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NOTICE OF INDEPENDENT REVIEW DECISION

DATE OF REVIEW:
Jun/23/2010

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:
Physical Therapy 3 x 4 weeks

DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE
PROVIDER WHO REVIEWED THE DECISION:
M.D., Board Certified Orthopedic Surgeon

REVIEW OUTCOME:

Upon independent review, the reviewer finds that the previous adverse
determination/adverse determinations should be:

[ X ] Upheld (Agree)
[ ]Overturned (Disagree)
[ ] Partially Overturned (Agree in part/Disagree in part)

INFORMATION PROVIDED TO THE IRO FOR REVIEW
Office note, Dr., 04/15/10

PT note, 05/06/10

Peer review, 05/07/10, 05/13/10

Referral for Therapy, 04/15/10

Official Disability Guidelines 2010, 15th Edition

PATIENT CLINICAL HISTORY SUMMARY

The claimant is a male injured on xx/xx/xx. He had a right ankle pilon fracture that required
surgery. On 04/15/10, Dr. evaluated the claimant for his ankle pain. A CT was reported to
show irregularity of the joint of the ankle more than the subtalar joint. Degenerative changes
were noted on x-rays. Motion of the ankle was noted to be nil with pain on passive attempts.
Therapy for 12 visits was recommended but denied on peer review.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS
AND CONCLUSIONS USED TO SUPPORT THE DECISION

Physical therapy, three times a week for four weeks, is not medically necessary in this male
who has apparent posttraumatic degeneration, which is confirmed on CT scan, per Dr. noted
on 04/15/10, which showed irregularity of the joint, more at the ankle than the subtalar joint.
Therapy was requested.

It is unclear with all the previous therapy already undertaken what benefit this further therapy



will have, given an degenerative articular joint. It is unclear if brace immobilization, anti-
inflammatories or other treatment modalities have been attempted. When treatment duration
and/or number of visits exceeds the guideline, exceptional factors should be noted. These
factors are not noted in the record. For these reasons, the reviewer finds that medical
necessity does not exist at this time for Physical Therapy 3 x 4 weeks.

Official Disability Guidelines 2010, 15th Edition
Ankle and Foot- Physical Therapy and Preface

Recommended. Exercise program goals should include strength, flexibility, endurance,
coordination, and education. Patients can be advised to do early passive range-of-motion
exercises at home by a physical therapist. See also specific physical therapy modalities by
name. (Colorado, 2001) (Aldridge, 2004) This RCT supports early motion (progressing to full
weightbearing at 8 weeks from treatment) as an acceptable form of rehabilitation in both
surgically and nonsurgically treated patients with Achilles tendon ruptures. (Twaddle, 2007)

ODG Physical Therapy Guidelines —

Allow for fading of treatment frequency (from up to 3 visits per week to 1 or less), plus active
self-directed home PT. Also see other general guidelines that apply to all conditions under
Physical Therapy in the ODG Preface

Enthesopathy of ankle and tarsus (ICD9 726.7)

Medical treatment: 9 visits over 8 weeks

Post-surgical treatment: 9 visits over 8 weeks

Fracture of tibia and fibula (ICD9 823)

Medical treatment: 30 visits over 12 weeks

Post-surgical treatment (ORIF): 30 visits over 12 weeks

Fracture of ankle (ICD9 824)

Medical treatment: 12 visits over 12 weeks

Post-surgical treatment: 21 visits over 16 weeks

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-AMERICA 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
[ TINTERQUAL CRITERIA

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



ACCEPTED MEDICAL STANDARDS

[ 1MERCY CENTER CONSENSUS CONFERENCE GUIDELINES

[ 1 MILLIMAN CARE GUIDELINES

[ X] ODG-OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES
[ 1 PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR

[ 1 TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE
PARAMETERS

[ ] TEXAS TACADA GUIDELINES
[ ] TMF SCREENING CRITERIA MANUAL

[ 1 PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A
DESCRIPTION)

[ ]OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES
(PROVIDE A DESCRIPTION)



