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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: Orthopaedic Surgery
REVIEW OUTCOME:
Upon independent review, the reviewer finds that the previous adverse determination/adverse determinations should be:
☐ Overturned (Disagree)
☐ Partially Overturned (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. The mechanism of injury was reportedly described as X. X occupation was listed as a X. The assessment included X. X was seen by X, MD, on X and X. On X, X was seen for left shoulder and left elbow pain. X was one-week status post injury from X. X stated X left shoulder felt sore and described the pain as burning. X stated that X felt weak and range of motion was limited. X was unable to fully extend. X noted tingling in X hands a day before. A loss of strength was reported. X reported pain was mainly on the anterior aspect of X shoulder, especially when pressure was applied. On examination of the left shoulder, tenderness to palpation was noted over the greater tuberosity. Range of motion showed forward flexion of X degrees and external rotation of X degrees. Internal rotation was to X. Strength was X with the supraspinatus. O'Brien test was X. On X, X was seen via telemedicine for a follow-up of left shoulder pain. The pain was stable and worsened with overhead movement of the shoulder. X reported that X had X that gave X relief for X days. X continued to have the same pain at the time, especially with overhead movements. Dr. X recommended X. An MRI of the left shoulder dated X showed X. There was X. The X. There was a type X. There were X. The X, the visualized portion of the X. There was X. A small defect at the base of the X. Treatment to date included X. Per a utilization review adverse determination letter dated X, the request for X was denied by X, MD. Rationale: “ODG notes that diagnostic X. ODG provides criteria for X. There must be a history, physical examination and imaging (which can only accurately rule out) indicating high likelihood of X. Direct repair is recommended for X. In this case. the claimant presents with left shoulder complaints after a reported injury on X. The claimant reports shoulder pain despite X. Exam notes forward flexion to X degrees, X supraspinatus strength, and a positive O’Brien’s test MRI shows X. There is no imaging documentation of a X. Moreover, there is no evidence of X. The performance of X would have been supported; however, as there has been no agreement to a modified treatment plan, the request in total is not considered medically necessary. ODG indicates that X. In this case, as the request for X is not medically necessary, the request for X is also not medically necessary. “Per a reconsideration review adverse determination letter dated X, the prior denial was upheld by X, MD. Rationale: “ODG states that X. There should be shoulder dysfunction and symptoms which includes functional limitation (difficulty reaching over head), instability (catching, giving way, locking, joint pain or progression of symptoms despite appropriate nonoperative treatment Physical examination signs should include instability joint laxity, subluxation, limited range of motion and shoulder muscle weakness. There should be failure of or intolerance to nonoperative treatment (X). Imaging performed includes mild or absent degenerative changes in x-rays or indeterminate MRI findings or MRI is contraindicated, Guideline states that X is recommended for persistent symptoms following X months of X. In this case, review of clinical documentation is absent imaging evidence of type II or type IV SLAP tear requiring immediate surgical intervention as indicated by the guidelines X. The claimant is only X months out from injury and the guidelines require X is not medically necessary. The request for X, the request in total is not considered medically necessary. ODG states that X. In this case, given X, the request for X is also not medically necessary. “Based on the submitted documentation, the requested X is not medically necessary. There is insufficient documentation to demonstrate that the patient has attempted an appropriate course of X. Furthermore, the MRI report does not clearly demonstrate the presence of a X. There is no involvement of the X. There is no evidence of a X. Medical necessity has not been established for the requested procedure. No new information was provided which would overturn the previous denials. X is not medically necessary and non-certified
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE DECISION:
Based on the submitted documentation, the requested X is not medically necessary. There is insufficient documentation to demonstrate that the patient has attempted an appropriate course of X. Furthermore, the MRI report does not clearly demonstrate the presence of a X. There is X. There is no evidence of a X. Medical necessity has not been established for the requested procedure. No new information was provided which would overturn the previous denials. X is not medically necessary and non-certified 
Non-Certified

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)  
