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DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Repeat Lumbar MRI 
 
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
M.D., Board Certified Orthopedic Surgeon  
 
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 
ODG Guidelines and Treatment Guidelines 
Determination Letters, 5/28/09, 5/11/09 
X-ray cervical, 12/15/08   
MRI lumbar spine, 01/08/09  
Office notes, Dr., 04/06/09, 05/04/09    
MRI lumbar, 04/29/09  
Fax request, 05/04/09  
clinic office note, 06/04/02  
 
 
PATIENT CLINICAL HISTORY SUMMARY 
This is a male claimant.  A cervical x-ray dated 12/15/08 showed minimal retrolisthesis of C4 
over C5 likely due to degeneration and ligamentous laxity.   A physician record of 04/06/09 
indicated the claimant with back and leg problems.  Review of a 01/08/09 lumbar MRI without 
contrast showed L3- L5 discogenic changes and indicated possibility of hypercellular marrow 
process.  MRI with contrast was recommended.  Thoracic or lumbosacral neuritis or 
radiculitis was diagnosed.   A pre and post contrast lumbar MRI was performed on 04/29/09 
which showed bulging discs in the lower three levels with no significant spinal stenosis or 
foraminal narrowing; a small focus of either soft tissue or spinous process enhancement at 
the L3-4 interspinous space; and findings suggesting retroperitoneal adenopathy.  A 05/04/09 
physician record noted review of the MRI showed an enhancing area between L3-4 spinous 
interspace and retroperitoneal lymphadenopathy.  The claimant was referred to oncology and 
repeat lumbosacral MRI with contrast was requested.     
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 



AND CONCLUSIONS USED TO SUPPORT THE DECISION 
Repeat lumbar spine MRI is not indicated and appropriate.  The medical records document 
on 01/08/09 and 04/29/09 MRIs were performed.  There is no evidence within the MRI 
interpretations and evaluations to support repeat studies.  The guidelines are not met. The 
reviewer finds that medical necessity does not exist for repeat lumbar MRI. 
 
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) 
 


