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Notice of Independent Review Decision

IRO REVIEWER REPORT
Date: 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:
☐ Overturned (Disagree)
☐ Partially Overtuned (Agree in part/Disagree in part)
☒ Upheld (Agree)
Provide a description of the review outcome that clearly states whether medical necessity exists for each of the health care services in dispute.
INFORMATION PROVIDED TO THE IRO FOR REVIEW: • X
PATIENT CLINICAL HISTORY [SUMMARY]: X who was injured on X. X was X. The diagnosis was sprain of unspecified parts of right shoulder girdle. On X, X, MD evaluated X for right shoulder injury follow-up. X worked as a X and had been working modified duty. After the injury, X was seen on X with X. X was recommended with X. X had an MRI of right shoulder on X which was reviewed X. X was recommended a course of X. At the time of follow-up, X reported right shoulder pain level of X. The pain was aggravated with use and lying in sleep. X had weakness and concern that arm had gotten weaker at the time for lack of typical use. X had only completed X visits of therapy at the time but was not able to get extension approved. Right shoulder examination revealed X. Strength was X in flexion, extension, abduction, adduction, internal rotation and external rotation. X was X. X was intact in X. The X displayed X. The plan was to start X. A referral was given for X. X was given activity restrictions of no lifting / carrying objects with right arm of more than X pounds for more than X hours per day. On X, X, MD evaluated X for recheck of right shoulder. X complained of throbbing pain and stiffness, rated X. X had been working modified duty. X indicated no further follow-up with orthopedics at the time. X continued to report pain aggravated with particular motion of shoulder. X had weakness which had increased and lost range of motion at the time. Right shoulder examination revealed X. There was X. Active range of motion revealed forward flexion X degrees with pain, extension X degrees, and abduction X degrees with pain. Passive range of motion revealed forward flexion X degrees, extension X degrees, and abduction X degrees with pain. Strength was X in flexion, extension, abduction, adduction, internal rotation and external rotation. X was intact in X. The X displayed X. X was X; however, X and X were X. Treatment to date included X. Per a utilization review adverse determination letter dated X, the request for X was denied by X, DO. Rationale: “Per ODG, X for Shoulder Conditions is recommended. Allow for X (from up to X visits per week to X or less), plus active X. Rotator cuff syndrome/impingement syndrome is X visits over X weeks, sprained shoulder/rotator cuff tear is X visits over X weeks. In this case, the claimant has a X. Per office visit note (OVN), the claimant presented with pain in the right shoulder rated X, X has weakness and concern that arm has gotten weaker for lack of typical use. Has only completed X but was not able to get an X. Exam revealed X. Manual muscle testing (MMT) was X. The plan indicates to start X. follow-up in X weeks. Prior UR from X approved X. Although the claimant has deficits on exam, the current request is not medically necessary for this claimant who recently had X, and no extenuating circumstances documented, such as evidence of an X to clarify why a request which is in excess of guideline recommendations would be necessary, as this is a Texas jurisdiction case and the number of X. As such, the request for X is not medically necessary. “Per a reconsideration review adverse determination letter dated X, the request for X was denied by X, MD. Rationale: “According to ODG Guidelines support a general course of X. In this case, however, it is unclear how much X. While ODG acknowledges that X. A rather proscriptive X pound lifting limitation remains in place. Heavier lifting, carrying, pushing, pulling, reaching, and overhead reaching activities remain problematic. AII of the foregoing, taken together, argues against the claimant’s having derived requisite improvements in function needed to justify continuation of care. Therefore, the appeal request for X is not medically necessary. Based on the clinical information provided, the request for X is not recommended as medically necessary and the previous denials are upheld. Per a utilization review adverse determination letter dated X, the request for X was denied by X, DO. Rationale: “Per ODG, X is recommended. Allow for fading of treatment frequency (from up to X visits per week to X or less), plus X. Rotator cuff syndrome/impingement syndrome is X visits over X weeks, sprained shoulder/rotator cuff tear is X visits over X weeks. In this case, the claimant has a X. Per office visit note (OVN), the claimant presented with pain in the right shoulder rated X, X has weakness and concern that arm has gotten weaker for lack of typical use. Has only completed X. Exam revealed X. Manual muscle testing (MMT) was X. The plan indicates to start X. follow-up in X weeks. Prior UR from X. Although the claimant has deficits on exam, the current request is not medically necessary for this claimant who recently had X. As such, the request for X is not medically necessary.” Per a reconsideration review adverse determination letter dated X, the request for X was denied by X, MD. Rationale: “According to ODG Guidelines support a general course of X. In this case, however, it is unclear how much X. While ODG acknowledges that X. A rather proscriptive X-pound lifting limitation remains in place. Heavier lifting, carrying, pushing, pulling, reaching, and overhead reaching activities remain problematic. AII of the foregoing, taken together, argues against the claimant’s having derived requisite improvements in function needed to justify continuation of care. Therefore, the appeal request for X is not medically necessary. There is insufficient information to support a change in determination, and the previous non-certifications are upheld. The patient sustained injuries over X year ago. Guidelines typically support a X. As such, the request for X is not medically necessary.” Per a reconsideration review adverse determination letter dated X, the request for X was denied by X, MD. Rationale: “According to ODG Guidelines support a general course of X. In this case, however, it is unclear how X. While ODG acknowledges that X. A rather proscriptive X pound lifting limitation remains in place. Heavier lifting, carrying, pushing, pulling, reaching, and overhead reaching activities remain problematic. AII of the foregoing, taken together, argues against the claimant’s having derived requisite improvements in function needed to justify continuation of care. Therefore, the appeal request for X is not medically necessary. There is insufficient information to support a change in determination, and the previous non-certifications are upheld. The patient sustained injuries over X year ago. Guidelines typically support a X. There is a lack of evidence of significant and sustained improvement with X. There do not appear to be X. Therefore, medical necessity is not established in accordance with current evidence based guidelines. X is not medically necessary and non-certified. 
Upheld

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 
☒ ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES  
☐ 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  
☐ 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)  
