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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. 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/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

The Expert Reviewer has the following credentials: 

State(s) of Licensure: California, Indiana, Oregon 

Certification(s)/Specialty: Orthopedic Surgery 

 

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 is a 58 year old female with an October 10, 2011 date of injury. A progress note dated 

March 2, 2015 documents subjective complaints (pain in the lumbar spine, right hip, and 

bilateral knees rated at a level of 5-6/10; pain increased since the last visit), objective findings 

(heel-toe walk performed with difficulty; tenderness to palpation over the lumbar paraspinal 

muscles; trace positive Kemp's test on the right; positive supine straight leg raise bilaterally; 

decreased range of motion of the lumbar spine; decreased range of motion of the bilateral 

knees; positive patellar compression test of the right knee; decreased muscle strength of the 

bilateral knee extensors and right hip flexor), and current diagnoses (lumbar spine sprain/strain; 

lumbar spine muscle spasm; lumbar disc disease; lumbar spine radiculopathy; right knee 

sprain/strain; right hip labral tear). Treatments to date have included medications and imaging 

studies. The treating physician documented a plan of care that included right knee arthroscopy, 

associated surgical services, Tramadol, and Lidoderm patches. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Right knee arthroscopy and debridement: 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), Knee and 

leg, Indications for surgery. 

 

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

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

 

Decision rationale: CAMTUS/ACOEM Chapter 13 Knee Complaints, pages 344-345, states 

regarding meniscus tears, Arthroscopic partial meniscectomy usually has a high success rate for 

cases in which there is clear evidence of a meniscus tear symptoms other than simply pain 

(locking, popping, giving way, recurrent effusion). According to ODG Knee and Leg section, 

Meniscectomy section, states indications for arthroscopy and meniscectomy include attempt at 

physical therapy and subjective clinical findings, which correlate with objective examination and 

MRI. In this case there is no advanced imaging submitted for review. The guideline criteria are 

not met and the request is not medically necessary. 

 

Associated surgical services: Physiotherapy for bilateral hip iliotibial band (ITB) 

strengthening, 3 x a week for 8 weeks: Upheld 
 

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

for its decision. 

 

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

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

 

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

associated services are medically necessary. 

 

Associated surgical services: Tens unit: Upheld 

 

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

for its decision. 

 

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

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

 

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

associated services are medically necessary. 

 

Tramadol 50mg #80: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Tramadol (Ultram) Page(s): 93-94, 113. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines tramadol 

Page(s): 93-94. 



 

Decision rationale: Per the CA MTUS Chronic Pain Medical Treatment Guidelines pages 93-

94, Tramadol is a synthetic opioid affecting the central nervous system. Tramadol is indicated 

for moderate to severe pain. Tramadol is considered a second line agent when first line agents 

such as NSAIDs fail. There is insufficient evidence in the records of 3/2/15 of failure of primary 

over the counter non-steroids or moderate to severe pain to warrant Tramadol. Therefore use of 

Tramadol is not medically necessary. 

 

Lidoderm patches 30 day supply: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Lidoderm (lidocaine patch) Page(s): 56-57. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines lidoderm 

Page(s): 56-57. 

 

Decision rationale: According to the CA MTUS Chronic Pain Medical Treatment Guidelines, 

page 56 and 57, regarding Lidocaine, may be recommended for localized peripheral pain after 

there has been evidence of a trial of first-line therapy (tri-cyclic or SNRI anti-depressants or an 

AED such as Gabapentin or Lyrica). This is not a first-line treatment and is only FDA approved 

for post-herpetic neuralgia. Further research is needed to recommend this treatment for chronic 

neuropathic pain disorders other than post-herpetic neuralgia. In this case the exam note from 

3/2/15 demonstrates there is no evidence of failure of first line medications such as Gabapentin 

or Lyrica. Therefore the request is not medically necessary. 


