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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. The exact mechanism of injury was not documented. The diagnosis was strain of muscle, fascia and tendon of other parts of biceps, left arm, subsequent encounter (X).

On X, X underwent a X initial evaluation by X, PT, for the diagnosis of strain of muscle, fascia and tendon of other parts of biceps, left arm, subsequent encounter, for treatment to focus on X chief complaints of decreased range of motion, difficulty performing household management activities, difficulty with dressing and grooming, difficulty with job specific work tasks, pain that interfered with activities of daily living, stiffness, swelling, and weakness. QuickDASH total score that day was X. On left elbow evaluation, active range of motion showed flexion X, extension X, supination X, pronation X. Flexibility of the elbow extensors and flexors was severely restricted and that of the wrist extensors and flexors was moderately restricted. Left elbow manual muscle testing showed strength of X in flexion, extension, supination, and pronation. X arrived wearing a brace with decreased arm swing. X reported numbness in the elbow that extended to the thumb. Palpation revealed tender biceps with X, partially intact and visible incision healing well with minimal redness, moderate swelling. Sleeping and grasping were poor. X was unable to lift from floor to waist and waist to overhead; push, pull, reach forward and overhead, and do work tasks. Ability for upper body dressing was fair. It was assessed that X presented with signs and symptoms consistent with distal biceps repair. X clinical presentation had resulted in limitations of range of motion, flexibility, strength which impacted X ability to perform functional activities such as work tasks, self-care, and activities of daily living. X would benefit from X. The skills of a therapist were required to instruct X in the safe performance and progression of exercises and activities and to provide feedback/cues in order that X performed all exercise and activities safely, correctly and with proper body mechanics. X would be seen X times a week for X weeks. Treatment would include X.

An MRI of the left humerus dated X, identified complete X.

Per a utilization review adverse determination letter dated X, the request for X was denied by X, MD. Rationale: “Per ODG by MCG, Shoulder Chapter, Online Version (Updated X) X (X), Shoulder, "X" In this case treatment note indicates claimant recovering from post surgery for X. The pain interferes with activities of daily living. There is stiffness, swelling, and weakness reported. The physical examination of the left elbow notes limited ROM with flexion X degrees, extension X degrees, supination X degrees, and pronation X degrees. There is decreased strength of X in all ROM. However, this appears to be the X. X exceed guideline recommendations. However, due to the Texas law, with no peer discussion taken place, the requested X is not certified at this time.”

Per a reconsideration review adverse determination letter dated X, the appeal request for X was denied by X, MD. Rationale: “ODG by MCG Last review/update date: X "X; X. ODG Criteria ODG X The visit recommendations outlined below serve as benchmarks for the expected number and duration of X. These benchmarks do not encompass X. The inclusion of a diagnosis in the ODG Criteria does not imply that all patients with that diagnosis require X. The decision to initiate X should be individualized, based on clinical assessment and functional need. Additional visits may be clinically appropriate in specific circumstances, particularly when prior treatment has resulted in measurable and meaningful functional improvement. Such circumstances may include X. Maximum improvement has not yet been attained. Patient is actively participating in X. Patient is adherent to plan of care." The requested X are not medically necessary. The guidelines recommend up to X. A modification to the request cannot be made without a peer review. Thus, the guidelines have not been met. Therefore, the request for X is upheld and noncertified.”

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 for X was denied by X, MD. Rationale: “Per ODG by MCG, Shoulder Chapter, Online Version (Updated X) X" In this case treatment note indicates claimant recovering from X. The pain interferes with activities of daily living. There is stiffness, swelling, and weakness reported. The physical examination of the left elbow notes limited ROM with flexion X degrees, extension X degrees, supination X degrees, and pronation X degrees. There is decreased strength of X in all ROM. However, this appears to be the X. X exceed guideline recommendations. However, due to the Texas law, with no peer discussion taken place, the requested X is not certified at this time.” Per a reconsideration review adverse determination letter dated X, the appeal request for X was denied by X, MD. Rationale: “ODG by MCG Last review/update date: X "X. ODG Criteria ODG X Guidelines The visit recommendations outlined below serve as benchmarks for the expected number and duration of X. These benchmarks do not X provided in inpatient settings or as part of X. The inclusion of a diagnosis in the ODG Criteria does not imply that all patients with that diagnosis require X. The decision to initiate X should be individualized, based on clinical assessment and functional need. Additional visits may be clinically appropriate in specific circumstances, particularly when X. Such circumstances may include X. For general X that apply across all diagnoses, including considerations that may not be explicitly addressed within each guideline, please refer to the X. Sprain or strain: Elbow or forearm: Medical treatment: X. Maximum improvement has not yet been attained. Patient is actively participating in X. Patient is adherent to plan of care." The requested X are not medically necessary. The guidelines recommend up to X. A modification to the request cannot be made without a peer review. Thus, the guidelines have not been met. Therefore, the request for appeal: X is upheld and noncertified.” There is insufficient information to support a change in determination, and the previous non-certifications are upheld. The patient reportedly underwent surgical intervention; however, no operative report is submitted for review. There is no information provided regarding X completed to date including number of X. There are X submitted for review with documentation of progress. Therefore, medical necessity is not established in accordance with current evidence based guidelines. 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 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 for X was denied by X, MD. Rationale: “Per ODG by MCG, Shoulder Chapter, Online Version (Updated X) X), Shoulder, "Medical treatment, sprain: X" In this case treatment note indicates claimant recovering from X (date of surgery not noted). The pain interferes with activities of daily living. There is stiffness, swelling, and weakness reported. The physical examination of the left elbow notes limited ROM with flexion X degrees, extension X degrees, supination X degrees, and pronation X degrees. There is decreased strength of X in all ROM. However, this appears to be the X. X exceed guideline recommendations. However, due to the Texas law, with no peer discussion taken place, the requested X is not certified at this time.” Per a reconsideration review adverse determination letter dated X, the appeal request for X was denied by X, MD. Rationale: “ODG by MCG Last review/update date: X "X; X. ODG Criteria ODG X Guidelines The visit recommendations outlined below serve as benchmarks for the expected number and duration of X. These benchmarks do not X. The inclusion of a diagnosis in the ODG Criteria does not imply that all patients with that diagnosis require X. The decision to initiate X should be individualized, based on clinical assessment and functional need. Additional visits may be clinically appropriate in specific circumstances, particularly when prior treatment has resulted in measurable and meaningful functional improvement. Such circumstances may include X. For X that apply across all diagnoses, including considerations that may not be explicitly addressed within each guideline, please refer to the X. X. Maximum improvement has not yet been attained. Patient is actively participating in X. Patient is adherent to plan of care." The requested X are not medically necessary. The guidelines recommend up to X. A modification to the request cannot be made without a peer review. Thus, the guidelines have not been met. Therefore, the request for appeal: X is upheld and noncertified.” There is insufficient information to support a change in determination, and the previous non-certifications are upheld. The patient reportedly underwent surgical intervention; however, no operative report is submitted for review. There is no information provided regarding X. There are X submitted for review with documentation of progress. Therefore, medical necessity is not established in accordance with current evidence based guidelines. X is not medically necessary and 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)  
