
 

 
 
 

Specialty Independent Review Organization 
 

Notice of Independent Review Decision 
 
DATE OF REVIEW:  4/24/09 

 
IRO CASE #: 

 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
The service under review is 18 visits of physical therapy at a rate of 3x6 weeks. 

 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
The reviewer is a board certified physician in Physical Medicine and 
Rehabilitation who has been practicing for greater than 10 years. 

 
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) 
 
The reviewer agrees with the previous adverse determination regarding the 
number of treatments requested at this time. 

 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
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PATIENT CLINICAL HISTORY [SUMMARY]: 
This patient was injured while working in xx-xx-xx. She sustained a distal 
femoral, comminuted supracondylar fracture requiring ORIF followed by total 
knee replacement. TKR/femoral resection in October of 2008. She has 
undergone post operative physical therapy. 

 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.  The ODG indicates the following criteria for physical therapy of the 
lower extremity: 

 
Abnormality of gait (ICD9 781.2): 
16-52 visits over 8-16 weeks (Depends on source of problem) 
Fracture of neck of femur (ICD9 820): 
Post-surgical: 18 visits over 8 weeks 
Fracture of other and unspecified parts of femur (ICD9 821): 
Post-surgical: 30 visits over 12 weeks 

 
The reviewer indicates that there is documentation of 45 visits currently in the 
medical records. The highest number of PT visits available through the ODG is 
52 visits. Therefore, this request falls outside of these parameters. 

 
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 
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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) 


