 PROFESSIONAL
ASSOCIATES

Notice of Independent Review Decision

DATE OF REVIEW: 06/12/07

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE

Left knee ACL reconstruction and left medial menisectomy

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION

Board Certified in Orthopedic Surgery

REVIEW OUTCOME

Upon independent review the reviewer finds that the previous adverse
determination/adverse determinations should be:

[] Upheld (Agree)

X Overturned (Disagree)

[ ] Partially Overturned  (Agree in part/Disagree in part)

Provide a description of the review outcome that clearly states whether or not

medical necessity exists for each of the health care services in dispute.

INFORMATION PROVIDED TO THE IRO FOR REVIEW




Evaluations with D.O. dated 08/15/01, 09/26/01, 11/05/01, 11/26/01, 01/02/02,
08/07/06, 08/23/06, 09/29/06, 11/17/06, 02/02/07, and 05/23/07

X-rays of the left knee interpreted by Dr. dated 08/15/01

An operative report from Dr. dated 11/16/01

An MRI of the left knee interpreted by M.D. dated 08/17/06

A CT scan of the left knee interpreted by M.D. dated 11/16/06

A Designated Doctor Evaluation with M.D. dated 03/01/07

A letter of non-certification from M.D. dated 04/13/07

A letter of non-certification from M.D. dated 05/17/07

A new patient evaluation with M.D. dated 05/29/07

PATIENT CLINICAL HISTORY [SUMMARY]I:

On 08/15/01, Dr. recommended conservative treatment, an ACL knee brace, and
Vicoprofen. X-rays of the left knee revealed post ACL reconstruction changes.
On 09/26/01, Dr. ordered an MRI of the knee. On 11/05/01, Dr. recommended
reconstructive knee surgery. Left knee surgery was performed by Dr. on
11/16/01. On 01/02/02, Dr. recommended continued therapy and Vicodin. The
MRI of the left knee interpreted by Dr. on 08/17/06 revealed a likely meniscal
cyst, thinning of the ACL graft, and degenerative joint disease. A CT scan of the
left knee interpreted by Dr. on 11/16/06 revealed postoperative changes with no
evidence of tendon grafting, degenerative changes, and some osteopenia around
the knee. On 11/17/06, Dr. recommended another surgery. On 03/01/07, Dr. felt
the patient was not at Maximum Medical Improvement (MMI) and he
recommended further left knee surgery and physical therapy. On 04/13/07, Dr.
wrote a letter of non-certification for a left knee ACL reconstruction and medial
meniscectomy. On 05/17/07, Dr. also wrote a letter of non-certification for the
surgery. On 05/29/07, Dr. stated that an ACL reconstruction, which due to the
patient’s activity level that was high, would be the most appropriate treatment.
He noted he discussed the option of her trying an ACL brace before surgery, but
she desired to have surgery. He also recommended having her meniscus
addressed, as well.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE
DECISION.

The patient had a previously healed reconstruction. She was completely
asymptomatic and doing well until their work related injury, which included a
twisting injury to the knee. The patient had immediate pain and problems and
swelling. The patient then continued to have issues. Workup revealed an
attenuated or torn ACL by physical examination and MRI. This MRI also
revealed meniscal issues. These will likely need to be addressed also. Although
the patient did have a previous ACL reconstruction and had a graft in place, the
graft appeared to be clinically in good position until the work related injury. In my
opinion, this would be related to the original injury. The ODG and ACOEM, and




Workers’ Compensation Law states if a problem is significantly exacerbated or
caused by an injury, then this would be a compensable injury.

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR
OTHER CLINICAL BASIS USED TO MAKE THE DECISION:

X ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL &
ENVIRONMENTAL MEDICINE AND KNOWLEDGE BASE

[ ] AHCPR- 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 JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN
ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS

[ ] MERCY CENTER CONSENSUS CONFERENCE GUIDELINES
[ ] MILLIMAN CARE GUIDELINES

X ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT
GUIDELINES

[ ] PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR

[ ] TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE &
PRACTICE PARAMETERS

[ ] TEXAS TACADA GUIDELINES

[ ] TMF SCREENING CRITERIA MANUAL

[ ] PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE
(PROVIDE A DESCRIPTION)

[ ] OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME
FOCUSED GUIDELINES (PROVIDE A DESCRIPTION)



