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Notice of Independent Review Decision 
 

 
 

DATE OF REVIEW:  09/18/08 
 

 
 

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

 

Lumbar ESI L4-L5 
 
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: 

 
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. 

 

PATIENT CLINICAL HISTORY [SUMMARY]: 
 
This case involves a now xx-year-old male who was initially injured on xx/xx/xx. 
This led eventually to an L5-S1 anterior and posterior fusion.  He has continued 
to have discomfort with some question of medication abuse over the past several 
years.  Evaluation by Dr.   led to the opinion that epidural transforaminal blocks 
at the L4-5 level bilaterally may well be helpful.  These were carried out on 
04/30/08 and 07/02/08.  Lumbar myelography before the first block failed to 
reveal any distinct level of pathology as a possible source of the trouble.  It was 
assumed 
that the level above the fusion was the most likely source of the difficulty and 
therefore that was the one blocked. This was the L4-5 level.  The patient did well 



for several weeks after the first block.  But after the last block on 07/02/08 he had 
recurrence of discomfort to a significant extent in 2 weeks after being improved 
very transiently by the block. 

 

 
 

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 L4-5 bi- 
lateral foraminal epidural steroid injection.  The second injection, of a similar 
nature, was far less effective that the first.  It is doubtful that another injection 
will be more effective.  In cases of chronic pain such as this often further 
surgical consultation is medically appropriate. 

 
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) 


