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Notice of Independent Review Decision 
 
DATE OF REVIEW:  04/15/08 
 
 
IRO CASE #:    
 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
 
Physical therapy three times a week for four weeks 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
 
M.D., Board Certified Orthopedic Surgeon 
 
 REVIEW OUTCOME   
 
Upon independent review the reviewer finds that the previous adverse 
determination/adverse determinations should be:  
 

 Upheld     (Agree) 
 

 Overturned  (Disagree) 
 

 Partially Overturned   (Agree in part/Disagree in part)  
 
  
Upon independent review the reviewer finds that the requested Physical 
Therapy, 3 times a week for 4 weeks, is not medically necessary. 
 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
 
1. Adverse Determination Letters, 03/28/08 and Undated 
2. ODG Guidelines and Treatment Guidelines 
3. Therapy Referral, 03/11/08 
4. Evaluations, 03/11/08, 02/26/08, 02/15/08, 01/28/08, 01/21/08, 12/28/07, 11/20/07, 

11/06/07, 10/26/07 
5. Physical Therapy Progress Notes, 03/07/08, 03/06/08, 02/20/08, 02/14/08 
6. Initial Evaluation, 02/05/08 



    

7. EPSH Operative Report, 01/24/08 
8. History and Physical, 12/28/07 
9. MRI Scan Report, 11/05/07 
 
 
 
 
 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
 
This claimant was injured at work, date of injury xx/xx/xx. The MRI scan showed that 
there was torn posterior horn of the medial meniscus with a displaced fragment in the 
notch.  He underwent arthroscopic surgery.  However, the displaced fragment is not 
mentioned.  There is mention of degenerative tearing, in particular posteriorly.  
Postoperatively he appeared to have done well with no extensor lag.  However, as far as 
physical therapy is concerned, he was unable to come to the physical therapy 
treatments due to transportation problems, yet he is ready to return to work.  On the 
other hand, conflicting with this is an extensor lag reported by the physician.  In 
particular, and rather eloquent, I believe, is the fact that he has severe pain when he 
attempts to fully extend passively. This may represent a displaced bucket handle 
meniscal tear that is still within the notch.  In any case, there is conflicting information 
between the physical therapist and the physician’s notes.  
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.   
 
 ODG Guidelines indicate that this patient should already have sufficient treatment and 
the therapist feels that he has. Yet the physician reports the extensor lag with apparent 
block to extension. The reviewer notes that, as can occur particularly with MRI scan 
findings, there is a fragment in the notch not reported on arthroscopy, but there is still a 
retained fragment within the notch.  Furthermore, conflicting with this particular point of 
view, which would be substantiated by the physician’s records, is the physical therapist 
who states that the patient is not coming to therapy, has an aggressive home program, 
and wishes to return to work. Further therapy under these circumstances cannot be 
recommended, and the previous adverse determination is upheld. 
 



    

 
 
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 

 
 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 

 
 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) 

 
 
 
 


