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True Resolutions Inc. 
An Independent Review Organization 

835 E. Lamar Blvd. #394 
Arlington, TX  76011 

Fax: 214-276-1904 
 

Notice of Independent Review Decision 
 
DATE OF REVIEW:  MAY 31, 2008 

 

 
 

IRO CASE #:  
 

 
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
PT 3 X 3 

 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
Board-certified in Internal Medicine and specialized in Occupational Medicine 

 
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) 
 

 
 

INFORMATION PROVIDED TO THE IRO FOR REVIEW 
OD Guidelines 

Denial Letters 4/7/08 and 4/25/08 
PT Eval 2/29/08 
PT Notes 3/20/08 thru 4/10/08 
PT Re-Eval 3/28/08 
Medical Records from 1/11/08 thru 4/9/08 
Records from Dr. 11/9/06, Dr. 3/5/07, Dr. 4/10/07, Dr. 4/9/07, Dr. 
4/10/07, Dr. 5/21/07, Dr.  6/14/07, Dr. 7/20/07, Dr. 2/21/08, Dr.  4/11/08 
Exam Wrist 6/21/06, 4/10/07, 5/21/07 
MRI 7/13/06 
Exam Forarm 5/21/07, 6/14/07, 7/20/07, 8/15/07, 10/19/07 
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EMG/NCV 2/21/08 
CT Scan 4/11/08 

 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The claimant injured her wrist with a hyperextension mechanism inxx/xx.  Wrist 
MRI was normal. In November 2006 she underwent TFCC repair, and in April 
2007 she underwent ulnar shortening osteotomy.  After the second operation she 
underwent at least 20 sessions of physical therapy. 

 

 
 

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION. 
The Reviewer has reviewed the applicable guidelines and the peer-reviewed 
medical literature concerning physical therapy in the treatment of wrist pain.  The 
guidelines allow for fading of treatment frequency (from up to 3 visits or more per 
week to 1 or less), plus active self-directed home PT.  Although the guides do not 
specifically address the treatment after ulnar shortening osteotomy, the 
recommended length of physical therapy after various operative interventions for 
the wrist is less than 20 visits over 10-12 weeks.  The claimant has exceeded 
both of these numbers, and would be expected to be independent in a home- 
based strength/stretching program per the ODG.  It is beyond a degree of 
medical probability that the claimant will derive substantial clinical benefit from 
the proposed treatment. 

 
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 
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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) 


