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Speciatty taependent Review OTgariZzation
Notice of Independent Review Decision

DATE OF REVIEW: 8/26/08
IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE
The requested service is a bone scan (three phase) of the ankle.

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

DECISION

The reviewer is a board certified orthopedic surgeon with greater than 15
years of experience.

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)

The reviewer disagrees with the previous adverse determination in all its parts.
We did not receive a copy of the ODG Guidelines from Carrier/URA.

PATIENT CLINICAL HISTORY [SUMMARY]:

This review is regarding a male patient who suffered an injury to the ankle in
xx/xx. He has had persistent pain, neuritis, neuropathy and tarsal tunnel
syndrome. He was initially diagnosed with a sprain which was updated to an
ankle instability syndrome. Other clinical info was not provided by any party to
the dispute.

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

The ODG’s indicate the following are indications for a bone scan:

0 Tumor (suspected neoplastic conditions of the lower extremity)
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0 Stress fractures in chronic cases (occult fractures, especially stress
fractures, may not be visible on initial x-ray; a follow-up radiograph and/or bone
scan may be required to make the diagnosis)

0 Infection (99MTechnecium diphosphonate uptake reflects osteoblastic
activity and may be useful in metastatic/primary bone tumors, stress fractures,
osteomyelitis, and inflammatory lesions, but cannot distinguish between these
entities.)

0 Reflex sympathetic dystrophy/complex regional pain syndrome/CRPS-I (if
plain films are not diagnostic)

In this case the reviewer indicates that it is reasonable to evaluate this patient for
a stress fracture. Therefore, the procedure is medically necessary.

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR
OTHER CLINICAIL 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

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

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