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DATE OF REVIEW: 
Jun/17/2009 
 
IRO CASE #: 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Lumbar decompression and fusion L2-3 and L4-5 and dynamic stabilization from L2 through 
L5 (63017, 63047, 63048) 
 
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
MD, Board Certified Neurosurgeon 
 
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 
Determination Letters, 5/8/09, 5/21/09 
ODG-TWC 
MD, 4/23/09, 10/14/08, 9/4/08, 7/29/08, 4/17/08, 
3/14/08, 3/4/08, 10/4/07, 9/21/07, 9/18/07, 9/10/07, 8/21/07, 1/30/03, 
1/3/03, 12/23/02, 12/6/02, 11/21/02, 4/3/08, 12/3/02, 10/11/02, 10/1/02, 
9/16/02 
MD, 4/25/03, 3/13/03 (impairment rating), 2/3/03, 11/8/02, 
10/30/02, 10/18/02, 8/27/02 
MD, 7/30/97, 7/15/97 
Lumbar Discography, 4/10/09 
RN, 4/10/09 
MRI Lumbar Spine, 10/13/07 
XR Chest, 9/5/07 
Radiology, Thoracic Spine, 5/10/07 
Cervical Spine, 2 Views, 05/10/2007, 06/05/2007 
MRI Cervical, 10/13/07 
MRI T-Spine, 10/13/07 
X-ray Spine, Thracic 2 View, 4/25/03, 12/3/02 
Diagnostic Imaging, 12/23/02 
MRI Cervical Spine, 9/26/96 
MRI Thoracic Spine, 9/27/96 
Operative Report, 12/23/02 
Procedure note: facet blocks 04/03/2008 



 
 
 
 
 
 
PATIENT CLINICAL HISTORY SUMMARY 
The claimant is a male with a date of injury xx-xx-xx, when he was involved in a motor vehicle 
accident.  He is status post spinal cord stimulator removal 09/10/2007 for chronic inguinal 
nerve entrapment; it was originally implanted 12/23/2002.  He complains of low back pain 
radiating to the legs with numbness and tingling.  He has had an ESI and facet blocks.  His 
neurological examination is normal.  An EMG of the lower extremities10/08/2008 was normal.  
An MRI of the lumbar spine 10/13/2007 reveals a bulging annulus at L3-L4 with mild stenosis; 
a broad based central to right paramedian disc herniation with mild canal stenosis and 
bilateral neuroforaminal narrowing.  A lumbar discogram 04/10/2009 was positive for 
concordant pain at L4-L5.  There was no pain response at L3-L4.  He smokes 6-10 cigarettes 
per day.  A psychological evaluation apparently has been ordered but not done.  The provider 
is requesting a Lumbar decompression and fusion L2-3 and L4-5 and dynamic stabilization 
from L2 through L5 (63017, 63047, 63048). 
 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
The Lumbar decompression and fusion L2-3 and L4-5 and dynamic stabilization from L2 
through L5 (63017, 63047, 63048) is not medically necessary.  The provider is planning on a 
fusion at L4-L5, given the positive lumbar discogram.  There is mention that the patient will be 
sent for a psychological evaluation, as recommended by ODG, but no evidence that this has 
been done.  Moreover, the provider wishes to decompress L2-L4, and it is unclear that the 
claimant is having any symptoms from these levels.  There is no clear depiction of 
neurogenic claudication or radiculopathy from these levels in the clinic notes.  Lastly, the 
provider is recommending a dynamic stabilization from L2-L5, which is not recommended by 
ODG for uncomplicated back pain.  For these reasons, the reviewer finds that Lumbar 
decompression and fusion L2-3 and L4-5 and dynamic stabilization from L2 through L5 
(63017, 63047, 63048) is not medically necessary.   
 
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 
 
[   ] 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) 
 


