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True Resolutions Inc. 
An Independent Review Organization 

835 E. Lamar Blvd. #394 
Arlington, TX   76011 
Phone: 817-235-1979 
Fax: 214-276-1904 

 
DATE OF REVIEW:   
6-11-07 
 
IRO CASE #:    
 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
Lumbar Epidural Steroid Injection 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
Board Certified, American Board of Physical Medicine & Rehabilitation 
 
 REVIEW OUTCOME   
Upon independent review the reviewer finds that the previous adverse 
determination/adverse determinations should be:  
 

 Upheld     (Agree) 
 

 Overturned  (Disagree) 
 

 Partially Overturned   (Agree in part/Disagree in part)  
 
  
Provide a description of the review outcome that clearly states whether or not 
medical necessity exists for each of the health care services in dispute. 
 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
Patient Records 

• Ice-03/07; 04/07; 05/07 
• Med. Ctr. 03/37 
• 04/07; 05/07         

Imaging Reports-TX Diagnostic 
• Imaging Ctr.-03/07 

 
PATIENT CLINICAL HISTORY [SUMMARY]: 
While lifting and twisting, the claimant sustained an injury on x/x/xx, causing low 
back and right lower extremity pain.  He was subsequently treated with oral 
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steroids and physical therapy.  On his last visit of 5-23-07, with the treating 
physican’s P.A.C., it is noted that the low back pain continues only with lying flat.  
Radiation of pain into the lower extremity continued to be present only with the 
prone position.  No problems with bending were noted.  He was given a second 
RX for a Medrol Dose-Pak, and felt to be at MMI.  There were no lifting 
restrictions recorded at that time. 
 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.   
The claimant improved significantly with oral steroids and physical therapy.  
Aside from the prone position, there was nothing provocative of the radiating pain 
to the lower extremity.  There was no neurologic abnormality noted on 
examination.  The “possible right lateral disc herniation at L5-S1” is not reported 
to be touching a nerve root.  Given all of the above, there is no apparent 
indication for an epidural steroid injection. 
 
 
A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR 
OTHER CLINICAL BASIS USED TO MAKE THE DECISION: 
 
 

 ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL &   
ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE 

 
 AHCPR- AGENCY FOR HEALTHCARE RESEARCH & QUALITY 
GUIDELINES 

 
 DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR 
GUIDELINES 

 
 EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW 
BACK PAIN  

 
 INTERQUAL CRITERIA 

 
 MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN 
ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS 

 
 MERCY CENTER CONSENSUS CONFERENCE GUIDELINES 

 
 MILLIMAN CARE GUIDELINES 

 
 ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT 
GUIDELINES 
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 PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR 
 

 TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & 
PRACTICE PARAMETERS 

 
 TEXAS TACADA GUIDELINES 

 
 TMF SCREENING CRITERIA MANUAL 

 
 PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE 
(PROVIDE A DESCRIPTION) 

 
 OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME 
FOCUSED GUIDELINES (PROVIDE A DESCRIPTION) 

 


