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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 Geriatrics Medicine and is licensed to practice in New York. 

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: 

 

This woman was injured on 08/29/2014 while being employed.  She complained of right 

posterior calf pain and right lumbar back pain.  On physician visit 10/01/2014 she was noted to 

be working with restrictions.  Previous treatment was noted as tramadol injections, Lidoderm 

patches and Celebrex, Toradol injections, short leg splint, activity modifications and x-rays. Her 

current medications were Celebrex and Lidoderm patches. Per documentation she had a history 

of a right fibula fracture and lumbar sprain.  Her diagnoses were ankle pain and pain in limb. The 

injured worker stated that her activities of daily living were painful and difficult to perform. On 

examination her right lower extremity was noted as having positive pain in ankle and calf with 

hyper dorsiflexion on range of motion.  Sensation to the lower extremities was intact. She had 

diminished strength 'pain'. Per documentation she underwent x-rays of right tibia, ankle and 

lumbar spine during visits; lumbar spine film demonstrated normal alignment and no significant 

evidence of arthritic change.  The Utilization Review dated 10/31/2014 non-certified the request 

for nerve conduction velocity studies to bilateral lower extremities and x-ray of the lumbar spine. 

Electromyography was certified. The reviewing physician referred to CA MTUS ACOEM 

Guidelines and ODG for recommendations. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

NCV to the bilateral lower extremities:  Upheld 

 



Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low 

Back Chapter, Nerve Conduction Studies (NCS) 

 

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

Page(s): 287-326.   

 

Decision rationale: Electromyography (EMG), and nerve conduction velocities (NCV) may 

help identify subtle focal neurologic dysfunction in patients with low back symptoms, or both, 

lasting more than three or four weeks.  They can identify low back pathology in disc protrusion. 

This injured worker has intact lower extremity sensation and there are no red flags on physical 

exam to warrant NCV. The records do not support the medical necessity for NCV of the bilateral 

lower extremities. 

 

X-ray of the 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.   

 

Decision rationale: Lumbar spine x-rays should not be recommended in patients with low back 

pain in the absence of red flags for serious spine pathology, even if the pain has persisted for at 

least 6 weeks.  The physical exam and clinical history did not have 'red flags' associated with 

them (normal reflexes, sensation intact etc.) The medical necessity of a lumbar x-ray is not 

substantiated in the records. 

 

 

 

 


