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Amendment X
IRO REVIEWER REPORT
Date: X; Amendment 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 is a X who was injured on X. X was injured while working as a X when X. The diagnoses were chronic neck pain syndrome with left X radiculopathy confirmed with EMG nerve conduction testing; cervical disc protrusion X associated with chronic neck pain syndrome with left X radiculopathy; and cervicogenic headache with severe reactive depression, anxiety, and chronic pain state. On X, X, DO had seen X for pain evaluation and treatment. X presented with chief complaint of chronic persistent severe neck, left shoulder, arm and hand pain associated with numbness, weakness and tingling, occasional swelling, and coldness of the left arm and hand following a work injury on X. Since the injury, X had been reported to have a concussion, headaches, nerve issues and chronic pain. X had exhausted X. X ultimately underwent an X. An X of X cervical spine was indeed X. X neck pain was worse with coughing, sneezing, and sudden movements of X neck. X described X pain as sharp, shooting in nature, effecting X affect as X became progressively depressed. In fact, X Center for Epidemiologic Studies Depression Scale (CES-D) was X while X denied any X. X was seeing X family physician for X. X generalized anxiety disorder-X (GAD-X), however was severe reactive to anxiety X. X spot urinalysis was evaluated. X graded X pain as X to X. X felt X hand was often cold and vibration affected X hand and X was often dropping things. X was poorly tolerated, X offered X no relief, and X offered minimal relief. X presented for consideration of interventional pain care. On examination, X was anxious, in moderate distress. Neck was supple with decreased left rotation to X degrees and right rotation to X degrees. Musculoskeletal examination revealed X was able to bring X chin within X of X chest with moderate cervical interspinous tenderness noted. X. X had decreased grip strength on the left with decreased pinprick in the X distribution. Mild swelling and temperature changes of over X degrees Fahrenheit was measured by infrared thermometry on the palmar and dorsal aspects of X left hand as compared to the unaffected limb. Mild pain with passive range of motion throughout the elbow, wrist and hand was also noted. There was interspinous tenderness at X and X. Trigger points extended into the mid thoracic area as well. X prognosis was fair. The recommendation was for X. On X, X-X presented to Dr. X for a follow-up of left neck, shoulder and arm pain associated with X. X was on X and X. Additionally, X has tried even X in the past. As a result of these issues, Dr X did discuss X as a definitive treatment for X. This treatment should go a long way in hastening X recovery period. Due to X ASA III status, X. Dr. X was going to recommend X. X would be reserved for recalcitrant pain. An EMG dated X revealed X. There was X. The electrical severity was mild. X-rays of the cervical spine dated X revealed X. An MRI of thoracic spine dated X revealed X. There was X. A CT scan of cervical spine dated X revealed X. There was a X. There was a X. There was possible extruded disc, could not X. Treatment to date included X. Per a physician advisor determination letter dated X and utilization review adverse determination letter dated X by X, MD, the request for X was denied. Rationale: “The records provided document that the claimant is recommended a X in the preauthorization form. The records provided do not document an X. Consequently, the request is not shown to be supported by the ODG nor otherwise medically necessary. Therefore, the X, is not medically necessary. “Per a physician advisor determination letter dated X and utilization review adverse determination letter dated X by X, MD, the request for X was not medically necessary. Rationale: “ODG by MCG, X, Last review/update date: X states, "Conditionally Recommended. Recommended as an option; may be a first-line or second-line option. X may be indicated when ALL of the following are present (1) (2) (3) (4) (5): Radicular pain, duration of> 4 weeks, and 1 or more of the following (3) (6): Cervical radiculopathy by history (e.g., radiation of pain and numbness along the distribution of the affected spinal root), and ALL of the following: Diagnostic imaging (e.g., computed tomography CT scan, magnetic resonance imaging MRI) correlates with symptoms. Injection performed at C6-C7 or C7-T1. Procedure performed via interlaminar approach. Failure to respond to> 4 weeks of conservative care, as indicated by ALL of the following (7) (8) (9) (10): Nonsteroidal anti-inflammatory drug (NSAID), or contraindication to NSAID use. Physical therapy, or documentation of patient intolerance to physical therapy. Injection clinically appropriate, as indicated by 1 or more of the following (11): Initial injection. Procedure performed under fluoroscopic or CT guidance. Epidural corticosteroid injection is NOT recommended for any of the following (3): Cervical epidural corticosteroid injection performed at levels above C6-C7 or C7-T1. Cervical epidural corticosteroid injection via caudal or transforaminal approach. Use of general anesthesia, moderate or deep sedation, or monitored anesthesia care (4). Use of general anesthesia, moderate or deep sedation, or monitored anesthesia care (not recommended): The use of deep sedation, general anesthesia, or monitored anesthesia care is not recommended due to the need for potential patient report of symptoms during the procedure. (3) (4) (EG 2)” “In this case, the patient complains of chronic persistent severe neck pain associated with numbness, weakness, tingling, and occasional swelling and coldness of the left arm and hand. Previous treatments have included X. The patient rates X pain level a X. However, this request was previously denied on X, due to the records provided X. These concerns have not been addressed. Therefore, this request is not supported by guidelines criteria in which guidelines do not support use of X. As such, the requested Appeal: X is non-certified. “Thoroughly reviewed provider notes and peer reviews. Patient meets cited guidelines for requested X. However, no extenuating circumstances are documented that qualify patient for X is medically necessary and certified. 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 provider notes and peer reviews. Patient meets cited guidelines for X. However, no extenuating circumstances are documented that qualify patient for X is medically necessary and certified. 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:

☐ 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)  
