Maximus Federal Services, Inc.

807 S. Jackson Road., Suite B

Pharr, TX 78577
Tel: 956-588-2900 SYMBOL 119 \f "Wingdings"  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: 

 FORMCHECKBOX 
Upheld  


(Agree)

 FORMCHECKBOX 
Overturned


(Disagree)

 FORMCHECKBOX 
Partially Overturned  
(Agree in part/Disagree in part) 

X is not medically necessary for treatment of this member’s condition.
Information Provided to the IRO for Review

1. X.

Patient Clinical History [Summary]:

This case concerns a X. The Carrier denied this request on the basis that this service is not medically necessary for treatment of the member’s condition.
A review of records indicated the enrollee was being treated for a X. Past medical history was X. Past surgical history X. Previous treatments completed include X. 

The X magnetic resonance imaging (MRI) of the right knee had X. 

The X emergency room report cited X. The mechanism of the member’s injury was when X. The member’s pain was severe in the right knee and was rated X out of X. The examination of the member’s right knee revealed right-sided knee redness, swelling, and tenderness. The member was discharged home with decreased pain rated a X out of X. The member’s diagnosis was contusion of right knee and sprain of right knee. The prescriptions provided included X. The member was provided a work note with no work from X returning on X. 

The X urgent care report cited constant pain in the member’s left upper extremity, right knee, and right lower leg. The member’s pain was rated a X out of X. The member’s examination revealed an X. There was right knee mild swelling with reduced range of motion. There were multiple contusions to the member’s right knee and lower leg. The member’s treatment plan included X. 

The X urgent care report cited no improvement in the member’s right knee and lower leg pain and left upper arm pain. The member’s pain was rated a X out of X. The examination revealed decreased right knee strength. There was reduced range of motion with flexion reduced to X. The member had an X. There was medial and lateral joint line tenderness. There was X noted. The member was provided with X to the right knee on this date. 

The X urgent care report cited the member was seen for follow-up. The examination revealed an X. The member’s treatment plan included X. 

The X initial examination report cited a transfer of care for right knee pain. The member had right knee pain and swelling with giving out. The X did not provide any relief of symptoms. The examination of the member’s right knee revealed a range of motion of X. There was a X. There was X. The member’s treatment plan included an X. The member was placed on limitations.

Analysis and Explanation of the DECISION INCLUDE clinical basis, Findings and Conclusions Used to Support the Decision.  

The Maximus physician consultant noted that the member sustained an injury on X and is being treated for a X. The Maximus physician consultant noted that the member’s last examination provided for review was from X and noted right knee pain and swelling with giving out. The Maximus physician consultant indicated that X did not provide any relief of the member’s symptoms. The Maximus physician consultant noted that the examination of the member’s right knee reveals a range of motion of X. The Maximus physician consultant indicated that there is X. The Maximus physician consultant indicated that there is X.
Official Disability Guidelines & Treatment Guidelines (ODG) ODG state “X.”

The Maximus physician consultant indicated that there were no diagnostic imaging studies provided for review to corroborate any significant arthrosis/osteoarthritis in the right knee. Per ODG, "a second X is not recommended if the first has completely resolved symptoms or if there was little or no response. Following several X of temporary, partial resolution of symptoms, then recurrent worsening pain, a repeat X may be an option, although potential risks should be specifically discussed.” The Maximus physician consultant indicated that the member has had a previous X provided on X that did not provide any benefits.
Also, per ODG, “X may be indicated when all of the following are present: X; X; Patient has knee pain that interferes with functional activities (eg, ambulation, prolonged standing); Patient is prescribed an X; No active X present at treatment site.” 

The Maximus physician consultant explained that as there are no diagnostic imaging studies provided for review to corroborate significant arthrosis/osteoarthritis in the right knee, the medical necessity of the requested X is not evident. 

Therefore, I have determined that the requested X is not medically necessary for treatment of this member’s condition.



A Description and the Source of the Screening Criteria or Other Clinical Basis Used to Make the Decision:

 FORMCHECKBOX 

ACOEM- american college of occupational &   environmental medicine UM knowledgebase

 FORMCHECKBOX 

AHRQ-AGENCY FOR HEALTHCARE RESEARCH & QUALITY GUIDELINES
 FORMCHECKBOX 

DWC- division of workers compensation policies or guidelines

 FORMCHECKBOX 

european guidelines for management of chronic low back pain 

 FORMCHECKBOX 

Interqual criteria

 FORMCHECKBOX 

medical judgement, clinical experience and expertise in accordance with accepted medical standards

 FORMCHECKBOX 

mercy center consensus conference guidelines

 FORMCHECKBOX 

Milliman care guidelines

 FORMCHECKBOX 

odg- official disability guidelines & treatment guidelines

 FORMCHECKBOX 

pressley reed, the medical disability advisor

 FORMCHECKBOX 

texas guidelines for chiropractic quality assurance & practice parameters

 FORMCHECKBOX 

tmf screening criteria manual

 FORMCHECKBOX 

peer reviewed nationally accepted medical LITERATURE (provide a description):
 FORMCHECKBOX 

other Evidence based, scientifically valid, outcome

focused guidelines (provide a description)
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