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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: X
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
INFORMATION PROVIDED TO THE IRO FOR REVIEW: 
• X
PATIENT CLINICAL HISTORY [SUMMARY]: 
X who was injured on X. X was reaching into a X. This caused pressure on X back and pulled X. The diagnoses were left arm pain, weakness of left upper extremity, and traumatic brachial plexopathy.

X was seen by X, MD on X for a follow-up regarding pain and weakness involving the left upper extremity and for reviewing the X results. X had started to see some slight improvement since the prior visit. It was not dramatic and X was still not able to effectively use the arm but X did feel X had made some progress. X certainly did not relate anything being less good. On examination, X was able to generate a flicker bordering on X out of X flexion of the left finger and thumb to make partial grip but not at the distal interphalangeal joint (DIP). X had “X” left wrist extension. X appeared to have about a X+ to X- left triceps and X biceps strength. Infraspinatus was quite weak. X responses to light touch in the left arm were somewhat nebulous at times. The review of the X showed X. There was however significant X. A new X was recommended to see if at all objectively there had been changes. If there were no changes, then a X could be considered to see where the damage could be. X did not believe that it was likely that this was amenable to surgical intervention at this time.

X consulted X, MD on X for undergoing X. X continued to have pain from the left shoulder and upper back and down the left arm. X had numbness and tingling of the left arm down into the hand and had difficulty sleeping on the left side. The pain was rated X. Examination of the neck revealed X. Examination of the left shoulder showed X. X still had limited and guarded range of motion. Motor examination was X throughout in left upper extremity. Sensation was subjectively decreased to light touch in the left arm and hand. Reflexes were symmetrical at X-trace in upper extremities. There was some X.

A X dated X demonstrated X. There was no evidence of X. There was X. There was X. There was no evidence of a X. There was X. X were noted. There was X. The findings were similar to prior study though X was noted on this study. It was noted that over time, X. There was no evidence of an X. An MRI of the X dated X revealed X. X was noted within the X. The findings were X. An X dated X revealed an X. There was X. There was X. There was no 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 for request of X: “The patient has X. The X was performed in X. Most recent clinical visit showed X. A more X. Hence, the request for X; however, as this is a X case, a mixed determination is not allowed without the treating provider's consent. As such, the entire request is non-certified. Therefore, the request for X is non-certified.” Rationale for request of X: “The patient has X. The X. Magnetic resonance imaging (MRI) of the X was reportedly noted on the medical visit of X, MD, to show findings consistent with X. Motion artifacts were also reported in this magnetic resonance imaging (MRI) study. The most recent clinical visit showed X. X, MD's last office medical visit indicated that they would review the X, X, MD, X). Hence, the request for X is not medically appropriate and necessary. Need to review initially a more recent X. A X was performed after the injury. Therefore, the request for X is non-certified.” Rationale for request of X: “The patient has ongoing left X was performed in X. Most recent clinical visit showed minimal clinical improvement in the left arm/hand strength and neurological examination (Medical Report Visit/Note X, X, MD, Neurosurgeon). A more recent X. Hence, the request for X would be appropriate; however, as this is a X case, a mixed determination is not allowed without the treating provider's consent. As such, the entire request is non-certified. Therefore, the request for X is non-certified.”

Per a reconsideration review adverse determination letter dated X, the appeal request for X was denied by X, MD. Rationale for the appeal request of X is as follows: “The submitted records indicate the plan to proceed with an X. Depending on those results, an X would be obtained. While it is reasonable to consider X, medical necessity cannot be established for the X. A modification to the current request cannot be made without a peer review. Thus, all requests are considered not medically necessary. The requested X is not medically necessary. Therefore, the request for appeal X is upheld and non-certified.” Rationale for the appeal request of X: “The submitted records indicate the plan to proceed with an X. Depending on those results, an X would be obtained. While it is reasonable to consider X, medical necessity cannot be established for the X. A modification to the current request cannot be made without a peer review. Thus, all requests are considered not medically necessary. The requested X is not medically necessary. Therefore, the request for X is upheld and non-certified.” Rationale for the appeal request of X is as follows: “The submitted records indicate the plan to proceed with an X. Depending on those results, a X was going to be obtained. While it is reasonable to consider X, medical necessity cannot be established for the X. A modification to the current request cannot be made without a peer review. Thus, all requests are considered to be not medically necessary. The requested X is not medically necessary. Therefore, the request for X is upheld and non-certified.”
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE DECISION:
For an X, the patient does not meet current indications based on the records reviewed; X has a documented X is described as “not currently considered likely”; under current guideline frameworks, X, so medical necessity for X is not supported.

For X: X is a X; X last X was performed X and showed X.

Therefore, it is this reviewer’s opinion that the services in dispute are partially overturned with X being medically necessary.

X is not medically necessary and non-certified.  X is medically necessary and certified.



Modified.

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL BASIS USED TO MAKE THE DECISION:

☐ OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES (PROVIDE A DESCRIPTION)  
☐ PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A DESCRIPTION)  
☐ TMF SCREENING CRITERIA MANUAL  
☐ TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE PARAMETERS  
☐ PRESLEY REED, THE MEDICAL DISABILITY ADVISOR  
☐ MILLIMAN CARE GUIDELINES  
☐ MERCY CENTER CONSENSUS CONFERENCE GUIDELINES  
☒ MEDICAL JUDGMENT, CLINICAL EXPERIENCE, AND EXPERTISE IN ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS
☐ INTERQUAL CRITERIA  
☐ EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW BACK PAIN  
☐ DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR GUIDELINES  
☐ AHRQ- AGENCY FOR HEALTHCARE RESEARCH & QUALITY GUIDELINES  
☒ ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES  
☐ ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL & ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE 
