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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 who has requested authorization and coverage for 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 dated X indicated that the member reported that while working as a X X was injured while performing X normal work duties at X normal capacity. It noted that the member stated that as a result of the work injury, X-sustained injuries to the; posterior neck, mid thoracic\ lumbar spine, right anterior shoulder, and right anterior knee region(s). It indicated that the member stated that X was treated for X injury. It noted that the reported injury to the posterior neck, mid thoracic, lumbar, right anterior shoulder, and right anterior knee was caused when X was at a complete X. It indicated that the member complained of pain in X posterior neck, mid thoracic, lumbar, right anterior shoulder, and right anterior knee and X reports difficulty with bending, pushing/ pulling, sitting, and standing. It noted that the member is taking medication as needed and has completed X. It indicated that the member reported that the cervical region has pain and stiffness and is worse with moving the neck and quick movements. It noted that the neck pain radiates to the right wrist constantly. It indicated that the mid back is painful and tight constantly and it is painful to lift over X to X pounds (lbs.). It noted that the lower back is tight, painful and achy and walking makes it worse. It indicated that the right knee has a constant ache when walking.
Analysis and Explanation of the DECISION INCLUDE clinical basis, Findings and Conclusions Used to Support the Decision.  

The Maximus physician consultant noted that this X was being treated for a X. The member presented with posterior neck, mid thoracic, lumbar, right anterior shoulder, and right anterior knee region injuries from date of injury of X. There was pain and the member noted difficulty with bending, pushing/pulling, sitting, and standing. The member has cervical pain and stiffness that is worse with moving the neck and quick movements. The neck pain would radiate to the right wrist constantly. The examination (exam) revealed X. The cervical motion was X. There is moderate tenderness over the cervical region. X was palpated in the cervical musculature. Myospasms were palpated in the cervical musculature. Cervical distraction testing was X. The strength and sensation were intact in the bilateral upper extremities. X-rays of the cervical spine had impressions of X. 

The Maximus physician consultant indicated that the lower back pain was tight, painful, and achy. There was pain in the lower back with laying down. The lumbar exam revealed moderate tenderness and hypertonicity was also noted in the lumbar musculature. The range of motion was restricted in some planes. Kemp’s and Yeoman’s testing were X. Patrick/flexion, abduction, external rotation (FABER) testing was X. Strength and sensation were intact. X-rays of the lumbar spine had impressions of X.

The Maximus physician consultant noted that however, detailed documentation regarding a trial and failure of recent, reasonable, comprehensive, less invasive conservative care measures was not evident. Additionally, the member did not have documentation of X. The member did note pain that was subacute and/or chronic in the neck. However, the pain was not noted to interfere with daily function. There was no indication that the member was being considered for any invasive procedures, and X did not have persistent symptoms that failed non-operative treatment. X-rays were X. X was not corroborated as there was clearly intact strength, sensation, and deep tendon reflexes on the exam. X was not corroborated as there was no indication of fecal incontinence, gait abnormality, lower extremity reflexes being diminished, significant and/or progressive sensory or motor deficits, spasticity, or urinary urgency. X was not suspected by the noted X x-rays. There was no compelling rationale presented or extenuating circumstances noted to support the medical necessity of this request as an exception to guidelines.

Therefore, the requested X is not medically necessary for the 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:  

Neck And Upper Back. Cervical Spine MRI. Low Back. Lumbar Spine MRI
 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)  
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