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Notice of Independent Review Decision

IRO REVIEWER REPORT
Date: X; Amendment X
IRO CASE #: X
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: X
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION: X
REVIEW OUTCOME:
Upon independent review, the reviewer finds that the previous adverse determination/adverse determinations should be:
 ☐ Overturned
Disagree
☐ Partially Overturned
Agree in part/Disagree in part
☒ Upheld
Agree
INFORMATION PROVIDED TO THE IRO FOR REVIEW:

• X
PATIENT CLINICAL HISTORY [SUMMARY]:

X who sustained an injury on X. X injured when they X. The diagnoses included lumbar herniated disc, lumbar radiculopathy, and lumbar stenosis with neurogenic claudication.

X was seen by X, MD on X for lumbar spine pain. X continued to experience significant and activity limiting right lower extremity radicular pain and radiculopathy despite X. X was interested in a definitive surgical solution to X problem if 1 is available to X at this point. X rated X pain ranging between X in severity depending on activities. Lumbar spine examination revealed radiating right leg pain. Straight leg test was X. Range of motion was X. Motor strength was X bilaterally. Sensation was X.

An MRI of the lumbar spine on X showed X. At X. AP dimension of disc protrusion measured X mm. AP diameter of dural sac measured X mm. Moderate X. X-rays of the lumbar spine on X were unremarkable, specifically no significant malalignment, no significant disc degeneration, and no obvious fractures.

Treatment to date included X.

Per adverse determination review by X, MD on X, the requests for X were non-certified. Rationale: “Guidelines recommend X. Criteria includes X. In this case, the individual reports lower back pain radiating to the right lower extremity with imaging noting a moderate-sized central right-sided disc herniations at X. Furthermore, objective findings do not support the need for X. The extent of X is also unclear based on the provided documentation. Reference is made to X but is not clear when this was administered, how many visits, modalities employed, or the specific response. During the peer to peer, there was mention of X having been considered but there is no documentation. There are no red flags on the examination. The MRI is consistent with a X but there does not appear to be any critical canal compromise. For these reasons, medical necessity is not established.” X is non-certified “ As the requested X has been recommended for non-certification, this request is also recommended for non-certification,” X is non-certified, “As the requested X has been recommended for non-certification, this request is also recommended for non-certification.”

Per utilization review by X, MD on X, the requests for X were non-certified. Rationale: “Regarding X, “Official Disability Guidelines recommends X. In this case, an MRI of the lumbar spine, dated X revealed X. Mild X. No X. At X is present with annular tear, resulting in compression upon the ventral sac. X measures X mm. X measures X mm. Moderate narrowing of X. Physical examination of the lumbar spine revealed X. The claimant continued to experience significant and activity limiting right lower extremity pain and radiculopathy. They were treated with X. There were no documented deficits in strength or sensation on exam. As such, the request for X is recommended for non-certification. Regarding X, “Official Disability Guidelines states that preoperative testing should not be routinely performed without specific indications and comorbidities. Additional testing not covered by guidelines should never be performed without clear medical justification based on abnormal findings from individual history and physical examination. In this case, the request is secondary to the denied X and is no longer necessary. As such, the request for X is recommended for non-certification.” Regarding assistant, “Official Disability Guidelines recommends an X as an option for more complex surgical procedures, following appropriate coding and billing procedures. In this case, the request is secondary to the denied X and is no longer necessary. As such, the request for X is recommended for non-certification. Peer to peer was unsuccessful.”

In an appeal letter dated X, X, MD noted that “X is X who was initially diagnosed with Right paracentral disc herniation with annular tear resulting on compression upon the ventral thecal sac. The disc protrusion measures Xmm, moderate narrowing of X Patient complaints of right lower back pain that radiates to the right lower extremity causing worsening right leg sense of weakness, stiffness, numbing and tingling for a few months. All these symptoms get worse with weight bearing activities, twisting, climbing stairs, walking, bending, laying down, and even sitting for more than 15 minutes causes pain. X has done X such as X which failed to relieve his lumbar pain, due to the unbearable pain that X is all the time. X also has X. X has tried X to provide pain relief to no avail. X is a necessity for X to get rid of this life altering pain. In summary, X is medically necessary and reasonable to treat X chronic medical condition, and I ask you to please consider authorization for this X on X behalf. Please refer to the enclosed documents for further details, and do not hesitate to call me at X if you have questions or if you require additional information.”

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE DECISION:
Based on the submitted documentation, the MRI report does not clearly demonstrate X. The records do not clearly reflect the presence of a dermatomal distribution of pain which would correlate with the MRI findings. There are mixed reports of the presence of a straight leg raise. There is no documentation of sensory or motor deficits. The records do reflect that the patient has attempted X. There is no documentation that the patient has attempted an X. No new information has been provided which would overturn the previous denials. X. X is not medically necessary and non-certified.
Non-certified.

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL BASIS USED TO MAKE THE DECISION:

☐ OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES (PROVIDE A DESCRIPTION)  
☐ PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A DESCRIPTION)  
☐ TMF SCREENING CRITERIA MANUAL  
☐ TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE PARAMETERS  
☐ PRESLEY REED, THE MEDICAL DISABILITY ADVISOR  
☐ MILLIMAN CARE GUIDELINES  
☐ MERCY CENTER CONSENSUS CONFERENCE GUIDELINES  
☒ MEDICAL JUDGMENT, CLINICAL EXPERIENCE, AND EXPERTISE IN ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS
☐ INTERQUAL CRITERIA  
☐ EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW BACK PAIN  
☐ DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR GUIDELINES  
☐ AHRQ- AGENCY FOR HEALTHCARE RESEARCH & QUALITY GUIDELINES  
☒ ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES  
☐ ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL & ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE 
