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Notice of Independent Review Decision

Date of the Notice of Decision: 09/23/08 (Amended 09/29/08)

DATE OF REVIEW: 09/23/08

IRO CASE #:
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE
Left total knee arthroplasty with 3-day inpatient length of stay

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR
OTHER HEAL TH 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)
DX 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 gach of the health care services in dispute.

Left total knee arthroplasty with 3-day inpatient length of stay — Overturned
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PATIENT CLINICAL HISTORY [SUMMARY]:

The patient allegedly injured his left knee on xx/xx/xx, stating he was unloading a
trailer and moving a box, and a roll of fabric struck him in his left knee. A knee
brace was prescribed as well as physical therapy. Multiple MRI's were
performed and he also underwent knee surgery on 07/27/07. His most recent
medications were noted to be Hydrocodone/APAP and Etodolac.

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

The patient is a candidate for left total knee replacement, having recently
undergone a right total knee replacement. There were findings of Grade Ill and
Grade IV chondromalacia and medial and lateral meniscus tears were treated
arthroscopically, in an appropriate fashion. The patient has severe contralateral
degenerative arthritis. The patient has failed conservative treatment, continues
to be disabled by the arthritis, and should be allowed to proceed with a total knee
replacement.

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

X] MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN
ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS

[ ] MERCY CENTER CONSENSUS CONFERENCE GUIDELINES

[ ] MILLIMAN CARE GUIDELINES
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<] 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)
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