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NOTICE OF INDEPENDENT REVIEW DECISION 
 
DATE NOTICE SENT TO ALL PARTIES: 
Oct/21/2014 
 
IRO CASE #: 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Bilateral lumbar facet injections from L3 through S1 with fluoroscopic guidance and IV 
sedation 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
Board Certified Anesthesiologist 
 
REVIEW OUTCOME: 
 
Upon independent review, the reviewer finds that the previous adverse 
determination/adverse determinations should be: 
 
[   ] Upheld (Agree) 
 
[   ] Overturned (Disagree) 
 
[  X] Partially Overturned (Agree in part/Disagree in part) 
 
bilateral lumbar facet injections at L3-4 and L4-5 with fluoroscopic guidance only does meet 
guideline recommendations and is medically necessary 
 
IV Sedation and S1 injections are not medically necessary 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The patient is a male who sustained an injury on xx/xx/xx.  The patient reported feeling a pop 
in the low back region followed by pain.  The patient had initially been treated with 
medications such as anti-inflammatories, muscle relaxers, and narcotic medications and was 
referred to physical therapy.  The patient was worked up for a multi-disciplinary rehabilitation 
program in May of 2014.  Radiographs of the lumbar spine from 05/28/14 noted disc space 
narrowing at L4-5 and other minimal degenerative changes.  The patient had been followed 
for continuing complaints of low back pain despite physical therapy and medications.  The 
clinical report from 06/18/14 noted pain and tenderness directly over the L3 through S1 facet 
joints which was aggravated by any side bending with extension.  No neurological findings 
were identified.  Given the facetogenic findings, the recommendation was for intraarticular 
facet joint injections.  Medications prescribed at this evaluation included Gabapentin as well 
as Amitriptyline.  Norco was also continued.  The clinical report from 07/14/14 again 
reiterated tenderness over the lumbar facet regions bilaterally, right side worse than left from 
L3 through S1.  The patient was compliant with a home exercise program.  The report from 
08/08/14 indicated the patient’s facet joint symptoms persisted despite conservative 
treatment.  specifically requested therapeutic injection therapy for the facet joints but also 
mentioned medial branch blockades.   
 
The requested bilateral lumbar facet intraarticular injections from L3 through S1 with 



fluoroscopy and IV sedation was denied by utilization review on 08/06/14 as the request 
exceeded guideline recommendations regarding the number of levels for facet joint injections 
and there were no clear clinical indications for IV sedation.   
 
The request was again denied by utilization review on 09/24/14 as the current request 
exceeded guideline recommendations regarding the multiple levels and there was no 
indication for intravenous sedation.   
 
   
 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS AND 
CONCLUSIONS USED TO SUPPORT THE DECISION: 
The patient does present with objective findings consistent with facetogenic pain that has 
failed conservative treatment to date to include physical therapy and medications.  The 
patient did not present with any objective findings consistent with other conditions such as 
lumbar radiculopathy or sacroiliac joint type pain.  The patient’s physical examinations were 
consistent with facetogenic pain from L3 through S1.  Per current evidence based guidelines, 
facet joint injections for therapeutic purposes are currently under study.  The 
recommendation is for no more than 1 therapeutic intraarticular block.  Guidelines indicate 
that if this is successful, then the recommendation is to proceed with medial branch blocks.  
Guidelines do recommend that facet joint injections be limited to no more than 2 joint levels 
and there should be a documented plan for additional evidence based activity.  The patient 
has been compliant with a home exercise program with the purposes of continuing this 
following the injection therapy.  The amount of levels requested does exceed guideline 
recommendations and there are no indications for any IV sedation.  Therefore, it is this 
reviewer’s opinion that the request as submitted is not medically necessary.  However, it is 
this reviewer’s opinion that a modified request for bilateral lumbar facet injections at L3-4 and 
L4-5 with fluoroscopic guidance only does meet guideline recommendations and is 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) 
 


