
SENT VIA EMAIL OR FAX ON 
Jul/05/2010 

 

True Resolutions Inc. 
An Independent Review Organization 

835 E. Lamar Blvd. #394 
Arlington, TX 76011 

Phone: (214) 717-4260 
Fax: (214) 276-1904 

Email: rm@trueresolutionsinc.com 
 
 

NOTICE OF INDEPENDENT REVIEW DECISION 
 

 
 
DATE OF REVIEW: 
Jul/05/2010 
 
IRO CASE #: 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
MRI of the Lumbar Spine without Contrast 
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
AADEP Certified 
Whole Person Certified 
Certified Electrodiagnostic Practitioner 
Member of the American of Clinical Neurophysiology 
Chiropractor Physician  
Clinical practice 10+ years in Chiropractic WC WH Therapy  
 
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 5/28/10 and 6/10/10 
Dr. 10/17/08 thru 4/27/10 
FCE11/14/08 
Dr. 4/15/10 
MRI 10/21/08 
Imaging 5/25/10and 6/3/10 
Dr.  4/7/10 
 
PATIENT CLINICAL HISTORY SUMMARY 
The injured worker was injured on xx/xx/xx. The injured employee injured when he fell off a 
ladder and injured his neck and back. The injured employee underwent an NCV to rule-out 
radiculopathy; however, no needle EMG study was performed. On 10-21-08 an MRI of the 
lumbar spine was performed and revealed a L4-5 left disc bulge.  On 12-23-08 he underwent 
an LESI. The injured employee was assessed at MMI and assigned a 5%WBI. A repeat MRI 



of the lumbar spine is now being requested.  
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
The injured employee does not meet the ODG criteria for a repeat MRI of the lumbar spine. 
Medical records submitted did not objectively document the presence of a progressive 
neurological deficit.   
 
ODG Guidelines: 
MRI’s are test of choice for patients with prior back surgery. Repeat MRI’s are indicated only 
if there has been progression of neurologic deficit 
 
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) 
 


