
Page 1 of 5 
 

MAXIMUS Federal Services, Inc. 
4000 IH 35 South, (8th Floor) 850Q 
Austin, TX 78704  
Tel: 512-800-3515   Fax:  1-877-380-6702 

_________________________________________________________________________________________ 
 

 
    Notice of Independent Review Decision 
 
 
 
MAXIMUS Federal Services, Inc. 
4000 IH 35 South, (8th Floor) 850Q 
Austin, TX 78704  
Tel: 512-800-3515   Fax:  1-877-380-6702 

_________________________________________________________________________________________ 
 
 

Notice of Independent Medical Review Decision 
 

Reviewer’s Report 
 

 
DATE OF REVIEW:  October 31, 2012 
 
 
IRO CASE #:   
 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
 
Outpatient minimally invasive bilateral L4-5 laminectomy. 
 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER 
HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
 
M.D., Board Certified in Neurological Surgery. 
 
 
 REVIEW OUTCOME   
 
Upon independent review the reviewer finds that the previous adverse determination/adverse 
determinations should be:  
 

Upheld     (Agree) 
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Overturned  (Disagree) 

 
Partially Overturned   (Agree in part/Disagree in part)  

 
The requested outpatient minimally invasive bilateral L4-5 laminectomy is medically necessary 
for treatment of the patient’s medical condition. 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
 
1.  Request for a Review by an Independent Review Organization dated 10/18/12. 
2.  Confirmation of Receipt of a Request for a Review by an Independent Review Organization 

(IRO) dated 10/18/12. 
3.  Notice of Assignment of Independent Review Organization dated 10/19/12. 
4.  Denial documentation. 
5.  Worker’s Comp Preauthorization and Procedure Order Request dated 10/05/12. 
6.  Medical records from Clinic dated 9/04/12 and 9/28/12. 
7. Lumbar myelogram dated 9/27/12. 
8. CT lumbar spine dated 9/27/12. 
9.  Form entitled Employee’s Report of Injury dated xx/xx/xx. 
10. Report of MRI cervical spine and MRI lumbar spine dated 2/02/12. 
11. Medical records from Medical Center dated 12/16/11. 
12. Medical records from MD dated 12/19/11, 12/17/11, 1/13/12, 2/09/12, 3/08/12, 4/03/12, and 
7/16/12. 
13. Medical records from Therapy Associates LP dated 12/21/11, 1/03/12, 1/04/12, 1/05/12, 
1/09/12, 1/11/12, 1/12/12, 1/17/12, 1/23/12, and 1/25/12. 
14. Medical records from MD dated 3/06/12, 4/11/12, 5/23/12, 6/13/12, 8/08/12, 9/26/12 and 
undated. 
15. Operative report dated 7/03/12 and 9/11/12. 
16. Operative report from lumbar myelography with CT scan dated 9/27/12. 
17. Document entitled Report of Medical Evaluation dated 8/24/12. 
18. Texas Worker’s Compensation Work Status Report dated 8/24/12. 
19. Medical records from MD dated 8/24/12. 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
 
The patient is a female with a reported injury on xx/xx/xx.  The patient reportedly sustained 
upper and lower back injuries.  On 2/02/12, an MRI of the lumbar spine revealed hypertrophic 
changes and a posterior central protruding disc impinging on the L5 nerve root, mild 
hypertrophic changes of the ligamentum flavum, spinal canal stenosis, and mild foraminal 
stenosis at L4-5.  On 8/08/12, the patient reported improvement after a transforaminal epidural 
injection, which was performed in July 2012 at the L4-5 and L5-S1 levels, eliminating the lower 
extremity radiculopathy by 95%.  The patient continued to report back pain.  On 9/04/12, she 
reported lower back and neck pain.  The patient noted that the low back pain radiated into her 
bilateral lower extremities.  It was noted the patient had attended at least 12 physical therapy 
sessions, which did not provide significant benefit.  Current medications on that date include 
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Flexeril and Norco.  Examination revealed the patient had a normal gait.  The records noted 
bilateral tibialis anterior and extensor hallucis longus weakness of 4.5/5, with no quadriceps or 
gastroc weakness noted.  She was noted to have symmetrically depressed L4 and S1 reflexes 
with normal sensation throughout to light touch.  The patient had a negative Hoffmann, and 
ankle clonus was present.  On 9/26/12, she reported continued low back pain.  Examination 
revealed tenderness to palpation in the lumbar spine over the spinous and paraspinous regions, 
with pain on flexion, extension, and lateral motion. Deep tendon reflexes remained 
hyperreflexive, and straight leg raise to 20 degrees with pain was noted.   A recommendation for 
outpatient minimally invasive bilateral L4-5 laminectomy was given. 
 
On 9/27/12, a lumbar CT myelogram showed anterior extradural defects at L2-3, L3-4, and L4-5.  
There was disc space narrowing and spondylosis from L3 to L5-S1.  There was decreased filling 
of the nerve root sleeve of L4.  On 9/27/12, CT of the lumbar spine showed a mild broad-based 
disc bulge with mild facet disease producing a triangular configuration of the thecal sac with 
mild bilateral foraminal narrowing at L3-4, broad-based disc bulge with ligamentum flavum 
thickening and moderate facet disease producing moderate spinal stenosis with bilateral 
foraminal stenosis at L4-5, and mild disc bulge and facet disease without spinal stenosis with 
mild bilateral foraminal narrowing, right greater than left, at L5-S1.  The impression included 
degenerative disc and facet disease, most notably at L4-5, and sclerosis of the sacroiliac joints 
with osseous bridging. 
 
The URA indicated that the patient did not meet Official Disability Guidelines (ODG) criteria for 
the requested services.  Specifically, the URA’s initial denial stated that the only neurologic 
examination finding is possible extensor hallucis longus weakness.  Per the URA, the patient 
does not have a significant radiculopathy.  On appeal, the URA noted that there is insufficient 
evidence of radiculopathy on physical examination, and there are no corroborating imaging 
findings.     
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, 
FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION.   
 
This patient has been treated with conservative care including medications and physical therapy, 
as well as a lumbar epidural steroid injection, without significant benefit.  On 9/28/12, the patient 
continued to have low back pain which radiated into her bilateral lower extremities.  
Examination findings revealed 4.5/5 weakness in the bilateral tibialis anterior and extensor 
hallucis longus muscles, bilateral straight leg lift extending upward to about a 25 degree angle 
with a significant increase of pain into her low back area, and decreased sensation to the lateral 
aspect of her thighs with symmetrically depressed L4 and S1 reflexes.  The Official Disability 
Guidelines state that laminectomy/laminotomy is recommended for lumbar spinal stenosis.  For 
patients with lumbar spinal stenosis, surgery offers a significant advantage over nonsurgical 
treatment in terms of pain relief and functional improvement.  As this patient has continued to 
remain symptomatic despite conservative care and has imaging findings revealing moderate 
spinal stenosis with bilateral foraminal stenosis at L4-5, the requested outpatient minimally 
invasive bilateral L4-5 laminectomy is medically indicated.  All told, the requested outpatient 
minimally invasive bilateral L4-5 laminectomy is medically necessary for the treatment of this 
patient. 
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Therefore, I have determined the requested outpatient minimally invasive bilateral L4-5 
laminectomy is medically necessary for treatment of the patient’s medical condition. 

 
 
 
 
 
 
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 JUDGMENT, 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 
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 PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE 
(PROVIDE A DESCRIPTION) 

 
 OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME 
FOCUSED GUIDELINES (PROVIDE A DESCRIPTION) 
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