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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: Illinois, California, Texas 

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 was a 41-year-old male who sustained an industrial injury on 

10/19/12.Injury occurred when he was unloading a truck of plywood sheets, lost his balance and 

fell backwards off the truck. He hit his head and lost consciousness. He sustained a skull 

fracture. The 2/17/14 right knee x-ray impression documented 5 degrees of valgus with minimal 

degenerative changes and joint spaced well maintained. The 11/21/12 right knee MRI 

impression documented chondromalacia of the medial articular margin of the patella. There was 

a radial tear of the anterior horn of the lateral meniscus extending to the superior and inferior 

articular margins of this structure. There was an oblique tear of the posterior horn of the medial 

meniscus, extending to the surface of the structure. There was a radial tear of the anterior horn of 

the medial meniscus extending to the superior articular surface of the structure. The 4/14/15 

treating physician report cited a chief complaint of grade 8/10 right knee pain with painful 

popping along the medial and lateral joint lines. The injured worker received a cortisone 

injection on 3/3/15 and received 75% relief for 10 days. Unfortunately the pain returned. 

Physical exam documented small effusion, full knee extension, positive McMurray's, and stable 

ligamentous exam. The diagnosis was possible medial and lateral meniscus tears with mild 

degenerative changes. Authorization was requested for right knee arthroscopic partial medial 

and/or lateral meniscectomy, less like repair, chondroplasty, and other treatment as needed, pre-

operative medical clearance, post-operative physical therapy (12 sessions), and cold therapy 

unit. The 4/24/15 utilization review non- certified the right knee arthroscopic surgery and 

associated surgical requests as there was a lack of documentation of sufficient supervised 

exercise or physical therapy, and the dramatic response to the corticosteroid injection suggestive 

that the injured worker could be managed non- surgically. The 4/29/15 treating physician appeal 



letter stated that the injured worker had received adequate physical therapy and that no 

additional therapy would alleviate the painful popping along the medial and lateral joint lines. 

The reported relief from the injection was short- lived. The radiologist felt that there were 

meniscal tears. Appeal of the surgery was requested. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Right knee arthroscopic partial medial and/or lateral meniscectomies, less likely repair, 

chondroplasties, and other treatment of other pathology as needed: Overturned 
 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 13 Knee 

Complaints Page(s): 343-345. Decision based on Non-MTUS Citation Official Disability 

Guidelines, Knee & Leg (Acute & Chronic). 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 13 Knee Complaints 

Page(s): 343-345. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Knee and Leg: Meniscectomy; Chondroplasty. 

 

Decision rationale: The California MTUS guidelines state that surgical consideration may be 

indicated for patients who have activity limitation for more than one month and failure of 

exercise programs to increase range of motion and strength of the musculature around the knee. 

Guidelines support arthroscopic partial meniscectomy for cases in which there is clear evidence 

of a meniscus tear including symptoms other than simply pain (locking, popping, giving way, 

and/or recurrent effusion), clear objective findings, and consistent findings on imaging. The 

Official Disability Guidelines (ODG) criteria for meniscectomy include conservative care 

(exercise/physical therapy and medication or activity modification) plus at least two subjective 

clinical findings (joint pain, swelling, feeling or giving way, or locking, clicking or popping), 

plus at least two objective clinical findings (positive McMurray’s, joint line tenderness, effusion, 

limited range of motion, crepitus, or locking, clicking, or popping), plus evidence of a meniscal 

tear on MRI. The ODG criteria for chondroplasty include evidence of conservative care 

(medication or physical therapy), plus joint pain and swelling, plus effusion or crepitus or 

limited range of motion, plus a chondral defect on MRI. Guideline criteria have been met. This 

injured worker presents with persistent right knee pain with painful popping. There are 

functional limitations preclude return to work. Clinical exam findings are consistent with 

imaging evidence of meniscal tears. Detailed evidence of a recent, reasonable and/or 

comprehensive non-operative treatment protocol trial and failure has been submitted. Therefore, 

this request is medically necessary. 

 

Pre-operative medical clearance: Overturned 

 

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

MTUS. Decision based on Non-MTUS Citation Surgery General Information and Ground 

Rules, California Official Medical Fee Schedule, 1999 edition, pages 92-93. 



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

Decision based on Non-MTUS Citation Institute for Clinical Systems Improvement (ICSI). 

Preoperative evaluation. Bloomington (MN): Institute for Clinical Systems Improvement 

(ICSI); 2010 Jun. 40 p. 

 

Decision rationale: The California MTUS guidelines do not provide recommendations for pre- 

operative medical clearance. Evidence based medical guidelines indicate that a basic pre- 

operative assessment is required for all patients undergoing diagnostic or therapeutic procedures. 

Middle-aged males have known occult increased medical/cardiac risk factors. Guideline criteria 

have been met based on patient's age, history of injury, and the risks of undergoing anesthesia. 

Therefore, this request is medically necessary. 

 

Post-operative physical therapy (12 sessions): Overturned 

 

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

 

MAXIMUS guideline: Decision based on MTUS Postsurgical Treatment Guidelines Page(s): 

25. 

 

Decision rationale: The California Post-Surgical Treatment Guidelines for meniscectomy and 

chondroplasty suggest a general course of 12 post-operative visits over 12 weeks during the 6- 

month post-surgical treatment period. An initial course of therapy would be supported for one- 

half the general course or 6 visits. If it is determined additional functional improvement can be 

accomplished after completion of the general course of therapy, physical medicine treatment 

may be continued up to the end of the postsurgical physical medicine period. This is the initial 

request for post-operative physical therapy and, although it exceeds recommendations for initial 

care, is within the recommended general course. Therefore, this request for is medically 

necessary. 

 

Associated surgical service: cold therapy unit, pad and sterile wrap: 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 & Leg 

(Acute & Chronic). Continuous-flow cryotherapy. (2/27/15). 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Shoulder: 

Continuous-flow cryotherapy. 

 

Decision rationale: The California MTUS are silent regarding cold therapy devices. The 

Official Disability Guidelines recommend continuous flow cryotherapy as an option after 

shoulder surgery for up to 7 days, including home use. In the postoperative setting, continuous- 

flow cryotherapy units have been proven to decrease pain, inflammation, swelling, and narcotic 

usage. The use of a cold therapy unit would be reasonable for 7 days post-operatively. However, 

this request is for an unknown length of use, which is not consistent with guidelines. Therefore, 

this request is not medically necessary. 



 

 


