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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: Orthopedic Surgery

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 64 year old female who sustained an industrial injury on 3/23/12. She
had complaints of neck, low back, bilateral knee and bilateral shoulder pain. Treatment includes
medication and cortisone injections. Progress report dated 5/11/15 reports complaints of
continued neck pain and spasm. She also has continued complaints of low back pain. Diagnoses
include: cervical and lumbar discogenic disease. Plan of care includes: orthopedic, refill soma
and omeprazole and consult spine specialist. Work status remains off work. Follow up in 4
weeks. Exam note 6/6/15 demonstrates continued neck pain with decreased sensation in bilateral
upper extremities. Positive Spurling's and tenderness in the cervical spine.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Cervical laminoplasty with allograft: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and
Upper Back Complaints. Decision based on Non-MTUS Citation ODG Neck and Upper Back.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 8 Neck and Upper Back
Complaints Page(s): 181-183.




Decision rationale: Per the CA MTUS/ACOEM guidelines, Neck and upper back complaints,
pages 181-183 surgery is not recommended for non radiating pain or in absence of evidence of
nerve root compromise. There is no evidence of cervical myelopathy or levels requested
regarding cervical laminoplasty from the exam of 6/6/15. The patient has radiating pain from the
exam notes of but this does not correlate with specific levels requested warranting a multilevel
laminoplasty. Therefore the patient does not meet accepted guidelines for the procedure and the
request is non-certified. Therefore, the requested treatment is not medically necessary.

Soma: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Carisoprodol Page(s): 29.

Decision rationale: Per the CA MTUS/Chronic Pain Medical Treatment Guidelines, page 29,
Carisoprodol (Soma), does not recommend Soma for long term use. It is a skeletal muscle
relaxant, which has abuse potential due to its sedative and relaxant effects. In this case, the exam
note does not demonstrate prior dosages and response to Soma. In addition, the guidelines do not
recommend long term use. Therefore the determination is for non-certification. Therefore, the
requested treatment is not medically necessary.

Omeprazole: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines Page(s): 68-69.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Prilosec
Page(s): 68.

Decision rationale: Per the CA MTUS Chronic Pain Medical Treatment Guidelines, page 68,
recommendation for Prilosec is for patients with risk factors for gastrointestinal events. The
cited records from 6/6/15 do not demonstrate that the patient is at risk for gastrointestinal events.
Therefore determination is for non-certification for the requested Prilosec. Therefore, the
requested treatment is not medically necessary.

Ambien: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on
the MTUS. Decision based on Non-MTUS Citation ODG.

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



Decision rationale: CA MTUS/ACOEM is silent on the issue of Ambien. According to the
ODG, Pain Section, Zolpidem (Ambien) is a prescription short-acting nonbenzodiazepine
hypnotic, which is approved for the short-term (usually two to six weeks) treatment of insomnia.
Proper sleep hygiene is critical to the individual with chronic pain and often is hard to obtain.
Various medications may provide short-term benefit. While sleeping pills, so-called minor
tranquilizers, and anti-anxiety agents are commonly prescribed in chronic pain, pain specialists
rarely, if ever, recommend them for long-term use. They can be habit-forming, and they may
impair function and memory more than opioid pain relievers. There is also concern that they may
increase pain and depression over the long-term. There is no evidence in the records from 6/6/15
of insomnia to warrant Ambien. Therefore, the determination is for non-certification. Therefore,
the requested treatment is not medically necessary.

Lumbar retroperitoneal decompression surgery: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and
Upper Back Complaints. Decision based on Non-MTUS Citation ODG.

MAXIMUS 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, Fusion.

Decision rationale: The ACOEM Guidelines Chapter 12 Low Back Complaints page 307 state
that lumbar fusion, "Except for cases of trauma-related spinal fracture or dislocation, fusion of
the spine is not usually considered during the first three months of symptoms. Patients with
increased spinal instability (not work-related) after surgical decompression at the level of
degenerative spondylolisthesis may be candidates for fusion." According to the ODG, Low
back, Fusion (spinal) should be considered for 6 months of symptom. Indications for fusion
include neural arch defect, segmental instability with movement of more than 4.5 mm, revision
surgery where functional gains are anticipated, infection, tumor, deformity and after a third disc
herniation. In addition, ODG states, there is a lack of support for fusion for mechanical low back
pain for subjects with failure to participate effectively in active rehab pre-op, total disability over
6 months, active psych diagnosis, and narcotic dependence. In this particular patient, there is
lack of medical necessity for lumbar fusion as there is no evidence of segmental instability
greater than 4.5 mm, severe stenosis or psychiatric clearance from the exam note of 6/6/15 to
warrant fusion. Therefore, the determination is non-certification for lumbar fusion. Therefore,
the requested treatment is not medically necessary.



