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Notice of Independent Review Decision 
 
 

DATE OF REVIEW: May 20, 2010 
 

IRO CASE #:  
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
 

Twelve sessions of Occupational Therapy of the right upper extremity to include: 97110, 97014 and 97140. 
 

A  DESCRIPTION  OF  THE  QUALIFICATIONS  FOR  EACH  PHYSICIAN  OR  OTHER  HEALTH  CARE  PROVIDER  WHO 
REVIEWED THE DECISION: 

 
AMERICAN BOARD OF ORTHOPEDIC SURGEONS 

 
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 
 
 

PATIENT CLINICAL HISTORY: 
 

I have reviewed the records of Ms..  This patient is a xxxxx who reportedly fell and sustained a fracture of her 
radial head and was immobilized in a cast for approximately three weeks.  The question arose as to whether 
the patient needed further occupational physical therapy. 



In reviewing these records, it would appear that the patient’s elbow problems have nearly resolved themselves 
in that she has really excellent motion of her elbow and very little problems. 

 
The patient has had an EMG study which reveals that she does have a mild carpal tunnel syndrome.  There is 
conflict in the records of other nerve problems, but the EMG study reveals only the mild carpal tunnel. 

 
At one point, it is mentioned that the carpal tunnel was related to the swelling in her arm, although there is 
nothing in the records to indicate that this patient had a great deal of swelling.  By the records, the patient 
really just had a chip fracture of the radial head which subsequently went on and healed. 

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

 
According to ODG Guidelines, there is no indication or need for further physical therapy or occupational 
therapy for the patient’s carpal tunnel syndrome.  The patient’s compensable injury, her elbow, really does not 
need this either. 

 
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) 
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