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Notice of Independent Review Decision 

 
DATE OF REVIEW:  JANUARY 10, 2009 
 
 
IRO CASE #:    
 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
 
Lumbar Facet Injection with additional levels; SI Joint injection with fluoro 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER 
HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
 
MD, Board Certified in Physical Medicine and Rehabilitation 
Subspecialty Board Certified in Pain Management  
Subspecialty Board Certified in Electrodiagnostic Medicine 
 
 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)  
 
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. 
 
The reviewer finds that medical necessity does not exist for Lumbar Facet Injection with 
additional levels; SI Joint injection with fluoro. 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
 
Adverse Determination Letters, 12/16/08, 12/6/08 
ODG Guidelines and Treatment Guidelines 
Pain Consultants, 11/12/08, 12/13/06, 1/11/07, 1/25/07, 3/7/07, 4/12/07, 6/26/07, 8/9/07, 
4/1/08, 5/7/08, 9/18/08, 11/8/07,  
UHS, 12/23/08 
Regional Medical Center, 6/2/08, 2/9/07 
Medical Center, 9/24/03, 10/16/03 
CT Spine, 9/2/07 



   

Labs, 4/1/08, 8/12/08, 11/6/08 
Surgery Center, 10/16/03 
 MD, 9/25/03 
Dr., 6/18/08 
Spine LS 2 Views, 1/29/08 
ODG-TWC 
MRI, 8/6/02, 3/31/03 
Operative Report, 1/2/03 
FCE, 12/26/07 and 12/27/07 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
 
This is a xx year old male who was injured in xx/xx. He subsequently underwent an 
anterior and posterior fusion from L4 to S1. He has ongoing midline nonradicular back 
pain. He has had radiological studies showing some disc bulging and degenerative 
changes in the lumbar spine. A request was made for multiple level facet and SI 
injections. He had been on opiates for pain. He is interested in working but has not met 
the job requirements.  
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, 
FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION 
 
It is not clear from the medical records provided for review in this case if the patient’s 
pain is arising in the SI or facet joints. This man’s clinical examination did not show any 
evidence of a radiculopathy. The provider wants to perform injections at 3 levels on the 
right and two on the left.  The diagnostic blocks are not to be performed at a level of a 
prior fusion. The fusion was at L4-5 and L5-S1. The requested blocks are for L2-3, L4-5 
and L5-S1. The ODG does not support the justification for diagnostic facet blocks at 
these levels. In addition, the ODG does not approve therapeutic facet blocks at the 
levels of a prior fusion.  SI injections are approved when there is failed conservative 
treatment, and the ODG specifies they are not to be performed on the same day as facet 
injections.  The request does not meet the criteria set forth in the guidelines. The 
reviewer finds that medical necessity does not exist for Lumbar Facet Injection with 
additional levels; SI Joint injection with fluoro. 
 
 
 



   

 
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 

 
 PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE 
(PROVIDE A DESCRIPTION) 

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

 


	Subspecialty Board Certified in Electrodiagnostic Medicine

