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NOTICE OF INDEPENDENT REVIEW DECISION 

 
DATE NOTICE SENT TO ALL PARTIES: 
Oct/20/2014 
 
IRO CASE #: 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
L5-S1 radiofrequency ablation rhizotomy  
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
MD, Board Certified Orthopedic Surgeon (Joint) 
 
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) 
 
Provide a description of the review outcome that clearly states whether medical 
necessity exists for each health care service in dispute. 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The patient is a male who reported an injury to his low back as a result of work related 
incident on xx/xx/xx.  A clinical note dated 08/04/11 indicated the patient complaining of 
popping in the low back related to the incident.  The reported pain radiating into bilateral 
lower extremities.  Marked tenderness and spasms were identified in the paravertebral 
musculature, in the low back bilaterally.  The patient demonstrated 35 degrees of lumbar 
spine flexion.  Pain was elicited with straight leg raise bilaterally.  No strength deficits were 
identified.  Sensation was intact.  The operative note dated 05/01/13 indicated the patient 
undergoing lumbar spine laminectomy and discectomy at L5-S1.  The MRI of the lumbar 
spine dated 08/29/14 revealed circumferential disc bulge at L3-4, L4-5, and L4-5.  Disc 
desiccation was identified with moderate right facet arthropathy at L5-S1.  The operative note 
dated 01/15/14 indicated the patient undergoing epidural steroid injection at L5-S1.  A clinical 
note dated 05/08/14 indicated the patient complaining of ongoing low back pain rated 5/10.  
The patient reported bilateral lower extremities numbness and tingling and weakness, right 
greater than left.  Straight leg testing elicited lower extremities and back pain, right greater 
than left.  Strength deficits were identified with the knee flexors and extensors and EHL.  A 
clinical note dated 06/12/14 indicated the patient continuing with complaints of significant low 
back pain.  Numbness was identified along the L5 distribution bilaterally.  Tenderness was 
identified midline over the facets near the surgical incision.  The patient had positive Kemp 
sign.  The procedure note dated 07/18/14 indicated the patient undergoing L5-S1 medial 
branch blocks bilaterally.  A clinical note dated 07/29/14 indicated the patient reporting 80-
90% low back pain relief following medial branch blocks.  The patient continued to rate the 
pain 5/10.  Range of motion in the lumbar spine increased following medial branch blocks.  



The patient had strength deficits in bilateral lower extremities.  Numbness was identified 
along the L5 distribution bilaterally.  Electrodiagnostic studies on 09/04/14 revealed evidence 
of a chronic bilateral S1 radiculopathy.   
 
The utilization reviews dated 08/06/14 and 09/02/14 resulted in denials as there was 
discrepancy identified in the response to previous diagnostic blocks.   
 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS AND 
CONCLUSIONS USED TO SUPPORT THE DECISION: 
The patient complained of ongoing low back pain.  The patient underwent a diagnostic medial 
branch blocks which resulted in 80-90% pain relief with increase in range of motion 
throughout the lumbar spine.  A radiofrequency ablation procedures are indicated for patients 
who have positive response to diagnostic medial branch blocks.  Given the significant pain 
relief with increase in functional capacity following the diagnostic medial branch blocks this 
request is reasonable.  As such, it is the opinion of this reviewer that the request for L5-S1 
radiofrequency ablation rhizotomy is recommended as medically necessary.   
 
 
 
A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL 
BASIS USED TO MAKE THE DECISION: 
 
[ X ] MEDICAL JUDGEMENT, CLINICAL EXPERIENCE, AND EXPERTISE IN ACCORDANCE WITH 
ACCEPTED MEDICAL STANDARDS 
 
 [ X ] ODG-OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES 
 
 


