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IRO Certificate No: X
Notice of Workers’ Compensation Independent Review Decision

Date of Notice:
X
TX IRO Case #:
X
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:

X
INFORMATION PROVIDED TO THE IRO FOR REVIEW:

X.

PATIENT CLINICAL HISTORY [SUMMARY]: This case involves a X with a request for X.

On X, X Notes were completed by X, PTA. The patient had their X. The endorsed pain when laying on the back, standing, or sitting. They are unable to participate fully in 1 or more community or life events due to impairments associated with current injury. Box Lifting and carrying during the session caused modest pain on the lumbar region. Moderate tightness on the lumbar region with rotation was still noted. They tolerated the treatment well with no adverse reaction

On X, a Lumbar MRI Report was completed by X, MD. Results showed X. Mild broad-based X, resulting in X. X were X. X were

X.

On X, X Notes were completed by X, PT. The patient had their X. They endorsed back pain when using the restroom. Their pain is unchanged and currently rated X. Pain medicines were taken as prescribed. Overall progress is slower than expected, and they continue to be symptomatic. Central low back pain no peripheral signs and symptoms are still reported. They showed increase in trunk ROM (range of motion) and improvement in transitional positions and bed mobility despite pain complaints. Increased pain with minimal lifting/carrying and pushing/pulling activities were verbalized. They were discharged from X.

On X, Visit Notes were completed by X, MD. The patient had a follow-up for lower back pain rated X due to injury on X where X. Pelvic x-ray results were X, but MRI showed X. Inflammation/swelling was gone but they felt like medication was not helping. They currently still go to X. They have bilateral lower back pain and sacroiliac pain. Pain radiates to the left buttock, left thigh and left calf. Symptoms occur frequently with moderate severity and are associated with lower extremity numbness. Exacerbating factors were sitting and bending, while (partial) relieving factors X. They have X. Referral to pain specialist for further management was made. Continued X were recommended. Workers’ Compensation form noted that they were allowed to return to work as of X with restrictions which are expected to last through X.

On X, Pain Management Initial Evaluation Notes were completed by X, MD. The patient continues to have low back pain radiating to their left lower extremity after X. Their constant back pain radiates to the left lower extremity and was rated X. X did not result in improvement over the last X months. They can do everything except working outdoors, climbing stairs, reclining or rising from a chair. Exams noted decrease in flexion, extension, and rotation of the lumbar spine by X. Straight leg raise was X on the left and paravertebral spasms were noted at X. They were deemed a candidate for X. After the risk, benefits and alternatives were discussed, they agreed to proceed with the plan. X options were discussed. Workers’ Compensation form noted that they were allowed to return to work as of X with restrictions which are expected to last through X.

On X, a Referral Prescription was completed by X, MD. X was ordered.

On X, a Notice of Adverse Determination was completed by X. The request for X was denied. The services requested did not meet established evidence of medical necessity.

On X and X, a Physician Progress Report was completed by X, MD. The patient reported persistent throbbing and intermittent pain rated X with tingling sensations. Exams noted toe and heel walking that is poor on the left, decreased lumbosacral spine flexion, extension, and rotation to X, positive straight leg raise (left worse than right), decreased dermatomal sensation in the X. Approval for X were still pending. Once received, they will be scheduled for the procedure.

On X, a Physician Progress Report was completed by X, MD. The patient felt about the same and reported X pain. They were able to do X of their job. Exams noted poor toe and heel walking, decreased lumbosacral spine flexion, extension, and rotation to X, and X was denied but appeal will be submitted.

On X, a Precertification Request Appeal was completed by X, MD. An appeal for X was submitted.

On X, a Peer Review Report was completed by X, MD. According to ODG by MCG, X is conditionally recommended for X. The patient's X on imaging and showed no evidence of X. They were diagnosed with lumbar radiculopathy and reported pain radiating to the left lower extremity, documentation did not consistently demonstrate dermatomal distribution, motor or sensory deficits, or reflex changes, which are key elements required to confirm radiculopathy per guidelines.

On X, a Notice of Adverse Determination (Appeal) was completed by X. The denial of coverage for X is upheld on appeals.

On X, a Request for Independent Review was completed by X, MD. An independent review of the denial of X was requested.

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

SOURCE OF REVIEW CRITERIA:

· 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)

REVIEW OUTCOME:

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

	☐
	Upheld
	(Agree)

	☒
	Overturned
	(Disagree)

	☐
	Partially Overturned
	(Agree in part/Disagree in part)
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A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR HEALTH CARE PROVIDER WHO REVIEWED THE DECISION:
X
7



