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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 

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 37 year old male, who sustained an industrial injury on 9/10/2010. The 

injured worker was diagnosed as having discogenic lumbar condition with magnetic resonance 

imaging in 2011 showing disc disease from L4-S1 with retrolisthesis of L5 on S1, discogenic 

cervical condition was diagnosed by magnetic resonance imaging in 1/2012 showing disc disease 

from C5-C7 and T1-T3 (nerve studies in 2011 showed C6 radiculopathy on the right and carpal 

tunnel syndrome bilaterally (repeat nerve studies denied), carpal tunnel syndrome bilaterally, 

status post decompression (unspecified), elbow inflammation bilaterally with left elbow 

magnetic resonance imaging showing flattening of the ulnar nerve, internal derangement of the 

right knee (x-ray and magnetic resonance imaging denied but brace approved) and standing x-ray 

revealed 2mm articular surface left, triggering of the left and right hands, chronic pain syndrome 

(associated with depression, sleeping disorder, headaches, sexual dysfunction, moodiness, and 

twitching along the body in a generalized fashion). Treatment to date has included diagnostics, 

bilateral carpal tunnel surgeries, chiropractic, physical therapy, and medications. Many 

documents within the submitted medical records were difficult to decipher. Currently 

(5/22/2015), the injured worker complains of weight gain, depression, numbness and tingling to 

his right lower extremity, and buckling around the right knee. A review of symptoms noted 

issues with sleep, stress, and depression, for which he wished for treatment. Objective findings 

noted tenderness along the knee and lateral joint line, with positive McMurray's test. Tenderness 

along the lumbosacral area was noted. Flexion was 55 degrees and extension was 5-10 degrees, 

with discomfort. His current medication regimen was not clear. The treatment plan included 



medications, blood testing, psychiatric consultation and input, electromyogram and nerve 

conduction studies of the upper and lower extremities, magnetic resonance imaging of the right 

elbow, physical therapy x12 sessions, neck traction with air bladder, and a cervical pillow. His 

work status was modified and he was not working. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
MRI of the right elbow: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain 

Treatment Guidelines. 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Elbow (Acute 

& Chronic), MRI. 

 
Decision rationale: The Official Disability Guidelines recommend an MRI of the elbow if plain 

films are non-diagnostic and red flags are present. Indications include suspicion of intra-articular 

osteocartilaginous body, occult osteochondral injury, unstable osteochondral injury, nerve 

entrapment, chronic epicondylitis, collateral ligament tear, and suspicion of biceps tendon tear or 

bursitis. The medical record fails to document sufficient findings indicative of the above 

diagnostic criteria, which would warrant an MRI of the elbow. MRI of the right elbow is not 

medically necessary. 

 
EMG/NCV of bilateral upper and lower extremities: 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). 

 
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 (Acute & Chronic), Electromyography (EMG). 

 
Decision rationale: Recommended (needle, not surface) as an option in selected cases. EMG 

findings may not be predictive of surgical outcome in cervical surgery, and patients may still 

benefit from surgery even in the absence of EMG findings of nerve root impingement. While 

cervical electrodiagnostic studies are not necessary to demonstrate a cervical radiculopathy, 

they have been suggested to confirm a brachial plexus abnormality or some problem other than 

a cervical radiculopathy, but these studies can result in unnecessary over treatment. EMG/NCV 

of bilateral upper and lower extremities is not medically necessary. 

 
Cervical traction with air bladder purchase: 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). 



 

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 (Acute & Chronic), Traction. 

 
Decision rationale: The Official Disability Guidelines recommend home cervical patient- 

controlled traction (using a seated over-the-door device or a supine device, which may be 

preferred due to greater forces), for patients with radicular symptoms, in conjunction with a 

home exercise program. Not recommend institutionally based powered traction devices. 

Several studies have demonstrated that home cervical traction can provide symptomatic relief 

in over 80% of patients with mild to moderately severe (Grade 3) cervical spinal syndromes 

with radiculopathy; however, the device ordered is not the type recommended by the ODG. 

Cervical traction with air bladder purchase is not medically necessary. 
 

 
 

Cervical pillow pucahse: 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) Neck and Upper 

Back (Acute & Chronic), Pillow. 

 
Decision rationale: The Official Disability Guidelines recommend use of a neck support pillow 

while sleeping, in conjunction with daily exercise. This RCT concluded that subjects with 

chronic neck pain should be treated by health professionals trained to teach both exercises and 

the appropriate use of a neck support pillow during sleep; either strategy alone did not give the 

desired clinical benefit. Cervical pillow purchase is not medically necessary. 

 
Psychiatric consult: Overturned 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical 

evidence for its decision. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Page(s): 100-101. 

 
Decision rationale: Psychological evaluations are generally accepted, well-established 

diagnostic procedures not only with selected use in pain problems, but also with more 

widespread use in chronic pain populations. Diagnostic evaluations should distinguish between 

conditions that are preexisting, aggravated by the current injury or work related. Psychosocial 

evaluations should determine if further psychosocial interventions are indicated. The 

interpretations of the evaluation should provide clinicians with a better understanding of the 

patient in their social environment, thus allowing for more effective rehabilitation. I am 

reversing the previous utilization review decision. Psychiatric consult is medically necessary. 



Weight loss program: 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  Clinical Policy Bulletin: Weight Reduction 

Medications and Programs, Number: 0039, last reviewed: 03/21/2014. 

 
Decision rationale: The MTUS and the Official Disability Guidelines are silent on the topic of 

medical weight loss programs. The  Clinical Policy Bulletin: Weight Reduction 

Medications and Programs was referenced in regard to the request. This policy is supported by 

NHLBI Guidelines on Diagnosis and Management of Obesity.  considers the following 

medically necessary treatment of obesity when criteria are met: 1. Weight reduction 

medications, and 2. Clinician supervision of weight reduction programs. The request does not 

contain documentation that the above criteria are met. Weight Loss Program is not medically 

necessary. 

 
Physical therapy times 12: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain 

Treatment Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Page(s): 58-60. 

 
Decision rationale: The MTUS Chronic Pain Medical Treatment Guidelines state that active 

therapy is based on the philosophy that therapeutic exercise and/or activity are beneficial for 

restoring flexibility, strength, endurance, function, range of motion, and can alleviate discomfort. 

Continued physical therapy is predicated upon demonstration of a functional improvement. 

There is no documentation of objective functional improvement. Physical therapy times 12 is not 

medically necessary. 




