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MedHealth Review, Inc. 

422 Panther Peak Drive
Midlothian, TX  76065

Ph 972-921-9094

Fax  (972) 827-3707

Notice of Independent Review Decision

Date NOTICE SENT TO ALL PARTIES:  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: 

 Upheld  


(Agree)

 FORMCHECKBOX 
 Overturned

(Disagree)

 FORMCHECKBOX 
 Partially Overturned  
(Agree in part/Disagree in part) 

Information Provided to the IRO for Review
x.

Patient Clinical History [Summary]:
This is a X who sustained an industrial injury on X.

Previous treatments completed include X. Medications include X. The telephone consultation dated X cites the patient history was reviewed and confirmed via telephone consultation. X has a history of pain mainly located in the left shoulder. The pain is constat and rated X. The pain is an aching pain and was partially caused or exacerbated by an accident at work. The pain can be reduced or controlled with X and increased with lifting the arm above the shoulder. X is requesting a X for their chronic pain. X has muscle spasms, cramping, and/or tightening of the muscles in their left shoulder. X has inflammation in the left shoulder. X is being prescribed. The X is intended to treat acute/post-operative/chronic care injuries to decrease pain, reduce edema, improve circulation, decrease inflammation, expedite tissue repair, and accelerate the healing process. The treatment plan included X. 

The X letter of medical necessity is for the authorization of the X. Prescriber’s Prescription dated X for X is for a X. Duration is for X times per day, X days per week, for X days. The treatment goal is to decrease pain, decrease inflammation, reduce edema, increase mobility/range of motion, and increase blood circulation. X was educated on the use of X. The utilization review dated X non-certified the requested X for left shoulder. The rational stated this test is considered X. This is outside of scope for coverage by guidelines. Therefore, the request for X is non-certified. The utilization review dated X non-certified the requested X. The rational stated there is X. An appeal letter, not dated, cites we previously submitted an appeal for the denied authorization. However, the appeal was again denied with the instructions to complete to attached IRO form. We have now completed the required form and have resubmitted the appeal along with the denial letter and all other supporting documentation. 
Analysis and Explanation of the DECISION INCLUDE clinical basis, Findings and Conclusions Used to Support the Decision. 
Regarding the request for X, as per ODG Guidelines, X may be indicated when ALL of the following are present:

· X
· X
· X
In this case, this X sustained an industrial injury on X and is seeking authorization for X. Overall, X presents with left shoulder pain that is constat and rated X. The pain is an aching pain and was partially caused or exacerbated by an accident at work. The pain can be reduced or controlled with X and increased with lifting the arm above the shoulder. X has muscle spasms, cramping, and/or tightening of the muscles in their left shoulder. X has inflammation in the left shoulder. X presents with noncancer pain, which is noted to be chronic with a date of injury of X. 

However, detailed documentation is not evident regarding diagnosis to include X. Documentation of current range of motion of the left shoulder performed by an in-person exam was not evident. There was no in-person examination provided for review. Additionally, while X was noted to have been trialed, the details of this treatment were not provided. X medications were noted to be X. The guideline criteria have not been met for use of this X. There is no compelling rationale presented, or extenuating circumstances noted to support the medical necessity of this request as an exception to guidelines. Therefore, the request for X is not medically necessary. 
A Description and the Source of the Screening Criteria or Other Clinical Basis Used to Make the Decision:

 FORMCHECKBOX 

ACOEM- american college of occupational &   environmental medicine UM knowledgebase

 FORMCHECKBOX 

ahRQ- agency for healthcare research & quality guidelines

 FORMCHECKBOX 

DWC- division of workers compensation policies or guidelines

 FORMCHECKBOX 

european guidelines for management of chronic low back pain 

 FORMCHECKBOX 

Interqual criteria

 FORMCHECKBOX 

medical judgement, clinical experience and expertise in accordance with accepted medical standards

 FORMCHECKBOX 

mercy center consensus conference guidelines

 FORMCHECKBOX 

Milliman care guidelines

 FORMCHECKBOX 

odg- official disability guidelines & treatment guidelines

 FORMCHECKBOX 

pressley reed, the medical disability advisor

 FORMCHECKBOX 

texas guidelines for chiropractic quality assurance & practice parameters

 FORMCHECKBOX 

tmf screening criteria manual

 FORMCHECKBOX 

peer reviewed nationally accepted medical LITERATURE (provide a description)

 FORMCHECKBOX 

other Evidence based, scientifically valid, outcome

focused guidelines (provide a description)
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