
 
 

 
 

 
 

 
 

 

 
 
 

Specialty Independent Review Organization 

 
Notice of Independent Review Decision 

 
DATE OF REVIEW: 9/5/2011 

 

IRO CASE #: 
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
The item in dispute is the prospective medical necessity of a laminotomy 
(hemilaminectomy), with decompression of nerve root(s), including partial 
facetectomy, foraminotomy and/or excision of herniated intervertebral disc, 
including open and endoscopically –assis. 

 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
The reviewer is a Medical Doctor who is board certified in Orthopedic Surgery. 
The reviewer has been practicing for greater than 10 years. 

 
REVIEW OUTCOME 

 

Upon independent review the reviewer finds that the previous adverse 
determination/adverse determinations should be: 

 

Upheld (Agree) 
 

Overturned (Disagree) 
 

Partially Overturned (Agree in part/Disagree in part) 
 
The reviewer agrees with the previous adverse determination regarding the 
prospective medical necessity of a laminotomy (hemilaminectomy), with 
decompression of nerve root(s), including partial facetectomy, foraminotomy 
and/or excision of herniated intervertebral disc, including open and 
endoscopically –assis. 

 
A copy of the ODG was not provided by the Carrier or URA for this review. 

 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The injured employee was noted to complain of ongoing back and leg pain. The 
7/25/11 dated psychosocial screen discussed the indication for psychosocial 
treatments prior to surgery. Spinal stenosis was documented on one of the 
Attending Physician records reviewed, including on 5/24/11. The 5/24/11 dated 
note reported instability on flexion-extension films at L4-5 and L5-S1. Decreased 
ankle reflex and weakness of the gastroc-soleus was noted with regards to the 
left lower extremity.  Mild polyradiculopathy at L5 and S1 was noted on the 
3/11/11 dated electrical studies. (An MRI from 4/20/07 noted multiple level 
lumbar disc protrusions).Denial letters documented the lack of recent 
comprehensive non-operative treatment and the lack of recent imaging studies. 



 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION. 
Recent non-operative treatments have not been adequately evidenced. 
Psychotherapeutic treatment sessions (as deemed indicated in the psychosocial 
screen) have not been documented to have occurred. There has been a lack of 
recent/updated imaging studies evidencing nerve root impingement (or lack 
thereof). Applicable ODG criteria mandates exhaustion of non-operative 
treatment, full psychosocial clearance and both clinical and imaging findings 
evidencing a surgical lesion, as referenced below.  Therefore, the requested 
treatment is not medically necessary. 

 

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 
 

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) 


