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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, has a subspecialty in Pain 

Medicine and is licensed to practice in Texas and Oklahoma. 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 56-year-old male who reported an injury on 01/01/2013. The mechanism 

of injury was not provided within the documentation. Prior treatments were noted to be physical 

therapy, chiropractic therapy, shockwave therapy, medication therapy, and injections. The 

injured worker's diagnosis was lumbar spine pain/myofascial pain syndrome. The injured worker 

had a clinical evaluation on 03/26/2014. He complained of pain in the mid/upper back and lower 

back. He also complained of pain and numbness in the right hand/wrist. On a scale of 0 to 10, ten 

representing the worst, his pain in the mid/upper back was rated as a 6/10. The objective findings 

of the thoracic spine included tenderness to palpation over the paraspinal muscles since the last 

visit. Range of motion was restricted. There was tenderness to palpation over the paraspinal 

muscles since the last visit in the lumbar spine region. Range of motion was restricted. Straight 

leg raise test was positive bilaterally. There was tenderness to palpation on both the right wrist 

and right hand and that was new since last visit. The treatment plan was to continue acupuncture 

therapy to the lumbar spine and right wrist, 2 times per week for 6 weeks. The provider's 

rationale for the requested MRIs was not provided within the documentation. A request for 

authorization for medical treatment was provided within the documentation dated 04/04/2014. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

MRI Lumbar 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, MRI. 

 

Decision rationale: The California MTUS ACOEM Guidelines indicate special studies and 

diagnostic and treatment considerations for low back complaints. Unequivocal objective findings 

that identify specific nerve compromise on the neurologic examination are sufficient evidence to 

warrant imaging in patients who do not respond to treatment and who would consider surgery an 

option. When the neurologic examination is less clear; however, further physiologic evidence 

and nerve dysfunction should be obtained before ordering an imaging study. The Official 

Disability Guidelines provide indications for imaging. The guidelines allow for MRIs of the 

lumbar spine when there has been trauma or neurological deficit. According to the guidelines, 

the injured worker does not meet the criteria for an MRI of the lumbar spine. The documentation 

does not indicate any particular fracture of the lumbar spine or neurological trauma. Therefore, 

the request for an MRI of the lumbar spine is not medically necessary. 

 

MRI Right Wrist:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 11 Forearm, 

Wrist, and Hand Complaints Page(s): 269.  Decision based on Non-MTUS Citation Official 

Disability Guidelines; Forearm, Wrist and Hand Chapter, mRIs section. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Forearm, Wrist 

and Hand, MRI. 

 

Decision rationale: The Official Disability Guidelines recommend magnetic resonance imaging 

for patients who meet criteria such as a hand or wrist trauma or chronic wrist pain when plain 

films are normal and tumor is suspected in the soft tissues. The clinical evaluation did not 

indicate hand or wrist pain or suspect of soft tissue tumor. The documentation provided did not 

indicate any wrist trauma. It was not noted that there was a suspicion of a fracture, or an ulnar 

collateral ligament injury. Therefore, the request for MRI of the right wrist is not medically 

necessary. 

 

 

 

 


