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Notice of Independent Review Decision 
 

 
 

DATE OF REVIEW:  JUNE 15, 2008 
 

 
 

IRO CASE #:  
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 

 

DME – LSO Brace and Bone Growth Stimulator 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 

 
Board Certified in Neurological Surgery 

 
REVIEW OUTCOME 

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

 
Upheld (Agree) 

 
X  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. 

 
PATIENT CLINICAL HISTORY [SUMMARY]: 

 
This case involves a xx-year-old male who in xx/xx was lifting pipe.  Patient 
developed back pain with right lower extremity pain.  Physical therapy, epidural 
steroid injections and various medications and rest were unsuccessful in dealing 
with his trouble.  Some additional injury while working was noted on xx/xx/xx. 
After MRI evaluations suggested surgically correctable pathology at the L5-S1 
level, a discectomy was carried out from the right side at that level on 12/29/04. 
Pain has continued off and on more severely in 2007 leading to lumbar 
discographic evaluation, which was positive primarily at the L4-5 level, but to a 
lesser extent at the L5-S1 level.  Electromyography in August 2007 had shown 
bilateral L5 nerve root compression.  In hopes of relieving discomfort, a 6/16/08 



anterior lumbar antibody fusion was carried out at both the L4-5 and L5-S1 levels 
with anterior instrumentation.  Thus far the patient has done well postoperatively. 

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

 

 
 

I disagree with the benefit company’s decision to deny the lumbar sacral 
brace and bone growth stimulator.  This patient’s long-term circumstance 
would probably be helped in the postoperative phase while fusion is taking 
place by the use of a brace. In addition, bone growth stimulation is 
frequently associated with a more rapid fusion. 

 

 
 

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 
 

X 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) 


