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Notice of Independent Review Decision 
 
DATE OF REVIEW: 5/31/12 

 
IRO CASE #: 

 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
The item in dispute is the prospective medical necessity of outpatient left knee 
EUA, diagnostic arthroscopy with meniscal debridement vs. repair to include CPT 
codes 29880, 29883, 29877. 

 
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. 
The reviewer has been practicing for greater than 10 years. 

 
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 
prospective medical necessity of outpatient left knee EUA, diagnostic 
arthroscopy with meniscal debridement vs. repair to include CPT codes 29880, 
29883, 29877. 

 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
Records were received and reviewed from the following parties: Patient, 
Comprehensive and Dr.. 

 
These records consist of the following (duplicate records are only listed from one 
source):  Records reviewed from patient: 12/15/11 left knee MRI report, 12/13/11 
to 12/27/11 reports by DO, 1/12/12 to 1/26/12 office notes from xxxxxx, and 
5/4/12 denial letter. 
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xxxxxxxxx: 5/2/12 report by MD, 5/15/12 denial letter, 5/9/12 report by MD, 
DWC form 1 dated 12/12/11, 12/9/11 report from xxxxxxxxxxxx, 
3/13/12 PLN 11 form, 4/27/12 clinic note from xxxxxxxxxx (xxxxx), 3/2/12 peer 
review report, handwritten progress notes of 2/10/12 and 2/22/11, 1/26/12 office 
note by MD, 1/4/12 initial eval by, PT, ED notes from xxxxx dated 
12/9/11 and 12/16/11, 12/12/11 notes by xxxx xxxx, and 12/9/11 left knee 
radiographic report. 
Dr. procedure schedule paperwork 4/27/12. 

 
A copy of the ODG was not provided by the Carrier or URA for this review. 

 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The patient was injured “stepping up from a step” when he felt a painful pop in 
his knee. Prior history includes knee arthroscopy in 1990 and 2008 along with an 
arthroscopic procedure in April 2011 for an intercondylar eminence fracture. Dr. 
noted joint line tenderness and a probable lateral meniscal tear and/or ACL 
injury, as noted on MRI. Dr. xxxxxx did not feel that there was a new ACL injury. 
Dr.  (on) documented recurrent pain and knee instability, along with medial joint 
and MCL tenderness, along with an essentially negative drawer test with a 
definite endpoint. A peer review in March 2, 2012 notes the injury as having been 
a knee sprain. Denial letters were reviewed. 

 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION. 
Surgical intervention is not medically indicated at this time. The injury 
mechanism, subjective and objective findings do not correlate with the MRI 
findings regarding location of pain and tenderness vs. imaging findings. 
Alternative “conservative care” treatments include prescribed and self- 
administered therapy, bracing and/or NSAIDS, which have not been documented 
to have been comprehensively tried and failed. 

 
Reference: ODG Indications for Surgery -- Meniscectomy: 
Criteria for meniscectomy or meniscus repair (Suggest 2 symptoms and 2 signs 
to avoid scopes with lower yield, e.g. pain without other symptoms, posterior joint 
line tenderness that could just signify arthritis, MRI with degenerative tear that is 
often false positive): 
1. Conservative Care: (Not required for locked/blocked knee.) Physical therapy. 
OR Medication. OR Activity modification. PLUS 
2. Subjective Clinical Findings (at least two): Joint pain. OR Swelling. OR Feeling 
of give way. OR Locking, clicking, or popping. PLUS 
3. Objective Clinical Findings (at least two): Positive McMurray's sign. OR Joint 
line tenderness. OR Effusion. OR Limited range of motion. OR Locking, clicking, 
or popping. OR Crepitus. PLUS 
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4. Imaging Clinical Findings: (Not required for locked/blocked knee.) Meniscal 
tear on MRI.  For average hospital LOS if criteria are met, see Hospital length of 
stay. 

 
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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