Case Number: CM15-0171410

Date Assigned: 09/14/2015 Date of Injury: 09/12/2012

Decision Date: 11/06/2015 UR Denial Date: | 08/06/2015

Priority: Standard Application 08/31/2015
Received:

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
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 40-year-old male, who sustained an industrial injury on September 12,
2012, incurring low back injuries. He was diagnosed with lumbar degenerative disc disease, and
lumbar radiculopathy. He underwent a lumbar laminectomy. Further treatment included
physical therapy, epidural steroid injection, sacroiliac injections, pain medications, topical
analgesic patches, neuropathic medications, anti-inflammatory drugs, muscle relaxants,
antidepressants, transcutaneous electrical stimulation, pool therapy, psychotherapy, and activity
restrictions. He underwent a lumbar laminectomy in April, 2014. On April 2, 2015, the injured
worker complained of ongoing lower back pain but had improved pain with the epidural steroid
injection. Currently, the injured worker complained of persistent achy, stabbing low back pain
radiating into both hips and thighs with tingling and numbness. He was diagnosed with a failed
back surgery syndrome, depression and chronic pain disorder. The treatment plan that was
requested for authorization on August 31, 2015, included lumbar spine cord stimulator
placement, a chest x-ray, urinalysis, pre-operative medical clearance, blood work included
CBC, Chemistry 20 and PT-PTT. On August 6, 2015, utilization review non-certified the
request for the placement of the spinal cord stimulator.

IMR ISSUES, DECISIONS AND RATIONALES

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




Lumbar spinal cord stimulator placement: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Spinal cord stimulators (SCS).

Decision rationale: The California MTUS-Chronic Pain Medical Treatment guidelines do
recommend spinal cord stimulator placement for selected patients. The documentation is not
provided that this patient should be selected. He has not successfully completed a temporary
trial. The requested treatment: Lumbar spinal cord stimulator placement is not medically
necessary and appropriate.

Associated surgical service: Chest x-ray 2 views: 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) Treatment
in Workers Compensation Online Edition 2015.

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: Urinalysis: 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) Treatment
in Workers Compensation Online Edition 2015.

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 medical clearance: 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) Treatment
in Workers Compensation Online Edition 2015.

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: CBC: 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) Treatment
in Workers Compensation Online Edition 2015.

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: Chem 20: 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) Treatment
in Workers Compensation Online Edition 2015.

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: PT/ PTT: 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) Treatment
in Workers Compensation Online Edition 2015.

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.



