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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: Indiana, California 

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine 

 

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 4-19-2013. He 

reported injuries to the neck, right shoulder, left elbow, right knee, and lower back from a trip 

and fall. Diagnoses include right knee pain, chronic pain syndrome, and low back pain. 

Treatments to date include activity modification, medication therapy, physical therapy, 

shockwave treatments, psychotherapy, and bilateral epidural steroid injections-facet blocks. 

Currently, he complained of ongoing pain in the lower back and right knee. On 6-17-15, the 

physical examination documented sensation to left lower extremity was intact. The provider 

documented stable ambulation with a cane. The plan of care included electromyogram and nerve 

conduction studies and facet blocks per chronic pain provider; however, the documentation from 

pain management were not submitted for this review. The appeal requested authorization for 

electromyogram and nerve conduction studies (EMG/NCS) of bilateral lower extremities; right 

knee MRI; and bilateral facet block to L3-4 and L4-5 levels. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

EMG of bilateral lower extremities: Overturned 

 

Claims Administrator guideline: Decision based on MTUS Knee Complaints 2004. 



 

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s): 

General Approach, Initial Assessment, Medical, Physical Examination, Diagnostic Criteria, 

Work-Relatedness, Initial Care, Physical Methods, Activity, Work, Follow-up Visits, Special 

Studies, Surgical Considerations, Summary, References. Decision based on Non-MTUS Citation 

Official Disability Guidelines (ODG) Low Back - Lumbar & Thoracic (Acute & Chronic), EMG, 

NCV. 

 

Decision rationale: According to the ACOEM Practice Guidelines, electromyography (EMG), 

including H-reflex tests, may be useful to identify subtle, focal neurologic dysfunction in 

patients with low back symptoms lasting more than three or four weeks. The Official Disability 

Guidelines states that nerve conduction studies are not recommended, but EMG is recommended 

as an option (needle, not surface) to obtain unequivocal evidence of radiculopathy, after 1-month 

conservative therapy. However, EMG's are not necessary if radiculopathy is already clinically 

obvious. Electrodiagnostic studies should be performed by appropriately trained Physical 

Medicine and Rehabilitation or Neurology physicians. The employee has undergone at least 1 

month of conservative therapy, and radiculopathy is not obvious, so the request is medically 

necessary. 

 

MRI of the right knee: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Knee Complaints 2004. 

 

MAXIMUS guideline: Decision based on MTUS Knee Complaints 2004, Section(s): Initial 

Assessment, General Approach, Medical History, Physical Examination, Diagnostic Criteria, 

Work-Relatedness, Initial Care, Activity Alteration, Work Activities, Follow-up Visits, Special 

Studies, Surgical Considerations, Summary, References. Decision based on Non-MTUS Citation 

Official Disability Guidelines (ODG) Knee and Leg, MRI’s (magnetic resonance imaging). 

 

Decision rationale: ACOEM notes "Special studies are not needed to evaluate most knee 

complaints until after a period of conservative care and observation" and "Reliance only on 

imaging studies to evaluate the source of knee symptoms may carry a significant risk of 

diagnostic confusion (false-positive test results) because of the possibility of identifying a 

problem that was present before symptoms began, and therefore has no temporal association 

with the current symptoms." The treating physician does not detail the failure of conservative 

treatment or the treatment plan for the patient's knee. Medical notes indicate that the patient is 

undergoing home therapy, but also additionally notes that the home therapy exercises are not 

being conducted.ODG further details indications for MRI: Acute trauma to the knee, including 

significant trauma (e.g., motor vehicle accident), or if suspect posterior knee dislocation or 

ligament or cartilage disruption. Non-traumatic knee pain, child or adolescent: non-

patellofemoral symptoms. Initial anteroposterior and lateral radiographs non-diagnostic 

(demonstrate normal findings or a joint effusion) next study if clinically indicated. If additional 

study is needed. Non-traumatic knee pain, child or adult. Patellofemoral (anterior) symptoms. 

Initial anteroposterior, lateral, and axial radiographs non-diagnostic (demonstrate normal 

findings or a joint effusion). If additional imaging is necessary, and if internal derangement is  



suspected. Non-traumatic knee pain, adult. Non-trauma, non-tumor, non-localized pain. Initial 

anteroposterior and lateral radiographs non-diagnostic (demonstrate normal findings or a joint 

effusion). If additional studies are indicated, and if internal derangement is suspected. Non-

traumatic knee pain, adult - non-trauma, non-tumor, non-localized 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) The employee 

does not have any of the red flag conditions mentioned in the guidelines. Therefore, the request 

is not medically necessary. 

L3-L4, L4-L5 bilateral facet block: Upheld 

Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004. 

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s): 

General Approach, Initial Assessment, Medical, Physical Examination, Diagnostic Criteria, 

Work-Relatedness, Initial Care, Physical Methods, Activity, Work, Follow-up Visits, Special 

Studies, Surgical Considerations, Summary, References. Decision based on Non-MTUS Citation 

Official Disability Guidelines (ODG) Low Back - Lumbar & Thoracic (Acute & Chronic), Facet 

joint diagnostic blocks (injections) and Other Medical Treatment Guidelines Up to Date, 

Subacute and chronic low back pain: Nonsurgical interventional treatment. 

Decision rationale: MTUS is silent regarding medial branch diagnostic blocks. ODG 

recommends: Criteria for the use of diagnostic blocks for facet "mediated" pain: Clinical 

presentation should be consistent with facet joint pain, signs & symptoms. 1. One set of 

diagnostic medial branch blocks is required with a response of 70%. The pain response should 

last at least 2 hours for Lidocaine. 2. Limited to patients with low-back pain that is non-

radicular and at no more than two levels bilaterally. 3. There is documentation of failure of 

conservative treatment (including home exercise, PT and NSAIDs) prior to the procedure for at 

least 4-6 weeks. 4. No more than 2 facet joint levels are injected in one session (see above for 

medial branch block levels). 5. Recommended volume of no more than 0.5 cc of injectate is 

given to each joint. 6. No pain medication from home should be taken for at least 4 hours prior 

to the diagnostic block and for 4 to 6 hours afterward. 7. Opioids should not be given as a 

"sedative" during the procedure. 8. The use of IV sedation (including other agents such as 

midazolam) may be grounds to negate the results of a diagnostic block, and should only be 

given in cases of extreme anxiety. 9. The patient should document pain relief with an instrument 

such as a VAS scale, emphasizing the importance of recording the maximum pain relief and 

maximum duration of pain. The patient should also keep medication use and activity logs to 

support subjective reports of better pain control. 10. Diagnostic facet blocks should not be 

performed in patients in whom a surgical procedure is anticipated. (Resnick, 2005)

11. Diagnostic facet blocks should not be performed in patients who have had a previous fusion

procedure at the planned injection level. There is no documentation of the previous facet blocks 

and the level of pain control they provided or functional improvement that was gained. 

Therefore, the request is not medically necessary. 


