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IRO Certificate #X
Notice of Independent Review Decision
DATE OF REVIEW: X
IRO CASE NO: 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) X
Overturned
(Disagree)

Partially Overturned
(Agree in part/Disagree in part)

INFORMATION PROVIDED TO THE IRO FOR REVIEW
X
PATIENT CLINICAL HISTORY SUMMARY
The patient is a X with a X who has requested a X. Diagnosis is rupture of tendon of long head of right biceps, strain of muscle, fascia and tendon of long head of biceps, right arm with onset date X.

Peer Review by Dr. X, X, stating that request for services were not medically necessary, including request for an X.

Peer Review by Dr. X, X, again stating request for services were not medically necessary.

Progress note by Dr. X, X, with a diagnosis of right shoulder proximal tendon rupture; patient treated with a X.

Progess note, X, by Dr. X, with diagnosis of rupture by proximal biceps tendon and patient treated with X.

PATIENT CLINICAL HISTORY SUMMARY (continuation)

Progress note, X, by Dr. X, stating patient will be seeking a second opinion with surgeon.

Progress note, X, by Dr. X, with a diagnosis of right proximal biceps tendon rupture and also noted is mention of rotator cuff tear involving the subscapularis and supraspinatus. X note recommends diagnostic arthroscopy and possible rotator cuff repair, but not tendon reconstruction.

MRI of the right shoulder performed on X, interpreting radiologist, X, MD. The impression was X. Also noted to X. X was noted to have a X. X was noted to have X. X was noted to have a X.

Physical Therapy notes from X.

SUMMARY:

X sustained a work injury, X, X. X presented to the office of Dr. X with complaints of pain in the right upper bicep area, states x was tried on X. Right hand dominant and a X. Note states x is active in kayaking, hunting, and fishing and is not able to perform those activities. No past surgical history involving x right shoulder was noted. On exam x was found to have X. No instability noted. X-rays, X. MRI report was discussed. X was treated with X.

Patient did go to X and received X. As of last note by Dr. X, patient has continued to have shoulder pain and has not been able work or to enjoy x past-time activities, kayaking, golfing, fishing. Patient requested X. Dr. X recommendation at that time was for X.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE DECISION
Opinion: I agree with the benefit company's decision to deny the requested service.

I do not feel a X is necessary for this patient as the diagnosis of rotator cuff tear and biceps tendon tear is clear based on MRI findings. The requested service: “X” is not medically necessary.

Additional Comments:

I would recommend the patient X. If this fails to give x relief, I would recommend consideration of X.

DESCRIPTION AND SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL BASIS USED TO MAKE THE DECISION
ACOEM-AMERICAN COLLEGE OF OCCUPATIONAL & ENVIRONMENTAL MEDICINE UM KNOWLEDGE BASE


DESCRIPTION AND SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL BASIS USED TO MAKE
THE DECISION (continuation)

AHCPR-AGENCY FOR HEALTH CARE 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 & EXPERTISE IN ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS X
MERCY CENTER CONSENSUS CONFERENCE GUIDELINES MILLIMAN CARE GUIDELINES

ODG-OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES X
PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR

TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE PARAMETERS TMF SCREENING CRITERIA MANUAL

PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE DESCRIPTION)

OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES

(PROVIDE DESCRIPTION)

