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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 55 year old female, who sustained an industrial injury on May 7, 2013. 

She reported neck, right shoulder, and lower back injuries due to repetitive work. The injured 

worker was diagnosed as having lumbar spondylosis lumbar 4-lumbar 5 and lumbar 5-sacral 1. 

Treatment to date has included an MRI, physical therapy, and oral pain, topical pain, muscle 

relaxant, antidepressant, and non-steroidal anti-inflammatory. On January 29, 2015, the injured 

worker complains of continued lower back pain with stingers down the right lower extremity. 

The physical exam revealed tenderness of the lumbosacral junction and superior iliac crest, a 

positive right straight leg raise, grossly intact motor strength, and heel and toe walking without 

focal motor deficits. The treatment plan includes a request for an anterior posterior spinal fusion 

with decompression of lumbar 4, lumbar 5, and sacral 1 with vascular surgeon/assistant surgeon, 

3 day length of stay, pre-op clearance, pre-op labs, pre-op chest x-ray, pre-op electrocardiogram, 

bone growth stimulator and lumbar-sacral orthosis (LSO) brace. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Inpatient ALIF/PSF L4-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), Low Back Procedure. 

 

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

Page(s): 305 and 307.   

 

Decision rationale: The California MTUS guidelines do recommend a spinal fusion for 

traumatic vertebral fracture, dislocation and instability. This patient has not had any of these 

events. The guidelines also emphasize the importance for clear clinical, imaging and 

electrophysiological evidence consistently indicating a lesion which has been shown to benefit 

both in the short and long term from surgical repair. Documentation does not show this evidence. 

The requested treatment is for an anterior lumbar fusion. The guidelines note that the efficacy of 

fusion without instability has not been demonstrated.  Documentation does not show instability. 

The MRI scan report of 1/24/05 does not report a L4-5 spondylolisthesis. The requested 

treatment: Inpatient ALIF/PSF L4-L5-S1 is not medically necessary and appropriate. 

 

Vascular/ Assistant surgeon: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation Milliman Care Guidelines 18th edition: 

Assistant Surgeon 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. 

 

3 Day length of stay: 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), Hospital 

length of stay (LOS) 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. 

 

Preoperative clearance: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation ACOEM OMPG (Second Edition, 2004), 

Chapter 7 Independent Medical Examinations and Consultations, 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. 

 

Preoperative labs: CBC, CMP, PT, PTT and UA: 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), 20th 

annual edition and ODG Treatment in Workers' Comp (13th annual edition), 2015, Lumbar & 

Thoracic (Acute & Chronic), Preoperative testing, general. 

 

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 chest x-ray: 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), 20th 

annual edition and ODG Treatment in Workers' Comp (13th annual edition), 2015, Lumbar & 

Thoracic (Acute & Chronic), Preoperative testing, general. 

 

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 EKG: 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), 20th 

annual edition and ODG Treatment in Workers' Comp (13th annual edition), 2015, Lumbar & 

Thoracic (Acute & Chronic), Preoperative testing, general. 

 

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: 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 Treatment in 

Workers' Compensation (ODG-TWC), 20th Edition, 2015 updates: Low back Procedure, Bone 

growth stimulators (BGS). 



 

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: LSO brace: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 1 Prevention, 

Chapter 12 Low Back Complaints Page(s): 9, 298 and 301.   

 

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. 

 


