Parker Healthcare Management Organization, Inc.
4030 N. Beltline Rd Irving, TX 75038

972.906.0603 972.255.9712 (fax)

DATE OF REVIEW:

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE

JUNE 8, 2010

Notice of Independent Review Decision

Medical necessity of proposed MRI L-spine w/o contrast (72148)

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 Billing Type of Units | Date(s) of Amount Date of DwcC IRO

Diagnosis | being Modifier | Review Service Billed Injury Claim# Decision
Denied

724.2 72148 Prosp 1 Upheld

INFORMATION PROVIDED TO THE IRO FOR REVIEW

TDI-HWCN-Request for an IRO-15 pages

Respondent records- a total of 32 pages of records received to include but not limited to:




letters 4.19.10, 5.18.10, 5.20.10; TDI letter 5.19.10; MRIoA reports 4.19.10, 5.18.10; Medical
Clinic records 9.3.09-4.5.10

Requestor records- a total of 35 pages of records received to include but not limited to:
PHMO Notice of an IRO; Medical Clinic records 12.12.07-4.5.10

PATIENT CLINICAL HISTORY [SUMMARY]:

Clinical History: the medical records presented for review begin with the letter of non-certification
indicating that the request was not medically necessary, as there was no comprehensive physical
examination to support the need for a MRI. There were no neurological deficits or other findings
to warrant this study.

The re-consideration letter noted that for several years there was no notation of any neurologic
losses and that the physical examination notations were “verbatim” and that the reason given for
the lack of neurologic findings was a transcription error. It would appear that the requesting
provider was withdrawing his request.

The most recent progress note from Dr. is dated April 5, 2010 and noted the injured employee to
have neck and low back pain. The injured employee was continuing on narcotic medications.
The review of symptoms noted that there were no neurologic findings noted on the part of the
injured employee. At that time, Dr. noted the herniated disc in the cervical spine and monthly
follow-up was outlined. All of the progress notes dating back to 2007 are boilerplate, identical
and none makes any mention of any lumbar spine injury.

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 the criteria for a MRI of the
lumbar spine are:

Indications for imaging --

- Lumbar spine trauma: trauma, neurological deficit

- Lumbar spine trauma: seat belt (chance) fracture (If focal, radicular findings or other neurologic
deficit)

- Uncomplicated low back pain, suspicion of cancer, infection, other “red flags”

- Uncomplicated low back pain, with radiculopathy, after at least 1 month conservative therapy,
sooner if severe or progressive neurologic deficit. (For unequivocal evidence of radiculopathy,
see AMA Guides, 5th Edition, page 382-383.) (Andersson, 2000)

- Uncomplicated low back pain, prior lumbar surgery

- Uncomplicated low back pain, cauda equina syndrome

- Myelopathy (neurological deficit related to the spinal cord), traumatic

None of these maladies has been documented in the progress notes presented for review. As
noted by the initial reviewers, the progress notes were verbatim, there is no useful clinical data
and this request is not supported.


http://www.odg-twc.com/odgtwc/low_back.htm#Andersson2

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL

BASIS USED TO MAKE THE DECISION:
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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

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

MERCY CENTER CONSENSUS CONFERENCE GUIDELINES
MILLIMAN CARE GUIDELINES

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)



