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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. The expert 

reviewer is Board Certified in Orthopedic Surgery and is licensed to practice in California. 

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/services. He/she is familiar with 

governing laws and regulations, including the strength of evidence hierarchy that applies to 

Independent Medical Review determinations 

 

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 patient sustained an industrial injury on 4/12/2011. Injury occurred when a metal part fell 

from a mold, struck him on the right arm, and lifted him from the ground resulting in upper and 

lower back, right shoulder, rib, and left hip pain. The 9/23/11 lumbar MRI revealed an L4/5 

posterior and bilateral intraforaminal disc protrusion causing mild spinal canal stenosis and 

bilateral neuroforaminal stenosis moderate left, mild right), and left L5/S1 intraforaminal disc 

protrusion causing mild left neuroforaminal stenosis. The 10/14/13 orthopedic surgeon report 

cited subjective complaints of constant moderate low back pain with left lower extremity pain 

and decreased sensation in the L5 distribution. Objective exam findings were otherwise within 

normal limits. The pertinent diagnoses were lumbar discogenic disease at L4/5 and L5/S1 with 

annular tear at L4/5, stenosis at L4/5 and L5/S1, and grade 1 retrolisthesis at L5/S1. Pain 

management and conservative treatment for the lumbar spine had been provided. The patient was 

deemed a candidate for lumbosacral fusion surgery from L4 to S1, anterior and posterior, as the 

patient has significant stenosis and required wide decompression. The 11/1/13 PQME report 

cited constant lumbar pain radiating down both legs with numbness and tingling of the right leg. 

Neurologic exam documented no lower extremity sensory or motor deficits and normal deep 

tendon reflexes. Straight leg raise was negative. The diagnosis was L4/5 and L5/S1 degenerative 

disc disease with lumbar spondylosis and probable facet osteoarthritis. The PQME stated that 

there was no evidence of an acute disc herniation syndrome or an acute radicular condition 

requiring surgical intervention. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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



 

AN ANTERIOR AND POSTERIOR L4/5 LUMBAR FUSION WITH ANTERIOR 

EXPOSURE GRAFT INSTRUMENTATION, NEUROMONITORING AND THREE (3) 

DAY INPATIENT HOPSITAL STAY WITH :  Upheld 

 

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

Complaints Page(s): 307.  Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG), Low Back (Acute & Chronic). 

 

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

Page(s): 209-219.   

 

Decision rationale: Under consideration is a request for anterior and posterior L4/5 lumbar 

fusion with anterior exposure graft instrumentation, neuromonitoring, and 3 inpatient days. The 

ACOEM revised low back guidelines state that lumbar fusion is not recommended as a treatment 

for spinal stenosis unless concomitant instability has been proven. Lumbar fusion is not 

recommended as a treatment for chronic non-specific lower back pain. Lumbar spinal fusion is 

recommended as an effective treatment for isthmic or degenerative spondylolisthesis. The 

Official Disability Guidelines do not recommend spinal fusion for patients who have less than 

six months of failed recommended conservative care unless there is objectively demonstrated 

severe structural instability and/or acute or progressive neurologic dysfunction. Guideline criteria 

have not been met. Imaging evidence indicates that the patient has mild to moderate stenosis. 

There is no radiographic or imaging evidence of spondylolisthesis or segmental instability. There 

is no current documentation of objective neurologic dysfunction. There is no detailed 

documentation that recent comprehensive pharmacologic and non-pharmacologic conservative 

treatment had been tried and failed. Therefore, the request for an anterior and posterior L4/5 

lumbar fusion with anterior exposure graft instrumentation, neuromonitoring, and three (3) day 

inpatient hospital stay is not medically necessary. 

 




