Maximus Federal Services, Inc.

807 S. Jackson Road., Suite B

Pharr, TX 78577
Tel: 956-588-2900 SYMBOL 119 \f "Wingdings"  Fax:  1-877-380-6702
Notice of Independent Medical Review Decision

Reviewer’s Report

DATE OF REVIEW: 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: 

 FORMCHECKBOX 
Upheld 


(Agree)

 FORMCHECKBOX 
Overturned


(Disagree)

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

Information Provided to the IRO for Review 
1. X.

Patient Clinical History [Summary]:

This case concerns a X. The Carrier denied this request on the basis that these services are not medically necessary for treatment of the member’s condition.

A review of the progress note X indicated that the member presented for back and right leg pain. It noted that the member sustained a work-related injury on X as X was X. It indicated that a few days later the member reported that X pain radiated down X right leg. It noted that the member has had X with some relief. 

A progress note dated X indicated that the member’s flexion, extension and rotation of the lumbosacral spine decreased X percent (%) to X in all planes. It noted that X was X. It indicated that X were on the X. It noted that the member had motor strength of X out of X in both lower extremities. It indicated that the provider would appeal the denial of the X.
Analysis and Explanation of the DECISION INCLUDE clinical basis, Findings and Conclusions Used to Support the Decision.  

The Maximus physician consultant noted that Official Disability Guidelines (ODG), X must be documented. Objective findings on examination need to be present. X must be corroborated by imaging studies and/or electrodiagnostic testing. (2) Initially unresponsive to X. (3) X should be performed using X. 

The Maximus physician consultant indicated that the Medical Treatment Utilization Schedule (MTUS) guidelines note an X is recommended as an option for treatment of acute or subacute radicular pain syndromes. X are not recommended for treatment of acute, subacute, or chronic low back pain in the absence of significant radicular symptoms. They are also not recommended as first- or second-line treatment in individuals with low back pain (LBP) symptoms that predominate over leg pain. They are not recommended as treatment for any chronic problem per MTUS.  

The Maximus physician consultant noted that one report stated that X.  The presence of radicular pain should be confirmed based on physical examination findings (X).  Another study reported that X.  The presence of radicular pain should be confirmed based on physical examination findings (X). 

The Maximus physician consultant indicated that in this case the records reflect low back pain but does not demonstrate findings on examination of a X.  There is no X.  There is no imaging report finding that reflects X.  Previous X is noted but the records do not reflect X. As such the medical necessity of the treatment of X is not supported. 

Therefore, the requested coverage for requested authorization and coverage for X is not medically necessary for treatment of the member’s condition. 



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 
 FORMCHECKBOX 

other Evidence based, scientifically valid, outcome

focused guidelines (provide a description)  
Page 6 of 7

