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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: Iowa, Illinois, Hawaii 

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine, Public Health & 

General Preventive 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 29-year-old male, who sustained an industrial injury on October 25, 

2013. He has reported back pain and knee pain. Diagnoses have included myoligamentous 

lumbar spine sprain/strain, rule out lumbar radiculopathy, and rule out internal derangement of 

the left knee. Treatment to date has included medications and physical therapy. A progress note 

dated March 18, 2015 indicates a chief complaint of lumbar spine pain and weakness with 

numbness and tingling of the left upper leg, and left knee pain with numbness and tingling. The 

treating physician documented a plan of care that included magnetic resonance imaging of the 

lumbar spine and left knee, and medications. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

MRI of the lumbar spine: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

Complaints Page(s): 303-304. 



MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints 

Page(s): 287-315. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Low Back - Lumbar & Thoracic (Acute & Chronic), MRIs (magnetic resonance 

imaging). 

Decision rationale: ACOEM does recommend MRI, in general, for low back pain when cuada 

equine, tumor, infection, or fracture are strongly suspected and plain film radiographs are 

negative, MRI test of choice for patients with prior back surgery. ACOEM additionally 

recommends against MRI for low back pain before 1 month in absence of red flags. ODG states, 

"Repeat MRI is not routinely recommended, and should be reserved for a significant change in 

symptoms and/or findings suggestive of significant pathology (eg, tumor, infection, fracture, 

neurocompression, recurrent disc herniation). Imaging is indicated only if they have severe 

progressive neurologic impairments or signs or symptoms indicating a serious or specific 

underlying condition, or if they are candidates for invasive interventions. Immediate imaging is 

recommended for patients with major risk factors for cancer, spinal infection, cauda equina 

syndrome, or severe or progressive neurologic deficits. Imaging after a trial of treatment is 

recommended for patients who have minor risk factors for cancer, inflammatory back disease, 

vertebral compression fracture, radiculopathy, or symptomatic spinal stenosis. Subsequent 

imaging should be based on new symptoms or changes in current symptoms." Provided medical 

records do not include results from plain film radiographs. The medical notes provided did not 

document (physical exam, objective testing, or subjective complaints) any red flags, significant 

worsening in symptoms or other findings suggestive of significant pathologies. As such, the 

request for MRI of the lumbar spine is not medical necessary. 

MRI of the left knee: Upheld 

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

Complaints Page(s): 335-336. Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG), Knee & Leg Chapter. 

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

Page(s): 341-343. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Knee and Leg, MRI ½ (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.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. Nontraumatic knee pain, 

child or adolescent: non-patellofemoral 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 MRI: 

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 patient's injury is from 2013. Provided medical records do not include 

results from plain film radiographs. The treating physician does not indicate information that 

would warrant an MRI of the knee, such as surgical knee assessment, reinjury, or other 

significant change. As such, the request for MRI of the left knee is not medically necessary. 

 

Ibuprofen 800mg #60: Upheld 

 

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

NSAIDs Page(s): 67. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG), Pain Chapter, NSAIDs. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Ibuprofen, 

NSAIDs Page(s): 67-72. 

 

Decision rationale: MTUS recommends the use of NSAIDS for the acute exacerbation of 

back pain at the lowest effective dose for the shortest amount of time due to the increased 

cardiovascular risk, renal, hepatic and GI side effects associated with long term use. MTUS 

states "Ibuprofen (Motrin, Advil [otc], generic available): 300, 400, 600, 800 mg. Dosing: 

Osteoarthritis and off-label for ankylosing spondylitis: 1200 mg to 3200 mg daily. Individual 

patients may show no better response to 3200 mg as 2400 mg, and sufficient clinical 

improvement should be observed to offset potential risk of treatment with the increased dose. 

Higher doses are generally recommended for rheumatoid arthritis: 400-800 mg PO 3-4 times a 

day, use the lowest effective dose. Higher doses are usually necessary for osteoarthritis. Doses 

should not exceed 3200 mg/day. Mild pain to moderate pain: 400 mg PO every 4-6 hours as 

needed. Doses greater than 400 mg have not provided greater relief of pain."The provided 

medical records indicate the patient has been prescribed Ibuprofen since at least 12/17/14. The 

treating physician did not document functional improvement from the use of Ibuprofen. Pain 

relief is minimal from an 8/10 at rest without medication to 6/10 at rest with medication. As 

such the request for Ibuprofen 800mg #60 is not medically necessary. 

 

Ultram 50mg #90: Upheld 

 

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

Opiates Page(s): 78-81. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids, 

Tramadol, Ultram Page(s): 74-96, 113, 123. Decision based on Non-MTUS Citation Official 

Disability Guidelines (ODG) Pain (Chronic) - Medications for acute pain (analgesics), 

Tramadol (Ultram ½). 

 

Decision rationale: Ultram is the brand name version of tramadol, which is classified as central 

acting synthetic opioids. MTUS states regarding tramadol that "A therapeutic trial of opioids 

should not be employed until the patient has failed a trial of non-opioid analgesics. Before 

initiating therapy, the patient should set goals, and the continued use of opioids should be 

contingent on meeting these goals." ODG further states, "Tramadol is not recommended as a 

first-line oral analgesic because of its inferior efficacy to a combination of Hydrocodone/ 



acetaminophen."The treating physician did not provide sufficient documentation that the patient 

has failed a trial of non-opioid analgesics at the time of prescription or in subsequent medical 

notes. According to the provided medical documents the patient has been prescribed Ultram 

since at least 9/24/2014, the actual duration of use is unclear. Additionally, no documentation 

was provided which discussed the setting of goals for the use of Ultram prior to the initiation of 

this medication. The treating physician did not document functional improvement from the use 

of Ultram. Pain relief is minimal from an 8/10 at rest without medication to 6/10 at rest with 

medication. Weaning has been recommended. As such, the request for Ultram 50mg #90 is not 

medically necessary. 


