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NOTICE OF INDEPENDENT REVIEW DECISION 
 

 
 
DATE OF REVIEW: Dec/17/2010 
 
IRO CASE #:  
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Right Knee Total Knee Replacement 27447 
 
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 
Official Disability Guidelines 
MRI report: 09/04/09 
Operative report: 01/21/10 
Dr. Office notes; 10/28/09, 11.05/09, 02/01/10, 03/03/10, 03/11/10, 08/26/10, 11/11/10 
PT daily notes: 02/15/10-04/30/10 
Dr. Office note: 05/06/10 
Dr. Medical Evaluation: 05/18/10. 09/22/10 
X-rays AP and Lateral of right knee: 08/01/10 
Dr. Letter to Insurance: 08/05/10 
Peer Review: 11/02/10, 11/29/10  
Dr. office notes: 05/10/10 
FCE 05/24/10 
 
PATIENT CLINICAL HISTORY SUMMARY 
The claimant is a female who sustained a work related injury to her right knee on xx/xx/xx 
when she slipped and fell on her hands and knees.  The claimant underwent a diagnostic and 
surgical arthroscopy of her right knee with a partial medial and lateral meniscectomy on 
01/21/10.   Postoperatively she continued to complain of right knee pain.  The claimant was 
treated conservatively with 3 cortisone injections, with excellent relief for only two days and 
then her pain returned.  The claimant had over 2 months of physical therapy including 
stretching and strengthening exercises.  She required 4-5 hydrocodone a day for pain control, 
but after her injections only had to take 2-3 hydrocodone per day while the effect from the 
cortisone lasted. The claimant also had anti-inflammatories, which did not give her any relief.  



X-rays showed subchondral sclerosis, joint space narrowing and osteophytic lipping. On 
examination the claimant had diminished range of motion lacking 5 degrees of full extension 
and she only had 80 degrees of flexion.  Dr. recommended a total knee replacement.  This 
was noncertified in a peer review on 11/02/10 because there was no objective and clear 
documentation regarding conservative care and activity modifications such as weight loss 
and the use of a cane and x-rays did not demonstrate skyline views.   Another peer review on 
11/29/10 noncertified the knee placement as the clinical information did not provide objective 
documentation of the patient’s clinical and functional response from injections and there were 
no procedural reports submitted for review with regard to the injections.  As such, the 
appropriateness, medical necessity and anticipated benefits of the requested procedure were 
not sufficiently substantiated.  
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
It would appear that the radiographic findings in this case are relatively mild.  Failure of 
steroid injections and oral medications has been documented.  Limitation in motion has been 
documented.  However the information provided would not appear to include a body mass 
index assessment.  Absent some confirmatory data that the body mass in this case was less 
than or equal to 35, the ODG guidelines would not be satisfied for medical necessity.  The 
reviewer finds that medical necessity does not exist at this time for Right Knee Total Knee 
Replacement 27447. 
 
Official Disability Guidelines Treatment in Worker’s Comp, 15th edition, 2010 Updates. Knee 
and Leg: Total Knee Replacement 
 
ODG Indications for Surgery⎢ -- Knee arthroplasty 
 
Criteria for knee joint replacement (If only 1 compartment is affected, a unicompartmental or 
partial replacement may be considered. If 2 of the 3 compartments are affected, a total joint 
replacement is indicated.) 
 
1. Conservative Care: Medications. AND (Visco supplementation injections OR Steroid 
injection). PLUS 
 
2. Subjective Clinical Findings: Limited range of motion. AND Nighttime joint pain. AND No 
pain relief with conservative care. PLUS 
 
3. Objective Clinical Findings: Over 50 years of age AND Body Mass Index of less than 35, 
where increased BMI poses elevated risks for post-op complications. PLUS 
 
4. Imaging Clinical Findings: Osteoarthritis on: Standing x-ray. OR Arthroscopy 
 
(Washington, 2003) (Sheng, 2004) (Saleh, 2002) (Callahan, 1995) 
 
 
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) 
 


