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NOTICE OF INDEPENDENT REVIEW DECISION 
 

 
 
DATE OF REVIEW: Feb/26/2011   
 
IRO CASE #:  
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Repeat MRI of Lumbar Spine 
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
M.D., Board Certified in Physical Medicine and Rehabilitation 
Board Certified in Pain Management  
Board Certified in Electrodiagnostic Medicine 
 
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 
12/10/10, 1/6/11 
ODG 
Spine Associates LLC 3/18/08-11/16/10 
Surgical Center 7/9/10 
Surgical Center 10/2/07-1/29/08 
4/27/09 
Hospital 11/10/08-11/11/08 
4/16/07-6/3/07 
Injury Center 4/19/07-1/31/11 
Solutions 12/8/10-1/4/11 
8/10/09 
Center 10/25/10 
 
PATIENT CLINICAL HISTORY SUMMARY 
This man was injured on XX/XX/XX. He subsequently had a cervical procedure and 
persistent back pain. He has been considered for a decompression lumbar laminectomy at 
L4/5 and L5/S1. His symptoms occur with walking. Dr. noted his back pain with paresthesias 
was initially (1/09) described in the right side and did not involve the left leg.  The 11/16/10 
note by Dr. described bilateral symptoms, worse on the right. His MRI in 4/07 showed disc 
bulges compromising the left S1 nerve and with formainal narrowing bilaterally due to a disc 
bulge at L4/5. A mass effect of the L3/4 disc compromised the left L3 root. The MRI of 



4/27/09 showed disc bulges at L2/3 and L3/4. A left posteriorlateral bulge at L4/5 combined 
with facet hypertrophy narrowed the foramen bilaterally. There was L5/S1 disc space 
narrowing with bilateral facet hypertrophy encroaching on the L5/S1 foramen. An EMG on 
6/11/08 showed a chronic left S1 and possible left L5 radiculopathy. The multiple neurological 
examinations by Dr. and by Dr. showed no neurological loss. He had bilateral lumbar ESIs in 
9/08 and 10/07 and a right ESI in 7/10.  
 
 
 
 
 
 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
This man has symptoms and prior radiological findings consistent with spinal stenosis, but 
not cauda equina syndrome. There were 2 prior lumbar MRIs. The justification for a third 
would be if there had been a change in his neurological status. Dr. noted bilateral symptoms 
at this time, and only right-sided symptoms in the past. He had bilateral lumbar ESIs in the 
past. There were no physical exams from those dates provided, but presumably he had 
bilateral symptoms. He had the EMG in 2008 showing a chronic left lumbar radiculopathy, 
and his pain drawing of 3/18/08 showed mainly left sided aches, but also some left sided pins 
and needle findings. He therefore had bilateral symptoms. From this information, it does not 
appear that he has had a “significant change in symptoms and/or findings…” to warrant new 
studies as per the ODG criteria.  The reviewer finds there is not medical necessity at this time 
for Repeat MRI of Lumbar Spine. 
 
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) 
 


