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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 is a X with a date of injury of X. X was walking to X car when stepped on a rock in the parking lot and rolled X right arm to catch themselves, and then used X left hand for support. X was diagnosed with presence of left artificial shoulder joint. X was seen by X, MD on X. X was status X on X. The pain was much better than it was prior to the surgery. However, X had some subluxation. X experienced some popping in X shoulder up to six times in a day, when X was just sitting there and then stood up. One day, X shoulder popped out and X had prominence over the front of X shoulder for about an hour before it popped back in. There was no trauma. Most of the time, this happened with daily activities and did not require a fall or vigorous use. On examination of the left shoulder, an incision was well healed. The range of motion showed X degrees of abduction / forward flexion with shrugging, and external rotation of X degrees compared with X on the right. Passively, there was forward flexion and abduction to X degrees. Strength was -X throughout. Review of an x-ray dated X showed reverse total shoulder implants in a good position without loosening or abnormality. Soft tissues were unremarkable. The assessment included history of X. Dr. X reviewed x-rays and there was no change. Mr. X did have a thick poly in there. There was a concern of looseness. At the time, Dr. X recommended proceeding with a X. Treatment to date included X on X.Per a utilization review adverse determination letter dated X, the request for X denied by X, MD. Rationale: “The submitted clinical record, including examination, X. There are no demonstrated provocative maneuvers to demonstrate its ability to subluxate. As such, the guidelines have not been met for a X. The requested X is not medically necessary. Therefore, the request for X is non-authorized. “Per an adverse determination letter dated X, the prior denial was upheld by X, MD. Rationale: The Official Disability Guidelines conditionally recommend X. On X, the claimant underwent X on X with reports of pain is much better than it was prior to surgery. The claimant has had some subluxations, experienced some popping up to five times in a day, most of the time this happens with activities of daily living and does not require a fall or vigorous use. Left shoulder exam shows forward flexion to X degrees and grossly stable. There is no documentation of instability, fracture, or mechanical failure of implant, glenoid erosion from hemiarthroplasty, proximal humeral head migration, or infection. As such, the medical necessity has not been established for the requested X. “The claimant has described popping and pain at the left shoulder status post reverse shoulder arthroplasty performed in X. The current physical exam did note weakness at the left shoulder which was mild. Radiographs were stated to show intact components. There is no evidence of unstable components or infection at the left shoulder. No other specific exam or imaging findings were detailed for the left shoulder to support proceeding with the proposed X. Therefore, it is this reviewer’s opinion that medical necessity for the X is not established and the prior denials are upheld. 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:
The claimant has described popping and pain at the left shoulder status post reverse shoulder arthroplasty performed in X. The current physical exam did note weakness at the left shoulder which was mild. Radiographs were stated to show intact components. There is no evidence of unstable components or infection at the left shoulder. No other specific exam or imaging findings were detailed for the left shoulder to support proceeding with the proposed X. Therefore, it is this reviewer’s opinion that medical necessity for the X is not established and the prior denials are upheld. X is not medically necessary and non-certified 
Upheld

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)  
