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 Notice of Independent Review Decision 
 

REVIEWER’S REPORT 
  

Date notice sent to all parties:  October 22, 2012 
 
IRO CASE #:   
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Additional twelve (12) post-operative physical therapy sessions for the right knee, outpatient 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
M.D., licensed in the State of Texas, board certified in the specialty of Physical Medicine and Rehabilitation, 
in active practice for greater than 40 years 
 
 
 
 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)  
  

Primary 
Diagnosis 
Code 

Service 
Being 
Denied  

Bil l ing 
Modifier 
 

Type of 
Review  
 
 

Units  Date(s) of 
Service 
 

Amount 
Billed  

Date of 
Injury 

DWC 
Claim #  

Upheld 
Overturn 

716.16 97110  Prosp.      Upheld 
 97112  Prosp.      Upheld 
 97140  Prosp.      Upheld 

 
INFORMATION PROVIDED TO THE IRO FOR REVIEW: 

1. TDI case assignment. 
2. Letters of denial 08/31/12 & 09/22/12, including criteria used in the denial. 
3. Treating doctor’s PT Progress Note 08/24/12; Request for Reconsideration 09/14/12; and, 

correspondence to IRI 10/03/12. 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The information provided indicates an original date of injury to the right knee.  The claimant has recently 
undergone a right total knee arthroplasty.  He has received appropriate ODG physical therapy following the 
total knee arthroplasty of twelve treatment sessions.  Additional physical therapy in the absence of 
demonstrated objective improvement is not supported by the ODG.  Over the course of the twelve physical 
therapy sessions postoperatively, he showed minimal gain in range of motion of the postoperative knee.   
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ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS, AND 
CONCLUSIONS USED TO SUPPORT THE DECISION:   
The review of the medical information indicates the claimant has had appropriate post surgical therapy, but 
with minimal to no objective improvement in range of motion.  Further supervised physical therapy is not 
supported by the ODG.   
 
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 

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       OTHER EVIDENCE BASED, 
SCIENTIFICALLY VALID, OUTCOME 
FOCUSED GUIDELINES (Below). 
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