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IRO CASE #:   
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE  
The service under dispute includes an arthroscopic ACL repair and removal of 
the knee cap bursa. 
 
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 
and has greater than 15 years of experience in this field. 
 
 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 
proposed surgical procedures. 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
Records were received and reviewed from the following parties:   
 
These records consist of the following (duplicate records are only listed from one 
source):  IMO: 4/6/09 denial letter, patient referral form, 3/13/09 to 3/31/09 office 
notes by Med Group, left knee MRI report of 3/20/09, 4/20/09 denial letter,  and 
3/13/09 to 4/14/09 daily notes. 
 
daily notes of 3/24/09 to 5/26/09 and 3/13/09 to 5/26/09 notes. 
 
We did not receive ODG Guidelines from Carrier/URA. 
 
PATIENT CLINICAL HISTORY [SUMMARY]:  
This case involves a male injured at work when he fell about 5 feet, twisted his 
knee and had immediate onset of pain. An MRI done 3/20/09 was read as a high 



grade partial tear of his ACL and prepatellar bursal fluid collection. A request has 
been made for surgery which is denied at this point. 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.   
The reviewer opines that the patient has improved. The original requesting 
surgeon stated in the 5/26/09 note “one doubt(s) anterior cruciate injury. His knee 
is stable. He has no effusion…he is not a surgical candidate at this time…” 
 
ODG Indications for Surgery™ -- Anterior cruciate ligament (ACL) reconstruction: 
1. Conservative Care: (This step not required for acute injury with hemarthrosis.) 
Physical therapy. OR Brace. PLUS (this criterion is met) 
2. Subjective Clinical Findings: Pain alone is not an indication for surgery. 
Instability of the knee, described as "buckling or give way". OR Significant 
effusion at the time of injury. OR Description of injury indicates rotary twisting or 
hyperextension incident. PLUS (this criterion is not met) 
3. Objective Clinical Findings (in order of preference): Positive Lachman's sign. 
OR Positive pivot shift. OR (optional) Positive KT 1000 (>3-5 mm = +1, >5-7 mm 
= + 2, >7 mm = +3). PLUS (not documented) 
4. Imaging Clinical Findings: (Not required if acute effusion, hemarthrosis, and 
instability; or documented history of effusion, hemarthrosis, and instability.) 
Required for ACL disruption on: Magnetic resonance imaging (MRI). OR 
Arthroscopy OR Arthrogram. (criterion is not met) 
 
Based upon the patient not meeting all of the ODG criteria, this procedure is not 
medically necessary at this time. Therefore, this service is denied based upon 
the documentation received. 
 
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) 

 


