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AMENDED NOTICE OF INDEPENDENT REVIEW DECISION 
 

 
 
DATE OF REVIEW: May/02/2011 
DATE OF AMENDED REVIEW: May/10/2011 
 
IRO CASE #:  
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
1 Day inpatient LOS with Lumbar Laminectomy with Posterior Interbody Fusion and 
Instrumentation L3-4, L4-5 and Bone Fusion Stimulator and DME purchase TLSO Back 
Brace 
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
MD, Board Certified Neurosurgeon  
 
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 
Official Disability Guidelines 
Inc. 3/4/11, 3/24/11, 3/3/11, 3/23/11 
M.D., F.A.C.S. 12/20/10 to 3/17/11 
D.O. 12/8/10 
 
PATIENT CLINICAL HISTORY SUMMARY 
This is a male with a date of injury xx/xx/xxxx, when he fell through a floor.  He complains of 
severe back pain with bilateral radicular pain, particularly into the left leg.  He has undergone 
physical therapy, NSAIDS, medications, and an epidural steroid injection. His neurological 
examination 12/20/2010 reveals weakness of the left quadriceps and left great toe 
dorsiflexion, as well as decreased sensation in the L4-L5 dermatome.  A note from 
01/17/2011 states that he has a left foot drop.   An MRI of the lumbar spine 112/6/2010 
reveals at L3-L4 a broad-based disc bulge with prominent left neuroforaminal component.  
There is moderate left neuroforaminal narrowing.  There is moderate canal narrowing.  At L4-
L5 there is a left paracentral disc protrusion causing severe left lateral recess stenosis and 
severe left-sided neuroforaminal narrowing.  There is also moderate central stenosis at this 
level, as well.  A CT myelogram 02/18/2011 has at L3-L4 moderate spinal canal stenosis and 
moderate right foraminal narrowing, with prominent left-sided neuroforaminal stenosis.  At L4-
L5 there is a moderate disc bulging with prominent spinal canal stenosis and moderate 
bilateral foraminal stenosis.  He smokes half a pack of cigarettes per day.  The provider 
requested a posterior lumbar interbody fusion at L3-L4 and L-L5 with a bone fusion stimulator 
and a DME purchase of TLSO back brace. 
 



ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
The reviewer finds there is no medical necessity for 1 Day inpatient LOS with Lumbar 
Laminectomy with Posterior Interbody Fusion and Instrumentation L3-4, L4-5 and Bone 
Fusion Stimulator and DME purchase TLSO Back Brace.  The patient does not meet the 
ODG selection criteria for fusion. Flexion and extension views of the lumbar spine do not 
contain evidence of instability. In the absence of instability, the procedure is not supported by 
the evidence-based guidelines. According to the ODG, “Low Back” chapter, a lumbar support 
is not recommended for treatment of nonspecific back pain. It is, however, recommended as 
an option for compression fractures and specific treatment of spondylolisthesis, documented 
instability, or postoperative treatment.  The claimant’s condition meets none of these criteria.  
 
 
 
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) 
 


