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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. The expert 

reviewer is Board Certified in Physical Medicine & Rehabilitation, and is licensed to practice in 

Illinois. 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/services. He/she is 

familiar with governing laws and regulations, including the strength of evidence hierarchy that 

applies to Independent Medical Review determinations. 

 

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 37-year-old male who reported injury on 06/27/2008. The diagnosis 

included lumbago/degenerative lumbar/lumbosacral intervertebral disc/intervertebral lumbar disc 

without myelopathy lumbar region, thoracic/lumbosacral neuritis and radiculitis, and 

postlaminectomy syndrome lumbar region. The mechanism of injury was a fall. The injured 

worker underwent a lumbar fusion from L4-S1 in 06/2010 and a C5-6 cervical fusion. The 

injured worker underwent a CT scan of the lumbar spine on 03/24/2012. Documentation from 

09/12/2013 revealed the injured worker had complaints of low back pain, with prior treatments 

including physical therapy, visits to the pain management clinic, MRI, CT, back surgery as well 

as medications. The physical examination revealed the injured worker had a positive sitting 

straight leg raise bilaterally. The injured worker had abnormal squat, decreased range of motion, 

and sciatic notch tenderness bilaterally. The injured worker had decreased right upper extremity, 

left lower extremity and right lower extremity strength. The sensation to pinprick revealed the 

injured worker had decreased right L5, left L4, and decreased left L5 and decreased S1 sensation. 

The injured worker had decreased light touch to the right upper extremity and the bilateral lower 

extremities. Deep tendon reflexes in the bilateral upper and lower extremities were decreased but 

equal. The treatment plan included medications and a urine toxicology screen. Additionally, it 

was documented that the injured worker should proceed with the authorized lumbar CT with 

intrathecal myelogram. The diagnosis was lumbago. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 



REPEAT CT OF THE LUMBAR:  Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints 

Page(s): 303-305.   

 

Decision rationale: The ACOEM Guidelines indicate that a CT scan may be discussed with a 

consultant if there is physiologic evidence indicating tissue insult or nerve impairment. A 

computer tomography scan is used to define a potential cause and to examine bony structures. 

The clinical documentation submitted for review indicated the injured worker had previously had 

a CT scan of the lumbar spine. There was a lack of documentation of objective findings to 

support the necessity for a repeat CT scan. The prior CT scan was not provided for review. 

Given the above, the request for CT of the lumbar spine is not medically necessary. 

 


