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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: Iowa, Illinois, Hawaii 

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine, Public Health & 

General Preventive Medicine 

 

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 4/16/2013. The 

mechanism of injury was not provided for review. The injured worker was diagnosed as status 

post lumbar 4 to sacral 1 fusion and right lower extremity radiculopathy. Lumbar magnetic 

resonance imaging showed a stable prior fusion. Treatment to date has included surgery, therapy 

and medication management. In a progress note dated 2/23/2015, the injured worker complains 

of continued low back pain and right lower extremity deficits. The treating physician is 

requesting a lumbar fusion and decompression with revision of prior fusion, medical clearance 

and a vascular open and close. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

One lumbar surgery to include: Lateral interbody fusion L3-L4, posterior spinal fusion L3- 

L4, decompression right L3-L4 and revision instrumentation L4-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 Chapter. 



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

Page(s): 307.  Decision based on Non-MTUS Citation ODG Low Back, Fusion (spinal). 

Decision rationale: ODG states "Patient Selection Criteria for Lumbar Spinal Fusion: For 

 

chronic low back problems, fusion should not be considered within the first 6 months of 

symptoms, except for fracture, dislocation or progressive neurologic loss. Indications for spinal 

fusion may include: (1) Neural Arch Defect: Spondylolytic spondylolisthesis, congenital neural 

arch hypoplasia. (2) Segmental Instability (objectively demonstrable): Excessive motion, as in 

degenerative spondylolisthesis, surgically induced segmental instability and mechanical 

intervertebral collapse of the motion segment and advanced degenerative changes after surgical 

discectomy, with relative angular motion greater than 20 degrees. (Andersson, 2000) (Luers, 

2007)] (3) Primary Mechanical Back Pain (i.e., pain aggravated by physical activity)/Functional 

Spinal Unit Failure/Instability, including one or two level segmental failure with progressive 

degenerative changes, loss of height, disc-loading capability. In cases of workers' compensation, 

patient outcomes related to fusion may have other confounding variables that may affect overall 

success of the procedure, which should be considered. 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. Spinal 

instability criteria includes lumbar inter-segmental movement of more than 4.5 mm. (Andersson, 

2000) (4) Revision Surgery for failed previous operation(s) if significant functional gains are 

anticipated. Revision surgery for purposes of pain relief must be approached with extreme 

caution due to the less than 50% success rate reported in medical literature. (5) Infection, Tumor, 

or Deformity of the lumbosacral spine that cause intractable pain, neurological deficit and/or 

functional disability. (6) After failure of two discectomies on the same disc, fusion may be an 

option at the time of the third discectomy, which should also meet the ODG criteria. (See ODG 

Indications for Surgery - Discectomy.) Pre-Operative Surgical Indications Recommended: Pre- 

operative clinical surgical indications for spinal fusion should include all of the following: (1)  

All pain generators are identified and treated; & (2) All physical medicine and manual therapy 

interventions are completed; & (3) X-rays demonstrating spinal instability and/or myelogram, 

CT-myelogram, or discography (see discography criteria) & MRI demonstrating disc pathology 

correlated with symptoms and exam findings; & (4) Spine pathology limited to two levels; & (5) 

Psychosocial screen with confounding issues addressed. (6) For any potential fusion surgery, it is 

recommended that the injured worker refrain from smoking for at least six weeks prior to surgery 

and during the period of fusion healing. (Colorado, 2001) (BlueCross BlueShield, 2002)." 

ACOEM Guidelines for fusion state not recommended in the first 3 months of symptoms. MRI's 

showed stable disc protrusion at L3-L4. Additionally, an x-ray showed a stable fusion at L4-L5 

and L5-S1 with posterior decompression. The treating physician has not met the above 

guidelines at this time. As such the request Lateral interbody fusion L3-L4, posterior spinal 

fusion L3-L4, decompression right L3-L4 and revision instrumentation L4-S1 is not medically 

necessary. 

 

One 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). 



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

Page(s): 307.  Decision based on Non-MTUS Citation ODG Low Back, Fusion (spinal). 

Decision rationale: ODG states "Patient Selection Criteria for Lumbar Spinal Fusion: For 

 

chronic low back problems, fusion should not be considered within the first 6 months of 

symptoms, except for fracture, dislocation or progressive neurologic loss. Indications for spinal 

fusion may include: (1) Neural Arch Defect: Spondylolytic spondylolisthesis, congenital neural 

arch hypoplasia. (2) Segmental Instability (objectively demonstrable) - Excessive motion, as in 

degenerative spondylolisthesis, surgically induced segmental instability and mechanical 

intervertebral collapse of the motion segment and advanced degenerative changes after surgical 

discectomy, with relative angular motion greater than 20 degrees. (Andersson, 2000) (Luers, 

2007)] (3) Primary Mechanical Back Pain (i.e., pain aggravated by physical activity)/Functional 

Spinal Unit Failure/Instability, including one or two level segmental failure with progressive 

degenerative changes, loss of height, disc-loading capability. In cases of workers' compensation, 

patient outcomes related to fusion may have other confounding variables that may affect overall 

success of the procedure, which should be considered. 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. Spinal 

instability criteria includes lumbar inter-segmental movement of more than 4.5 mm. (Andersson, 

2000) (4) Revision Surgery for failed previous operation(s) if significant functional gains are 

anticipated. Revision surgery for purposes of pain relief must be approached with extreme 

caution due to the less than 50% success rate reported in medical literature. (5) Infection, Tumor, 

or Deformity of the lumbosacral spine that cause intractable pain, neurological deficit and/or 

functional disability. (6) After failure of two discectomies on the same disc, fusion may be an 

option at the time of the third discectomy, which should also meet the ODG criteria. (See ODG 

Indications for Surgery - Discectomy.) Pre-Operative Surgical Indications Recommended: Pre- 

operative clinical surgical indications for spinal fusion should include all of the following: (1) 

All pain generators are identified and treated; & (2) All physical medicine and manual therapy 

interventions are completed; & (3) X-rays demonstrating spinal instability and/or myelogram, 

CT-myelogram, or discography (see discography criteria) & MRI demonstrating disc pathology 

correlated with symptoms and exam findings; & (4) Spine pathology limited to two levels; & (5) 

Psychosocial screen with confounding issues addressed. (6) For any potential fusion surgery, it is 

recommended that the injured worker refrain from smoking for at least six weeks prior to surgery 

and during the period of fusion healing. (Colorado, 2001) (BlueCross BlueShield, 2002)." 

ACOEM Guidelines for fusion state not recommended in the first 3 months of symptoms. MRIs 

showed stable disc protrusion at L3-L4. Additionally an x-ray showed a stable fusion at L4-L5 

and L5-S1 with posterior decompression. The treating physician has not met the above 

guidelines at this time. As such, the request for One medical clearance is not medically 

necessary. 

 

One vascular open & close: 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), Low 

Back Chapter. 



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

Page(s): 307.  Decision based on Non-MTUS Citation ODG Low Back, Fusion (spinal). 

Decision rationale: ODG states "Patient Selection Criteria for Lumbar Spinal Fusion: For 

 

chronic low back problems, fusion should not be considered within the first 6 months of 

symptoms, except for fracture, dislocation or progressive neurologic loss. Indications for spinal 

fusion may include: (1) Neural Arch Defect: Spondylolytic spondylolisthesis, congenital neural 

arch hypoplasia. (2) Segmental Instability (objectively demonstrable) - Excessive motion, as in 

degenerative spondylolisthesis, surgically induced segmental instability and mechanical 

intervertebral collapse of the motion segment and advanced degenerative changes after surgical 

discectomy, with relative angular motion greater than 20 degrees. (Andersson, 2000) (Luers, 

2007)] (3) Primary Mechanical Back Pain (i.e., pain aggravated by physical activity)/Functional 

Spinal Unit Failure/Instability, including one or two level segmental failure with progressive 

degenerative changes, loss of height, disc-loading capability. In cases of workers' compensation, 

patient outcomes related to fusion may have other confounding variables that may affect overall 

success of the procedure, which should be considered. 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. Spinal 

instability criteria includes lumbar inter-segmental movement of more than 4.5 mm. (Andersson, 

2000) (4) Revision Surgery for failed previous operation(s) if significant functional gains are 

anticipated. Revision surgery for purposes of pain relief must be approached with extreme 

caution due to the less than 50% success rate reported in medical literature. (5) Infection, Tumor, 

or Deformity of the lumbosacral spine that cause intractable pain, neurological deficit and/or 

functional disability. (6) After failure of two discectomies on the same disc, fusion may be an 

option at the time of the third discectomy, which should also meet the ODG criteria. (See ODG 

Indications for Surgery - Discectomy.) Pre-Operative Surgical Indications Recommended: Pre- 

operative clinical surgical indications for spinal fusion should include all of the following: (1) 

All pain generators are identified and treated; & (2) All physical medicine and manual therapy 

interventions are completed; & (3) X-rays demonstrating spinal instability and/or myelogram, 

CT-myelogram, or discography (see discography criteria) & MRI demonstrating disc pathology 

correlated with symptoms and exam findings; & (4) Spine pathology limited to two levels; & (5) 

Psychosocial screen with confounding issues addressed. (6) For any potential fusion surgery, it is 

recommended that the injured worker refrain from smoking for at least six weeks prior to surgery 

and during the period of fusion healing. (Colorado, 2001) (BlueCross BlueShield, 2002)." 

ACOEM Guidelines for fusion state not recommended in the first 3 months of symptoms. MRIs 

showed stable disc protrusion at L3-L4. Additionally, an x-ray showed a stable fusion at L4-L5 

and L5-S1 with posterior decompression. The treating physician has not met the above 

guidelines at this time. As such, the request for One vascular open & close is not medically 

necessary. 


