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IRO CASE #: 
 

Description of the Service or Services In Dispute 

Repeat MRI, Lumbar Spine 

 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER 

HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 

Physician Board Certified in Neurological Surgery 

 
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) 
 
 

Description of the review outcome that clearly states whether or not medical necessity exists for 

each of the health care services in dispute. 
 

INFORMATION PROVIDED TO THE IRO FOR REVIEW 

 
PATIENT CLINICAL HISTORY [SUMMARY]: 
This case involves a now male who had a motor vehicle accident in xx/xxxx while working. He 
developed back and right buttock pain, with tingling and numbness into both lower extremities. 
He was seen by an orthopedic surgeon and Medrol was prescribed along with rest, and the 
patient did not improve. A 7/19/2010 lumbar MRI showed chronic changes, but nothing 
suggestive of nerve root compression to explain her lower extremity symptoms. In addition, his 
examination has revealed nothing in the way of reflex, sensory or motor deficit. Straight leg 
raising in the supine position is positive bilaterally. There is nothing to suggest severe nerve root 
compression.. 

 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, 

FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION. 
I agree with the denial for the repeat MRI of his lumbar spine. There has been no change in the 
patient's symptoms or on his examination since the previous MRI. The previous MRI did not 
suggest any reason for fusion or any other lumbar spine operation, and therefore more testing 
should be pursued before a major fusion procedure is done. The patient needs flexion and 
extension views to determine any instability, and may possibly even need CT myelography to see 
if there's more evidence of nerve pressure than is seen on the MRI. 



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) 


