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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 Overtuned (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. X was X. The diagnosis was strain of other muscle(s) and tendon(s) at lower leg level, left leg, subsequent encounter (X). X was seen by X, MD on X. X was status post X on X. X reported that the shoulder was much better with ongoing tightness. X experienced occasional sharp pain episodes, described as feeling like being hit with a bat, with associated swelling that subsequently resolved. Range of motion was significantly improved. On examination, BMI was 35.8 kg/ m2. Range of motion showed forward elevation of X degrees, abduction of X degrees, and internal rotation to buttock level. Strength was X, per X report. Supraspinatus strength was X and passive elevation was X degrees. The left calf weakness persisted. X was unable to perform a single heel raise on the left; bilateral heel raises were intact. X noted ongoing left calf weakness that required continued strengthening. The assessment included X. Treatment plan was to continue X. A referral for X was provided for X. X attended a X by X, LPT on X and X. On X, X reported right shoulder pain at X. The pain was described as ache, pressure, and tightness. X also reported tightness in the left arm and continued trouble lifting the right arm. On examination of the right shoulder, there was X. Tenderness was noted over the greater tuberosity and the bicipital groove. Active range of motion showed forward flexion of X degrees and abduction of X degrees. Passive range of motion revealed forward flexion of X degrees, external rotation at X degrees of abduction was X degrees, internal rotation at X degrees of abduction was X degrees, and abduction of X degrees. Strength was X with abduction, flexion, external rotation at X degrees of abduction, and internal rotation. On X, X presented for complaints of the right shoulder and left calf. X had undergone X on X. Following X fall, X attempted to get up and felt a pop in X left calf. X presented with mild tightness of abduction and scaption at end of passive range of motion. X was performing an active range of motion and strengthening exercises more fluidly with less hesitation upon initiation of movement. Per assessment, X presented with limitations in functional range of motion and functional strength in the left ankle musculature, gait abnormalities, and limitations in dynamic balance and proprioception. X also presented with limited left knee flexion range of motion. The assessment included X. Treatment to date included X. Per a utilization review adverse determination letter dated X, the request of X, was denied by X, MD. Rationale: “The requested X are not medically necessary. The clinical notes indicate that the patient has been approved for X. It is not clear as to the rationale for X. No records from the treating provider have been submitted for review. Thus, medical necessity cannot be established. Therefore, the request for X is non-certified. ”Per a reconsideration review adverse determination letter dated X, the prior denial was upheld by X, MD. Rationale: “The patient is X. The request is for X. However, there are no office visit notes detailing any concerns related to the leg or the pathology being treated. The medical necessity for the requested service cannot be established at this time. Thus, the requested appeal for X. X is not medically necessary. Therefore, the requested appeal for X. X is upheld and non-certified.”
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE DECISION:
Based on the clinical information provided, the request for X is not recommended as medically necessary and the previous denials are upheld. Per a utilization review adverse determination letter dated X, the request of X, was denied by X, MD. Rationale: “The requested X are not medically necessary. The clinical notes indicate that the patient has been approved for X. It is not clear as to the rationale for X. No records from the treating provider have been submitted for review. Thus, medical necessity cannot be established. Therefore, the request for X is non-certified.” Per a reconsideration review adverse determination letter dated X, the prior denial was upheld by X, MD. Rationale: “The patient is X. The request is for X. However, there are no office visit notes detailing any concerns related to the leg or the pathology being treated. The medical necessity for the requested service cannot be established at this time. Thus, the requested appeal for X. X is not medically necessary. Therefore, the requested appeal for X. X is upheld and non-certified.” There is insufficient information to support a change in determination, and the previous non-certification is upheld. The claimant was diagnosed with strain of other muscle(s) and tendon(s) at lower leg level, left leg. The submitted clinical records indicate that this patient has X. The request for X would continue to exceed guidelines. When treatment duration and/or number of visits exceeds the guidelines, exceptional factors should be noted. There are no exceptional factors of delayed recovery documented. Therefore, medical necessity is not established in accordance with current evidence based guidelines. 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)  
