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NOTICE OF INDEPENDENT REVIEW DECISION

DATE OF REVIEW: Nov/30/2010
IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:
Left eye ptosis repair

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

MD, Ophthalmologist

Board Certified by the American Board of Ophthalmology

REVIEW OUTCOME:
Upon independent review, the reviewer finds that the previous adverse
determination/adverse determinations should be:

[ X ] Upheld (Agree)
[ ]Overturned (Disagree)
[ ] Partially Overturned (Agree in part/Disagree in part)

INFORMATION PROVIDED TO THE IRO FOR REVIEW
Official Disability Guidelines (Do Not Apply)
9/28/10, 10/28/10

Eye Associates 8/12/09 to 10/15/10

9/23/10

Operative Note 3/25/10

Diagnostic, Inc. 9/27/10

PATIENT CLINICAL HISTORY SUMMARY

This is a patient with history of left orbital trauma with a blowout fracture requiring surgical
repair. Residual symptom/findings following surgery included diplopia and left upper eyelid
ptosis. The request is for Left eye ptosis repair.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS
AND CONCLUSIONS USED TO SUPPORT THE DECISION

Medical necessity for ptosis surgery requires the notation of the presence of ptosis (with
some indication of the degree of ptosis), limitation of some activity of daily living due to the
ptosis, a visual field demonstrating significant visual field obstruction due to the ptosis, and
photographs demonstrating the presence of ptosis. In the medical record provided ptosis
was noted and a visual field was provided. The visual field, however, is of very poor quality
and the only interpretable notation looks like “RL” which could indicate “right lids"—the lid in
guestion being the left upper eyelid. No limitation of activity of daily living or photographs
were noted. Therefore, the reviewer finds that medical necessity does not exist at this time



for Left eye ptosis repair.

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

[ 1]ACOEM-AMERICA 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

[ X] MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN ACCORDANCE WITH
ACCEPTED MEDICAL STANDARDS

[ 1 MERCY CENTER CONSENSUS CONFERENCE GUIDELINES

[ ] MILLIMAN CARE GUIDELINES

[ X] ODG-OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES
[ 1 PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR

[ ] TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE
PARAMETERS

[ 1 TEXAS TACADA GUIDELINES
[ 1 TMF SCREENING CRITERIA MANUAL

[ 1 PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A
DESCRIPTION)

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



