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DATE OF REVIEW: 8/4/2008
IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:
Transforaminal ESI L4-5, L5-S1

QUALIFICATIONS OF THE REVIEWER:

This reviewer graduated from University of Missouri-Kansas City and completed training in Physical Med & Rehab
at Baylor University Medical Center. A physicians credentialing verification organization verified the state licenses,
board certification and OIG records. This reviewer successfully completed Medical Reviews training by an
independent medical review organization. This reviewer has been practicing Physical Med & Rehab since 2006 and
pain Management since 2006.

REVIEW OUTCOME:
Upon independent review the reviewer finds that the previous adverse determination/adverse determinations
should be:

X Upheld (Agree)
Overturned (Disagree)
Partially Overturned (Agree in part/Disagree in

part) Transforaminal ESI L4-5, L5-S1 Upheld

INJURED EMPLOYEE CLINICAL HISTORY [SUMMARY]:

This employee is a male who sustained a lumbar injury on xx/xx/xx causing ongoing lumbar radiculopathy and
low back syndrome. The injured employee underwent one transforaminal ESI on 2/6/2008. A second ESI procedure
was planned.

At this time, the request for a Transforaminal ESI L4-5, L5-S1 is under review for medical necessity.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS AND
CONCLUSIONS USED TO SUPPORT THE DECISION.

This is an employee with low back and left leg pain after a work injury. He had a normal exam except for positive
SLR. MRI shows L4/5 disc towards the right and bilateral L5/S1 neuroforaminal narrowing. Two EMGs were not
suggestive of radiculopathy. The first ESI was performed on 2/5/08 and failed to provide relief (50-70%) for the
guideline recommended 6-8 weeks. Given the injured worker’s failure to sufficiently respond to the first ESI, the
denial of the requested 2nd ESI is upheld. This recommendation is in accordance with the Official Disability
Guidelines.

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
X ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES
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)



