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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: 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 injured worker is a 40 year old male who sustained an industrial injury to his lower back and 

right knee on June 18, 2009. The injured worker underwent right arthroscopy to the right knee 

times two in 2010 and 2011. The injured worker was diagnosed with lumbar degenerative disc 

disease and facet arthropathy and chronic right knee pain status post-surgery.  On April 14, 2014 

the injured worker underwent a left L4 and L5 transforaminal injection. According to the 

primary treating physician's progress report on January 12, 2014 the injured worker continues to 

experience right knee pain and recurrent low back pain with radiation to the lower extremities. 

Current medications consist of Voltaren gel and Gabapentin. Treatment modalities consist of 

right knee soft brace, epidural steroid injection (ESI), cortisone injection to the right knee on 

January 12, 2015, physical therapy, home exercise program and medication. The injured worker 

is working full time with restrictions.  The treating physician requested authorization for 

Voltaren gel 1% #3. On January 20, 2014 the Utilization Review denied certification for 

Voltaren gel 1% #3. Citations used in the decision process were the Medical Treatment 

Utilization Schedule (MTUS), Chronic Pain Guidelines. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Voltaren gel 1% #3: 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, Non- steroidal anti-inflammatory agents, Page 111-112; Non-steroidal anti-i. 

 

Decision rationale: The requested Voltaren gel 1% #3 is not medically necessary. CA MTUS 

Chronic Pain Treatment Guidelines, Topical Analgesics, Non-steroidal anti-inflammatory agents, 

Page 111-112, recommend topical analgesics with documented osteoarthritis with intolerance to 

oral anti-inflammatory agents; Non-steroidal anti-inflammatory medications, GI symptoms and 

cardiovascular risk, Page 68-69, note that all NSAIDs have the potential to raise blood pressure 

in susceptible patients.   The injured worker has right knee pain and recurrent low back pain with 

radiation to the lower extremities. The treating physician has not documented the patient's 

intolerance of these or similar medications to be taken on an oral basis. The criteria noted above 

not having been met, Voltaren gel 1% #3 is not medically necessary. 


