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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 Overturned
Agree in part/Disagree in part
☒ Upheld
Agree
INFORMATION PROVIDED TO THE IRO FOR REVIEW: 
• X

PATIENT CLINICAL HISTORY [SUMMARY]:
 X who was injured on X. X stated while working for X, X was injured as X was at a X. The diagnosis was (X) unspecified sprain of right shoulder joint, initial encounter.

On X, X was seen by X, DC, for X ongoing complaints. X presented to office for treatment of injuries sustained in a work-related incident which occurred on X. X stated while working for X, X was injured while performing X normal work duties at X normal capacity. X stated that as a result of the work injury, X sustained injuries to the; posterior neck, mid thoracic, lumbar, right anterior shoulder, and right anterior knee region(s). X stated X presented to and was treated for X injury. X reported X suffered injury to the posterior neck, mid thoracic, lumbar, right anterior shoulder, and right anterior knee when X was at a complete stop in X bus unloading a passenger when a cart hit the bus from behind. X complained of pain in X posterior neck, mid thoracic, lumbar, right anterior shoulder, and right anterior knee and X reported difficulty with bending, pushing / pulling, sitting, and standing. X stated that X was taking medication as needed. X stated X completed 0 (zero) physical therapy sessions. X reported the cervical region had pain and stiffness and worsened with moving the neck and quick movements. The neck pain would radiate to the right wrist constantly. The mid back was painful and tight constantly. It was painful to lift over X pounds. The lower back was tight, painful and achy and walking was worse. The right shoulder had pain and tightness with raising the arm and lifting anything over X pounds. The right knee had a constant ache when walking. At the time, X reported pain at the lower back with laying down. Per the update, X reported pain in the lower back with laying down. The cervical region was stiff and tight and painful with quick movements. The thoracic region had intermittent soreness with lifting and carrying. The right shoulder was achy with pulling on the outside of the shoulder. The right knee was intermittently sore around the entire knee, especially with lifting. On examination, weight was 211 pounds, pulse was 104 beats per minutes and blood pressure was 154/91 mmHg. The right shoulder examination revealed findings X. There was mild / moderate tenderness at the posterior, superior, and lateral shoulder regions. Hawkin’s sign was positive. Cervical spine examination revealed X. Cervical distraction test was positive. X-rays of the right shoulder showed X. Active care by the means of therapeutic exercises and activities was recommended which would be accomplished utilizing passive and active range of motion and stretching exercises. An X was recommended.

Treatment to date included medications.

Per a utilization review adverse determination letter dated X by X, MD, the request for an X was denied. Rationale: “Request for X. Diagnoses include an Unspecified sprain of right shoulder joint, initial encounter. Per ODG, submitted documentation would support X. The request for X is non-authorized.”

On X, Dr. X, placed an appeal for denial of request for X.

Per a reconsideration / utilization review adverse determination letter dated X by X, MD, the request for an X was denied. Rationale: “Based upon the medical documentation presently available for review, Official Disability Guidelines would not support a medical necessity for this specific request as submitted. Specifies are not provided to indicate that there has been a previous attempt at supervised rehabilitation services as it relates to the right shoulder. There is no documentation of a significant red flag on physical examination of the right shoulder presently, support a medical necessity for this specific request as submitted. As a result, presently, per criteria set forth by the above-noted reference, medical necessity for this specific request as submitted is not established per criteria set forth by the above-noted preference.

Thoroughly reviewed provided records including peer reviews.

Noted that patient is having pain issues in multiple sites and unclear if patient has completed physical therapy course in regards to right shoulder pain specifically. Given unclear if has completed prior therapy, and without major extenuating circumstances to warrant urgent X does not appear warranted. 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 provided records including peer reviews.

Noted that patient is having pain issues in multiple sites and unclear if patient has X. Given unclear if has X does not appear warranted 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:

☐ OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES (PROVIDE A DESCRIPTION)  
☐ PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A DESCRIPTION)  
☐ TMF SCREENING CRITERIA MANUAL  
☐ TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE PARAMETERS  
☐ PRESLEY REED, THE MEDICAL DISABILITY ADVISOR  
☐ MILLIMAN CARE GUIDELINES  
☐ MERCY CENTER CONSENSUS CONFERENCE GUIDELINES  
☒ MEDICAL JUDGMENT, CLINICAL EXPERIENCE, AND EXPERTISE IN ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS
☐ INTERQUAL CRITERIA  
☐ EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW BACK PAIN  
☐ DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR GUIDELINES  
☐ AHRQ- AGENCY FOR HEALTHCARE RESEARCH & QUALITY GUIDELINES  
☒ ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES  
☐ ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL & ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE 
