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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: New York, Montana, California 

Certification(s)/Specialty: Neurological 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 65 year old male who sustained an industrial injury December 7, 2005. 

Past history included status post left total knee replacement December 31, 2014, status post total 

right hip replacement, status post right shoulder arthroscopy x 2, status post left knee 

arthroscopy x 2. Diagnoses are left lower extremity lumbar radiculopathy; disc protrusion C4-5, 

C5-6, C6-7, and C7-T1 with mild spinal stenosis; upper extremity cervical radiculitis; facet 

arthropathy L3- L5 and L5-S1 bilaterally; severe facet syndrome L3 to sacrum. According to a 

secondary treating physician's progress report dated September 30, 2015, the injured worker 

presented with complaints of constant neck pain, rated 4-5 out of 10 with radiation to the 

bilateral upper extremities. He reported constant low back pain, rated 5 out of 10 with radiation 

to the left lower extremity, intermittent right shoulder pain, rated 4 out of 10, constant right knee 

pain, rated 3-4 out of 10, and intermittent left knee pain, rated 3-4 out of 10, with bilateral ankle 

and foot pain, anxiety and depression. Physical examination revealed; 68 inches and 218 

pounds; left knee tenderness and swelling; decreased sensation in the left C3 and trigeminal 

branch V2. X-rays of the cervical spine 4 views were taken in the office and the physician 

documented severe degenerative disc disease C3-C4 and C4-C5. There is disc protrusion at C4-

C5, C5-C6, C6-C7 and C7-T1 with moderate stenosis. Treatment plan included recommendation 

for epidural steroid injection, medication, physical therapy with cervical spinal traction and a 

urine drug screen. At issue, is a request for authorization for posterior laminoplasty at C4-T1 

with posterior fusion and instrumentation and associated pre-operative and post-operative 

services, a neurosurgery consultation and post-operative Norco. According to utilization review 

dated November 4, 2015, the requests for a posterior laminoplasty at C4-T1 with posterior 



fusion and instrumentation and associated pre-operative and post-operative services, a 

neurosurgery consultation and post-operative Norco were non-certified. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Posterior laminoplasty at C4-T1 with posterior fusion with instrumentation: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Neck and Upper Back Complaints 

2004. Decision based on Non-MTUS Citation Official Disability Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Neck and Upper Back Complaints 

2004, Section(s): Surgical Considerations. 

 

Decision rationale: The California MTUS guidelines recommend cervical surgery when the 

patient has had severe persistent, debilitating. upper extremity complaints referable to a specific 

nerve root or spinal cord level corroborated by clear imaging, clinical examination and 

electrophysiological studies. Documentation corroborating the imaging with the patient's history 

and examination is not found. Despite having multiple operations and psychological evaluation, 

documentation outlining the duration, frequency and results of the patient's narcotics use is not 

found. The guidelines note the patient would have failed a trial of conservative therapy. A 

description and analysis of a home exercise program is not found. California MTUS guidelines 

do recommend spinal fusion for fracture, dislocation and instability. Documentation does not 

provide evidence of these conditions. The guidelines note the surgical repair proposed for the 

lesion must have evidence of efficacy both in the short and long term. The failure of the patient 

to have achieved good results from prior surgical ventures is not discussed. The requested 

treatment: Posterior laminoplasty at C4-T1 with posterior fusion with instrumentation is not 

medically necessary and appropriate. 

 

Associated surgical service: Assistant Surgeon: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation American Medical Association. 

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Pre op evaluation with internal medicine physician for medical clearance: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Chapter 7 page 127Official Disability 

Guidelines. 



MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Associated surgical services: Inpatient stay x1 night: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines. 

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Post op cervical brace: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines. 

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Post op front wheel walker: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines. 

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Post op bone growth stimulator: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines. 

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Post op physical therapy x24 to the cervical spine: Upheld 



 

Claims Administrator guideline: Decision based on MTUS Postsurgical Treatment 2009. 

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Post op Home Health Evaluation specialty not identified: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 

2009. 

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Associated surgical service: Neurosurgery consultation: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Chapter 7 page 127. 

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Post op follow up Ortho: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines. 

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Post op Norco 10/325mg #60: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Chapter 3 Initial Approaches to Treatment, 

pages 47-49. 

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 



Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 


