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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 Orthopedic Spine Surgeon and is licensed to practice in Texas. 

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 47-year-old female who reported an injury on 04/14/1998.  The 

mechanism of injury was not provided.  The current diagnoses included complex regional pain 

syndrome in the left upper and lower extremity, chronic pain syndrome, and status post spinal 

cord stimulator implant.  The injured worker was evaluated on 09/09/2013 with complaints of 

radiating pain, numbness, and weakness in the bilateral lower extremities with neck and back 

pain.  The current medication regimen included Prevacid, Soma, Norco, and OxyContin.  Past 

treatment included physical therapy, chiropractic treatment, and acupuncture.  The physical 

examination revealed an antalgic gait, tenderness to palpation, decreased sensation in the left 

upper and lower extremity, and weakness in the left upper and lower extremity.  Treatment 

recommendations included a CT scan of the cervical, thoracic, and lumbar spine.  A Request for 

Authorization form was then submitted on 09/09/2013. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

CT scan of the Thoracic Spine:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

Complaints.   

 



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

Page(s): 303-305.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Low Back Chapter, CT (computed tomography). 

 

Decision rationale: California MTUS ACOEM Practice Guidelines state if physiologic evidence 

indicates tissue insult or nerve impairment, the practitioner can discuss with a consultant the 

selection of an imaging test.  The Official Disability Guidelines state indications for imaging 

include thoracic or lumbar spine trauma with neurological deficit, myelopathy, to evaluate pars 

defect not identified on x-ray, or to evaluate successful fusion not identified on x-ray.  As per the 

documentation submitted, the initial date of injury was 04/14/1998.  There is no documentation 

of a recent attempt at conservative treatment.  There is no documentation of a worsening or 

progression of symptoms or physical examination findings.  There is no documentation of the 

presence of any red flags for serious pathology.  The medical necessity for the requested imaging 

study has not been established.  As such, the request is not medically necessary and appropriate. 

 


