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Notice of Independent Review Decision

IRO Reviewer Report X
IRO Case Number: X

 Description of the services in dispute

X
Description of the qualifications for each physician or health care provider who reviewed the decision

X.

Review Outcome: Upheld

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

X, date of birth X diagnosed with contusion of the right elbow, and lateral epicondylitis of the right elbow and seeking coverage for X.

X - X-ray Right Elbow

An X-ray of X right elbow on X, showed X.

X - Medical Report for X by X, MD

X presented for an initial examination on X, following a work-related injury on X, where a X. X reported frequent, severe right elbow discomfort rated X, aggravated by lifting and repetitive motions, and relieved by cold/heat packs and rest. Physical examination revealed X. Diagnoses included right elbow lateral epicondylitis and unspecified sprain, with Dr. X opining the accident caused X injuries and recommending an X. X was deemed fully temporarily disabled from X.

X - Medical Record by X, MD

On X, X reported persistent sharp right elbow discomfort, rated X at its worst, interfering with daily activities. Physical examination showed X. Diagnoses included right elbow lateral epicondylitis and unspecified sprain, with a good prognosis but noting high blood pressure and fear-avoidance as complicating factors. The treatment plan included X. X was considered fully disabled from X.

X - Notice of Adverse Determination from X to X, MD X issued a notice of adverse determination on X, for X request for X, stating it did not meet established medical necessity standards. The determination, made by a Physician Advisor, non-certified all X requested X .

X - Request for reconsideration (appeal) of adverse determination for X by X
On X, a request for reconsideration was submitted by X, appealing the adverse determination for X for X. The medical provider, Dr. X asserted that the treatment was medically necessary and consistent with ODG guidelines to provide pain relief, increase ADL performance, reduce symptoms, and decrease medication use.

X - Notice of Adverse Determination - Appeal for X
X issued a notice of adverse determination on X, informing X, MD, that the appeal for X for X was upheld by a second physician advisor. This decision non-certified all X requested X.

Analysis and explanation of the decision, including clinical basis, findings, and conclusions used to support the decision

The claimant is a X individual diagnosed with contusion of the right elbow, and lateral epicondylitis of the right elbow, and seeking coverage for X. Based on the clinical information provided, the request for X is not recommended as medically necessary and the previous denials are upheld. The claimant reports that on the date of injury, a X. X has been diagnosed with right elbow lateral epicondylitis and unspecified sprain. The submitted clinical records indicate that the claimant has completed X. The Official Disability Guidelines support up to X for the claimant’s diagnosis and there is no clear rationale provided to support exceeding this recommendation. When treatment duration and/or number of visits exceed the guidelines, exceptional factors should be noted. There are no exceptional factors of delayed recovery documented. There do not appear to be any X. Therefore, medical necessity is not established in accordance with current evidence based guidelines and the denial for X is upheld.

Description and source of the screening criteria or other clinical basis used to make the decision

ACOEM - American College of Occupational and Environmental Medicine Um Knowledgebase

AHRQ - Agency for Healthcare Research and 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

X, 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)
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