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Notice of Independent Review Decision

DATE OF REVIEW: 10/12/2008

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE
Bilateral lumbar radiofrequency ablation L1-S1

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION
M.D., Board Certified in pain management and anesthesiology under the
American Board of Anesthesiologists

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)

INFORMATION PROVIDED TO THE IRO FOR REVIEW
OD Guidelines

Denial Letters 9/9/08 and 8/27/08

Records from Dr. 2/1/08 thru 8/13/08

MRI 2/26/08

Record from 8/11/08

PATIENT CLINICAL HISTORY [SUMMARY]:

The patient complains of low back pain that does not radiate into the bilateral
lower extremities. The patient supposedly underwent a “left LMBB” on 05/28/08.
There is no mention as to what levels the medial branch block was performed.




There is also no mention as to the results of the medial branch block. The
request is for radiofrequency nerve ablation based on the medial branch block
that was performed on 05/28/08.

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

The Official Disability Guidelines require documentation of the response to the
diagnostic medial branch blocks in order to decide if radiofrequency is an
appropriate procedure. Since the response is not mentioned, approval cannot be
given at this time. In addition, the levels that are being requested seem rather
excessive. The Official Disability Guidelines only allow a maximum of two facet
joint injections to be performed per session. The chance of the patient’s entire
lumbar spine being the cause of the pain is not likely. Again, the Reviewer would
have a better idea about the appropriateness of the radiofrequency if they knew
the results of the medial branch blocks and at what levels they were performed.

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

Xl 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)



