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Notice of Independent Review Decision 

 
DATE OF REVIEW:  5/23/10 
 
IRO CASE #:   
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
Right L5-S1 transforaminal ESI 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
Board certified in Neurological Surgery 
 
 REVIEW OUTCOME   
 
Upon independent review the reviewer finds that the previous adverse 
determination/adverse determinations should be:  
 
Upheld    (Agree) 
X Overturned  (Disagree)  
Partially Overturned   (Agree in part/Disagree in part)  
 
Description of review outcome for each healthcare service in dispute 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
Adverse determination letters, 4/21/10, 4/13/10, 4/21/09, 4/1/09  
Clinical notes, Rehabilitation Medicine and pain Clinic 2008-2010, Dr.  
CT lumbar spine report 3/23/10 
ODG guidelines 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
 
The patient is a male who has a history of a xxxx injury to his back which led to a 1987 
discectomy and fusion.  The patient fell, injuring his back, and developing back and 
lower extremity pain once more.  The primary pain is now in his low back extending into 
his right lower extremity.  A spinal cord stimulator was placed in the past, and apparently 
is still functioning to some extent, but the patient’s discomfort is significant despite this.  
His examination reveals straight leg raising to be positive on the right side only, and there 
is calf atrophy.  A CT scan was finally approved and performed on 3/23/10, and it shows 
significant changes at the right L5-S1 level, corresponding to the patient’s probable S1 
nerve root trouble on the right side.   
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ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION.   
 
I disagree with the denial of the requested services. The patient’s CT scan was approved 
and showed trouble at the level that corresponds to his findings and symptoms on 
examination.  The patient has had ESI’s in the past that did not help, but on this occasion, 
since the spinal cord stimulator has not been completely effective in dealing with his 
trouble, the proposed ESI may well be beneficial. 
 
A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER 
CLINICAL BASIS USED TO MAKE THE DECISION: 
 
 

 ACOEM- AMERICAN 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) 
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