Envoy Medical Systems, L.P. PH: (512) 248-9020
1726 Cricket Hollow Dr. FAX: (512) 491-5145
Austin, TX 78758 IRO Certificate #4599

Notice of Independent Review Decision

DATE OF REVIEW: 2/24/11
IRO CASE #:

Description of the Service or Services In Dispute
intrathecal pump refill

ADESCRIPTIONOF THE ALIFICATIONSFOR EACH PHYSICIANOR OTHER
HEALTH CARE PROVIDER WHO REVIEWED THE DECISION
Physician 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)
X Overturned (Disagree)
Partially Overturned (Agree in part/Disagree in part)

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

INFORMATIONPROVIDED TO THE IRO FOR REVIEW

PATIENT CLINICAL HISTORY [SUMMARY]:

The xx-year-old patient was injured in xxxx. She has undergone spinal fusion, and intrathecal
cath / implanted pump. On 11/1/10 the dose was 6.5 mg MS/24. On 12/20/10 the dose decreased
to 6mg /d. On 1/10/11 oral Norco began with a dose of 3.4.mg MS /d. Change to Dilaudid was
approved.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASI
EINDINGS AND NCLUSION EDT PPORT THE DECISION.

| disagree with the decision to deny the requested services. The clinical information states that the
MS dose was decreased to 3.4 mg on 1/10/11. Increased pain resulted. The request is to refill the
pump with Dilaudid 10 mg/ml to provide better analgesia. It is reasonable and necessary and ODG
guidelines are met to continue the pump meds, and it is also reasonable to change the opiate to
Dilaudid. There appears to be confusion / miscommunication with previous reviews.
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DESCRIPTION AND THE RCE OF THE SCREENIN RITERIAOR OTHER CLINICAL
BASI EDTO 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

X Oooao

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)

O O oo O

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