
Applied Resolutions LLC 
An Independent Review Organization 

1124 N. Fielder Road, #179, Arlington, TX 76012 
(512) 772‐1863 (phone) 
(512) 853‐4329 (fax) 

 
 

Notice of Independent Review Decision 
 
 
DATE OF REVIEW:  September 23, 2008 
 
IRO CASE #:    
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
Right Ankle Debridement & Arthroscopy/Deltoid Lig Recon. 
 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
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)  
 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
Denial Letters 8/15/08 and 8/27/08 
Records from  : 8/6/08 and 7/18/08 
MRI 8/5/08 
OD Guidelines 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The patient suffers from chronic medial ankle pain after internal fixation of an 
ankle fracture.  MRI shows some synovitis and a calcaneal osteophyte.  A 
tibiotalar injection gave 80% pain relief.  Gross instability is not detected but the 
deltoid ligament is tender. 
 

 



ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.   
The patient has chronic ankle pain 2 years after internal fixation.  Ankle 
arthroscopy and indicated procedures are medically reasonable and necessary 
at this time.  Gross instability is not an absolute indication for deltoid debridement 
and reattachment.  Subtle instability will only show up as pain.  Therefore, the 
requested services are medically necessary.    
 
 
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) 

 
 
 


