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Notice of Independent Review Decision 
 
 
MARCH 10, 2008 
 
 
IRO CASE #:    
 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
360 Fusion L5S1 with 2-day stay 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
M.D. Board Certified Neurological Surgery  
 
 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)  
 
  
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 
 
Table of Disputed Services 
Adverse Determination Letters -  1/25/08; 2/5/08 
Lumbar MRI Report – 12/12/06; 11/28/06 
CT/CT L-Spine w/o contrast Discogram Report – 11/16/07 
Operative Note – 11/16/07 
Back Institute Clinical Notes:  M.D. and M.D.  1/3/07 – 11/30/07 
Clinical Report – M.D., P.A.  8/21/07 

  



  

WorkMed Progress Notes –M.D. 11/27/06 – 12/21/06 
ODG Guidelines 
 
 
PATIENT CLINICAL HISTORY: SUMMARY OF EVENTS:  
 
This case involves a xx year old male who in xx/xx slipped on a ladder and fell 
landing on his tailbone.  He developed back pain with lower extremity discomfort.  
Chiropractic care was initially tried in dealing with the trouble and was not 
successful.  Physical therapy with medications was not helpful except for the 
TENS unit which was only slightly beneficial.  The patient has L5-S1 facet blocks, 
which were helpful for only a few days.  In the process of this workup, patient 
developed neck and arm pain on the left side.  This was diagnosed as secondary 
to a C7-T1 disc herniation and anterior cervical discectomy and fusion was 
carried out with relief of these symptoms.  His back pain has continued.  An MRI 
of the lumbar spine in December 2006 showed degenerative joint disease 
change at the L5-S1 level but no surgically significant problem.  Lumbar 
discographic evaluation in November 2007 was positive as far as concordant 
pain at the L5-S1 levels.  Anesthetic discography revealed relief only at the L5-
S1 level that has the most concordant pain.  After discography, Dr. has 
suggested an L5-S1 decompression posterior and anterior fusion. The patient’s 
examination has consistently showed nothing in the way of definite reflex sentry 
or motor deficit.  Straight leg raising is only questionably positive.  An EMG was 
noted by one of the examiners but not available for review.  
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.   
 

I agree with the benefit company’s decision to deny the requested L5-S1 
operative report consisting of anterior and posterior intervention with fusion.  
There is no evidence of instability on any of the imaging tests.  Physical 
examination, MRI and X-ray of the spine did not show anything that would 
suggest nerve root compression.  While an EMG is mentioned as potentially 
showing difficulty, there was no such report available for review.  While 
discography was positive at L5-S1, it was also positive to a certain extent at 
L4-5 and this is a joint that would be stressed considerably by the proposed 
operative procedure with potential of trouble in the future being probable. 
 
 
 
 
 
 
 
 
 



  

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) 
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