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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 stated X was lifting heavy things for the entire month. X was injured on X while X. X was X. When X tried to lift X up, X felt a pop in X low back followed by immediate pain in X low back into X right leg. X continued to work in pain and stated the next day, X could barely walk. The diagnosis was lumbar radiculopathy, lumbar intervertebral disc displacement, muscle spasm of back, intervertebral disc stenosis of neural canal of lumbar region, and chronic pain syndrome.

On X, X was evaluated by X, MD for X-week follow-up of lower back and right leg pain. At the time, X complained of lower back pain that radiated to the right leg. It began gradually after a work-related injury. Since onset, the pain had decreased in character. It was described as sharp, burning. It had affected X enjoyment of life, ability to work. The pain was better with lying down in bed, elevation on recliner. It was worse with standing, walking, sitting straight for a long period of time. Since the prior visit, there was no change in X health status. At the time, X was undergoing X, DC, X. The Oswestry questionnaire score was X. The PHQ-9 total score was X indicating moderately severe depression. The pain scale score was X. The lower back showed reduced range of motion in flexion and extension due to pain. Facet loading was X. X was in a back brace that day. inspection revealed significant muscle spasm. There was tenderness to palpation of the paraspinals. Straight leg raising test was positive at X degrees on the right. The assessment was lumbar radiculopathy, lumbar intervertebral disc displacement, muscle spasm of back, intervertebral disc stenosis of neural canal of lumbar region, and chronic pain syndrome. Medications were refilled. X stated that the procedure gave X about X of back pain relief for X and about X of pain relief overall. At the time, X noted the pain had come back to the back and the right leg. There was weakness of the right leg as well. X noted that X weeks ago, X had massage therapy and the back brace that helped a little bit of X pain on the lower back to the right leg. Since the first X did well for X, Dr. X would like to plan for another X to see if X would get better pain relief for a long time. X also saw Dr. X and was recommended X. A right X was ordered. X was to continue X as needed.

An MRI of the lumbar spine dated X identified at X, there was X. Disc extrusion contacted the X. X was noted, measuring X mm in the X. X was noted with moderate right and mild left X. At X. X contacted the descending X. X was noted, measuring X mm in the X. X was noted with moderate left and X. At X. Associated X was seen. X was patent.

Treatment to date included X.

Per a utilization review – notice of adverse determination dated X, the request for X was denied by X, MD. Rationale: “The ODG recommends X. The ODG recommends X. In this case, the claimant presented with low back pain. Clear objective findings of radiculopathy are not present on the examination. The claimant's physical examination does not document gross motor weakness, sensory loss, diminished reflexes and myotomal or dermatomal findings consistent with the X. It is also not clear that at least X weeks of active conservative care modalities, such as therapy, were trialed and failed. Overall, this request is not medically appropriate. Therefore, the request for X is non-certified.”

In an appeal letter dated X, from X, they had requested prior authorization that was denied on the below-mentioned grounds, and this was an appeal with respect to the denial. In answer to “Clear objective findings of radiculopathy are not present on the examinations,” they deferred to the objective findings in Dr. X notes who referred X for pain management. In answer to “Corroboration through imaging,” they deferred to the attached MRI that clearly documented disc herniations as well as central canal stenosis in the X. In answer to “X,” it was noted that X had already undergone X. X was also undergoing X with Dr. X. X was also on pain medication X; however, X continued to have a pain on a scale of X.

Per a reconsideration review – notice of adverse appeal determination letter dated X, the request for X was denied by X, MD. The peer clinical reviewer upheld the original noncertification determination for the following reasons: “The current diagnosis is intervertebral disc disorders with radiculopathy, lumber region active. The comorbidity condition identified was the body mass index (BMI) of 32.01. On X, the physician’s office sent a medical appropriateness letter stating that the claimant has lumbar pain rated X with radiculopathy findings. The MRI revealed X. Conservative treatments were X. Prior office visit dated X noted that the claimant was complaining of low back pain radiating to right leg. The physical examination showed X. It was noted that the claimant had an X. This request was previously noncertified due to no objective findings of radiculopathy. It is also not clear if the claimant had at least X weeks of active conservative treatment.”

In an appeal letter dated X by X, they had requested prior authorization for X that was denied on the below-mentioned grounds, and this was an appeal with respect to the denial. In answer to “Guidelines requires at least X weeks of about X relief,” they wrote, “Patient had X procedure on X. In the Xth week follow up visit on X, the patient clearly mentions X of back pain relief for X days and about X of pain relief overall. That means that the patient has had about X pain relief for almost X weeks.” In answer to, “Apart from ongoing X with Dr. X, patient has also been on X. X from X is attached.”

Thoroughly reviewed provided records including provider notes, imaging findings, as well as peer reviews.

Provider notes that their request meets the cited ODG criteria for X.  The patient had X on X with over X weeks of over X pain relief.  Further, the patient has X.  

While the requested X appears warranted, there is no documentation supplied that notes extenuating circumstances in regard to appropriate use of X.  X is not routinely used for X. X is medically necessary and certified the 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:
Thoroughly reviewed provided records including provider notes, imaging findings, as well as peer reviews.

Provider notes that their request meets the cited ODG criteria for X.  The patient had X.  Further, the patient has X.  

While the requested X appears warranted, there is no documentation supplied that notes extenuating circumstances in regard to appropriate use of X.  X is not routinely used for X. X is medically necessary and certified the X is not medically necessary and non-certified.
Partially Overturned

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 



