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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: Texas, Florida, 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 39-year-old male who sustained an industrial injury on 9/17/13.  The 

injured worker reported symptoms in the back. The injured worker was diagnosed as having 

right lumbar radiculitis and lumbar facet arthropathy. Treatments to date have included oral 

analgesic, home exercise program, activity modification and physical therapy. Currently, the 

injured worker complains of lower back pain.  The plan of care was for a medial branch block, 

medication prescriptions and a follow up appointment at a later date. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Bilateral Lumbar Medial Branch Block L3-5: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low back under 

Medical Branch Blocks, Diagnostic. 



Decision rationale: The current California web-based MTUS collection was reviewed in 

addressing this request.  The guidelines are silent in regards to this request.  Therefore, in 

accordance with state regulation, other evidence-based or mainstream peer-reviewed guidelines 

will be examined.  The ODG notes:  Criteria for the use of diagnostic blocks for facet mediated 

pain: 1. One set of diagnostic medial branch blocks is required with a response of 70%. The pain 

response should be approximately 2 hours for Lidocaine. 2. Limited to patients with low-back 

pain that is non-radicular and at no more than two levels bilaterally. [Medial branch blocks can 

be 3 levels]. Moreover, objective improvement out of past conservative care is not known. The 

request is appropriately non-certified.  Therefore, the requested treatment is not medically 

necessary. 

 

Gabapentin 600 MG #90 with 4 Refills: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 16 of 127 and page 19 of 127. 

 

Decision rationale: The MTUS notes that anti-epilepsy drugs (AEDs) like Gabapentin are also 

referred to as anti-convulsants, and are recommended for neuropathic pain (pain due to nerve 

damage. However, there is a lack of expert consensus on the treatment of neuropathic pain in 

general due to heterogeneous etiologies, symptoms, physical signs and mechanisms.  It is not 

clear in this case what the neuropathic pain generator is, and why therefore that Gabapentin is 

essential.  Gabapentin (Neurontin, Gabarone, generic available) has been shown to be effective 

for treatment of diabetic painful neuropathy and postherpetic neuralgia and has been considered 

as a first-line treatment for neuropathic pain.  This claimant however has neither of those 

conditions. The request is appropriately non-certified under the MTUS evidence-based criteria. 

Therefore, the requested treatment is not medically necessary. 

 

Cymbalta 30 MG #30 with 4 Refills: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain chapter, 

under Antidepressants. 

 

Decision rationale: The current California web-based MTUS collection was reviewed in 

addressing this request. The guidelines are silent in regards to this request.   Therefore, in 

accordance with state regulation, other evidence-based or mainstream peer-reviewed guidelines 

will be examined. Regarding antidepressants to treat a major depressive disorder, the ODG notes: 

Recommended for initial treatment of presentations of Major Depressive Disorder (MDD) that 

are moderate, severe, or psychotic, unless electroconvulsive therapy is part of the treatment plan. 

Not recommended for mild symptoms.  In this case, it is not clear what objective benefit has 

been achieved out of the antidepressant usage, how the activities of daily living have improved, 

and what other benefits have been.   It is not clear if this claimant has a major depressive disorder 

as defined in DSM-IV.   If used for pain, it is not clear what objective, functional benefit has 

been achieved.  The request is appropriately non-certified. The requested treatment is not 

medically necessary. 



 

Voltaren Gel 1 Percent x 1 with 4 Refills: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 112 of 127. 

 

Decision rationale: Per the MTUS, Voltaren Gel 1% (diclofenac) 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. As this 

person has back pain, and that area has not been studied, it would not be appropriate to use the 

medicine in an untested manner on a workers compensation or any patient.  The request is 

appropriately non-certified. The requested treatment is not medically necessary. 


