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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 and Rehabilitation and is licensed to practice in 

California. 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 48-year-old female who reported an injury on 02/04/2010 with the 

mechanism of injury not cited within the documentation provided.  In the clinical notes dated 

08/06/2013, the injured worker was seen for a followup. It was noted that the injured worker was 

status post L3-L4 posterolateral fusion dated 06/2010. It was noted that the injured worker 

complained of right hip problems and progressive pain in her back. It was also noted that the 

injured worker complained of neck pain. Prior conservative treatments were not included along 

with the injured worker's prescribed medication regimen. There was also a lack of physical 

examination. The treatment plan included a request for an AP lateral of the thoracic spine, 

lumbar spine and pelvis and an MRI scan of the lumbar spine and cervical spine. The Request for 

Authorization for AP lateral x-ray of the thoracic spine with rationale was not submitted. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

AP LATERAL X-RAY OF THORACIC SPINE:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints Page(s): 181-183.   

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 8 Neck and Upper Back 

Complaints Page(s): 181-183.   

 



Decision rationale: The request for AP lateral x-ray of the thoracic spine is not medically 

necessary. The California MTUS/ACOEM Guidelines state that for radiography initially studies 

are warranted when red flags for fracture, or neurological deficit associated with acute trauma, 

tumor or infection are present. It is not recommended for routine use in first 4 to 6 weeks if red 

flags are absent. In the clinical notes provided for review, there is lack of documentation of a 

physical examination to include new symptoms or neurological or functional deficits. There is 

also a lack of documentation to indicate an injury or infection. Therefore, the request for AP 

lateral x-ray of the thoracic spine is not medically necessary. 

 


