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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to a physician reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. The physician 

reviewer is Board Certified in Orthopedic Surgery 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 physician 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: 

 

This 67-year-old male is under treatment for bilateral knee pain, date of injury 5/26/08. He 

underwent right total knee replacement on 11/28/12 with 36 post-op physical therapy visits. 

Recovery from the right knee surgery was prolonged; he did not progress to stairs until 9/12/13. 

The patient is morbidly obese with stated weight of 290 pounds. The 11/4/13 orthopedic report 

indicated the right knee was getting better, but remained weak. Left knee pain was reported with 

standing, walking, and stair gait. Walking was limited to one to two blocks by anteromedial pain. 

Objective findings documented right knee motion 3-115 degrees with minimal extensor lag and 

normal post-TKR stability. Left knee range of motion was 0-125 degrees with anteromedial 

soreness to palpation, no effusion or warmth, and very slight medial compartment laxity. X-rays 

of the left knee documented end-stage tricompartmental osteoarthritis with complete bone-on-

bone change on the merchant view, marked medial narrowing, and lateral osteophyte formation. 

X-rays of the right knee documented good arthroplasty position with no evidence of loosening or 

failure. The patient was taking Celebrex daily. The provider indicated that the patient may 

require left total knee replacement. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Left Total Knee Arthroplasty: Upheld 

 



Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 13 Knee 

Complaints Page(s): 343-345.  Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG), Indications for Surgery, Knee Arthroplasty. 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Knee and Leg, 

Knee joint replacement. 

 

Decision rationale: The request under consideration is for left total knee replacement. The 

California MTUS does not provide recommendations for total knee replacements. The Official 

Disability Guidelines recommend total knee replacement when surgical indications are met. 

Specific criteria for knee joint replacement include exercise and medications or injections, 

limited range of motion (< 90 degrees), night-time joint pain, no pain relief with conservative 

care, documentation of functional limitations, age greater than 50 years, a body mass index 

(BMI) less than 35, and imaging findings of osteoarthritis. Guidelines criteria have not been met. 

The patient has near normal left knee range of motion. He is morbidly obese and had significant 

recovery delay with the right total knee replacement performed 11/28/12. There is no 

documentation that recent detailed comprehensive conservative treatment for the left knee has 

been tried and failed. 

 

Inpatient hospital Stay - Three (3) days: Upheld 

 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Medical Clearance: Upheld 

 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

In-Home Nurse for infection monitoring/wound dressing check -- two (2) times a week for 

two (2) weeks: Upheld 

 

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

for its decision.   

 



MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale:  Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

In-Home Physical Therapy - three (3) times a week for two (2) weeks: Upheld 

 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale:  Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Outpatient Physical Therapy - three (3) times a week for two (2) weeks: Upheld 

 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale:  Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

CPM Rental - thirty (30) days: Upheld 

 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale:  Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Commode:  
 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale:  Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Walker: Upheld 



 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale:  Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Cold Therapy Unit - seven (7) day rental: Upheld 

 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale:  Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 


