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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 Emergency 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: 

 

The patient is a 64-year-old female who was injured on July 1, 2005. The patient continued to 

experience pain in her low back.  The patient also began to experience severe headaches.  

Physical examination was notable for tenderness to palpation of the acromioclavicular joint, 

paraspinal muscles, lumbar facets, hypoesthesia L4-5 and decreased strength L4-5 myotomes.  

Diagnoses included thoracic spine sprain/strain, lumbar spine sprain/strain, right olecranon 

bursitis, and bilateral lower extremity radiculopathy. Treatment included medications and 

surgery. Request for authorization for CT of the brain without contrast was submitted for 

consideration. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

CT scan of the brain without contrast:  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), Head 

Chapter, CT 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Head, CT 

(computed tomography). 

 



Decision rationale: CT scan of the brain is recommended for abnormal mental status, focal 

neurologic deficits, or acute seizure and should also be considered for patients with signs of 

basilar skull fracture, physical evidence of trauma above the clavicles, acute traumatic seizure, an 

interval of disturbed consciousness, pre-or post-event amnesia, drug or alcohol intoxication, or 

any recent history of traumatic brain injury, including mild traumatic brain injury. CT scan of the 

brain may also be used to follow identified pathology or screen for late pathology. Subsequently, 

CT scans are generally accepted when there is suspected intracranial blood, extra-axial blood, 

hydrocephalus, altered mental states, or a change in clinical condition, including development of 

new neurological symptoms or post-traumatic seizure (within the first days following trauma). 

MRI scans are generally recommended as opposed to CT once the initial acute stage has passed. 

Patients presenting to the emergency department with headache and abnormal findings in a 

neurologic examination (i.e., focal deficit, altered mental status, altered cognitive function) 

should undergo emergent non-contrast head computed tomography (CT) scan. In this case, CT 

brain was ordered because the patient was experiencing severe headaches. There is no 

documented history of trauma or neurological deficits. Documentation in the medical record 

does not support an indication for CT of the brain. Therefore, the request is not medically 

necessary. 

 


