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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 48 year old female who sustained a work related injury October 15, 

2003. According to a neurosurgical re-evaluation, dated March 26, 2015, the injured worker 

presents with severe neck pain that radiates into the left hand and is associated with weakness 

and a numbness sensation of the left hand, occipital headaches, and severe muscle spasm of the 

left trapezius muscle. Electrodiagnostic studies were performed March 26, 2015 and an MRI of 

the cervical spine was performed, March 25, 2015. Diagnoses included cervical radiculopathy 

secondary to instability at C4-5 and posterior osteophytes with narrowing of the neural foramen 

at C5-6; post traumatic left thoracic outlet syndrome with compression of the ulnar nerve at the 

wrist; injury to the left shoulder; complex regional pain syndrome. Treatment plan included 

request for authorization for an anterior cervical discectomy and fusion C4-5 and C5-6, 

consultation for pre-operative testing, 12 lead electrocardiogram, echocardiogram, and pre- 

operative chest x-ray. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Anterior Cervical Discectomy and Fusion at C4-5 and C5-6 (Inpatient): Upheld 



Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 8 Neck and Upper Back 

Complaints Page(s): 178-81. 

 

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 electro-

physiological studies. Documentation does not establish this corroboration. Trigger point 

injections removed pain. The footprint of complaints does not correlate with imaging. The 

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

the surgical repair proposed for the lesion must have evidence of efficacy both in the short and 

long term. The requested treatment: Anterior Cervical Discectomy and Fusion at C4-5 and C5-6 

(Inpatient) is are NOT medically necessary and appropriate. 

 

Associated Surgical Service: Consultation with A Specialist for Pre-Op Tests: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

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 Service: EKG with 12 Leads: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

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. 

 

Pre-Op Chest X-Ray (1 View): Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

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 Service: Echocardiogram (Stress Test): Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

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. 


