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NOTICE OF INDEPENDENT REVIEW DECISION 
 

 
 
DATE OF REVIEW: 
Oct/27/2009 
 
 
IRO CASE #: 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Lumbar ESI under Fluoroscopic Control with Epidurogram L4/5 
 
 
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 9/18/09 and 9/25/09 
Occupational  8/8/09 
Neuroscience Centers 9/31/09 
MRI 8/19/09 
DNI 9/25/09 
Neurosurgical Consultation 8/31/09 
 
 
PATIENT CLINICAL HISTORY SUMMARY 
This is a woman reportedly injured on xx/xx/xx when her bus was struck. She developed back 
pain that went on the left lower extremity. There was no description of any dermatomal 
involvement. Her MRI showed left paracentral disc protrusions at L4/5(with thecal sac 



compression) and at L5/S1. The MRI showed no nerve root compression. She had an EMG 
(9/3/09) that showed increased insertional activity bilaterally in the L5 paraspinal muscles. 
The only neurological examination  was by Dr. , but did not show any neurological 
abnormality. He reported normal motor and sensory examination with normal reflexes and 
negative SLR.   
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
There is no description of pain or paresthesias in a dermatomal pattern.  The criterion for a 
positive radiculopathy is described in the AMA Guides. There is no frank disc herniation or 
documented radiological findings of a nerve root compression. The neurological examination 
is normal. The report of a radiculopathy apparently is made on the presence of the insertional 
activity. This suggests, but does not confirm the presence of a radiculopathy. The AMA 
Guides relies more upon the presence of fibrillations and positive waves rather than the 
insertional activity. Since the requirements for a radiculopathy have not been met, the 
Reviewer cannot justify the ESI. 
 
Epidural steroid injections (ESIs), therapeutic 
Recommended as a possible option for short-term treatment of radicular pain 
(defined as pain in dermatomal distribution with corroborative findings of 
radiculopathy)… 
 
The AMA Guides  
“Radiculopathy 
Radiculopathy for the purposes of the Guides is defined as significant alteration in the 
function of a nerve root or nerve roots and is usually caused by pressure on one or 
several nerve roots. The diagnosis requires a dermatomal distribution of pain, 
numbness, and/or paresthesias in a dermatomal distribution. The diagnosis of herniated 
disc must be substantiated by an appropriate finding on the imaging study. The presence 
of findings on a imaging study in and of itself does not make the diagnosis of 
radiculopathy.  There must also be evidence as described above. “ 
 
“Atrophy 
Atrophy is measured with a tape measure at identical levels on both limbs. For reasons 
or reproducibility, the difference in circumference should be 2cm or greater in the thigh 
and 1cm or greater in the arm, forearm, or leg…” 
 
Page 382-382. AMA Guides to the Evaluation of Permanent Impairment. 5th 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 
 
[   ] 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) 
 


	“Radiculopathy

