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DATE OF REVIEW:  8/14/2009 
 
IRO CASE #:   
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE  
The item in dispute is the prospective medical necessity of Occupational Therapy 
3 x Wk x 3 Wks for the left middle fingers (97110, 97140, 97014, and 97018). 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION  
The reviewer is a Medical Doctor who is board certified in Orthopedic Surgery. 
This reviewer has been practicing for greater than 10 years in this specialty and 
performs this type of procedure in his office. 
 
 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 
prospective medical necessity of Occupational Therapy 3 x Wk x 3 Wks for the 
left middle fingers (97110, 97140, 97014, and 97018). 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
Records were received and reviewed from the following parties:  
Orthopaedic Surgery Group 
Health Care 
 
These records consist of the following (duplicate records are only listed from one 
source):  Records reviewed by Orthopaedic Surgery Group:  SOAP Notes – 
6/11/09-7/24/09, Office Notes – 3/13/09-7/20/09, Re-Evaluation note – 7/1/09, 
Hand/Upper Extremity Evaluation – 6/1/09. 
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Records reviewed by Care:  Denial letter – 7/9/09 & 7/23/09; Orthopaedic 
Surgery Group Pre-Authorization request – 6/3/09, 7/6/09, & 7/14/09, Therapy 
Referral/Hand Therapy Center – 5/20/09 & 6/17/09. 
 
A copy of the ODG was not provided by the Carrier or URA for this review. 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The patient is a xx year old male who injured his left middle finger when a metal 
container fell on his hand. He sustained a partial avulsion of the tip of the left 
middle finger.  It was repaired surgically on 3/6/09.  The patient complained of 
hypersensitivity and has received 12 OT visits. The patient also reports 
numbness but denies hypersensitivity as of 7/20/09 according to the office note 
by Dr.  A follow-up has been scheduled in 2 to 3 months to see if numbness goes 
away. 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.   
The patient has lost sensitivity, but OT will not return sensation. He has been 
returned to work full duty; therefore, the need for additional OT visits is not 
supported. 
 
According to the ODG -(1) As time goes by, one should see an increase in the 
active regimen of care, a decrease in the passive regimen of care, and a fading 
of treatment frequency; (2) The exclusive use of "passive care" (e.g., palliative 
modalities) is not recommended; (3) Home programs should be initiated with the 
first therapy session and must include ongoing assessments of compliance as 
well as upgrades to the program; (4) Use of self-directed home therapy will 
facilitate the fading of treatment frequency, from several visits per week at the 
initiation of therapy to much less towards the end; (5) Patients should be formally 
assessed after a "six-visit clinical trial" to see if the patient is moving in a positive 
direction, no direction, or a negative direction (prior to continuing with the 
physical therapy); & (6) When treatment duration and/or number of visits exceeds 
the guideline, exceptional factors should be noted. 
 
 
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 
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 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) 

 


