MAXIMUS FEDERAL SERVICES, INC.

Independent Medical Review :
P.O. Box 138009 Federal Services
Sacramento, CA 95813-8009

(855) 865-8873 Fax: (916) 605-4270

Notice of Independent Medical Review Determination

Dated: 10/2/2013

Employee:
Claim Number:

Date of UR Decision: 718/2013

Date of Injury: 4/9/2013

IMR Application Received: 7/18/2013
MAXIMUS Case Number: CM13-0001991

1) MAXIMUS Federal Services, Inc. has determined the request for C5-C7 anterior
cervical discectomy and fusion, and C5-C7 anterior cervical instrumentation is
not medically necessary and appropriate.

2) MAXIMUS Federal Services, Inc. has determined the request for a cervical collar
is not medically necessary and appropriate.

3) MAXIMUS Federal Services, Inc. has determined the request for post-operative

physical therapy 3 x a week for 6 weeks is not medically necessary and
appropriate.

4) MAXIMUS Federal Services, Inc. has determined the request for an external
bone growth stimulator purchase is not medically necessary and appropriate.



INDEPENDENT MEDICAL REVIEW DECISION AND RATIONALE

An application for Independent Medical Review was filed on 7/18/2013 disputing the
Utilization Review Denial dated 7/8/2013. A Notice of Assignment and Request for
Information was provided to the above parties on 7/23/2013. A decision has been made
for each of the treatment and/or services that were in dispute:

1) MAXIMUS Federal Services, Inc. has determined the request for C5-C7 anterior
cervical discectomy and fusion, and C5-C7 anterior cervical instrumentation is
not medically necessary and appropriate.

2) MAXIMUS Federal Services, Inc. has determined the request for a cervical collar
is not medically necessary and appropriate.

3) MAXIMUS Federal Services, Inc. has determined the request for post-operative
physical therapy 3 x a week for 6 weeks is not medically necessary and
appropriate.

4) MAXIMUS Federal Services, Inc. has determined the request for an external
bone growth stimulator purchase is not medically necessary and appropriate.

Medical Qualifications of the Expert Reviewer:

The independent Medical Doctor who made the decision has no affiliation with the
employer, employee, providers or the claims administrator. The physician reviewer is
Board Certified in Neurological Surgery and is licensed to practice in California. 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 treatments and/or
services at issue.

Case Summary:
Disclaimer: The following case summary was taken directly from the utilization review
denial/modification dated July 8, 2013:

Acsording 10 the clinical documentation, 1he potient is a 37vyear-okd who sustaingd injuties while backing
up tho ractor kader, patient was leoking to Ihe left when the pationt hif & bump on 4.’09”:\1. This caused
"nim to jar his neck/shaulder” ca4xslng injurias 1o cervical spine and left shoulder. Prescriplion daled
524143 by O, IR o< mented a raquust for cervical collar post spinal fumon, axistnal bone
growth stimulalion purchase pos gpinal fusion ond post ap physicel therapy thrae Himes & waek lor six
weeks, Medcal report dated 5/24/13 by Dr) documenlle(lj the &aﬂrﬂ; :‘z:mg:‘eg ;: intense
neck 8nd woaknoog (ot radialed down the arm, particularly on the lo L
glhu:a?;; With numbness and tingling. Patient was placed in a cervical clo-llat_ Motor exam 's:lpweg 3:;‘;
wenkness for iriceps on (he left ahd 4/5 weakness Tof buatr:_ralldnliouds. 56 strength for ngh : glcﬂpd} et
505 strength for bilateral biceps and hand grip. Thate was significant numbness and Ung:mg? . atradiale
dawn both arms, more so cn the jeft than on the nghl:- Trc?tmem plan consisted of G6 to C_ An;?no)é
cervical discactomy and fusion. Magnetic resonance imaging (MRI) study of the cfwsinil g;;rr{lf? iat;
510713, interprated by Or. documentad the feliowing Impression: 1) . :dﬂ B
postorclateral disc protrusion is spen with compression of the laft side of th thocal $ac and cord wi




| - . - ¥ .
wric effacement of the laft lateral recess. 2) Subtle right paracorxial disc bu'ge with impression
?Dmtt:: rl'JC‘rocal sac but no sigmficant cord compression." X-ray of the :-::er\.ncal Spine dated 5/07M13,
interpretad by Or, dogumentad the following impression. *1) Straightening of Ium?ur
lordesls. This may e an the badis of patient positicning veraus muacke spasm. 2) Question mid C5-6
intervertebrat disc space narrowing." According to Request for avtharization dated 6/28/13, the patient
wes disgnosed with splnal cerd comprasaian, stoncsis and m;imopnthy. : . )

This {5 & request for medical necessily of C5-C7 anterior cervical discectomy and fusion, GH-CT antedor
cenvical instrumentation, surgical assistant, cervica! collar, post-op physical therapy at three tmes a week
for six weeks and external bone|growth stimuiator purchase.

Documents Reviewed for Determination:

The following relevant documents received from the interested parties and the
documents provided with the application were reviewed and considered. These
documents included:

1) Regarding the request for C5-C7 anterior cervical discectomy and fusion,
and C5-C7 anterior cervical instrumentation:

Medical Treatment Guideline(s) Relied Upon by the Expert Reviewer to Make
His/Her Decision:

The Claims Administrator based its decision on the American College of
Occupational and Environmental Medicine (ACOEM) Guidelines, 2" Edition,
(2004), Neck and Upper Back Chapter, pages 181-183, which are part of the
California Medical Treatment Utilization Schedule (MTUS). The Claims
Administrator also cited the Official Disability Guidelines (ODG), Neck and Upper
Back Chapter, Indications for Surgery Section, Fusion Section, and Plate Fixation
Section, which are medical treatment guidelines that are not part of the MTUS.
The provider did not dispute the guidelines used by the Claims Administrator.
The Expert Reviewer relied on the section of the MTUS used by the Claims
Administrator.

Rationale for the Decision:

The employee was injured on 4/9/13 and has experienced pain in the cervical
spine and left shoulder. The provider has recommended treatment consisting of
cervical collar post spinal fusion, external bone growth stimulation purchase post
spinal fusion, and post-operative physical therapy three times per week for six
weeks. A clinical evaluation dated 5/22/13 indicates the employee had
significant numbness and tingling that radiated down both arms, more so on the
left than right. The employee was placed in a cervical collar. A request was
submitted for C5-C7 anterior cervical discectomy and fusion, and C5-C7 anterior
cervical instrumentation.

The ACOEM Guideline indicates that when considering surgery for neck and
upper back complaints, a patient’s history, physical examination and imaging
should be consistent with a specific lesion. The records submitted and reviewed
do not demonstrate that surgery at the C5-6 level is indicated because the
physical findings do not support C5-6 as the pain generator. In addition, the MRI
findings show C5-6 is relatively normal considering the employee’s age. The
request for C5-C7 anterior cervical discectomy and fusion, and C5-C7 anterior
cervical instrumentation is not medically necessary and appropriate.



2)

3)

4)

Regarding the request for a cervical collar:

Rationale for the Decision:

Since the primary procedure is not medically necessary and appropriate, none of
the associated services are medically necessary and appropriate.

Regarding the request for post-operative physical therapy 3 x a week for 6
weeks:

Rationale for the Decision:
Since the primary procedure is not medically necessary and appropriate, none of
the associated services are medically necessary and appropriate.

Regarding the request for external bone growth stimulator purchase:

Rationale for the Decision:
Since the primary procedure is not medically necessary and appropriate, none of
the associated services are medically necessary and appropriate.




Effect of the Decision:

The determination of MAXIMUS Federal Services and its physician reviewer is deemed
to be the final determination of the Administrative Director, Division of Workers’
Compensation. With respect to the medical necessity of the treatment in dispute, this
determination is binding on all parties.

In accordance with California Labor Code Section 4610.6(h), a determination of the
administrative director may be reviewed only if a verified appeal is filed with the appeals
board for hearing and served on all interested parties within 30 days of the date of
mailing of the determination to the employee or the employer. The determination of the
administrative director shall be presumed to be correct and shall be set aside only upon
proof by clear and convincing evidence of one or more of the grounds for appeal listed
in Labor Code Section 4610.6(h)(1) through (5).

Sincerely;

Richard C. Weiss, MD, MPH, MMM, PMP
Medical Director

CC: Department of Industrial Relations
Division of Workers’ Compensation
1515 Clay Street, 18" Floor
Oakland, CA 94612
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