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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 New York,
Washington, and New Hampshire. 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:

The patient has chronic back pain. He also reports increasing pain in the left lateral calf and foot.
The patient has had previous surgery consisting of L3-4 artificial disc at L4-5 fusion. Physical
exam demonstrates unremarkable lower extremity neurologic findings. Straight leg raise test is
normal bilaterally. X-rays demonstrate degenerative disc condition at L5-S1. There is well-
positioned hardware at L4-5 and artificial disc replacement at L3-4. Lumbar MRI (magnetic
resonance imaging) from August 2013 shows L4-5 interbody graft with no spinal stenosis. At
L5-S1 there is no spinal stenosis. There is facet arthritis at L5-S1. Electrodiagnostic study from
February 2013 shows chronic left L5 radiculopathy. At issue is whether additional lumbar
surgeries medically necessary.

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

LUMBAR SPINE SURGERY CONSISTING OF ANTERIOR POSTERIOR SPINAL
FUSION L5-S1 WITH INSTRUMENTATION AND ALLOGRAFT: 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 Chapter, and American Medical Association (AMA): Guides to the
Evaluation of Permanent Impairment, Fifth edition, criteria for Instability, pg. 379.




MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 307-322. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG),
Low Back Chapter.

Decision rationale: This patient does not meet establish criteria for additional lumbar surgery.
Specifically, the patient does not have any documented instability in the medical records. There
were no flexion-extension images showing abnormal motion in the lumbar spine. In addition,
the patient does not have any red flag indicators for spinal fusion surgery such as fracture, tumor,
or progressive neurologic deficit. The patient had previous surgery and there is no evidence of
nonunion of the previous surgery. There is no documentation of failure of hardware. There is no
documentation of painful hardware. The medical records do not support the need for additional
spinal surgery at this time. As such, the request is not certified.

2-3 DAY IMPATIENT STAY': Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 307-322. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG),
Low Back Chapter.

Decision rationale: Since the primary procedure is not medically necessary, none of the
associated services are medically necessary.

ASSISTANT SURGEON/ASSISTANT X2: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation American Association of Orthopedic Surgeons
position statement reimbursement of the first assistant at Surgery in Orthopaedics.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 307-322. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG),
Low Back Chapter.

Decision rationale: Since the primary procedure is not medically necessary, none of the
associated services are medically necessary.

PREOPERATIVE CLEARANCE, CHEST X-RAYS AND PREOPERATIVE
LABORATORY WORK: 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), Low
Back Chapter - Lumbar & Thoracic (Acute & chronic).



MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 307-322. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG),
Low Back Chapter.

Decision rationale: Since the primary procedure is not medically necessary, none of the
associated services are medically necessary.

LUMBAR SACRAL ORTHOSIS BRACE: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back
Complaints. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Low
Back Chapter.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 307-322. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG),
Low Back Chapter.

Decision rationale: Since the primary procedure is not medically necessary, none of the
associated services are medically necessary.

MOTORIZED COLD THERAPY UNIT RENTAL FOR 2 WEEKS: Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 307-322. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG),
Low Back Chapter.

Decision rationale: Since the primary procedure is not medically necessary, none of the
associated services are medically necessary.

BONE GROWTH STIMULATOR PURCHASE WITH FITTING: Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 307-322. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG),
Low Back Chapter.

Decision rationale: Since the primary procedure is not medically necessary, none of the
associated services are medically necessary.

HOME NURSING FOR DAILY DRESSING CHANGES FOR 2 WEEKS: Upheld



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

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 307-322. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG),
Low Back Chapter.

Decision rationale: Since the primary procedure is not medically necessary, none of the
associated services are medically necessary.

HOME PHYSICAL THERAPY 3 TIMES PER WEEK FOR 2 WEEKS: Upheld

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

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Low Back
Chapter.

Decision rationale: Since the primary procedure is not medically necessary, none of the
associated services are medically necessary.

OUTPATIENT POST OPERATIVE PHYSICAL THERAPY 2 TIMES PER WEEK FOR
6 WEEKS: Upheld

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

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 307-322. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG),
Low Back Chapter.

Decision rationale: Since the primary procedure is not medically necessary, none of the
associated services are medically necessary.

HARDWARE REMOVAL AT L4-5: 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 Chapter, and American Medical Association (AMA): Guides to the
Evaluation of Permanent Impairment, Fifth edition, criteria for Instability, pg. 379.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG).

Decision rationale: Since the primary procedure is not medically necessary, none of the
associated services are medically necessary.






