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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: Anesthesiology 

 

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 73-year-old male injured worker suffered an industrial injury on12/30/2011. The diagnoses 

included lumbar degenerative disc disease and somatic dysfunction of the shoulder joint.  The 

injured worker had been treated with medications and injections.  On 3/17/2015, the treating 

provider reported a flare of increased low back pain, hip, shoulder and leg radiculopathy that 

significantly limited activities of daily living and tolerance. On exam there was moderate 

paralumbar myospasm extending up the spine with limited range of motion. She was given 

cortisone injections to the shoulder at the visit. The treatment plan included Voltaren, Protonix, 

Tramadol and Norco. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Voltaren 100mg qty 60 1 refill, dispensed 4/2/15: Upheld 

 

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

NSAIDs (non-steroidal anti-inflammatory drugs).   

 

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

analgesics Page(s): 111-113.   



 

Decision rationale: According to the California MTUS Guidelines, Voltaren Gel 1% 

(Diclofenac) is indicated for the relief of osteoarthritis 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 submitted documentation does not indicate that the 

injured worker had a diagnosis of osteoarthritis.   There is also no documentation of intolerance 

to other previous oral medications.  In addition, there is no documentation of objective functional 

improvement from prior use of Voltaren gel.  Medical necessity for the requested topical gel has 

been not established.  The requested 1% Voltaren Gel is not medically necessary. 

 

Protonix 20mg Qty 60 1 refill - dispensed 4/2/15: Upheld 

 

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

NSAIDs, GI symptoms & cardiovascular risk.   

 

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

Page(s): 68.   

 

Decision rationale: According to CA MTUS (2009), proton pump inhibitors, such as Protonix 

(Pantoprazole), are recommended for patients at risk for gastrointestinal events or taking 

NSAIDs with documented GI distress symptoms.  There is no documentation indicating the 

patient has any GI symptoms or GI risk factors.  Risk factors include, age >65, history of peptic 

ulcer disease, GI bleeding, concurrent use of aspirin, corticosteroids, and/or anticoagulants or 

high-dose/multiple NSAIDs.  There is no documentation of any reported GI complaints.  In 

addition, it is unclear why this patient is being prescribed Protonix since there is no indication 

that this patient has failed a use of Prilosec or Prevacid.  Based on the available information 

provided for review, the medical necessity for Protonix has not been established.  The requested 

medication is not medically necessary. 

 

Tramadol 50mg Qty 60 1 refill - dispensed 4/2/15: Upheld 

 

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

On-going management of chronic opioids.   

 

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

Page(s): 91-97.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Opioids. 

 

Decision rationale: According to the California MTUS, Tramadol is a synthetic opioid, which 

affects the central nervous system and is indicated for the treatment of moderate to severe pain. 

Per CA MTUS Guidelines, certain criteria need to be followed, including an ongoing review and 

documentation of pain relief and functional status, appropriate medication use, and side effects.  

Pain assessment should include current pain; last reported pain over the period since last 

assessment; average pain; intensity of pain after taking the opioid, and the duration of pain relief.  

In this case, it is not clear why 2 short-acting opiates have been prescribed/requested. Tramadol 



is not recommended as a first-line oral analgesic.  Medical necessity for the requested medication 

has not been established. The requested treatment with Tramadol is not medically necessary. 

 

Norco 2.5/325mg Qty 60 - dispensed 4/2/15: Upheld 

 

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

On-going management of chronic opioids.   

 

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

Page(s): 91-97.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Opioids. 

 

Decision rationale:  According to the CA MTUS and the ODG, Norco 2.5/325mg 

(Hydrocodone/Acetaminophen) is a short-acting opioid analgesic indicated for moderate to 

moderately severe pain, and is used to manage both acute and chronic pain.  The treatment of 

chronic pain with any opioid analgesic requires review and documentation of pain relief, 

functional status, appropriate medication use, and side effects.  A pain assessment should include 

current pain, intensity of pain after taking the opiate, and the duration of pain relief.  In this case, 

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

response to ongoing opioid analgesic therapy.  Medical necessity of the requested item has not 

been established.  Of note, discontinuation of an opioid analgesic should include a taper, to avoid 

withdrawal symptoms.  The requested medication is not medically necessary. 

 


