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Notice of Independent Review Decision


Amended Date:
X
X

Review Outcome:


A description of the qualifications for each physician or other health care provider who 


reviewed the decision:


X

Description of the service or services in dispute:


X

Upon Independent review, the reviewer finds that the previous adverse determination / adverse 


determinations should be:


þ
Upheld (Agree)


o
Overturned (Disagree)


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


Information Provided to the IRO for Review:


X

Patient Clinical History (Summary)


The patient is a X whose date of injury is X. The claimant reports that a X. Note dated X indicates that subjectively, there were symptoms of pain in the posterior cervical region, mid thoracic region, lumbar region, right anterior shoulder region, and right anterior knee region. It was documented that previous treatment did not include X. Subjectively, there were symptoms of radiation of cervical pain to the right wrist. There were symptoms of tightness in the lumbar region. There were symptoms of pain and what was described as tightness in the right shoulder with attempts at raising the right upper extremity. There were symptoms of constant aching in the right knee. Subjectively, there were symptoms of stiffness in the cervical region. It was documented that past plain x-rays of the cervical spine, thoracic spine, lumbar spine, and right knee disclosed no findings worrisome for an acute bony pathological process. On physical examination cervical motion was X. There is moderate cervical tenderness to palpation. Spurling is X. Cervical distraction test is a X relief of pain. Maximum foraminal compression is X. Sensation is X. Thoracic movement is X. Straight leg raising is X. Sensation is X. Shoulder notes Apley’s scratch is X. Hawkins is X. Supraspinatus testing is X. The right knee anterior drawer is X. The posterior drawer is X. Patellar grind is X for pain. There was documentation of a comorbid medical condition/past medical history of diabetes and high blood pressure. There was a documented diagnosis of a sprain of ligaments of cervical spine, a sprain of ligaments of thoracic spine, a sprain of ligaments of lumbar spine, unspecified sprain of right shoulder joint, and a sprain of unspecified collateral ligament of right knee. Note dated X indicates that X states X completed X physical therapy visits. X reports lower back has soreness after activity. Cervical region has some stiffness a few times per week. My right shoulder has discomfort after workouts. My right knee has improved but occasional soreness. On the exam deep tendon reflexes are X. Gait is X.

Analysis and Explanation of the Decision include Clinical Basis, Findings and Conclusions used to support the decision.


Based on the clinical information provided, the request for X is not recommended as medically necessary and the previous denials are upheld. The initial request was non-certified noting that, “Per ODG, MRI is conditionally recommended for X. The claimant has a X. There is no indication the claimant is being considered for X.” Another utilization review determination notes, “Based upon the medical documentation presently available for review, Official Disability Guidelines would not support a medical necessity for this specific request as submitted. The submitted clinical documentation does not identify the presence of a specific red flag on physical examination of the right knee to presently support a medical necessity for this specific request as submitted. As a result, for the described medical situation medical necessity for this specific request as submitted is not established per criteria set forth by the above-noted reference.” There is insufficient information to support a change in determination, and the previous non-certifications are upheld. There is no comprehensive assessment of treatment completed to date or the patient's response thereto submitted for review. There is no documentation of conservative treatment including X. There do not appear to be red flag findings on physical examination. Therefore, medical necessity is not established in accordance with current evidence-based guidelines.
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A description and the source of the screening criteria or other clinical basis used to make 


the decision:


o
ACOEM-America College of Occupational and Environmental Medicine um knowledgebase


o
AHRQ-Agency for Healthcare Research and Quality Guidelines


o
DWC-Division of Workers Compensation Policies and Guidelines


o
European Guidelines for Management of Chronic Low Back Pain


o
Internal Criteria


þ
Medical Judgment, Clinical Experience, and expertise in accordance with accepted medical standards


o
Mercy Center Consensus Conference Guidelines


o
Milliman Care Guidelines


þ
ODG-Official Disability Guidelines and Treatment Guidelines


o
Pressley Reed, the Medical Disability Advisor


o
Texas Guidelines for Chiropractic Quality Assurance and Practice Parameters


o
TMF Screening Criteria Manual


o
Peer Reviewed Nationally Accepted 
Medical 
Literature
 (Provide a description)


o
Other evidence based, scientifically valid, outcome focused guidelines (Provide a description)

