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Notice of Independent Review Decision 
 
DATE OF REVIEW:  1/27/2015 
 
IRO CASE #:   
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
The item in dispute is the prospective medical necessity of 1 lumbar facet block as an 
outpatient. 
 
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. 
 
REVIEW OUTCOME   
 
Upon independent review the reviewer finds that the previous adverse determination/adverse 
determinations should be:  
 

Upheld     (Agree) 
 

Overturned  (Disagree) 
 

Partially Overturned   (Agree in part/Disagree in part)  
 
The reviewer agrees with the previous adverse determination regarding the prospective 
medical necessity of 1 lumbar facet block as an outpatient. 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The person was injured with an unknown injury mechanism in May 1993. Diagnoses have 
included low back pain with stenosis, disk displacement and radiculopathy. A lumbar MRI 
scan from August 2014 had revealed mild facet joint arthropathy at multiple levels, along with 
canal stenosis lateral recess impingement and bulging discs.   Treatments have included 
medications, therapy, reduced activities and a November 2014 ESI. Despite the ESI there 
has been persistent low back pain with numbness and tingling into the lower extremities. 
Most recently on December 30, 2014 there has been guarded low back motion with pain on 
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motion. Paraspinal tenderness and normal lower extremity strength was noted. Positive 
straight leg raising was noted. Increased sensation was noted in the left L5 dermatome. The 
assessment included lumbar radiculopathy and disc herniation. Denial letters indicated the 
lack of documentation of any prior facet injections and outcomes, the lack of recent less 
invasive treatments and the presence of significant radiculopathy. 
 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, 
FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION.   
There is persistent evidence of clinical and radiographic radiculopathy. In addition; evidence 
of any prior facet injections with outcomes and-or recent comprehensive less invasive 
treatment trial and failures have not been documented. Therefore, as referenced below, 
applicable guidelines do not support the prospective medical necessity of a lumbar facet 
block at this time. 
 
Reference: ODG Lumbar Facet Injections 
Criteria for use of therapeutic intra-articular and medial branch blocks, are as follows: 
1. No more than one therapeutic intra-articular block is recommended.  
2. There should be no evidence of radicular pain, spinal stenosis, or previous fusion. 
3. If successful (initial pain relief of 70%, plus pain relief of at least 50% for a duration of at 
least 6 weeks), the recommendation is to proceed to a medial branch diagnostic block and 
subsequent neurotomy (if the medial branch block is positive).  
4. No more than 2 joint levels may be blocked at any one time. 
5. There should be evidence of a formal plan of additional evidence-based activity and 
exercise in addition to facet joint injection therapy. 
Suggested indicators of pain related to facet joint pathology (acknowledging the contradictory 
findings in current research): 
(1) Tenderness to palpation in the paravertebral areas (over the facet region);  
(2) A normal sensory examination;  
(3) Absence of radicular findings, although pain may radiate below the knee;  
(4) Normal straight leg raising exam. 
Indictors 2-4 may be present if there is evidence of hypertrophy encroaching on the neural 
foramen. 



 

 
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 JUDGEMENT, 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 

 
 PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A 
DESCRIPTION) 

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

 
 


