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Maximus Federal Services, Inc. 
807 S. Jackson Road., Suite B 
Pharr, TX 78577 
Tel: 956-588-2900   Fax:  1-877-380-6702 

Notice of Independent Medical Review Decision 

Reviewer’s Report 

DATE OF REVIEW: X 

IRO CASE #: X 

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:  

Upheld    (Agree) 
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Overturned   (Disagree) 
 

 

 

 

 

 

 

 

Partially Overturned  (Agree in part/Disagree in part)  

INFORMATION PROVIDED TO THE IRO FOR REVIEW  

1. X. 

PATIENT CLINICAL HISTORY [SUMMARY]: 

This case concerns a X who has requested authorization and coverage 
for X.  The Health Plan denied this request on the basis that these 
services are not medically necessary for treatment of the member’s 
condition. 

A review of the record indicates that the member reported pain in the 
back and left lower extremity. It is reported to interfere with physical 
activity. Prior treatment was reported to include X. The number of 
treatments was not specified. The quantitative degree of any functional 
improvement was not specified. 

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

The X explained that this is a X. The notes report prior use of X but does 
not specify the frequency or number of visits and does not specify 
quantitative functional improvement from such therapy. Official 
Disability Guidelines (ODG) guidelines X, notes this therapy is not 
recommended as a first-line treatment option because evidence shows 
inconclusive benefit, lack of benefit, or potential harm. ODG notes X 
refers to the placement of solid filiform (acupuncture) or hollow-core 
hypodermic needles into muscle tissue without the injection of any 
liquid. The potential mechanism of action is still largely uncertain. A 
key limitation of the evidence base for X has been the lack of a widely 
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accepted sham protocol. There is no indication of mitigating 
circumstance. As such, the requested service is not supported congruent 
with ODG and is not medically necessary for treatment of the member’s 
condition. 
 

 

 
 

 

 

 

 

 

 

 

 

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

 MERCY CENTER CONSENSUS CONFERENCE 
GUIDELINES 

 MILLIMAN CARE GUIDELINES. 
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 ODG- OFFICIAL DISABILITY GUIDELINES & 
TREATMENT GUIDELINES:   

 ODG Criteria: Pain and Dry Needling 
 

 

 

 

 

 PRESSLEY REED, THE MEDICAL DISABILITY 
ADVISOR 

 TEXAS GUIDELINES FOR CHIROPRACTIC 
QUALITY ASSURANCE & PRACTICE PARAMETERS 

 TMF SCREENING CRITERIA MANUAL 

 PEER REVIEWED NATIONALLY ACCEPTED 
MEDICAL LITERATURE  

 OTHER EVIDENCE BASED, SCIENTIFICALLY 
VALID, OUTCOME 

FOCUSED GUIDELINES (PROVIDE A DESCRIPTION)   


