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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: 

 
The injured worker is a 68 year old female, who sustained an industrial injury on 01-15-2005. 

She has reported subsequent right knee pain and was diagnosed with internal derangement of the 

knee on the right and chronic pain syndrome. MRI in April 2013 showed medial compartmental 

wear with full-thickness chondral defect along the medial ridge of the patella of the right knee. 

Treatment to date has included medication, Hyalgan injections, bracing, transcutaneous 

electrical nerve stimulator (TENS) unit, application of heat and ice and multiple surgeries. In a 

progress note dated 05-22-2015, the injured worker reported multiple episodes of instability, 

weakness and falling. Objective findings were notable for tenderness along the joint line with 

weakness to resisted function, knee extension of 180 degrees and flexion of 110 degrees. The 

injured worker was noted to be off work. The physician recommended a total joint replacement 

of the right knee. This joint replacement was approved as per the utilization review letter. A 

request for authorization of pre-operative clearance, chest x-ray, Gabapentin 600 mg #180 and 

associated surgical services including inpatient physical therapy x 18 visits, pain catheter, polar 

care unit x 21 day rental, 10 panel urine drug screen, continuous passive motion machine rental x 

1 month, hospital bed rental x 1 month, outpatient physical therapy x 18 and an inpatient hospital 

stay x 5 days was submitted. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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



 

Pre-op clearance, Chest x-ray: 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) low 

back. 

 
Decision rationale: CA MTUS/ACOEM is silent on the issue of preoperative clearance and 

testing. ODG, Low back, Preoperative testing general, is utilized. This chapter states that 

preoperative testing is guided by the patient's clinical history, comorbidities and physical 

examination findings. ODG states, these investigations can be helpful to stratify risk, direct 

anesthetic choices, and guide postoperative management, but often are obtained because of 

protocol rather than medical necessity. The decision to order preoperative tests should be guided 

by the patient's clinical history, comorbidities and physical examination findings. Patients with 

signs or symptoms of active cardiovascular disease should be evaluated with appropriate 

testing, regardless of their preoperative status. Preoperative ECG in patients without known risk 

factor for coronary artery disease, regardless of age, may not be necessary. CBC is 

recommended for surgeries with large anticipated blood loss. Creatinine is recommended for 

patient with renal failure. Electrocardiography is recommended for patients undergoing high 

risk surgery and that undergoing intermediate risk surgery who have additional risk factors. 

Patients undergoing low risk surgery do not require electrocardiography. Based on the 

information provided for review, there is no indication of any of these clinical scenarios present 

in this case. In this case the patient is a healthy 68 year old without comorbidities or physical 

examination findings concerning to warrant preoperative testing prior to the proposed surgical 

procedure. Therefore the request is not medically necessary. 

 
Associated surgical service: Inpatient Physical therapy x 18 visits: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Postsurgical Treatment Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Postsurgical Treatment Guidelines 

Page(s): 24. 

 
Decision rationale: Per the CA MTUS/Post-Surgical Treatment Guidelines, page 24, 

arthroplasty of the knee recommends 24 visits over 10 weeks with a post-surgical treatment 

period of 4 months. The guidelines recommend of the authorized visit initially therefore 12 

visits are medically necessary. As the request exceeds the 12 visits, the request is not medically 

necessary. 

 
Associated surgical service: Pain catheter: Upheld 

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

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Postoperative 

pain pump. 



 

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

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

 
Decision rationale: CA MTUS/ACOEM is silent on the issue of shoulder pain pumps. Per the 

Official Disability Guidelines, Online edition, Shoulder Chapter, regarding postoperative pain 

pumps, not recommended. Three recent moderate quality RCTs did not support the use of pain 

pumps. Before these studies, evidence supporting the use of ambulatory pain pumps existed 

primarily in the form of small case series and poorly designed randomized, controlled studies 

with small populations. As the guidelines and peer, reviewed literature does not recommend 

pain pumps, the request is not medically necessary. 

 
Associated surgical service: Polar care unit x 21 day rental: Upheld 

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

the MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Knee and 

Leg. 

 
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: CA MTUS/ACOEM is silent on the issue of knee cryotherapy. According 

to ODG Knee Chapter, Continuous flow cryotherapy, it is recommended immediately 

postoperatively for up to 7 days. In this case the requested length exceeds the guideline 

recommendations and is therefore not medically necessary. 

 
Gabapentin 600mg #180: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

gabapentin Page(s): 18. 

 
Decision rationale: Per the CA MTUS Chronic Pain Treatment Guidelines page 18, Specific 

Anti-Epilepsy Drugs, Neurontin is indicated for diabetic painful neuropathy and postherpetic 

neuralgia and is considered first line treatment for neuropathic pain. In this case, the exam 

notes do not demonstrate evidence neuropathic pain or demonstrate percentage of relief, the 

duration of relief, increase in function or increased activity. Therefore medical necessity has 

not been established. 

 
Associated surgical service: 10 Panel urine drug screen: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

urine toxicology Page(s): 94. 

 
Decision rationale: Per the CA MTUS Chronic Pain Medical Treatment Guidelines pages 94- 

95, use of urine toxicology is encouraged particularly when opioids are prescribed. It states, 

Opioids, steps to avoid misuse/addiction. The following are steps to avoid misuse of opioids, and 

in particular, for those at high risk of abuse: a) Opioid therapy contracts. See Guidelines for Pain 

Treatment Agreement. b) Limitation of prescribing and filling of prescriptions to one pharmacy. 

c) Frequent random urine toxicology screens. In this case there is insufficient evidence of 

chronic opioid use or evidence of drug misuse to warrant urine toxicology. The request is not 

medically necessary 

 
Associated surgical service: CPM machine rental x 1 month: Upheld 

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

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Knee and Leg. 

 
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: CA MTUS/ACOEM is silent on the issue of CPM. According to ODG 

criteria, CPM is medically necessary postoperatively for 4-10 consecutive days but no more 

than 21 following total knee arthroplasty. In this case, the request exceeds the recommended 

length of rental. Based on this the request is not medically necessary. 

 
Associated surgical service: Hospital bed rental x 1 month: Upheld 

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

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Low back. 

 
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: CA MTUS/ACOEM guidelines are silent on the issue of DME. Per the 

ODG Knee and Leg section, Durable medical equipment is generally defined as a device that 

meets Medicare definition. The term DME is defined as equipment which: (1) Can withstand 

repeated use, i.e., could normally be rented, and used by successive patients; (2) Is primarily 

and customarily used to serve a medical purpose; (3) Generally is not useful to a person in the 

absence of illness or injury; & (4) Is appropriate for use in a patient's home. In this case, the 

bed is not felt to primarily serve a medical purpose. The request is not medically necessary. 

 
Associated surgical service: Outpatient physical therapy x 18: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Postsurgical Treatment Guidelines. 



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: Per the CA MTUS/Post-Surgical Treatment Guidelines, page 24, 

arthroplasty of the knee recommends 24 visits over 10 weeks with a post-surgical treatment 

period of 4 months. The guidelines recommend of the authorized visit initially therefore 12 

visits are medically necessary. As the request exceeds the 12 visits, the request is not medically 

necessary. 

 
Associated surgical service: Inpatient hospital stay x 5 days: Upheld 

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

the MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Knee and 

Leg. 

 
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: CA MTUS/ACOEM is silent on the issue of length of stay following total 

knee arthroplasty. According to ODG Knee and Leg, 3 days is the best practice for a knee 

replacement. In this case, the 5 day request exceeds the 3 day inpatient stay and the request is 

therefore not medically necessary and appropriate. 


