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IRO CASE # 

   

 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
 
Trans Lumbar ESI #1 (Bil) L5-S1. 
 

 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH 
CARE PROVIDER WHO REVIEWED THE DECISION 

D.O. Board Certified in Anesthesiology and Pain Management. 
 

 
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) 

 

 

PATIENT CLINICAL HISTORY [SUMMARY]: 

Patient is a male who was injured on xx/xx/xx. The mechanism of injury is unknown and not documented. 
Patient complains of both neck and back pain VAS score 5-6/10. Patient complains of more pain in the 
back than the neck. Patient was treated conservatively with physical therapy, medications to include but 
not limited to Flexeril, Tramadol, Lodine and TENS units. MRI performed on 02/17/2015 showed mild 
dorsal annular bulge with bilateral foraminal encroachment. Physical exam 03/19/2015 revealed back 
pain, decrease lumbar range of motion, DTR in the ankles 1/4, positive straight leg raise test on the left. 
Revisit on 5/15/2015 showed bilateral leg weakness, positive straight leg raise test, and radicular pain 
bilaterally at L5-S1 distribution. 
 
 
ANALYSIS FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION AND 
EXPLANATION OF THE DECISION. INCLUDE CLINICAL BASIS, 

 
Per ODG references, the requested “Trans Lumbar ESI #1 (Bil) L5-S1” is medically necessary.  
Bilateral transforaminal epidural at L5-S1 is certifiable. Patient has bilateral leg weakness, positive leg 
raise test, radicular pain, and decrease tendon reflexes in the ankles bilaterally. A diagnostic 
transforaminal at L5-S1 bilaterally is certifiable.   
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A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR 
OTHER CLINICAL BASIS USED TO MAKE THE DECISION: 
       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 


