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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 Neurological 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: 

 

The records, presented for review, indicate that this 36-year-old female was reportedly injured on 

4/24/2012. The mechanism of injury was not listed in these records reviewed. The most recent 

progress note, dated 5/22/2014, indicated that there were ongoing complaints of chronic low 

back pain. The physical examination demonstrated lumbar spine positive tenderness to palpation 

of the lumbar spine, limited range of motion, straight leg raise positive on the right, muscle 

strength 5/5, deep tendon reflexes patellar 2, Achilles one on the right and 2 on the left. 

Diagnostic imaging studies included an MRI of the lumbar spine, dated 1/30/2014, which 

revealed 6 mm broad-based posterior disc protrusion at L5-S1, mild narrowing of the bilateral 

lateral recesses and may provide opportunity for impingement of the S1 nerve roots. Previous 

treatment included medication and conservative treatment. A request had been made for anterior 

lumbar fusion L5-S1, intervertebral device, harvested iliac crest autograph and was not certified 

in the pre-authorization process on 6/27/2014. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Anterior Lumbar Interbody Fusion L5-S1:  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)-Treatment for Workers' Compensation (TWC) Low Back. 

 



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

 

Decision rationale: ACOEM Practice Guidelines do not support a spinal fusion in the absence 

of fracture, dislocation, spondylisthesis, instability or evidence of tumor/infection. Review of the 

available medical records document a diagnosis of discogenic low back pain but fail to 

demonstrate any of the criteria for a lumbar fusion. Furthermore, there are no flexion/extension 

plain radiographs of the lumbar spine demonstrating instability, and no documentation of lumbar 

epidural steroid injections. Given the lack of documentation, this request for an anterior lumbar 

interbody fusion L5-S1 is not considered medically necessary. 

 

Intervertebral Device:  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)-TWC Low Back. 

 

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

 

Decision rationale: Since the primary procedure is not medically necessary, non of the 

associated servcies are medically necessary. 

 

Harvest of Liliac Crest Autograph:  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)-TWC Low Back. 

 

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

 

Decision rationale: After review of the medical documentation provided, the requested lumbar 

fusion is not approved at this time. Therefore, the request for an iliac crest autograft is deemed 

not medically necessary. 

 


