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Notice of Independent Review Decision

DATE NOTICE SENT TO ALL PARTIES: 3/5/2014

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE
The item in dispute is the prospective medical necessity of a repeat C-Spine MRI
w/o Contrast.

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)
X Overturned (Disagree)
[ ] Partially Overturned  (Agree in part/Disagree in part)

The reviewer disagrees with the previous adverse determination regarding the
prospective medical necessity of a repeat C-Spine MRI w/o Contrast.

INFORMATION PROVIDED TO THE IRO FOR REVIEW
Records were received and reviewed from the following parties:
A copy of the ODG was not provided by the Carrier or URA for this review.

PATIENT CLINICAL HISTORY [SUMMARY]I:

The letter from the claimant dated was reviewed. It detailed the chronic neck and
back pain with ruptured discs due to a workplace-associated injury in xxxx. The
clinical records included from 2/4/14 and discussed a 1/28/14 dated MRI of the
lumbar spine revealing spinal stenosis at multiple levels. On; the low back pain
had “crossover into his whole leg now.” Strength was 4/5 in the left EHL and
sensation was decreased in the L5 dermatome. This was also noted on 10/1/13.




The neurological examination of the upper extremities was intact. On x-ray; there
was a persistent cervical pseudoarthrosis with broken hardware, post attempted
cervical fusion. Medications included Soma and Norco.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE
DECISION.

The most recent clinical notes reflect that the claimant’s leg pain was over a
larger/whole leg distribution and there were persistently abnormal neurological
abnormalities. Therefore, despite the medications and restricted overall activities
for months; the lumbar spine and sciatica is more defined and diffuse, warranting
a repeat lumbar MRI as per intent of guidelines referenced below. In addition,
with a documented cervical spine non-union/pseudoarthrosis and (despite the
intact upper extremity neuro. findings); myelomalacia of the spinal cord itself is a
plausible diagnosis. Secondary involvement of the cervical spinal neurologic
tracts leading to the lower extremities (with adverse neurologic involvement) is
therefore plausible, based on the subjective and objective findings. This also
supports evaluation via a repeat cervical MRI, as reasonable treatments of
medications and restricted overall activities have been tried and clearly failed.
Therefore, the requests are now considered reasonable and medically
necessary.

Reference: ODG Cervical Spine: MRI

Repeat MRI is not routinely recommended, and should be reserved for a
significant change in symptoms and/or findings suggestive of significant
pathology (eg, tumor, infection, fracture, neurocompression, and recurrent disc
herniation). Indications for imaging -- MRI (magnetic resonance imaging):

- Chronic neck pain (= after 3 months conservative treatment), radiographs
normal, neurologic signs or symptoms present

- Neck pain with radiculopathy if severe or progressive neurologic deficit

- Chronic neck pain, radiographs show spondylosis, neurologic signs or
symptoms present

- Chronic neck pain, radiographs show old trauma, neurologic signs or symptoms
present

- Chronic neck pain, radiographs show bone or disc margin destruction

- Suspected cervical spine trauma, neck pain, clinical findings suggest
ligamentous injury (sprain), radiographs and/or CT "normal"”

- Known cervical spine trauma: equivocal or positive plain films with neurological
deficit

- Upper back/thoracic spine trauma with neurological deficit

ODG Lumbar Spine: MRI

Recommended for indications below. MRI's are test of choice for patients with
prior back surgery, but for uncomplicated low back pain, with radiculopathy, not
recommended until after at least one month conservative therapy, sooner if
severe or progressive neurologic deficit. Repeat MRI is not routinely
recommended, and should be reserved for a significant change in symptoms



and/or findings suggestive of significant pathology (eg, tumor, infection, fracture,
neurocompression, and recurrent disc herniation).

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

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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