ray of cervical spine; Soma 350mg tablet, 

one tablet twice a day as needed #50 with one refill. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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



7 views of cervical spine: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical 

evidence for its decision. 

 
MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 8 Neck and Upper 

Back Complaints Page(s): 177-179. 

 
Decision rationale: Per the MTUS Guidelines, the criteria for ordering imaging studies include: 

1) emergence of a red flag; 2) physiologic evidence of tissue insult or neurologic dysfunction; 3) 

failure to progress in a strengthening program intended to avoid surgery; 4) clarification of the 

anatomy prior to an invasive procedure. In this case, the injured worker was initially injured on 

7/24/2003. Diagnoses include chronic cervicalgia, cervical degenerative disc disease, 

cervicogenic migraine headaches, left shoulder impingement syndrome, status post shoulder 

repair, insomnia, depression, possible left carpal tunnel syndrome and radiculopathy. A prior x- 

ray of the cervical spine was obtained on 10/01/13. There are no documented interval changes, 

concerns for red flag, or prospective surgeries that would warrant repeat x-rays. The request for 7 

views of cervical spine is determined to not be medically necessary. 

 
Soma 350 mg #60 with 1 refill: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain 

Treatment Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Carisoprodol (Soma) Section, Weaning of Medications Section Page(s): 29, 124. 

 
Decision rationale: The MTUS Guidelines do not recommend the use of Soma, and specifically 

state that the medication is not indicated for long-term use. There are precautions with sudden 

discontinuation of this medication due to withdrawal symptoms in chronic users. This 

medication should be tapered, or side effects of withdrawal should be managed by other means. 

As this drug is specifically not recommended by the established guidelines, the request for 

Soma 350 mg #60 with 1 refill is determined to not be medically necessary. 

 
Voltaren topical 1% gel #3 with 1 refill: 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 

Analgesics Section Page(s): 111-113. 

 
Decision rationale: Per the MTUS Guidelines, the use of topical analgesics is recommended 

as an option for some agents. Topical NSAIDs have been shown in meta-analysis to be 

superior to placebo during the first 2 weeks of treatment for osteoarthritis, but not afterward, 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. Voltaren Gel 1% is FDA approved and 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. Maximum dose should not 

exceed 32 g per day (8 g per joint per day in the upper extremity and 16 g per joint per day in 

the lower extremity). As this medication has not been evaluated for use in the spine or shoulder, 

the request for Voltaren topical 1% gel #3 with 1 refill is determined to not be medically 

necessary. 

 
MRI of cervical spine: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical 

evidence for its decision. 

 
MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 8 Neck and Upper 

Back Complaints Page(s): 177-179. 

 
Decision rationale: Per the MTUS Guidelines, the criteria for ordering imaging studies include 

1) emergence of a red flag; 2) physiologic evidence of tissue insult or neurologic dysfunction; 3) 

failure to progress in a strengthening program intended to avoid surgery; 4) clarification of the 

anatomy prior to an invasive procedure. In this case, the injured worker was initially injured on 

7/24/2003. Diagnoses include chronic cervicalgia, cervical degenerative disc disease, 

cervicogenic migraine headaches, left shoulder impingement syndrome, status post shoulder 

repair, insomnia, depression, possible left carpal tunnel syndrome and radiculopathy. A prior 

MRI of the cervical spine was obtained on 08/23/13. There are no documented interval changes, 

concerns for red flag, or prospective surgeries that would warrant repeat x-rays. The request for 

MRI of cervical spine is determined to not be medically necessary. 


