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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 

Certification(s)/Specialty: Internal 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 51-year-old female, who sustained an industrial injury on August 17, 

2011, incurring injuries to the right upper extremity.  She was diagnosed with lateral 

epicondylitis, mononeuritis of the right arm, radial styloid tenosynovitis, and wrist flexor 

tendonitis. Treatment included anti-inflammatory drugs, topical pain gels, and neuropathy 

medications.  Currently, the injured worker complained of persistent upper extremity pain. The 

treatment plan that was requested for authorization included prescriptions for Celebrex and 

Voltaren Gel. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Celebrex 200 MG #30 Qty 30: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

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

Page(s): 30.  Decision based on Non-MTUS Citation Official Disability Guidelines- Anti- 

inflammatory Medications. 



 

Decision rationale: Celebrex (Celecoxib) is a non-steroidal anti-inflammatory drug (NSAID) 

that is a COX-2 selective inhibitor, a drug that directly targets COX-2, an enzyme responsible for 

inflammation and pain. Unlike other NSAIDs, Celebrex does not appear to interfere with the 

anti-platelet activity of aspirin and is bleeding neutral when patients are being considered for 

surgical intervention or interventional pain procedures. Celebrex may be considered if the 

patient has a risk of GI complications, but not for the majority of patients. Generic NSAIDs and 

COX-2 inhibitors have similar efficacy and risks when used for less than 3 months. In this case, 

there is no documentation of the medication's pain relief effectiveness or functional improvement, 

as compared to functionality using a non-prescription anti-inflammatory medication. In addition, 

there is no documentation indicating the claimant cannot tolerate traditional NSAID therapy due 

GI complications. The medical necessity of the requested medication has not been established. 

The requested medication is not medically necessary. 

 

Voltaren Gel 1 Percent 4 Grams #5 Qty 5: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

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

Analgesics Page(s): 111-113. 

 

Decision rationale: The request for Voltaren gel (one tube) is not medically necessary. The 

California MTUS Guidelines state Voltaren gel 1% (Diclofenac) has an FDA appropriation 

indicated for the relief of osteoarthritis pain in joints that lend themselves to topical treatment, 

such as the ankle, elbow, foot, hand, knee, and wrist.  It has not been evaluated for treatment of 

the spine, hip, or shoulder.  The maximum dose should not exceed 32 g per day.  The submitted 

documentation does not indicate that the injured worker had a diagnosis of osteoarthritis. 

Additionally, the efficacy of the medication was not submitted for review, nor was it indicated 

that it helped with any functional deficits the injured worker. Medical necessity for the requested 

medication is not established. The requested medication is not medically necessary. 


