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REVIEWER’S REPORT 
 
DATE OF REVIEW:  10/28/07 
 
IRO CASE #:   
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:   
Discogram. 
 
DESCRIPTION OF QUALIFICATIONS OF REVIEWER: 
M.D., F.A.C.S., Board Certification from the American Board of Orthopedic Surgery, 
with extensive experience in the evaluation and treatment of injured individuals 
 
REVIEW OUTCOME: 
Upon independent review, I find that the previous adverse determination or 
determinations should be: 
 
___X__Upheld   (Agree) 
 
______Overturned  (Disagree) 
 
______Partially Overturned  (Agree in part/Disagree in part) 
 
INFORMATION PROVIDED FOR REVIEW: 
1. TDI case assignment 
2. URA letters of denial & other documentation, and guidelines utilized in the denial 

(ODG) 
3. Treating doctors’ correspondence and work status report on 08/23/07 and 10/17/07 
4. Pain Management Assessment dated 07/27/07 
5. MRI scan of the lumbar spine dated 04/19/07 
6. Laboratory studies dated 05/18/98 
 
INJURED EMPLOYEE CLINICAL HISTORY (Summary): 
This male suffered an injury lifting a patient into an ambulance on xx/xx/xx.  He 
complained of low back pain and left leg pain radiating to his foot.  The physical findings 
were not indicative of compressive neuropathy.  MRI scan revealed questionably 
abnormal L4/L5 and L5/S1 disc spaces.  A diagnosis of discogenic pain was made.  
Discogram was requested.  A discogram has been denied previously, and appeal has been 
instituted. 
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ANALYSIS AND EXPLANATION OF THE DECISION, INCLUDING CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT DECISION: 
Discogram is a controversial study.  Some spine surgeons suggest that it can be helpful in 
determining locations generating pain when the patient is being considered for spine 
fusion.  However, its sensitivity and specificity are of such a nature as to suggest that it is 
neither a specific study for discogenic pain, nor is it predictive for surgical result.  This 
patient does not appear to be a candidate for any surgical procedure.  At this time,   
discogram could not be justified.  The ODG clearly indicate that discogram is not a 
recommended study. 
 
DESCRIPTION AND SOURCE OF THE SCREENING CRITERIA OR OTHER 
CLINICAL BASIS USED TO MAKE YOUR 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 judgment, clinical experience and expertise in accordance with accepted 
 medical standards. 
______Mercy Center Consensus Conference Guidelines. 
______Milliman Care Guidelines. 
__X __ODG-Official Disability Guidelines & Treatment Guidelines, Low Back Chapter,  

page 1008-1009. 
______Pressley Reed, The Medical Disability Advisor. 
______Texas Guidelines for Chiropractic Quality Assurance & Practice Parameters. 
______Texas TACADA Guidelines. 
______TMF Screening Criteria Manual. 
______Peer reviewed national accepted medical literature (provide a description). 
______Other evidence-based, scientifically valid, outcome-focused guidelines (provide a 
 description.)    


