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Specialty Independent Review Organization 
 

Notice of Independent Review Decision 
 
DATE OF REVIEW:  6/23/08 

 
IRO CASE #: 

 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
 
Bilateral recess decompression at L3/4, removal posterior instrumentation at 
L4S1 with 1 day LOS 

 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN 
OR OTHER HEALTH CARE PROVIDER WHO REVIEWED THE 
DECISION 

 
The reviewer is a board certified orthopedic surgery physician who has been 
practicing greater than 10 years.  This provider is qualified to perform this type of 
procedure in his practice. 

 
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) 
 
The reviewer agrees with the previous adverse determination regarding 
all services under dispute. 

 
PATIENT CLINICAL HISTORY [SUMMARY]: 

 
This case involves a male injured his back while digging a ditch when his 
shovel struck a hard object. He underwent months of PT and medications 
with no relief. Lumbar fusion and instrumentation L4-S1 was done with a 
post operative foot drop noted. Pt now complains of persistent back pain 
and takes narcotics. He 
has undergone myelogram CT which was read by Dr as representing mild 
central canal stenosis at L3/4 with very subtle underfilling of bilateral L4 
nerve root sleeves in symmetric fashion. Specifically the CT report states 
“There is no radiographic evidence of loosening of the posterior placed 
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hardware.” “Most likely a mature osseous fusion.” NCV and EMG findings 
are interpreted by Dr as 
chronic L4, L5 and possible S1 radiculopathy. 

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

 

The requested services are denied. The patient appears to have adjacent level 
degeneration above an apparently solid L4-S1 fusion, no symptoms of stenosis 
are recorded. The findings of the myelo/ CT are mild and the EMG/ NCV findings 
are chronic as is the history of foot drop. No new symptoms of radiculopathy are 
reported. There is no proof the posterior lumbar hardware is loosened or 
symptomatic. 

 
ODG Indications for Surgery -- Discectomy/laminectomy -- 

 

 

Required symptoms/findings; imaging studies; & conservative 
treatments below: 
I. Symptoms/Findings which confirm presence of radiculopathy. 
Objective findings on examination need to be present. For 
unequivocal evidence of radiculopathy, see AMA Guides, 5th Edition, 
page 382-383. (Andersson, 

2000) Straight leg raising test, crossed straight leg raising and 
reflex exams should correlate with symptoms and imaging. 

 
Findings require ONE of the following: 

 
A. L3 nerve root compression, requiring ONE of the 

following: 
1. Severe unilateral quadriceps weakness/mild atrophy 
2. Mild-to-moderate unilateral quadriceps weakness 
3. Unilateral hip/thigh/knee pain 

 
B. L4 nerve root compression, requiring ONE of the 

following: 
1. Severe unilateral quadriceps/anterior tibialis 

weakness/mild atrophy 
2. Mild-to-moderate unilateral quadriceps/anterior 

tibialis weakness 
3. Unilateral hip/thigh/knee/medial pain 

 
C. L5 nerve root compression, requiring ONE of the 

following: 
1. Severe unilateral foot/toe/dorsiflexor weakness/mild atrophy 
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2. Mild-to-moderate foot/toe/dorsiflexor weakness 
3. Unilateral hip/lateral thigh/knee pain 

 
D. S1 nerve root compression, requiring ONE of the 

following: 
1. Severe unilateral foot/toe/plantar 

flexor/hamstring weakness/atrophy 
2. Moderate unilateral foot/toe/plantar flexor/hamstring weakness 
3. Unilateral buttock/posterior thigh/calf pain 

 

 
 

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 

 
PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR 

 

TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & 
PRACTICE PARAMETERS 

 
TEXAS TACADA GUIDELINES 

 

TMF SCREENING CRITERIA MANUAL 
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PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE 
(PROVIDE A DESCRIPTION) 

 

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


