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September 15, 2015

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: PT- 12 sessions to Left Knee

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE PROVIDERWHO
REVIEWED THE DECISION: Board Certified Physician in Physical Med and Rehab with over 16 years’ experience.

REVIEW OUTCOME:

Upon independent review, the reviewer finds that the previous adverse determination/adversedeterminations
should be:

X] upheld (Agree)

Provide a description of the review outcome that clearly states whether medical necessity exists for each of the
health care services in dispute.

PATIENT CLINICAL HISTORY [SUMMARY]:

This is a male who was injured on XX/XX/XXXX, in a fall while running to assist. According to records of last UR’s the
patient was diagnosed with a patella fracture. The patient is status post open reduction and internal fixation of the
left patella in Feb 2015, with completion of 27 sessions of physical therapy to date. A physical therapy reevaluation
on July 10, 2015 noted the patient had mild residual left stiff knee gait with left knee pain. Left knee flexion was 112
degrees and extension was 0 degrees. Flexion strength was 4/5 and extension strength was 3/5. This request is for
addition PT- 12 sessions to Left knee.

07/21/15: UR: The guidelines would support 30 visits of physical therapy over 12 week. The claimant has undergone
27 sessions of physical therapy, and the requested additional 12 visits would exceed treatment guidelines. There is
no documentation of increased function with the current physical therapy program. The claimant should be well
versed in a home exercise program. The treating physician has not described the clinical necessity for additional
formal physical therapy versus a self-directed home exercise program. The request for concurrent physical therapy
for the left knee with 12 visits is not certified.

08/19/15: Workers’ Compensation Progress note: had further physical therapy denies. His range of motion of his left
knee is still quite limited. He does not have the strengthening and exercise equipment at home that can help him
achieve a speedy recovery. | do recommend that he have more therapy approved to assist the patient in achieving a
successful recovery.

08/19/15: Personal Letter To whom it may concern:

This letter is written to document my ordeal as a plea or request for reconsideration of additional physical therapy
sessions. | understand you all are bound by guidelines, but | believe the additional sessions will benefit me with my
rehabilitation. My quadriceps and hamstring still need to get stronger as it is necessary for me to obtain a full running
program which | was never able to start and overall, to be able to function. at approximately 4:03 AM | was taken by



ambulance to the following a devastating injury to my left knee and right wrist. could testify as to how | was injured.
We were running to assist who was calling for help when | tripped on a curb and fell on the hard pavement. My left
knee had a direct trauma as well as my right wrist. At that instant due to the force of impact and great knee pain, |
knew | had fractured my knee. The ER doctors found a 2.3 cm distracted fracture of the patella with comminution
along the lateral margin of the fracture line at the inferior fragment according to report. Also there was a longitudinal
fracture line propagating through the superior fracture fragment. ER doctors failed to identify, but | later found out
that | had a complete displaced fracture on the right radius (fractured my right wrist). | was given tramadol for pain,
crutches, leg immobilizer and splint on my right wrist | was instructed to follow up with a physician and was
discharged. That Monday afternoon, | went to the a cast from elbow to wrist was placed on my right arm. discussed
the findings on medical report, x-rays and talked about surgery. Restrictions NO DUTY was imposed on me at that point
| decided to see Who was highly recommended to me by who had seen him as well. On February 12, 2015, | went to
the where | was first seen by for my right wrist fracture. | had x-rays done and had a smaller and lighter cast placed on
my right wrist. No surgery was required; | only needed for my fracture to heal on its own. Follow up appointments
were scheduled for me to see on February 19, 2015. On February 19, 2015, | saw and briefly saw as well was booked so
he referred me to stated that my knee fracture was unique, very unstable and shattered in three parts (which was
confirmed by MRI results which were done at). He also said it was one of the worst fractures anyone could get. On
February 25, 2015 performed outpatient surgery on my knee at at discharge me after being in recovery.
Approximately two months postop | begin physical therapy for my right wrist and left knee at where | reside. | was
instructed right after surgery by not to do any physical activity whatsoever except home stretch exercises
recommended by him before surgery because he wanted the patella to fuse properly as it was repaired in a very
delicate way with two screws and some wire and twine on screws in figure 8 form and there was a possibility that the
wires could come apart, therefore possibly causing for a reopen to repair again. By this time | had great difficulty
reaching the second flexion and had distinguished atrophy along with painful stiffness was strong spasms. Already
behind my recovery process, | had great difficulty reaching the 112° flexion | have today. At this time of the denial
notification | had been making great progress, had just reached another milestone with my therapy when they
introduced me to the leg press machine and the elliptical machine. | had also just mastered the stationary bicycle. I still
had painful stiffness from the scar tissue that | could not flex or power the foot pedal to make complete rotation both
forward and backward. | also began to walk on track on my own time for 45 minutes to an hour without a knee brace
when | as mentioned, | was denied the extension for physical therapy. My job requires me to kneel, to crawl, to climb
to send steps and stairs, to run decision or from sitting position. To climb scale walls, jump fences, run on or through
tough terrain at times when it is dark or in adverse weather all at a moment’s notice. | know that | have not reach my
full potential and feed more time in the strengthening program to be able to. Please take into consideration that not
every human is the same or hills the same as the other. | read the patella fracture's equals approximately 1% of all
skeletal injuries in adults and kids. Consider that | had a comminuted fracture, very unstable, shattered in three parts
and from experience a patellar fracture in recovery are much more difficult mentally and physically than an ACL. | had
ACL reconstructive surgery done on my right knee years ago. As | mentioned before, use the term "unique fracture" at
this moment | cannot function as a because my thigh and quad muscles are still weak and without proper physical
therapy | will not be able to recover as one should without obstacles. In all honesty this is by far the worst experience |
have gone through. | have had to deal with severe depression, anxiety, uncertain tea of my future. My livelihood
depends on your decision. Also known | have made great attempts to contact my doctor in in order to have his office
send you the required information substantiating my injuries so that | may be reconsidered for physical therapy. On
two occasions | travel to attempt to see him or his coordinator and have also called numerous times with no avail.
Please note that my appointment scheduled August 18, 2015 has now been rescheduled to September 4, 2015

Thank you

08/24/15: UR: This is a noncertification of an appeal of 12 physical therapy sessions. The previous noncertification
on July 20, 2015, was due to lack of increased function with current physical therapy program and lack of
documentation of necessity for continued physical therapy versus a home exercise program. The previous
noncertification is supported. Additional records included a letter of appeal and note from the clinician. The
requested physical therapy would exceed the guidelines recommended of 30 physical therapy sessions. The claimant
has undergone 27 previous physical therapy sessions to date. The claimant should do well versed in a home exercise
program. The need for specialized equipment was not explained in the records. Functional ROM was demonstrated
in the physical therapy reevaluation. There was no explanation as to why simple stretching and body weight exercise



would not result in continued improvement. The request for an appeal of 12 physical therapy sessions is not
certified.

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

Denial of an additional 12 basic PT visits is UPHELD/AGREED UPON since the request exceeds ODG recommended
number of visits and time frame for submitted diagnosis, and clinically after completion of 27 visits there is
documentation of full knee range of motion. There are deficits in strength but no submitted records documenting
continued progress over these visits.

There is notation of instruction in and compliance with a home exercise program.

There is question regarding consideration of progressing to a more functional rehabilitation program now 7 months
post-injury/surgery in order to safely return to very heavy job demands as a police officer.

Therefore, PT- 12 sessions to Left Knee is not medically necessary.

Per ODG:

Recommended. Positive limited evidence. As with any treatment, if there is no improvement after 2-3 weeks the protocol
may be modified or re-evaluated. See also specific modalities. (Philadelphia, 2001) Acute muscle strains often benefit from
daily treatment over a short period, whereas chronic injuries are usually addressed less frequently over an extended
period. It is important for the physical therapy provider to document the patient's progress so that the physician can
modify the care plan, if needed. The physical therapy prescription should include diagnosis; type, frequency, and duration
of the prescribed therapy; preferred protocols or treatments; therapeutic goals; and safety precautions (eg, joint range-of-
motion and weight-bearing limitations, and concurrent illnesses). (Rand, 2007) Controversy exists about the effectiveness
of physical therapy after arthroscopic partial meniscectomy. (Goodwin, 2003) A randomised controlled trial of the
effectiveness of water-based exercise concluded that group-based exercise in water over 1 year can produce significant
reduction in pain and improvement in physical function in adults with lower limb arthritis, and may be a useful adjunct in
the management of hip and/or knee arthritis. (Cochrane, 2005) Functional exercises after hospital discharge for total knee
arthroplasty result in a small to moderate short-term, but not long-term, benefit. In the short term physical therapy
interventions with exercises based on functional activities may be more effective after total knee arthroplasty than
traditional exercise programs, which concentrate on isometric muscle exercises and exercises to increase range of motion
in the joint. (Lowe, 2007) Supervised therapeutic exercise improves outcomes in patients who have osteoarthritis or
claudication of the knee. Compared with home exercise, supervised therapeutic exercise has been shown to improve
walking speed and distance. (Rand, 2007) A physical therapy consultation focusing on appropriate exercises may benefit
patients with OA, although this recommendation is largely based on expert opinion. The physical therapy visit may also
include advice regarding assistive devices for ambulation. (Zhang, 2008) Accelerated perioperative care and rehabilitation
intervention after hip and knee arthroplasty (including intense physical therapy and exercise) reduced mean hospital
length of stay (LOS) from 8.8 days before implementation to 4.3 days after implementation. (Larsen, 2008) In patients with
ACL injury willing to moderate activity level to avoid reinjury, initial treatment without ACL reconstruction should be
considered. All ACL-injured patients need to begin knee-specialized physical therapy early (within a week) after the ACL
injury to learn more about the injury, to lower the activity level while performing neuromuscular training to restore the
functional stability, and as far as possible avoid further giving-way or re-injuries in the same or the other knee,
irrespectively if ACL is reconstructed or not. (Neuman, 2008) Limited gains for most patients with knee OA. (Bennell, 2005)
More likely benefit for combined manual physical therapy and supervised exercise for OA. (Deyle, 2000) Many patients do
not require PT after partial meniscectomy. (Morrissey, 2006) There are short-term gains for PT after TKR. (Minns Lowe
2007) Physical therapy and patient education may be underused as treatments for knee pain, compared to the routine
prescription of palliative medication. (Mitchell, 2008) While foot orthoses are superior to flat inserts for patellofemoral
pain, they are similar to physical therapy and do not improve outcomes when added to physical therapy in the short-term
management of patellofemoral pain. (Collins, 2008) This study sought to clarify which type of postoperative rehabilitation
program patients should undergo after ACL reconstruction surgery, comparing a neuromuscular exercise rehabilitation
program with a more traditional strength-training regimen, and it showed comparable long-term primary and secondary
outcomes between the 2 groups at 12 and 24 months. On the basis of the study, the authors recommend a combined
approach of strength exercises with neuromuscular training in postoperative ACL rehabilitation programs. (Risberg, 2009)
This RCT concluded that, after primary total knee arthroplasty, an outpatient physical therapy group achieved a greater




range of knee motion than those without, but this was not statistically significant. (Mockford, 2008) Knee bracing after ACL
reconstruction appears to be largely useless, according to a systematic review. The most important rehab for ACL surgery
patients is to start physical therapy early and rigorously. Accelerated rehabilitation (starting at 3 weeks postoperatively
rather than the traditional 3 months and intended to reduce the usual 6-month time for return to activity) was considered
to be safe according to this review. The authors conclude that immediate postoperative weight-bearing, range of knee
motion from 0° to 90° of flexion, and strengthening with closed-chain exercises are likely to be safe. They also suggest that
starting eccentric quadriceps strengthening and isokinetic hamstring strengthening at week 3 after surgery may accelerate
recovery. The reviewers found promising data for home-based rehabilitation for the motivated patient, but found doubtful
support for neuromuscular training such as proprioceptive and balance training, perturbation training, and vibratory
stimulation. (Kruse, 2012) In this systematic review, strength training, Tai Chi and aerobics exercises improved balance and
falls risk in older individuals with knee OA, while water-based exercises and light treatment did not. (Mat, 2015) See
specific physical therapy modalities by name, as well as Exercise. See also Aerobic exercises; Activity restrictions; ACL injury

rehabilitation; Aquatic therapy; Barefoot walking; Cold/heat packs; Compression garments; Computerized muscle testing;
Continuous-flow cryotherapy; Continuous passive motion (CPM); Deep transverse friction massage (DTFM); Diathermy;
Durable medical equipment (DME); Education; Electrical stimulators (E-stim); Electromyographic biofeedback treatment;
Electrothermal shrinkage (for lax ACL); Flexionators (extensionators); Footwear, knee arthritis; Functional improvement
measures; Functional restoration programs (FRPs); Gait training; Game Ready™ accelerated recovery system; Gym_
memberships; Heat; Home exercise kits; Immobilization; Interferential current stimulation (ICS); lontophoresis; Joint active

systems (JAS) splints; Joint mobilization; Kinesio tape (KT); Knee brace; Low level laser therapy (LLLT); Magnet therapy;
Manipulation; Manual therapy; Massage therapy; Mechanical stretching devices (for contracture & joint stiffness); Mud_
pack therapy; Non-surgical intervention for PFPS (patellofemoral pain syndrome); Orthoses; Phonophoresis; Power
mobility devices (PMDs); Proprioception exercises; Pulsed magnetic field therapy (PMFT/PEMF); Static progressive stretch
(SPS) therapy; Strapping; Strengthening exercises; Stretching and flexibility; Tai Chi; Taping; Therapeutic knee splint
(patellofemoral pain); Traction, knee (skeletal traction treatment); Ultrasound, therapeutic; U-Step walker; Walking aids
(canes, crutches, braces, orthoses, & walkers); Work conditioning, work hardening.

Active Treatment versus Passive Modalities: See the Low Back Chapter for more information. The use of active treatment
modalities instead of passive treatments is associated with substantially better clinical outcomes. The most commonly
used active treatment modality is Therapeutic exercises (97110), but other active therapies may be recommended as well,
including Neuromuscular reeducation (97112), Manual therapy (97140), and Therapeutic activities/exercises (97530). This
systematic review concluded that PT interventions that empower patients to actively self-manage knee OA (such as
aerobic, strength, and proprioception exercise) improved outcomes the best. (Wang, 2012) The latest AAOS Guidelines for
Treatment of Osteoarthritis of The Knee, include a strong recommendation that patients with symptomatic osteoarthritis
of the knee participate in self-management programs, strengthening, low-impact aerobic exercises, and neuromuscular
education; and engage in physical activity consistent with national guidelines. (AAQS, 2013)

ODG Physical Medicine Guidelines —

Allow for fading of treatment frequency (from up to 3 visits per week to 1 or less), plus active self-directed home PT. Also
see other general guidelines that apply to all conditions under Physical Therapy in the ODG Preface.

Dislocation of knee; Tear of medial/lateral cartilage/meniscus of knee; Dislocation of patella (ICD9 836; 836.0; 836.1;
836.2; 836.3; 836.5):

Medical treatment: 9 visits over 8 weeks

Post-surgical (Meniscectomy): 12 visits over 12 weeks

Sprains and strains of knee and leg; Cruciate ligament of knee (ACL tear) (ICD9 844; 844.2):

Medical treatment: 12 visits over 8 weeks

Post-surgical (ACL repair): 24 visits over 16 weeks

Old bucket handle tear; Derangement of meniscus; Loose body in knee; Chondromalacia of patella; Tibialis tendonitis
(ICD9 717.0; 717.5; 717.6; 717.7; 726.72):

Medical treatment: 9 visits over 8 weeks

Post-surgical: 12 visits over 12 weeks

Articular cartilage disorder - chondral defects (ICD9 718.0)

Medical treatment: 9 visits over 8 weeks

Post-surgical (Chondroplasty, Microfracture, OATS): 12 visits over 12 weeks

Pain in joint; Effusion of joint (ICD9 719.0; 719.4):

9 visits over 8 weeks




Arthritis (Arthropathy, unspecified) (ICD9 716.9):

Medical treatment: 9 visits over 8 weeks
Post-injection treatment: 1-2 visits over 1 week

Post-surgical treatment, arthroplasty, knee: 24 visits over 10 weeks
Abnormality of gait (ICD9 781.2):

16-52 visits over 8-16 weeks (Depends on source of problem)
Fracture of neck of femur (ICD9 820):

Medical treatment: 18 visits over 8 weeks

Post-surgical treatment: 24 visits over 10 weeks

Fracture of other and unspecified parts of femur (ICD9 821):
Post-surgical: 30 visits over 12 weeks

Fracture of patella (ICD9 822):

Medical treatment: 10 visits over 8 weeks

Post-surgical (closed): 10 visits over 8 weeks

Post-surgical treatment (ORIF): 30 visits over 12 weeks
Fracture of tibia and fibula (ICD9 823)

Medical treatment: 12-18 visits over 8 weeks

Post-surgical treatment (ORIF): 30 visits over 12 weeks
Amputation of leg (ICD9 897):

Post-replantation surgery: 48 visits over 26 weeks
Quadriceps tendon rupture (ICD9 727.65)

Post-surgical treatment: 34 visits over 16 weeks

Patellar tendon rupture (ICD9 727.66)

Post-surgical treatment: 34 visits over 16 weeks

Work conditioning
See Work conditioning, work hardening

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 (PROVIDE A DESCRIPTION)

|:| OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME

FOCUSED GUIDELINES (PROVIDE A DESCRIPTION)



