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NOTICE OF INDEPENDENT REVIEW DECISION 
 

 
 
DATE OF REVIEW: Feb/10/2012 
 
IRO CASE #: 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Porcelain Ceramic Crown (001) D2740 05 06/13/11  
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
D.D.S, Board Certified General Dentistry 
 
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 
Dental Electronic Media Claims Provider Services Report 08/12/11 
Explanation of benefits 08/25/11 
Dental Claim form 08/30/11 
Appeal letter from the patient 10/27/11 
Acknowledgment receipt of appeal 11/14/11 
Decision regarding appeal of adverse determination 11/17/11 
Explanation of benefits 11/17/11 
Photograph imaging  no date 
 
PATIENT CLINICAL HISTORY SUMMARY 
The claimant is a female whose date of injury is xx/xx/xx.  The mechanism of injury is not 
described.  According to dental claim form, there is large amalgam with recurrent decay and 
fractured cusps with fracture under filling running mesial to distal.   A benefit request for 
crown, inlay, onlay veneer was reviewed.  It was dental advisor’s opinion that the tooth be 
restored with amalgam or resin restoration, and therefore, the benefit request was denied.  It 
was noted that any times there are different methods of treatment that may be used to 
restore a tooth.  When this occurs per dental service agreement if an amalgam or composite 
restoration will restore a tooth satisfactorily, payment will be based on the allowance for 
amalgam or composite restoration.   
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
As noted on previous review, it appears that a restoration would satisfactorily restore tooth 
#5.  It was noted there are no missing cusps and there was adequate tooth structure 
remaining. The reviewer finds medical necessity is not established for Porcelain Ceramic 



Crown (001) D2740 05 06/13/11. Upon independent review, the reviewer finds that the 
previous adverse determination/adverse determinations should be upheld. 
 
A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL 
BASIS USED TO MAKE THE DECISION 
 
[   ] 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 
 
[   ] 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) 
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