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Notice of Independent Review Decision

Amendment X; Amendment X
X
IRO REVIEWER REPORT
Date: X; Amendment X; Amendment 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 is a X who was injured on X. X was involved in a motor vehicle accident (head-on collision) on X while X, X hit X head during the accident. The diagnoses were cervical herniated disc with myelopathy at X and cervical herniated disc with myelopathy at X.

On X, X was evaluated by X, MD, for X ongoing complaints. X presented with a complaint of neck pain / hand numbness. X stated X was injured at work on or about X. Since X accident. X had lost function of X hands bilaterally. The right hand was worse than the left. X had neck pain that radiated into X shoulders. X had difficulty with gripping things. X had tremors in X hands and shakes. X had numbness of X hands. X symptoms were severe. Aggravating factors included bending, lying down, sitting, and walking. This was associated with burning sensation, aching sensation, and numbness. Alleviating factors included X. Conservative treatment included X. Physical therapy did not help X symptoms. X only helped short term. On examination, weight was 276 pounds and body mass index was 43.23 kg/m2. No abnormal movements were found in the upper and lower extremities, without any evidence of X. Coordination was abnormal, with loss of hand function, right worse than left. The motor strength showed weakness of hands X. The neck pain radiated into shoulders and hands with paresthesias; numbness of hands, bilaterally. There were tremors seen in bilateral hands, resting and intention. The deep tendon reflexes were X. A X Hoffman’s sign was noted. Babinski was X - X. X was using a cane for assistance. The assessment was Brown-Sequard syndrome; herniated disc at X; herniated disc at X. It was noted X had severe X.

Per a utilization review adverse determination letter dated X by X, MD, the request for X and X to X was denied. Rationale: “Official Disability Guidelines recommend Anterior Cervical Discectomy with Arthrodesis and Instrumentation when the magnetic resonance imaging or other neuroimaging findings correlates with clinical signs and symptoms and demonstrate a condition that is amenable to surgical intervention. On X, the claimant presented with neck pain and hand numbness. Since X accident, X has lost the function of X hands bilaterally. X has neck pain that goes into X shoulders. X now has tremors in X hands and shakes. X has numbness in X hands. Prior treatments include X. On physical examination, X has weakness of bilateral hands. Neck pain radiates into shoulders and hands with paresthesia. There is numbness of the hands bilaterally. There are tremors of the hands resting and intention. Cervical MRI showed X. In this case, the imaging report submitted for review has missing pages. Furthermore, guidelines do not recommend fusion of more than X levels. There is also no documentation of a psychological screening done documenting the presence or absence of confounding issues. As such, the medical necessity has not been established for the Request for X.”

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

Per a reconsideration review adverse determination letter dated X by X, MD, the request for X was denied. Rationale: “A peer conversation occurred in this case. The requested X is not medically necessary. The submitted medical records demonstrate a discrepancy between examinations from X and X. There have been multiple denials for the same request. The treating provider confirmed that the patient has not had a more recent MRI scan. There continues to be a discrepancy in the objective examination provided. In addition, the treating provider was unable to provide any additional information regarding conservative treatment. The patient’s magnetic resonance imaging (MRI) scan was performed on X. A more recent magnetic resonance imaging (MRI) scan has not been provided for review. Given the chronicity of the patient’s injury from X, additional information is necessary to demonstrate the X. As such, the guidelines have not been met. Therefore, the requested X is non-authorized.”

In this case, the claimant’s current evaluation was concerning for possible X signs noted. However, the records did not include a current imaging report for the cervical spine. The most recent imaging report for the cervical spine was from X and is more than a X. Without an updated and current imaging report for the cervical spine demonstrating pathology at the requested levels, it is this reviewer’s opinion that medical necessity 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:
In this case, the claimant’s current evaluation was concerning for X signs noted. However, the records did not include a current imaging report for the cervical spine. The most recent imaging report for the cervical spine was from X and is more than a X. Without an updated and current imaging report for the cervical spine demonstrating pathology at the requested levels, it is this reviewer’s opinion that medical necessity 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:

☐ 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 
