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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 (IW) is a 68 year old female who sustained an industrial injury on 
10/18/2007. The mechanism of injury and initial report of injury are not found in the records 
reviewed. The injured worker was diagnosed as having lumbar radiculopathy; medication 
induced gastritis; Grade I spondylolisthesis L4-L5 with stenosis; right knee arthralgia; status post 
left knee revision. Treatment to date has included surgery, physical therapy, radiographic 
imaging (X-Ray lumbar spine on 06/03/2014, computed tomography of the lumbar spine 
07/24/2013, and MRI of the lumbar spine 01/21/2013), diagnostic studies (Electromyography 
12/09/2103), and medications. Currently 5/13/15, the injured worker complains of aching pain in 
the low back that she rates as 4 on a scale of 1-10. There are radicular symptoms into the ankle 
on the right side. She denies radiation of pain, numbness, weakness, tingling into the left lower 
extremities. She reports muscle spasms in her low back which are reduced with Flexeril. 
Walking, and standing for greater than 30 minutes increases her pain. On exam, she is unable to 
heel/toe walk. Gait is limited by right knee pain and instability. The paraspinals have moderate 
tenderness bilaterally. The lumbar spine range of motion is diminished in all planes with pain 
increased on extension. Lower extremity sensation is intact and equal bilaterally. The Achilles 
reflexes are hyporeflexic bilaterally. Straight leg raise is negative bilaterally. The plan of care is 
for surgery of a L4-L5 posterior spinal fusion with transforaminal lumbar interbody fusion 
(TLIF). 

 
IMR ISSUES, DECISIONS AND RATIONALES 



The Final Determination was based on decisions for the disputed items/services set forth below: 
 
L4-L5 Posterior Spinal Fusion with TLIF: Upheld 

 
Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 
Complaints. 

 
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 states 
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, formal MRI report in the 470 pages of clinical notes submitted or psychiatric 
clearance from the exam note of 5/13/15 to warrant fusion. Therefore the determination is not 
medically necessary for lumbar fusion. 

 
Pre-operative Medical Clearance: 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. 

 
Postoperative Chiropractic 2 x 6 lumbar spine: 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. 



 

Preoperative EKG: 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. 

 
Preoperative Chest 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. 

 
Preoperative Labs: Chem Panel & CBC: 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. 

 
Preoperative Labs: UA: 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. 

 
Preoperative Labs: APTT: 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. 

 
Preoperative Labs: PTT: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 
for its decision. Char Format 

 
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: Type and Screen: 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. 

 
Follow up in 6 weeks lumbar spine: 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. 

 
Follow up visit for left knee: Upheld 

 
Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 13 Knee 
Complaints. 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Pain, Office visits. 

 
Decision rationale: CA MTUS/ACOEM is silent on office visits. According to the ODG Pain 
section, Office visits, Recommended as determined to be medically necessary. Evaluation and 
management (E&M) outpatient visits to the offices of medical doctor(s) play a critical role in the 



proper diagnosis and return to function of an injured worker, and they should be encouraged. The 
need for a clinical office visit with a health care provider is individualized based upon a review 
of the patient concerns, signs and symptoms, clinical stability, and reasonable physician 
judgment. The determination is also based on what medications the patient is taking, since some 
medicines such as opiates, or medicines such as certain antibiotics, require close monitoring. As 
patient conditions are extremely varied, a set number of office visits per condition cannot be 
reasonably established. The determination of necessity for an office visit requires individualized 
case review and assessment, being ever mindful that the best patient outcomes are achieved with 
eventual patient independence from the health care system through self care as soon as clinically 
feasible. In this case the exam note from 5/13/15 does not demonstrate complex diagnosis, 
failure of non-operative management or significant objective findings to warrant a follow visit 
for the left knee. Therefore the determination is for non certification. 

 
CT scan Lumbar Spine: Upheld 

 
Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 
Complaints. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Low 
Back (updated 5/15/15), Online Version, CT (computed tomography). 

 
MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints 
Page(s): 303-305. 

 
Decision rationale: CA MTUS/ACOEM Chapter 12 Low Back Complaints, pages 303-305 
demonstrates a CT scan is indicated for bony structures if there is physiologic evidence of 
impairment. Per the exam note of 5/13/15, there is insufficient evidence of physiologic tissue 
insult or nerve impairment. Given the lack of objective evidence to support a CT scan, the 
request is not medically necessary and appropriate. 
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