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Sent to the Following
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 Overtuned (Agree in part/Disagree in part)
☐ Upheld (Agree)
Provide a description of the review outcome that clearly states whether medical necessity exists for each of the health care services in dispute

 INFORMATION PROVIDED TO THE IRO FOR REVIEW: • X
PATIENT CLINICAL HISTORY [SUMMARY]: X is a X who was injured on X. The pain began acutely on X when X picked up a X while X was working as a X. X felt sudden tightness in X back. The diagnosis was lumbar radiculopathy.

On X, X was evaluated by X, PA-C / X, MD for low back pain. Since the initial visit, X pain was improved X on X. The right low back pain was improved more than the left. The right greater than left leg pain had improved. VAS was X. X complained of pain in the low back and leg, right worse than left. The pain began acutely on X when X picked up a X while X was working as a X. X felt sudden tightness in X back. X stated X had not been cleared to go back to work. The severity of pain was X. The timing of the pain was constant but varied in intensity. The pain radiated into the right than left glute and posterolateral thigh. The pain was described on a verbal descriptor scale as sharp and achy. It was aggravated by prolonged sitting, lifting, and bending forward. It was improved by heat. It was associated with numbness/tingling, but no focal weakness, gait dysfunction, bladder or bowel dysfunction, saddle anesthesia. Lumbar spine examination revealed tender bilateral lower lumbar paraspinal musculature. Range of motion was painful and limited with flexion, less painful with extension, extension with rotation bilaterally, and there was difficulty turning over on the table (prior). Bilateral hip and pelvis examination (prior) revealed X. It was noted that X history, physical examination, and ancillary findings were consistent with chronic low back pain with right greater than left radicular leg pain. Lumbar MRI was with X. There were no neurologic deficits appreciated on examination that day; however, X pain was significantly affecting X quality of life and ability to function. X had X. It was noted that X reported that the X. Bending, twisting, as well as rolling in bed continued to cause greatest pain. However, X continued to have pain and would like to proceed with X. Proper use of ice and heat in addition to X exercise program was discussed. X had already had X. X had not been cleared to go back to work as a X.

An MRI of the lumbar spine dated X revealed at X. More specifically, at X. At X.

Treatment to date included X.

Per a utilization review adverse determination letter dated X and a peer review by X, MD, dated X, the request for X was denied. Rationale: “The ODG supports the use of X. This patient had previous X. However, the documentation did not indicate benefit lasting greater than X to X weeks. Furthermore, the examination noted X. As such, this request is not certified.”

Per a reconsideration review adverse determination letter dated X, and a peer review dated X by X, MD, the appeal request for X was denied. Rationale: “The request is not medically necessary. Regarding Appeal X, ODG by MCG (www.mcg.com/odg) states, "X." "Failure to respond to >= X weeks of conservative care, as indicated by ALL of the following X. X." ODG by MCG (www.mcg.com/odg) states, "X. Pain or deterioration in function since X." Per the X denial: "ODG supports the use of X. This patient had X. However, the documentation did not indicate benefit lasting greater than X to X weeks. Furthermore, the examination noted X. As such, this request is not certified." Within the documentation provided for review, the claimant has chronic lower back pain. The claimant underwent a X. However, there is still no documentation of at least X improvement in pain and function for at least X weeks to support a repeat procedure. Therefore, the Appeal X is not medically necessary.

Thoroughly reviewed provided records including peer reviews.

Provider document’s patients X pain relief and appears to have lasted for >X months per ODG criteria cited by both peer reviews. Patient and provider now seeking a X and request is warranted X is medically necessary and 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.

Provider document’s patients X pain relief and appears to have lasted for >X months per ODG criteria cited by both peer reviews. Patient and provider now seeking a X and request is warranted. X is medically necessary and certified 
A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL BASIS USED TO MAKE THE DECISION:

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