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Notice of Independent Review Decision
Amended report X
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 and is seeking authorization for a X. 

Prior diagnostic testing included magnetic resonance imaging (MRI) of the right ankle dated X has X. X-rays of the right ankle dated X has findings including X. X-rays of the right ankle dated X has findings of X. X-rays of the right ankle dated X has X are noted; X is noted; X remains reduced; X is readily appreciated. 

Previous treatments completed include X. Progress report dated X has the injured worker with right ankle pain. X missed a X on X. X is seen for a second opinion and diagnosed with a fibula fracture and continues to have pain. X takes X. X reports continued pain. X has pain after standing/walking for a short period of time. X has difficulty walking downstairs. X is full weight bearing in regular shoes. X has persistent pain about X ankle and identifies X pain primarily in the lateral to posterior lateral aspect of the ankle extending to the anterior medial aspect. X denies any significant instability. The request for the X was denied. The right foot/ankle exam reveals tenderness to palpation over the X. Foot and ankle motor intact as is sensation. There is equivocal exam with X. The treatment plan included X to the right ankle. 

Progress report dated X has the injured worker with no change since X last visit. X has continued pain in the lateral and posterior aspects of X ankle. X had a X on X which did not help. X denies X. X has pain primarily over the ankle lateral aspect of X ankle. X reports pain when X crosses X legs over the ankle joint region. X denies any symptoms of gross lateral ankle instability. The right foot/ankle exam reveals X. X has equivocal exam with X. Strength and sensation are intact. The treatment plan included X. The utilization review dated X non-certified the requested X. The rational stated there is X. The utilization review dated X non-certified the requested X. The rational stated there is no clear complaints of instability. The exam reveals only X. There is no objective clinical data indication that there is an unstable ankle. 
Analysis and Explanation of the DECISION INCLUDE clinical basis, Findings and Conclusions Used to Support the Decision. 
Regarding the request for a X, ODG guidelines state X. 

Also, as per ODG, “X.

Also, as per ODG, “X.

In this case, this X sustained an industrial injury on X and is seeking authorization for a X.  Overall, X presented on X with no change since X last visit. X has continued pain in the lateral and posterior aspects of X ankle. X had a X on X which did not help. X denies X. X has pain primarily over the ankle lateral aspect of X ankle. X reports pain when X crosses X legs over the ankle joint region. X denies any symptoms of gross lateral ankle instability. The right foot/ankle exam reveals X. X has equivocal exam with X. Strength and sensation are intact. 

However, detailed documentation is not evident regarding subjective, objective, and/or recent diagnostic imaging corroborating right ankle instability. Also not demonstrated on any recent diagnostic imaging studies includes any impingement findings and/or fractures. The medical necessity as based on the noted ODG guidelines for the requested X has not been met. 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 a 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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