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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: Tennessee, Florida, Ohio 

Certification(s)/Specialty: Surgery, Surgical Critical Care 

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 45-year-old male with a date of industrial injury 6-24-2014. The medical records 

indicated the injured worker (IW) was treated for underlying right knee patellofemoral 

chondromalacia with moderate lateral tracking of the patella and probable underlying synovitis, 

not substantially improved status post corticosteroid injection. In the progress notes (9-10-15), 

the IW reported increasing pain in the lower thoracic area on the right side and pain in the right 

knee. He complained of difficulties getting up and standing from a seated position, going down a 

hill or climbing ladders. On examination (9-10-15 notes), the right knee was tender in the lateral 

facet of the patella. There was crepitation in the patella as well with palpable synovitis in the 

lateral aspect of the anterior knee. No significant medial or lateral joint line tenderness was 

present that day. Right knee flexion was 125 degrees with pain at maximal flexion, which was 

decreased since his previous exam (8-13-15), and extension was 0 degrees. Treatments included 

a steroid injection and physical therapy (at least four sessions). X-rays of the right knee (9-10-15) 

showed normal joint spaces in the lateral compartments; the patellofemoral compartment had 

lateral tilt to the patella with loss of cartilaginous joint space in the lateral facet of the patella of 

about 2 mm with 2 mm remaining. The IW was temporarily totally disabled. The treatment plan 

included right knee surgery and associated services. A Request for Authorization dated 9-16-15 

was received for right knee arthroscopy, synovectomy, chondroplasty of patella and arthroscopic 

lateral release; Metoprolol 50mg #9 (prescribed 9-10-15); Norco 5-325mg #60 for postoperative 

pain (prescribed 9-10-15); postoperative Lateral J Brace adjustable right knee sleeve purchase; 

and postoperative physical therapy for the right knee for 12 visits. The Utilization Review on 9- 



23-15 non-certified the request for right knee arthroscopy, synovectomy, chondroplasty of 

patella and arthroscopic lateral release and the associated surgical services. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Right Knee Arthroscopy, Synovectomy, Chondroplasty Of Patella, Arthroscopic Lateral 

Release: 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 

Chapter. 

 

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

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

retinacular release. 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of this request for this patient. The California MTUS does not address the topic of an 

arthroscopic lateral reticular release. Per the ODG guidelines, the surgery is recommended as 

indicated by the criteria below. Criteria for lateral retinacular release or patella tendon 

realignment or maquet procedure: 1. Conservative Care: Physical therapy (not required for acute 

patellar dislocation with associated intra-articular fracture). OR Medications. PLUS 2. 

Subjective Clinical Findings: Knee pain with sitting. OR Pain with patellar/femoral movement. 

OR Recurrent dislocations. PLUS 3. Objective Clinical Findings: Lateral tracking of the patella. 

OR Recurrent effusion. OR Patellar apprehension. OR Synovitis with or without crepitus. OR 

Increased Q angle >15 degrees. PLUS 4. Imaging Clinical Findings: Abnormal patellar tilt on: 

x- ray, computed tomography (CT), or MRI. The medical documentation submitted supports 

that this patient has failed injection and physical therapy with persistent knee pain. X-rays 

showed normal lateral knee joint spaces. Therefore, this patient does not appear to have met all 

of the criteria for lateral reticular release. Likewise, the requested arthroscopic technique is not 

well accepted for this procedure. Therefore, based on the submitted medical documentation, the 

request for right knee arthroscopy, synovectomy, chondroplasty of patella and lateral retinacular 

release is not medically necessary. 

 

Metoprolol 50mg #9: 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, Lateral 

retinacular release. 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of this order for this patient. The California MTUS guidelines and the ACOEM 



Guidelines do not address the topic of pre-op pain medication. The ODG states that medication 

is "Recommended generally if there is a medical need" pre-operatively. This patients request for 

surgery is not authorized.  Therefore, a need for the requested prescription does not exist. 

Therefore, based on the submitted medical documentation, the request for pre-operative 

metoprolol is not medically necessary. 

 

Norco 5/325mg #60 for post-operative pain: Upheld 

 

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

2009. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Knee, Lateral 

retinacular release. 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of this order for this patient. The California MTUS guidelines and the ACOEM 

Guidelines do not address the topic of post-op pain medication. The ODG states that medication 

is "Recommended generally if there is a medical need" post-operatively. This patients request 

for surgery is not authorized.  Therefore, a need for the requested prescription does not exist. 

Therefore, based on the submitted medical documentation, the request for postoperative Norco 

is not medically necessary. 

 

Postoperative lateral J brace adjustable right knee sleeve purchase: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Postsurgical Treatment 2009. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Knee, Lateral 

retinacular release. 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of this order for this patient. The California MTUS guidelines and the ACOEM 

Guidelines do not address the topic of post-op durable medical equipment. The ODG states that 

durable medical equipment is "Recommended generally if there is a medical need" post- 

operatively. This patients request for surgery is not authorized. Therefore, a need for the 

requested equipment does not exist. Therefore, based on the submitted medical documentation, 

the request for postoperative lateral J brace for the right knee is not medically necessary. 

 

Postoperative physical therapy for right knee for 12 visits: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Postsurgical Treatment 2009, 

Section(s): Knee. 



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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Knee, Lateral 

retinacular release. 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of this order for this patient. The California MTUS guidelines and the ACOEM 

Guidelines do not address the topic of post-op physical therapy. The ODG states that therapy is 

"Recommended generally if there is a medical need" post-operatively. This patients request for 

surgery is not authorized.  Therefore, a need for the requested post-op physical therapy does not 

exist. Therefore, based on the submitted medical documentation, the request for postoperative 

physical therapy is not medically necessary. 


