CASEREVIEWW

8017 Sitka Street
Fort Worth, TX 76137
Phone: 817-226-6328

Fax: 817-612-6558

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:

X

Provide a description of the review outcome that clearly states whether
medical necessity exists for each of the health care services in dispute.

PATIENT CLINICAL HISTORY [SUMMARY]:
This X was injured on X. X treatment has included X.

On X, the claimant presented to X, MD after the X was denied by X carrier. X was
X. Xremained on X.

On X, the claimant presented to X, MD for continued X. X has X. X reported being
X. Plan: X. Refer for a X.

On X, the claimant presented to X, DO with X. On exam X had X. X point to X.
Diagnostic Studies: MRI dated X shows a X. There is X. X has a X. Impression: X.
Plan: X. After the X.



On X, MD performed a UR. Rationale for Denial: Based on the clinical information
submitted for this review and using the evidence-based, peer-reviewed guidelines
referenced above, this request is non-certified. Per evidence-based guidelines, X
are X not only with X. X should determine if X. In this case, the patient presented
with X. A request for X. However, clinical findings were X. A clarification is
needed on how it might affect the patient’s clinical outcomes.

On X, PhD performed a X. Rationale for Denial: Based on the clinical information
submitted for this review and using the evidence-based, peer-reviewed guidelines
referenced above, this request is non-certified. Per evidence-based guidelines, X
are recommended where there is access to programs with proven successful
outcomes for patents with X. X are generally accepted, well-established diagnostic
procedures not only with selected use in X. In this case, the patient presented
with X. An appeal X was made to X. However, the objective evidence that the
patient had X was not fully established as there were X. Moreover, there was no X
to support evidence of any existing X. Thus, the current request is not supported.

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

Determination: Denial of X since the case does demonstrate medical necessity
according to clinical presentation and ODG. The requested testing is
reasonable and medically necessary given X. The testing is a validated X.



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

ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL & ENVIRONMENTAL
MEDICINE UM KNOWLEDGEBASE

AHRQ- 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 JUDGMENT, CLINICAL EXPERIENCE, AND EXPERTISE IN ACCORDANCE
WITH ACCEPTED MEDICAL STANDARDS

MERCY CENTER CONSENSUS CONFERENCE GUIDELINES

MILLIMAN CARE GUIDELINES

ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES

PRESLEY REED, THE MEDICAL DISABILITY ADVISOR

TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE
PARAMETERS

TMF SCREENING CRITERIA MANUAL

PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A
DESCRIPTION)

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




