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MEDWORK INDEPENDENT REVIEW WC DECISION

DATE OF REVIEW: 01/26/2016

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE
In patient three-day length of stay and L4-S1, 360 degree mini fusion.

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER
HEALTH CARE PROVIDER WHO REVIEWED THE DECISION
Texas State Licensed MD Board Orthopedic Surgeon

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)

Provide a description of the review outcome that clearly states whether or not medical necessity
exists for each of the health care services in dispute.

PATIENT CLINICAL HISTORY:

The XX-year-old was noted to have been injured in XX/XXXX having stepped on a rock
reportedly into a hole. He was noted to have diagnoses including lumbar spine multilevel
degenerative disk disease. The records through XX/XX/XX among others were reviewed. It
was noted that there was persistent low back pain with radiation into the left lower extremity.
The exam findings were noted to include a normal neurologic exam, including sensation, motor
power and reflexes. The prior studies included diagnostics from XX/XX/XX, his electrical
studies were noted to be unremarkable. The MRI of lumbar spine from XX/XX/XX was noted
to reveal a disk protrusion at L4-5 with a small focal left-sided posterior disc protrusion with
abutment of the left L5 nerve root. At L5-S1, there was a small posterior central disc protrusion
also identified. It was noted that the patient had been treated with in the past, a combination of
medications, along with physical therapy and altered activities. The additional records were
noted to reveal that flexion-extension films did not reveal segmental instability, and only a
minimal retro listhesis of L5-S1 was identified. It was also noted that the individual had a
history of smoking. Prior denials indicated that there had not been relatively recent trial and
failure documented of comprehensive non-operative treatments along with the lack of objective
radiculopathy as corroborated by imaging and/or electrical studies.
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ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS,
FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION.

The aggregate of clinical records through at least XX/XX/XX have been reviewed. There has
not been evidence of ongoing objective clinical radiculopathy on examination, as corroborated
by electrical studies, and/or imaging. In addition, smoking cessation has not been documented.
Finally, the records do not reflect that there has been recent comprehensive and reasonable
aggregate of non-operative treatments, tried and failed. Therefore, the referenced ODG
guidelines for fusion and associated length of stay have not been met with regards to criteria for
seen. At this time medical necessity has not been documented to have met, based on the
referenced clinical guidelines.

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

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)




