SENT VIA EMAIL OR FAX ON
Sep/22/2010

Independent Resolutions Inc.

An Independent Review Organization
835 E. Lamar Blvd. #394
Arlington, TX 76011
Phone: (817) 349-6420
Fax: (817) 549-0311
Email: rm@independentresolutions.com
NOTICE OF INDEPENDENT REVIEW DECISION

DATE OF REVIEW:
Sep/20/2010
IRO CASE #:
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:
Physical Therapy 3 X wk X 4 wks

DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE PROVIDER WHO
REVIEWED THE DECISION:
Board Certified in Orthopaedic Surgery

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
OD Guidelines

Denial Letters 8/27/10 and 97/10

Ortho 8/9/10 thru 9/7/10

MRIs 9/8/10

PATIENT CLINICAL HISTORY SUMMARY

The patient has persistent cervicalgia and pes anserine bursitis that did not respond well to 6 previous supervised
PT visits. Cervical MRI shows degenerative changes. Physical exam shows neck tenderness with normal range
of motion and no evidence of radiculopathy. Knee exam shows negative Lachman’s and medial tenderness.
There is no mention of McMurray’s testing.

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

The requesting physician’s request for PT for this patient is incomplete. The physical examination of the knee is
inadequate. A proper assessment of previous failed therapy is not included. The patient has no objective neck
findings other than subjective pain. Active neck range of motion is normal. The request does not meet ODG
criteria and is not medically reasonable of necessary.

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
[ ] INTERQUAL CRITERIA
[ X ] MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN ACCORDANCE WITH ACCEPTED
MEDICAL STANDARDS
] MERCY CENTER CONSENSUS CONFERENCE GUIDELINES
] MILLIMAN CARE GUIDELINES
X ] 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)

[
[
[
[
[
[
[

[ S — —



