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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, District of Columbia, Maryland 

Certification(s)/Specialty: Anesthesiology, Pain Management 

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 61 year old male who sustained an industrial injury on 04-18-2014. 

Current diagnoses include cervical spine sprain-strain, bilateral ankle sprain-strain, right knee 

sprain, hearing loss, and plantar fasciitis. Report dated 08-07-2015 noted that the injured worker 

presented with complaints that included increased neck pain with onset of numbness and tingling 

in the left thumb and index finger, continued bilateral knee pain with occasional buckling, and 

feet are unchanged. Physical examination performed on 08-07-2015 revealed tenderness in the 

knees, cervical spine and feet, and spasms in the left paraspinal muscles. Previous diagnostic 

studies included an MRI of the right knee dated 06-01-2015, cervical spine and right knee x-rays 

on 07-18-2014. The treatment plan included requests for MRI of the cervical spine to rule out 

disc pathology and evaluate numbness and tingling of the left hand, right knee MRI to evaluate 

soft tissue mass, and request for labs because the patient is 60+ for evaluation of kidney 

function. Of note some of this report was hard to decipher. The utilization review dated 08-31-

2015, non- certified the request for MRI of the cervical and right knee, and CBC panel. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

MRI of the cervical: Overturned 



 

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

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

Upper Back, Magnetic resonance imaging (MRI). 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Neck and Upper 

Back, Magnetic resonance imaging (MRI). 

 

Decision rationale: Per the ODG guidelines with regard to MRI of the lumbar spine: "Not 

recommended except for indications list below. Patients who are alert, have never lost 

consciousness, are not under the influence of alcohol and/or drugs, have no distracting injuries, 

have no cervical tenderness, and have no neurologic findings, do not need imaging. Patients who 

do not fall into this category should have a three-view cervical radiographic series followed by 

computed tomography (CT). In determining whether or not the patient has ligamentous 

instability, magnetic resonance imaging (MRI) is the procedure of choice, but MRI should be 

reserved for patients who have clear-cut neurologic findings and those suspected of ligamentous 

instability. Repeat MRI is not routinely recommended, and should be reserved for a significant 

change in symptoms and/or findings suggestive of significant pathology (e.g., tumor, infection, 

fracture, neurocompression, recurrent disc herniation). (Anderson, 2000) (ACR, 2002) See also 

ACR Appropriateness Criteria". MRI imaging studies are valuable when physiologic evidence 

indicates tissue insult or nerve impairment or potentially serious conditions are suspected like 

tumor, infection, and fracture, or for clarification of anatomy prior to surgery. MRI is the test of 

choice for patients who have had prior back surgery. (Bigos, 1999) (Bey, 1998) (Volle, 2001) 

(Singh, 2001) (Colorado, 2001) For the evaluation of the patient with chronic neck pain, plain 

radiographs (3-view: anteroposterior, lateral, open mouth) should be the initial study performed. 

Patients with normal radiographs and neurologic signs or symptoms should undergo magnetic 

resonance imaging. If there is a contraindication to the magnetic resonance examination such as 

a cardiac pacemaker or severe claustrophobia, computed tomography myelography, preferably 

using spiral technology and multiplanar reconstruction is recommended. (Daffner, 2000) (Bono, 

2007) Indications for imaging - MRI (magnetic resonance imaging):- Chronic neck pain (= after 

3 months conservative treatment), radiographs normal, neurologic signs or symptoms present- 

Neck pain with radiculopathy if severe or progressive neurologic deficit- Chronic neck pain, 

radiographs show spondylosis, neurologic signs or symptoms present- Chronic neck pain, 

radiographs show old trauma, neurologic signs or symptoms present- Chronic neck pain, 

radiographs show bone or disc margin destruction- Suspected cervical spine trauma, neck pain, 

clinical findings suggest ligamentous injury (sprain), radiographs and/or CT "normal"- Known 

cervical spine trauma: equivocal or positive plain films with neurological deficit- Upper 

back/thoracic spine trauma with neurological deficit. Per the medical records submitted for 

review, progress report dated 8/7/15 noted that the injured worker presented with complaints of 

increased neck pain with onset of numbness and tingling in the left thumb and index finger. I 

respectfully disagree with the UR physician, the physical exam findings submitted for review 

support MRI study. The request is medically necessary. 

 

MRI of the right knee: 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 & 

Leg MRI's (magnetic resonance imaging). 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. Decision 
based on Non-MTUS Citation Official Disability Guidelines (ODG) Knee & Leg, MRI's (magnetic 
resonance imaging).  
 

 

Decision rationale: Per the ODG guidelines regarding MRI of the knee: "Recommended as 

indicated below. Soft-tissue injuries (meniscal, chondral surface injuries, and ligamentous 

disruption) are best evaluated by MRI. (ACR, 2001) See also ACR Appropriateness Criteria." 

Diagnostic performance of MR imaging of the menisci and cruciate ligaments of the knee is 

different according to lesion type and is influenced by various study design characteristics. 

Higher magnetic field strength modestly improves diagnostic performance, but a significant 

effect was demonstrated only for anterior cruciate ligament tears. (Pavlov, 2000) (Oei, 2003) A 

systematic review of prospective cohort studies comparing MRI and clinical examination to 

arthroscopy to diagnose meniscus tears concluded that MRI is useful, but should be reserved for 

situations in which further information is required for a diagnosis, and indications for 

arthroscopy should be therapeutic, not diagnostic in nature. Indications for imaging -- MRI 

(magnetic resonance imaging): Acute trauma to the knee, including significant trauma (e.g., 

motor vehicle accident), or if suspect posterior knee dislocation or ligament or cartilage 

disruption.- Nontraumatic knee pain, child or adolescent: nonpatellofemoral symptoms. Initial 

anteroposterior and lateral radiographs nondiagnostic (demonstrate normal findings or a joint 

effusion) next study if clinically indicated. If additional study is needed. Nontraumatic knee pain, 

child or adult. Patellofemoral (anterior) symptoms. Initial anteroposterior, lateral, and axial 

radiographs nondiagnostic (demonstrate normal findings or a joint effusion). If additional 

imaging is necessary, and if internal derangement is suspected.- Nontraumatic knee pain, adult. 

Nontrauma, nontumor, nonlocalized pain. Initial anteroposterior and lateral radiographs 

nondiagnostic (demonstrate normal findings or a joint effusion). If additional studies are 

indicated, and if internal derangement is suspected.- Nontraumatic knee pain, adult - nontrauma, 

nontumor, nonlocalized pain. Initial anteroposterior and lateral radiographs demonstrate 

evidence of internal derangement (e.g., Peligrini Stieda disease, joint compartment widening).- 

Repeat MRIs: Post-surgical if need to assess knee cartilage repair tissue. (Ramappa, 2007) 

Routine use of MRI for follow-up of asymptomatic patients following knee arthroplasty is not 

recommended. (Weissman, 2011)Per the documentation submitted for review, the injured 

worker previously underwent right knee MRI on 6/1/15. There is no indication for repeat MRI. 

The request is not medically necessary. 

 

CBC panel: 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, Preoperative lab testing. 



 

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, 

Preoperative Lab Testing. 

 

Decision rationale: Per ODG TWC, "preoperative lab testing should be guided by the patient's 

clinical history, comorbidities, and physical examination findings. Preoperative routine tests are 

appropriate if patients with abnormal tests will have a preoperative modified approach (i.e., new 

tests ordered, referral to a specialist or surgery postponement). Testing should generally be done 

to confirm a clinical impression, and tests should affect the course of treatment." Criteria for 

Preoperative lab testing:- Preoperative urinalysis is recommended for patients undergoing 

invasive urologic procedures and those undergoing implantation of foreign material.- Electrolyte 

and creatinine testing should be performed in patients with underlying chronic disease and those 

taking medications that predispose them to electrolyte abnormalities or renal failure.- Random 

glucose testing should be performed in patients at high risk of undiagnosed diabetes mellitus.- In 

patients with diagnosed diabetes, A1C testing is recommended only if the result would change 

perioperative management.- A complete blood count is indicated for patients with diseases that 

increase the risk of anemia or patients in whom significant perioperative blood loss is 

anticipated.- Coagulation studies are reserved for patients with a history of bleeding or medical 

conditions that predispose them to bleeding, and for those taking anticoagulants. The 

documentation provided for review does not indicate that the injured worker has any 

comorbidity that necessitates preoperative labs. This request is not medically necessary. 


