
DATE OF REVIEW:  FEBRUARY 12, 2007 
 
IRO CASE #:    
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
Concurrent, Prospective, and Retrospective 97110-therapuetic exercises for dates 1/5/2007 to 
1/18/2007.  Four retrospective visits and 8 prospective visits.   
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
Licensed Healthcare Provider certified in Chiropractic Care 
 
 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)  
 
Provide a description of the review outcome that clearly states whether or not 
medical necessity exists for each of the health care services in dispute. 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
Notification of Case Assignment, Medical Records from Requestor, Respondent, and Treating 
Doctor (s), including: notes from, and notes from  
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
This patient was injured on while working as a flight attendant for.  She stated she was lifting 
some baggage and then felt some pain in her abdomen and low back. 

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

 
Based on the diagnosis given by the treating doctor, unspecified sprain/strain associated with the 
lumbar sprain/strain, the disputed services are not reasonable or necessary according to the Texas 
Spinal Treatment Guidelines §134.1001, ACOEM, the Texas Guidelines for Chiropractic Quality 
Assurance and Practice Parameters and the Official Disability Guidelines.  Sprain/ strains are a 
limiting diagnosis and a self-directed home exercise program would have been adequate after the 
initial treatment of the soft tissue injury.  It is reasonable to expect a positive outcome assessment 
after the completion of a home exercise program and continuing the home program for 
conditioning.  Therefore, the services in dispute is not reasonable or necessary. 



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 : TEXAS SPINAL TREATMENT GUIDELINES 
 

 


