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NOTICE OF INDEPENDENT REVIEW DECISION 
 

 
 
DATE OF REVIEW: 
Oct/12/2009 
 
IRO CASE #: 
 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Lumbar Laminectomy/Diskectomy @ L5/S1 LOS x2 Days 63047 
 
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: 
 
[   ] Upheld (Agree) 
 
[   ] Overturned (Disagree) 
 
[ X  ] Partially Overturned (Agree in part/Disagree in part) 
 
The reviewer finds that medical necessity exists for Lumbar Laminectomy/Diskectomy @ 
L5/S1.  The reviewer finds that medical necessity does not exist for LOS x2 Days.   
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
ODG Guidelines and Treatment Guidelines 
Peer review, Dr., 08/05/09  
Peer review, Dr., 07/17/09 
Note, Urgent Care, 10/05/07, 11/23/07, 01/10/08 
MRI lumbar spine, 10/09/07  
Office note, Dr., 11/1/07  
Office note, Dr. , 04/08/08, 12/10/08 
Office note, Dr., 09/22/08, 10/23/08, 02/05/09, 03/05/09, 05/04/09, 05/28/09, 06/01/09, 
06/16/09 
Electromyography, 10/22/08 
 MRI lumbar spine, 05/20/09  
Letter, Dr., 09/10/09  
 
PATIENT CLINICAL HISTORY SUMMARY 
This is a  male with complaints of low back pain to left lower extremity. The MRI of the lumbar 
spine from xx/xx/xx revealed facet arthrosis L4-5 and L5-S1 with 4 millimeter left paracentral 
disc herniation at L5-S1, not associated with significant foraminal involvement nor was there 



significant mass effect on the thecal sac. The electromyography from 10/22/08 and 
performed by the treating physician showed left S1 acute radiculopathy, ongoing active 
denervation in the muscles innervated by left S1 nerve root and prolonged left H reflex. The 
MRI of the lumbar spine from 05/20/09 showed loss of lumbar lordosis. Annular tear at L5-S1 
was noted. A 1.5 millimeter central left paracentral disc protrusion without central or exiting 
nerve root impingement was reported. There was mild central canal narrowing.  A 1.5 
millimeter central disc herniation at L4-5 without central nerve root impingement was 
reported. There was mild central canal narrowing.  A one-millimeter broad based disc bulge 
at L2-3 with mild right greater than left neuroforaminal narrowing and no central canal 
narrowing was noted.  
 
A one-millimeter broad based disc bulge at L3-4 without neuroforaminal or central canal 
narrowing was present.  Dr. has evaluated the claimant on serial examinations since 2008. 
Examinations revealed +5 strength everrtors and dorsiflexors of the left foot, straight leg raise 
positive at 20 degrees on left, 40 degrees on the right. Spasm was present. There was 
decreased left ankle jerk which was nearly almost absent. Decreased sensation at L5-S1 on 
left was noted. Reportedly, surgery was authorized previously and cancelled due to upper 
respiratory infection. The claimant has been treated with physical therapy, off work, light duty 
and medications and epidural steroid injections were not approved. 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
These records contain references to conservative care including multiple medications, heat, 
physical therapy, and activity modification.  Radicular findings have been documented by way 
of sensory changes, weakness, and a diminished reflex.  The electrodiagnostic test in this 
case was not only positive but also localized to the level of pathology on the correct side. The 
claimant has indeed had physical therapy as referenced in the notes.  There is a disc 
abnormality by MRI.  Even though clear-cut compression was not documented, it must again 
be reiterated that there are physical findings corresponding to that disc abnormality and 
electrodiagnostic findings corresponding to that disc abnormality.   
 
The reviewer finds that this case would satisfy the ODG guidelines for laminectomy with 
discectomy.  However, the Milliman guidelines would allow for a one day length of stay, 
whereas two days has been requested.  The reviewer finds that medical necessity exists for 
Lumbar Laminectomy/Diskectomy @ L5/S1.  The reviewer finds that medical necessity does 
not exist for LOS x2 Days.   
 
Official Disability Guidelines Treatment in Workers’ Comp 2009 Updates, chapter low back, 
laminectomy 
 
- Lumbar Laminectomy/discectomy 
 
ODG Indications for Surgery⎢ -- Discectomy/laminectomy –Radiculopathy, weakness/atrophy, 
EMG optional, Imaging for correlation with radicular findings.  Activity modification of 2 
months  and at least one of the following; Nsaids, analgesic, muscle relaxants, ESI.  Must 
have one of the following PT, chiro. Psychological screening, back school. Diagnostic 
imaging modalities, requiring ONE of the following: MR imaging, CT scanning , Myelography  
CT myelography & X-Ray 
 
Milliman Care Guidelines, Inpatient Surgery, 13th Edition 
 
  
  
 
 



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 
 
[ X ] 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) 
 


