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Email: rm@independentresolutions.com

NOTICE OF INDEPENDENT REVIEW DECISION

DATE OF REVIEW:
Jul/20/2009

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:
bilateral T7-T9 Facet Injections

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

Board Certified in Physical Medicine and Rehabilitation

Subspecialty Board Certified in Pain Management

Subspecialty Board Certified in Electrodiagnostic Medicine

Residency Training PMR and ORTHOPAEDIC 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)

INFORMATION PROVIDED TO THE IRO FOR REVIEW
OD Guidelines

Denial Letters 6/26/09 and 6/19/09

Dr. 6/3/09 thru 7/1/09

3/16/09 thru 3/31/09

PATIENT CLINICAL HISTORY SUMMARY

This is a xx-year-old man injured while pushing pulling items on xx/xx/xx. He apparently had
no radiological studies done per Dr. and none were reported on the records. Dr. described
left shoulder pain and pain and tenderness in the mid back over the T7/8 and T8/9 facets and
interspinous ligament tenderness. He requested permission for shoulder and facet injections.



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

Dr. did not want to accept the prior reviewers’ decision. Texas Workers’ Compensation relies
on the ODG as the basis of the evidence based medicine used in reaching a decision with
treatment. The ODG criteria for the diagnosis of facet problems applies to the lumbar region.
Except for criteria 4, these would probably be justified for the thoracic region as well. These
are:

(1) Tenderness to palpation in the paravertebral areas (over the facet region);
(2) A normal sensory examination;

(3) Absence of radicular findings, although pain may radiate below the knee;
(4) Normal straight leg raising exam

Indictors 2-4 may be present if there is evidence of hypertrophy encroaching on the neural
foramen.

The treatment requested in the facet injection. This is not recommended in the ODG. Dr.
disagrees and states from his clinical experience, he feels this will be successful. This
however, does not meet the evidence-based criteria used. Further, there is no medical
information provided that would justify a variance from these guidelines. Therefore, the
Reviewer cannot overturn the prior decisions.

Facet joint injections, thoracic

Not recommended. There is limited research on therapeutic blocks or neurotomies in this
region, and the latter procedure (neurotomies) are not recommended. Recent publications on
the topic of therapeutic facet injections have not addressed the use of this modality for the
thoracic region. (Boswell, 2005) (Boswell2, 2005) Pain due to facet joint arthrosis is less
common in the thoracic area as there is overall less movement due to the attachment to the
rib cage. Injection of the joints in this region also presents technical challenge. A current non-
randomized study reports a prevalence of facet joint pain of 42% in patients with chronic
thoracic spine pain. This value must be put into perspective with the overall frequency of
chronic pain in the cervical, thoracic and lumbar region. In this non-randomized study, 500
patients had 724 blocks. Approximately 10% of the blocks were in the thoracic region, with
35.2% in the cervical region and 54.8% in the lumbar. (Manchikanti, 2004)

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL
BASIS USED TO MAKE THE DECISION

[ ]ACOEM-AMERICA 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
[ T1INTERQUAL CRITERIA

[ X] MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN ACCORDANCE WITH
ACCEPTED MEDICAL STANDARDS

[ 1 MERCY CENTER CONSENSUS CONFERENCE GUIDELINES
[ ] MILLIMAN CARE GUIDELINES
[ X] ODG-OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES

[ 1 PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR



[ ] TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE
PARAMETERS

[ 1 TEXAS TACADA GUIDELINES
[ 1 TMF SCREENING CRITERIA MANUAL

[ 1 PEER ERVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A
DESCRIPTION)

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



