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NOTICE OF INDEPENDENT REVIEW DECISION 
 
DATE OF REVIEW: Feb/16/2012 
 
IRO CASE #:  
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Anterior Lumbar Fusion at L4-5 and L5-S1, Posterior Decompression with a Posterolateral 
Fusion and Pedicle Screw Instrumentation at L4-5 and L5-S1 with 2 days inpatient stay 
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
M.D., Board Certified 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) 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
Official Disability Guidelines and Treatment Guidelines 
Request for IRO dated 01/30/12 
Utilization review determinations dated 12/19/11 and 01/04/12 
Clinical records dated 04/07/11 
Radiographic report lumbar spine dated 04/21/11 
MRI lumbar spine dated 06/24/11 
Clinical records dated 07/19/11 and 10/06/11 
Radiographic report lumbar spine dated 07/29/11 
CT myelogram of lumbar spine dated 09/22/11 
Clinical records dated 11/18/11 
Psychological evaluation dated 11/28/11 
Procedure report transforaminal epidural steroid injection 12/08/11 
Letter of reconsideration 12/27/11 
Letter of appeal dated 01/26/12 
 
PATIENT CLINICAL HISTORY SUMMARY 
The claimant is a male who has date of injury of xx/xx/xx.  He was injured when he fell down 
the stairs.  He saw on 04/07/11 with complaints of pain in neck, low back, and left knee.  He 
has a history of lumbar surgery.  He has painful cervical range of motion without point 
tenderness, reduced cervical range of motion, and reflexes in lower extremities are normal.  
There is pain on flexion / extension of left knee.  He was diagnosed with cervical strain, 
lumbar strain, left knee possible internal derangement, and initiated on conservative course 
of treatment.  He was referred for radiographs of the lumbar spine on 04/21/11 which note on 
mild lumbar scoliosis convex to left with apex at L4 there are posterior endplate osteophytes 
at L2-3 L3-4 and L4-5 there are facet hypertrophic changes from L2-3 through L5-S1.   He 
was referred for MRI of the lumbar spine on 06/24/11, which notes disc desiccation with a 
loss of disc height and disc protrusions at L2-3 L3-4 and L5-S1.  There is broadening of the 
spinous processes and irregularity of the spinous articulations compatible with Baastrups’s 



phenomenon.  At L2-3 there is a broad based disc protrusion eccentric to the left disc 
material extends posterior to the vertebral body margin of approximately 6-7mm.  There is 
facet arthropathy and ligamentum flavum thickening there’s mild to moderate canal stenosis.  
There is lateral recess narrowing with mild mass effect upon the traversing L3 nerve roots. 
There is moderate left greater than right foraminal compromise.  At L3-4 there is a broad 
based protrusion effacing the ventral thecal sac disc material extends proximally 5mm 
posterior to the vertebral body margin.  There is moderate facet arthropathy mild to moderate 
spinal stenosis.  There is mass effect upon the traversing L4 nerve roots bilaterally.   
There is moderate to severe right and moderate left neural foraminal narrowing mass effect 
on the right L3 nerve root in the neural foramen at L4-5. There is a left lateral disc protrusion 
causing left lateral recess narrowing and moderate to severe left foraminal narrowing disc 
material extends approximately 7mm lateral to the vertebral body margin. There is mass 
effect on the left L4 nerve root in the neural foramen. There is contact with the traversing left 
L5 nerve root without significant mass effect upon it.  There is mild facet arthropathy and mild 
central canal stenosis with mild right foraminal narrowing.  At L5-S1 there is a left paracentral 
disc protrusion extending approximately 6mm posterior to the vertebral body causing mild 
mass effect upon the left traversing S1 nerve root.  There is bilateral facet arthropathy, no 
significant central canal narrowing, lateral discogenic osteophyte formation with moderate left 
greater than right, neural foraminal compromise. There was mild mass effect on the L5 nerve 
roots.  The claimant is noted to have multilevel spondylosis with significant spinal stenosis at 
L2-3 and L3-4 with protrusions causing overt impingement at L2-3 L3-4 L4-5 and L5-S1.   
 
On 07/15/11 the claimant was seen by.  He reports falling down a flight of stairs with the 
acute onset of low back pain. He describes radiation mainly into the left lower extremity along 
the lateral thigh and calf and into the lateral aspect of the left ankle with associated 
numbness and tingling in a similar distribution.  He is reported to have undergone physical 
therapy with no significant improvements.  His past surgical history is reported to include a 
release in testicular torsion and a sleep apnea procedure.  On physical examination the 
claimant is noted to be grossly hypertensive. He is six feet tall, weighs 250 pounds, has a 
BMI of 33.9.  Lumbar range of motion was decreased in forward flexion secondary to pain. 
He is reported to have 4/5 strength in the left tibialis anterior EHL and gastroc soleus muscles 
on the left. Deep tendon reflexes were 1+ in the left ankle otherwise 2+ throughout. Gait is 
antalgic. He has slight difficulty with heel walking, less difficulty with toe walking, no difficulty 
with tandem gait. Straight leg raise is reported to be positive at 45-50 degrees bilaterally. He 
is reported to have sensory deficit in the L5 and S1 distributions on the left.  MRI was 
reviewed.  He is opined to have a mechanical discogenic pain syndrome at L4-5 and L5-S1. 
There is a reported retrolisthesis at L5-S1 of approximately 3mm.  He was to be referred for 
epidural steroid injections and CT myelogram of the lumbar spine.   
 
On 07/29/11 the claimant underwent plain radiographs of the lumbar spine, which noted no 
listhesis or pars interarticularis defect.  The claimant underwent lumbar myelography on 
09/22/11, which notes findings consistent with a previous MRI.  At L2-3 there is a broad 
based disc protrusion effacing the thecal sac with mild facet arthropathy ligamentum flavum 
thickening moderate central canal stenosis and subarticular recess narrowing with mild mass 
effect on the traversing L3 nerve roots bilaterally with mild foraminal stenosis.  At L3-4 there 
are again similar findings as identified on MRI.  There is moderate to severe right foraminal 
narrowing mass effect upon the right L3 nerve root.  At L4-5 there is large left lateral 
protrusion with osteophyte formation causing left foraminal narrowing and left L4 nerve root 
impingement.  At L5-S1 there is a chronic appearing protrusion more focal to the left 
paracentral osteophyte component lateral discogenic osteophyte formation.  There is left 
subarticular recess narrowing with mild mass effect upon the traversing left S1 nerve root.  
There is moderate to severe bilateral foraminal stenosis with the L5 nerve root impingement.  
 
On 10/06/11 the claimant was seen in follow-up by. The claimant reports his pain levels to be 
8/10. He reports worsening symptomology.  His physical examination remains unchanged.  
recommends that he undergo anterior lumbar interbody fusion at L4-5 and L5-S1 with 
posterior decompression posterolateral fusion and pedicle screw instrumentation L4-5 and 
L5-S1.  On 11/18/11 the claimant was seen by for a second opinion.  On physical 
examination the claimant is noted to have an ataxic gait.  He’s noted to have a healed 



incisional scar over the lumbar spine.  He is noted to have 3+ quadriceps strength 4+ anterior 
tibialis EHL gastroc soleus strength.  Sensation is reported to be decreased in the L4 L5 and 
S1 distributions.  Achilles reflexes are reported to be 1+.  He is reported to have left 
quadriceps atrophy. subsequently agrees with the performance of an L4-5 and L5-S1 
interbody fusion.   
Claimant was referred for pre-operative psychiatric evaluation on 11/28/11.  Claimant was 
noted to have moderate depression and severe anxiety.  Claimant was considered an 
appropriate candidate. On 12/08/11 the claimant underwent transforaminal epidural steroid 
injection.   
 
The initial review was performed on 12/19/11 by who non-certified the request noting that the 
patient may be an appropriate candidate for lumbar decompression but there was no 
submitted evidence of lumbar instability that would warrant the medical necessity for 
stabilization.  And subsequently non-certified the request.  A letter of appeal was submitted 
on 12/27/11.  again opines that the claimant has failed conservative medical therapy of 
greater than six months.  He’s reported to have evidence of recurrent disc herniation with 
recurrent radiculopathy at L5-S1 a lumbar disc herniation at L4-5 with internal disc disruption 
of both levels and subsequently recommends anterior lumbar interbody fusion and posterior 
lumbar decompression posterolateral fusion pedicle screw implantation.  The appeal request 
was reviewed by who non-certified the request.  Records indicate that a peer to peer was 
performed with who reports that he would agree that at L5-S1 there’s evidence of a 
spondylolisthesis neural foraminal stenosis at L4-5 bulging and stenosis but not 
spondylolisthesis there is no documentation of motion segment instability at either level.  He 
notes that the claimant had not been cleared by psychological screening.  He notes it is 
unclear if the claimant is engaged in smoking cessation.  He again notes that there is no 
motion segment instability at the L4-5 level and therefore does not appear that a fusion would 
be necessitated.  It does not appear that fusion would be indicated and that a major wide 
decompression is not indicated.   
 
The record contains a letter of appeal from dated 01/26/12.  He notes that it has been 
recommended that the claimant undergo decompression at L4-5 and L5-S1 as opposed to 
anterior posterior fusion at L4-5 and L5-S1. opines that the claimant’s imaging studies show 
progression of disc degradation secondary to his work related injury.  He notes that it is 
widely accepted in spine literature that disc osteophyte complexes are pathognomonic for 
discogenic pain and identified at both the L4-5 and L5-S1.  He notes there is a significant 
amount of spinal stenosis and disc resorption and correlative patient presentation upon 
examination of the subjective complaint that 360 lumbar fusion at L4 to S1 is indicated for 
optimal outcome.  Notes that anterior approach allows for less invasive traction on posterior 
neural elements placements of large cages.  He further notes that a fusion surgery with 
posterolateral instrumentation allows for a wide laminectomy and decompression.   
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
This claimant sustained injuries to his low back as a result of following down stairs.  The 
serial imaging studies provided show no evidence of instability at either the L4 or L5 level.  Of 
note the claimant has significant pathology from L2-3 through L5-S1.  There’s a broad based 
disc protrusion that’s eccentric to the left at L2-3 with facet arthropathy ligamentum flavum 
hypertrophy resulting in mild to moderate canal stenosis lateral recess narrowing of mild 
mass effect on the traversing L3 nerve roots.  There’s a moderate left greater than right 
foraminal compromise. There are similar findings identified at L3-4 with mild to moderate 
spinal stenosis mass effect in the traversing L4 nerve roots moderate to severe right and 
moderate left neural foraminal narrowing with mass effect on the right L3 nerve root with 
degenerative findings duly noted at L4-5 and L5-S1.  He has failed appropriate conservative 
treatment and clearly has evidence of neurologic compromise.  A second opinion 
examination suggests involvement of the L4 L5 and S1 nerve roots.  The requested 
procedure of L4-5 and L5-S1 fusion anterior posterior fusion does not address the significant 
degenerative disease above the levels of fusion at L2-3 and L3-4. There is no evidence of 
instability at the 4-5 or S-1 levels and therefore instrumented fusion would not be supported 
under the Official Disability Guidelines. The reviewer finds that Anterior Lumbar Fusion at L4-



5 and L5-S1, Posterior Decompression with a Posterolateral Fusion and Pedicle Screw 
Instrumentation at L4-5 and L5-S1 with 2 days inpatient stay is not medically necessary. 
 
  
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) 
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