Parker Healthcare Management Organization, Inc.

4030 N. Beltline Rd Irving, TX 75038
972.906.0603 972.255.9712 (fax)

DATE OF REVIEW: MARCH 1, 2010

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE

Notice of Independent Review Decision

Medical necessity of proposed Lumbar RFTC of the bilateral L5-S1 under anesthesia

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR

OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION
This case was reviewed by a Medical Doctor licensed by the Texas State Board of Medical

Examiners. The reviewer specializes in Physical medicine and Rehabilitation, and is engaged in
the full time practice of medicine.

REVIEW OUTCOME

Upon independent review the reviewer finds that the previous adverse determination/adverse

determinations should be:

XX Upheld
[ ] Overturned

[] Partially Overturned

(Agree)
(Disagree)

(Agree in part/Disagree in part)

Primary Service Type of Amount Date of DwcC IRO

Diagnosis | being Review Billed Injury Claim# Decision
Denied

722.10 | 64622, Prosp Upheld
77003

INFORMATION PROVIDED TO THE IRO FOR REVIEW
TDI-HWCN-Request for an IRO-17 pages

Respondent records- a total of 86 pages of records received to include but not limited to:
Ace letter 12.23.09, 1.20.10; xxxxx letter 12.23.09, 1.20.10; records Dr. 10.19.09-1.18.10;

records Dr. 4.16.09-9.10.09; request for an IRO forms; Myelogram with CT 5.22.09;

Electrodiagnostic study 8.27.09; xxxxx note 8.27.09; PHMO request for records

Requestor records- a total of O pages of records received to include but not limited to:

2.11.10-first request sent; 2.23.10-second request sent; 2.24.10-message left, no response




PATIENT CLINICAL HISTORY [SUMMARY]:

Clinical History: as reported by the reviewing provider the date of injury is xxxx and this was a
lifting event. Periodic facet blocks had been completed. There was a minimal response. The
requesting provider noted in his January 12, 2010 evaluation the history of lumbar fusion and the
facet arthropathy with retrolisthesis. There is no radiculopathy noted.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE
DECISION. IF THERE WAS ANY DIVERGENCE FROM DWC'S
POLICIES/GUIDLEINES OR THE NETWORK’S TREATMENT GUIDELINES
THEN INDICATE BELOW WITH EXPLANATION.
RATIONALE:
As noted in the Division mandated Official Disability Guidelines there are indication when this
type of procedure can be done. However, based on the clinical data, there is insufficient
documentation to support this medical necessity.

MBB results not listed

Prior injections
Less then 50% effective

As noted in the ODG

Criteria for use of facet joint radiofrequency neurotomy:

(1) Treatment requires a diagnosis of facet joint pain using a medial branch block as described
above. See Eacet joint diagnostic blocks (injections).

(2) While repeat neurotomies may be required, they should not occur at an interval of less than 6
months from the first procedure. A neurotomy should not be repeated unless duration of relief
from the first procedure is documented for at least 12 weeks at = 50% relief. The current literature
does not support that the procedure is successful without sustained pain relief (generally of at
least 6 months duration). No more than 3 procedures should be performed in a year’s period.

(3) Approval of repeat neurotomies depends on variables such as evidence of adequate
diagnostic blocks, documented improvement in VAS score, and documented improvement in
function.

(4) No more than two joint levels are to be performed at one time.

(5) If different regions require neural blockade, these should be performed at intervals of no
sooner than one week, and preferably 2 weeks for most blocks.

(6) There should be evidence of a formal plan of additional evidence-based conservative care in
addition to facet joint therapy.

ADESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL
BASIS USED TO MAKE THE DECISION;

XX MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN
ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS

XX ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES


http://www.odg-twc.com/odgtwc/low_back.htm#Facetjointdiagnosticblocks
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