
SENT VIA EMAIL OR FAX ON 
Jun/04/2012 

 

True Resolutions Inc. 
An Independent Review Organization 

500 E. 4th St., PMB 352 
Austin, TX 78701 

Phone: (214) 717-4260 
Fax: (214) 276-1904 

Email: rm@trueresolutionsinc.com 
 
 

NOTICE OF INDEPENDENT REVIEW DECISION 
 

 
DATE OF REVIEW: 
Jun/01/2012 
 
 
IRO CASE #: 
 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Lumbar ESI L4/5 
 
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
Anesthesiology 
 
 
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 
OD Guidelines 
Cover sheet and working documents 
Utilization review determination dated 04/26/12, 04/11/12 
Appeal letter dated 05/13/12 
Progress note dated 04/03/12, 03/01/12, 02/10/12, 04/12/12 
MRI lumbar spine dated 03/06/12 
 
 
PATIENT CLINICAL HISTORY SUMMARY 
The patient is a male whose date of injury is xx/xx/xx.  On this date the patient lowered a 
heavy metal clip into the bucket of a backhoe.  Note dated 03/01/12 indicates that the patient 
has completed his prescription for physical therapy.  MRI of the lumbar spine dated 03/06/12 
revealed degenerative disc at L4-5.  There are also secondary degenerative right and left 
posterolateral spondylitic disc protrusions with minimal impression upon the respective neural 
foramina.  There is no involvement of the exiting right or left exiting nerve root of L4-5.  Follow 
up note dated 04/03/12 indicates that indicates that the patient complains of low back pain 



radiating down both legs.  On physical examination bilateral knee reflexes are 0+, bilateral 
ankle reflexes are 1+.  Strength is rated as 5/5 throughout the bilateral lower extremities.  
Straight leg raising is positive bilaterally with no measurements provided.  There is subjective 
dysesthetic sensation bilateral L4 and L5.   
 
Initial request for lumbar epidural steroid injection L4-5 was non-certified on 04/11/12 noting 
that the claimant has no MRI report submitted in the medical records documenting any nerve 
root compression.  There are no objective findings on physical examination of radiculopathy 
with muscle atrophy or loss of relevant reflex in a dermatomal distribution.  There is no 
documentation provided of lower levels of care such as home based exercise program.  The 
denial was upheld on appeal dated 04/26/12 noting that there is still no objective 
documentation of failure of response to recommended conservative treatments such as oral 
pharmacotherapy or rehabilitation through VAS pain scales and physical therapy progress 
reports.   
 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
Based on the clinical information provided, the request for lumbar epidural steroid injection 
L4-5 is not recommended as medically necessary, and the two previous denials are upheld.  
The patient’s physical examination fails to establish the presence of active lumbar 
radiculopathy with no measurements provided for straight leg raising and no motor deficits 
documented.  There remains no objective documentation of failure of response to 
recommended conservative treatments such as oral pharmacotherapy or rehabilitation as 
recommended by the guidelines.   
 
 
 
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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