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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: 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 injured worker is a 74 year old male, who sustained an industrial injury on 9-24-2014. He 

reported injury to the left ankle and foot from a fall off a curb. Diagnoses include left ankle 

tibialis anterior tendon tear, bone contusion, and soft tissue swelling of the flexor hallious longus 

muscle. Treatments to date include activity modification, left ankle brace, crutches, Ibuprofen, 

Tramadol. Currently, he complained of increasing pain and swelling in the left ankle. On 9-1-15, 

the physical examination documented no new physical findings. The previous evaluations 

documented tenderness in the left ankle, painful range of motion, and mild swelling. The records 

indicated he was not thought to be a good surgical candidate due to previous venous surgery. 

Although the records documented Tramadol and Ibuprofen to be prescribed for at least six 

months times, there was no subjective or objective documentation regarding medication 

efficacy. The appeal requested authorization for a TENS unit; Tramadol 50mg #180; Voltaren 

Gel 3% 60grams; and Ibuprofen 800mg #90. The Utilization Review dated 9-10-15, denied this 

request. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

TENS Unit # 1: Upheld 



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

2009. 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

 

Section(s): Transcutaneous electrotherapy. 

 

Decision rationale: Regarding the request for TENS, Chronic Pain Medical Treatment 

Guidelines state that transcutaneous electrical nerve stimulation (TENS) is not recommended as 

a primary treatment modality, but a one-month home-based TENS trial may be considered as a 

noninvasive conservative option if used as an adjunct to a program of evidence-based functional 

restoration. Guidelines recommend failure of other appropriate pain modalities including 

medications prior to a TENS unit trial. Prior to TENS unit purchase, one month trial should be 

documented as an adjunct to ongoing treatment modalities within a functional restoration 

approach, with documentation of how often the unit was used, as well as outcomes in terms of 

pain relief and function. Within the documentation available for review, there is no indication 

that the patient has undergone a TENS unit trial, and no documentation of any specific objective 

functional deficits which a tens unit trial would be intended to address. Additionally, it is unclear 

what other treatment modalities are currently being used within a functional restoration 

approach. In the absence of clarity regarding those issues, the currently requested TENS unit is 

not medically necessary. 

 

Tramadol 50mg # 180: Upheld 

 

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

2009. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Opioids, California Controlled Substance Utilization Review and Evaluation System 

(CURES) [DWC], Opioids, criteria for use, Opioids for chronic pain, Opioids (Classification). 

 

Decision rationale: Regarding the request for Ultram (tramadol), Chronic Pain Medical 

Treatment Guidelines state that Ultram is an opiate pain medication. Due to high abuse 

potential, close follow-up is recommended with documentation of analgesic effect, objective 

functional improvement, side effects, and discussion regarding any aberrant use. Guidelines go 

on to recommend discontinuing opioids if there is no documentation of improved function and 

pain. Within the documentation available for review, there is no indication that the medication is 

improving the patient's function or pain (in terms of specific examples of functional 

improvement and percent reduction in pain or reduced NRS), and no documentation regarding 

side effects. As such, there is no clear indication for ongoing use of the medication. Opioids 

should not be abruptly discontinued, but unfortunately, there is no provision to modify the 

current request to allow tapering. In light of the above issues, the currently requested Ultram 

(tramadol) is not medically necessary. 

 

Voltaren Gel 3% (Gm) # 60: Upheld 



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

2009. 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

 

Section(s): Topical Analgesics. 

 

Decision rationale: Regarding the request for Voltaren gel, guidelines state that topical 

NSAIDs are recommended for short-term use. Oral NSAIDs contain significantly more 

guideline support, provided there are no contraindications to the use of oral NSAIDs. Within the 

documentation available for review, there is no indication that the patient has obtained any 

specific analgesic effect (in terms of percent reduction in pain, or reduced NRS) or specific 

objective functional improvement from the use of Voltaren gel. Additionally, there is no 

documentation that the patient would be unable to tolerate oral NSAIDs, which would be 

preferred, or that the voltaren is for short term use, as recommended by guidelines. In the 

absence of clarity regarding those issues, the currently requested Voltaren gel is not medically 

necessary. 

 

Ibuprofen 800mg # 90: Upheld 

 

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

2009. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): NSAIDs (non-steroidal anti-inflammatory drugs). 

 

Decision rationale: Regarding the request for ibuprofen, Chronic Pain Medical Treatment 

Guidelines state that NSAIDs are recommended at the lowest dose for the shortest period in 

patients with moderate to severe pain. Within the documentation available for review, there is no 

indication that ibuprofen is providing any specific analgesic benefits (in terms of percent pain 

reduction, or reduction in numeric rating scale), or any objective functional improvement. In the 

absence of such documentation, the current request is not medically necessary. 


