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DATE OF REVIEW: 5/18/2015
IRO CASE #
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:

Repeat outpatient MRI of the left shoulder at Laredo Medical Center.

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

M.D. Board Certified in Orthopedic Surgery and Sports Medicine.

REVIEW OUTCOME

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

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

PATIENT CLINICAL HISTORY [SUMMARY]:

The patient is a male who sustained a work-related injury on xx/xx/xx to the left shoulder
while trying to lift a heavy trash can. An MRI of the left shoulder on 8/22/14 showed
tendinopathy of the rotator cuff, a tear of the inferior GH ligament, subacromial bursitis, and
AC arthrosis. He had an injection done 9/18/14 with resolution of pain at follow up visit
10/23/14. At the next follow up on 2/19/15 he had recurrence of left shoulder pain. No new
injury, event, or significant change was documented from the exam. Repeat MRI of the left
shoulder is being requested.

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

”

Per ODG references, the requested “Repeat outpatient MRI of the left shoulder at " is not
medically necessary given no documentation of a new injury, event, or significant change in
clinical presentation or exam. Recurrent symptoms seem to be the same as what he had pre-
injection and are most likely related to the pathology noted in the initial MRI with the effect of
the injection wearing off.
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A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR

OTHER CLINICAL BASIS USED TO MAKE THE DECISION:

O

OO0O0O0O0O0OXOO O0O0oao

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

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



