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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 

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 56-year-old male, who sustained an industrial injury on 8/6/10. He 

reported cumulative trauma resulting in back pain. Currently, the injured worker complains of 

ongoing mid and low back and buttocks pain associated with numbness in the feet and tingling in 

the feet and toes. The injured worker has expressed he is not interested in a fusion surgery and 

requesting other surgical treatment options. The injured worker was diagnosed as having 

degeneration lumbar intervertebral disc, post laminectomy syndrome lumbar; low back pain; 

spondyloarthritis, lumbosacral; spondylolisthesis. Treatment to date has included status post left 

lumbar laminectomy and microdiscectomy L5-S1 (1/29/13); EMG/NCS lower extremities 

(6/23/2014); CT lumbar spine (10/1/14); MRI lumbar spine with and without contrast (11/18/14); 

lumbar L4-5 epidural steroid injection (9/20/14); chiropractic decompression (No date - 

ineffective); physical therapy. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Lumbar, Artificial Disc Replacement at L5-S1 (sacroiliac) Synthes: Upheld 

 



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

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines: Low Back 

Procedure Summary, Neck & Upper Back Chapter. 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low back 

Chapter-Disc prosthesis. 

 

Decision rationale: The ODG guidelines do not recommend lumbar artificial disc prosthesis 

replacement. The patient's flexion and extension x-rays on 01/08/15 showed no evidence of 

intersegmental instability. The MRI scan of the lumbar spine on 11/182014 showed no change 

from the prior study and showed no findings, which would indicate the necessity for an urgent 

artificial disc prosthesis. The requested treatment: lumbar artificial disc replacement at L5-S1 

(sacroiliac) Synthes is not medically necessary and appropriate. 

 

Assistant Surgeon: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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-Operative Clearance (labs, EKG [electrocardiogram], X-ray): Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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. 

 

LSO (lumbar sacroiliac) Brace: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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. 

 

Motorized Cold Therapy (2-week rental): Upheld 



 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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. 

 

Home Nurse (daily for 2 weeks): Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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. 

 

Home Therapy (3 times weekly for 2 weeks): Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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-Operative Physical Therapy (2 times weekly for 6 weeks): Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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. 

 

Chiropractic Treatment (2 times weekly for 6 weeks): Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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. 

 


