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P&S Network, Inc.

8484 Wilshire Blvd, Suite 620, Beverly Hills, CA 90211
Ph: (323)556-0555 Fx: (323)556-0556

Notice of Independent Review Decision

DATE OF REVIEW: August 13, 2008

IRO CASE #:

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE PROVIDER
WHO REVIEWED THE DECISION:

This case was reviewed by a Chiropractor, Licensed in Texas and Board Certified. The reviewer has signed a
certification statement stating that no known conflicts of interest exist between the reviewer and the injured
employee, the injured employee's employer, the injured employee's insurance carrier, the utilization review agent
(URA), any of the treating doctors or other health care providers who provided care to the injured employee, or the
URA or insurance carrier health care providers who reviewed the case for a decision regarding medical necessity
before referral to the IRO. In addition, the reviewer has certified that the review was performed without bias for or
against any party to the dispute.

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE

97140 Manual therapy-six units UPHELD (agreed)
97110 Therapeutic activity-six units UPHELD (agreed)
97112 Neuromuscular reeducation-six units UPHELD (agreed)

REVIEW OUTCOME

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

Upheld (Agree)

INFORMATION PROVIDED TO THE IRO FOR REVIEW

OO0OO0OO0OO0OO0OO0OO0O0O0OO0OO0OO0OO

Submitted medical records were reviewed in their entirety.
Treatment guidelines were provided to the IRO.

July 18, 2008 utilization review report

July 29, 2008 utilization review report

May 13, 2008 initial medical report by, D.C.

May 13, 2008 work status report by, D.C.

May 28, 2008 letter of medical necessity from, D.C.

July 16, 2008 letter of medical necessity from, D.C.

July 14, 2008 MRI report by, M.D.

July 22, 2008 reconsideration for continuing treatment letter from, D.C.
July 28, 2008 independent medical review report by, M.D.

July 29, 2008 reconsideration for continuing treatment by, D.C.
July 29, 2008 subsequent medical report by, D.C.

PATIENT CLINICAL HISTORY [SUMMARYT:

The patient is a xx year-old male who sustained an industrial injury on xx/xx/xx while he was moving boxes. A May 13,

2008 report states that the patient reported gradually worsening pain in the area of the neck, upper back, and right shoulder.
Examination findings included positive provocative cervical spine tests, decreased cervical spine range of motion, slightly

decreased right shoulder range of motion, pain with shoulder orthopedic testing, symmetric deep tendon reflexes, normal sensory

examination, and 4/5 muscle strength in the right upper extremity. Six sessions of passive therapy and six sessions of active



therapy were recommended. Treatment would consist of manual therapy in the form of joint mobilization to the right shoulder
and cervical thoracic spine. Myofascial release would also be done to the stated diagnosed areas, in addition to interferential,
ultrasound, manipulation, and vasopneumatic compression. After completion of the passive phase protocol, the active stage will
commence consisting of six sessions by performing neuromuscular and therapeutic exercises. Neuromuscular reeducation will
be done to increase proprioception to the area by improving fine motor coordination and posture. Therapeutic exercise will also
be done utilizing weights, pulleys, and Therabands to improve strength and endurance. The patient was placed on full duty work
status.

A May 28, 2008 letter of medical necessity requested six active care rehabilitation sessions to the cervical, thoracic, and right

upper extremity. A May 27, 2008 functional capacity evaluation reportedly demonstrated deficits in the active range of motion,
motor strength, and static/dynamic positional lifts.

The patient underwent a lumbar spine MRI on July 14, 2008 with a conclusion of disc pathology at L3-4, L4-5, and L5-S1.
Specifically at L3-4, a minimal posterior 1-2 mm disc protrusion was visualized pressing on the thecal sac with no neural
foraminal narrowing. At L4-5, a posterior 2 mm disc protrusion/herniation was appreciated extending somewhat more to the right
than to the left of midline pressing on the right anterolateral thecal sac with no neural foraminal narrowing. At L5-S1, a posterior
1-2 mm disc protrusion approached, but did not contact the thecal sac and the S1 nerve roots bilaterally. No neural foraminal
narrowing is present.

The records include a July 16, 2008 letter of medical necessity which states that the patient completed passive and active
sessions, which improved range of motion, strength, and decreased pain levels. The doctor requested introducing the patient into
a more aggressive rehabilitation regimen. Ten additional sessions of active rehabilitation were requested.

On July 18, 2008, a non-certification was rendered for the request as the patient had undergone a total of 12 physical therapy
visits. Based on the limited clinical information and home exercise program, no additional physical therapy was authorized.

A reconsideration request was submitted by the treating doctor on July 22, 2008. The doctor stated that the importance of
performing heavy weighted activity with proper technique not only helps to protect the injured region from further injury, but also
helps the patient progress and improve the functional deficits. The chiropractor requested an additional six sessions.

The case was again reviewed on July 28, 2008 and a non-certification was rendered. The report states that the additional
physical therapy visits are not medically necessary and the patient would not demonstrate further improvement with additional
sessions.

A subsequent medical report was issued on July 29, 2008. The report states that the patient noted that he finished participating
in the active program and had difficulties, but he was determined to get stronger and increase his endurance. He stated that his
legs are extremely sore and the more he pushes, the weaker he feels. He stated that he feels that he has improved to the areas
of his neck and right shoulder, but is concerned with the slow progress to his lower back. He is afraid of reinjury upon lifting. He
notes sharp pain at the low back with some pain into the right leg and left leg pain has dissipated. Examination findings include
straight leg raise positive on the right at 48°, positive straight leg raise on the left at 50°, positive right Kemp's test with radiation
into the L5-S1 dermatome, slightly decreased lumbar range of motion, symmetric motor testing, positive cervical spine orthopedic
tests, positive shoulder orthopedic tests, and decreased right shoulder range of motion. The patient was advised to continue with
the current work status. Diagnoses included lumbar intervertebral disc syndrome, shoulder sprain/strain, and cervical
sprain/strain.

A July 29, 2008 reconsideration for continuing treatment letter was submitted for review. The letter reiterates that the functional
capacity evaluation revealed abnormalities indicative of trunk deconditioning and a shoulder motor deficit. The evaluation
determined that he is underneath his job classification. A reevaluation had been performed and the areas of complaint had
substantially decreased compared to the initial visit. The patient showed improvement of range of motion and increase in
strength and endurance, but he continued with motor deficits.

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

It should be noted that the initial medical record of May 13, 2008 did not include subjective complaints or objective findings
concerning the patient's lumbar spine. It should also be noted that the patient was maintained on full duty work status. The
doctor mentions the functional capacity evaluation which was conducted despite full duty work status and revealed deconditioning
of the trunk upon lumbar motor test. The patient underwent a lumbar MRI of July 2008 which did reveal positive findings, but are
impossible to confidently attribute to the current injury and are often found in asymptomatic individuals.

As noted below, the Official Disability Guidelines recommend 10 visits over eight weeks of physical therapy for the patient's
multiple body part diagnoses. He has exceeded this recommendation at this time. The records fail to document complicating
factors or severity sufficient to warrant consideration of exceeding these guidelines. Most importantly, the patient has maintained
full duty status at work. The remaining range of motion deficits and motor deficits can be adequately addressed in an
independent home exercise program.

The IRO's decision is consistent with the following guidelines:

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

__ 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

Official Disability Guidelines: Low Back

Physical therapy

Recommended. There is strong evidence that physical methods, including exercise and return to normal activities, have the best
long-term outcome in employees with low back pain. See also Exercise. Direction from physical and occupational therapy
providers can play a role in this, with the evidence supporting active therapy and not extensive use of passive modalities. The
most effective strategy may be delivering individually designed exercise programs in a supervised format (for example, home
exercises with regular therapist follow-up), encouraging adherence to achieve high dosage, and stretching and
muscle-strengthening exercises seem to be the most effective types of exercises for treating chronic low back pain. (Hayden,
2005) Studies also suggest benefit from early use of aggressive physical therapy ("sports medicine model"), training in exercises
for home use, and a functional restoration program, including intensive physical training, occupational therapy, and psychological
support. (Zigenfus, 2000) (Linz, 2002) (Cherkin-NEJM, 1998) (Rainville, 2002) Successful outcomes depend on a functional
restoration program, including intensive physical training, versus extensive use of passive modalities. (Mannion, 2001) (Jousset,
2004) (Rainville, 2004) (Airaksinen, 2006) One clinical trial found both effective, but chiropractic was slightly more favorable for
acute back pain and physical therapy for chronic cases. (Skargren, 1998) A spinal stabilization program is more effective than
standard physical therapy sessions, in which no exercises are prescribed. With regard to manual therapy, this approach may be
the most common physical therapy modality for chronic low back disorder, and it may be appropriate as a pain reducing
modality, but it should not be used as an isolated modality because it does not concomitantly reduce disability, handicap, or
improve quality of life. (Goldby-Spine, 2006) Better symptom relief is achieved with directional preference exercise. (Long, 2004)
As compared with no therapy, physical therapy (up to 20 sessions over 12 weeks) following disc herniation surgery was effective.
Because of the limited benefits of physical therapy relative to "sham" therapy (massage), it is open to question whether this
treatment acts primarily physiologically, but psychological factors may contribute substantially to the benefits observed.
(Erdogmus, 2007) See also specific physical therapy modalities, as well as Exercise; Work conditioning; Lumbar extension
exercise equipment; McKenzie method; & Stretching. [Physical therapy is the treatment of a disease or injury by the use of
therapeutic exercise and other interventions that focus on improving posture, locomotion, strength, endurance, balance,
coordination, joint mobility, flexibility, activities of daily living and alleviating pain. (BlueCross BlueShield, 2005) As for visits with
any medical provider, physical therapy treatment does not preclude an employee from being at work when not visiting the medical
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provider, although time off may be required for the visit.]

Patient Selection Criteria: Multiple studies have shown that patients with a high level of fear-avoidance do much better in a
supervised physical therapy exercise program, and patients with low fear-avoidance do better following a self-directed exercise
program. When using the Fear-Avoidance Beliefs Questionnaire (FABQ), scores greater than 34 predicted success with PT
supervised care. (Fritz, 2001) (Fritz, 2002) (George, 2003) (Klaber, 2004) (Riipinen, 2005) (Hicks, 2005) W ithout proper patient
selection, routine physical therapy may be no more effective than one session of assessment and advice from a physical
therapist. (Frost, 2004) Patients exhibiting the centralization phenomenon during lumbar range of motion testing should be treated
with the specific exercises (flexion or extension) that promote centralization of symptoms. When findings from the patient's history
or physical examination are associated with clinical instability, they should be treated with a trunk strengthening and stabilization
exercise program. (Fritz-Spine, 2003)

Post Epidural Steroid Injections: ESIs are currently recommended as a possible option for short-term treatment of radicular pain
(sciatica), defined as pain in dermatomal distribution with corroborative findings of radiculopathy. The general goal of physical
therapy during the acute/subacute phase of injury is to decrease guarding, maintain motion, and decrease pain and inflammation.
Progression of rehabilitation to a more advanced program of stabilization occurs in the maintenance phase once pain is
controlled. There is little evidence-based research that addresses the use of physical therapy post ESls, but it appears that most
randomized controlled trials have utilized an ongoing, home directed program post injection. Based on current literature, the only
need for further physical therapy treatment post ESI would be to emphasize the home exercise program, and this requirement
would generally be included in the currently suggested maximum visits for the underlying condition, or at least not require more
than 2 additional visits to reinforce the home exercise program. ESIs have been found to have limited effectiveness for treatment
of chronic pain. The claimant should continue to follow a home exercise program post injection. (Luijesterburg, 2007)
(Luijsterburg2, 2007) (Price, 2005) (Vad, 2002) (Smeal, 2004)

ODG Physical Therapy Guidelines -

Allow for fading of treatment frequency (from up to 3 or more 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.

Lumbar sprains and strains (ICD9 847.2):

10 visits over 8 weeks

Sprains and strains of unspecified parts of back (ICD9 847):

10 visits over 5 weeks

Sprains and strains of sacroiliac region (ICD9 846):

Medical treatment: 10 visits over 8 weeks

Lumbago; Backache, unspecified (ICD9 724.2; 724.5):

9 visits over 8 weeks

Intervertebral disc disorders without myelopathy (ICD9 722.1; 722.2; 722.5; 722.6; 722.8):

Medical treatment: 10 visits over 8 weeks

Post-injection treatment: 1-2 visits over 1 week

Post-surgical treatment (discectomy/laminectomy): 16 visits over 8 weeks

Post-surgical treatment (arthroplasty): 26 visits over 16 weeks

Post-surgical treatment (fusion): 34 visits over 16 weeks

Intervertebral disc disorder with myelopathy (ICD9 722.7)

Medical treatment: 10 visits over 8 weeks

Post-surgical treatment: 48 visits over 18 weeks

Spinal stenosis (ICD9 724.0):

10 visits over 8 weeks

See 722.1 for post-surgical visits

Sciatica; Thoracic/lumbosacral neuritis/radiculitis, unspecified (ICD9 724.3; 724.4):

10-12 visits over 8 weeks

See 722.1 for post-surgical visits

Curvature of spine (ICD9 737)

12 visits over 10 weeks

See 722.1 for post-surgical visits

Fracture of vertebral column without spinal cord injury (ICD9 805):

Medical treatment: 8 visits over 10 weeks

Post-surgical treatment: 34 visits over 16 weeks

Fracture of vertebral column with spinal cord injury (ICD9 806):

Medical treatment: 8 visits over 10 weeks

Post-surgical treatment: 48 visits over 18 weeks

Work conditioning (See also Procedure Summary entry):

10 visits over 8 weeks

Official Disability Guidelines: Neck and Upper Back

Physical therapy

Recommended. Low stress aerobic activities and stretching exercises can be initiated at home and supported by a physical
therapy provider, to avoid debilitation and further restriction of motion. (Rosenfeld, 2000) (Bigos, 1999) For mechanical
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disorders for the neck, therapeutic exercises have demonstrated clinically significant benefits in terms of pain, functional
restoration, and patient global assessment scales. (Philadelphia, 2001) (Colorado, 2001) (Kjellman, 1999) (Seferiadis, 2004)
Physical therapy seems to be more effective than general practitioner care on cervical range of motion at short-term follow-up.
(Scholten-Peeters, 2006) In a recent high quality study, mobilization appears to be one of the most effective non-invasive
interventions for the treatment of both pain and cervical range of motion in the acutely injured WAD patient. (Conlinl, 2005) A
recent high quality study found little difference among conservative whiplash therapies, with some advantage to an active
mobilization program with physical therapy twice weekly for 3 weeks. (Kongsted, 2007) See also specific physical therapy
modalities, as well as Exercise.

ODG Physical Therapy 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.

Cervicalgia (neck pain); Cervical spondylosis (ICD9 723.1; 721.0):

9 visits over 8 weeks

Sprains and strains of neck (ICD9 847.0):

10 visits over 8 weeks

Displacement of cervical intervertebral disc (ICD9 722.0):

Medical treatment: 10 visits over 8 weeks

Post-injection treatment: 1-2 visits over 1 week

Post-surgical treatment (discetomy/laminectomy): 16 visits over 8 weeks

Post-surgical treatment (fusion): 24 visits over 16 weeks

Degeneration of cervical intervertebral disc (ICD9 722.4):

10-12 visits over 8 weeks

See 722.0 for post-surgical visits

Brachia neuritis or radiculitis NOS (ICD9 723.4):

12 visits over 10 weeks

See 722.0 for post-surgical visits

Post Laminectomy Syndrome (ICD9 722.8):

10 visits over 6 weeks

Fracture of vertebral column without spinal cord injury (ICD9 805):

Medical treatment: 8 visits over 10 weeks

Post-surgical treatment: 34 visits over 16 weeks

Fracture of vertebral column with spinal cord injury (ICD9 806):

Medical treatment: 8 visits over 10 weeks

Post-surgical treatment: 48 visits over 18 weeks

Work conditioning (See also Procedure Summary entry):

10 visits over 8 weeks

Official Disability Guidelines: Shoulder

Physical therapy

Recommended. Positive (limited evidence). See also specific physical therapy modalities by name. Use of a home pulley system
for stretching and strengthening should be recommended. (Thomas, 2001) For rotator cuff disorders, physical therapy can
improve short-term recovery and long-term function. For rotator cuff pain with an intact tendon, a trial of 3 to 6 months of
conservative therapy is reasonable before orthopaedic referral. Patients with small tears of the rotator cuff may be referred to an
orthopaedist after 6 to 12 weeks of conservative treatment. The mainstays of treatment for instability of the glenohumeral joint are
modification of physical activity and an aggressive strengthening program. Osteoarthritis of the glenohumeral joint usually
responds to analgesics and injections into the glenohumeral joint. However, aggressive physical therapy can actually exacerbate
this condition because of a high incidence of joint incongruity. (Burbank, 2008) (Burbank2, 2008)

Impingement syndrome: For impingement syndrome significant results were found in pain reduction and isodynamic strength.
(Bang, 2000) (Verhagen-Cochrane, 2004) (Michener, 2004) Self-training may be as effective as physical therapist-supervised
rehabilitation of the shoulder in post-surgical treatment of patients treated with arthroscopic subacromial decompression.
(Anderson, 1999) A recent structured review of physical rehabilitation techniques for patients with subacromial impingement
syndrome found that therapeutic exercise was the most widely studied form of physical intervention and demonstrated short-term
and long-term effectiveness for decreasing pain and reducing functional loss. Upper quarter joint mobilizations in combination
with therapeutic exercise were more effective than exercise alone. Laser therapy is an effective single intervention when compared
with placebo treatments, but adding laser treatment to therapeutic exercise did not improve treatment efficacy. The limited data
available do not support the use of ultrasound as an effective treatment for reducing pain or functional loss. Two studies
evaluating the effectiveness of acupuncture produced equivocal results. (Sauers, 2005)

Rotator cuff: There is poor data from non-controlled open studies favouring conservative interventions for rotator cuff tears, but
this still needs to be proved. Considering these interventions are less invasive and less expensive than the surgical approach,
they could be the first choice for the rotator cuff tears, until we have better and more reliable results from clinical trials.
(Ejnisman-Cochrane, 2004)

Adhesive capsulitis: For adhesive capsulitis, injection of corticosteroid combined with a simple home exercise program is
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effective in improving shoulder pain and disability in patients. Adding supervised physical therapy provides faster improvement in
shoulder range of motion. When used alone, supervised physical therapy is of limited efficacy in the management of adhesive
capsulitis. (Carette, 2003) Physical therapy following arthrographic joint distension for adhesive capsulitis provided no additional
benefits in terms of pain, function, or quality of life but resulted in sustained greater active range of shoulder movement and
participant-perceived improvement up to 6 months. (Buchbinder, 2007) Physical modalities, such as massage, diathermy,
cutaneous laser treatment, ultrasonography, transcutaneous electrical neurostimulation (TENS) units, and biofeedback are not
supported by high quality medical studies, but they may be useful in the initial conservative treatment of acute shoulder
symptoms, depending on the experience of local physical therapy providers available for referral.

ODG Physical Therapy 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.

Rotator cuff syndrome/Impingement syndrome (ICD9 726.1; 726.12):

Medical treatment: 10 visits over 8 weeks

Post-injection treatment: 1-2 visits over 1 week

Post-surgical treatment, arthroscopic: 24 visits over 14 weeks

Post-surgical treatment, open: 30 visits over 18 weeks

Complete rupture of rotator cuff (ICD9 727.61; 727.6)

Post-surgical treatment: 40 visits over 16 weeks

Adhesive capsulitis (IC9 726.0):

Medical treatment: 16 visits over 8 weeks

Post-surgical treatment: 24 visits over 14 weeks

Dislocation of shoulder (ICD9 831):

Medical treatment: 12 visits over 12 weeks

Post-surgical treatment (Bankart): 24 visits over 14 weeks

Acromioclavicular joint dislocation (ICD9 831.04):

AC separation, type lll+: 8 visits over 8 weeks

Sprained shoulder; rotator cuff (ICD9 840; 840.4):

Medical treatment: 10 visits over 8 weeks

Post-surgical treatment (RC repair/acromioplasty): 24 visits over 14 weeks

Arthritis (Osteoarthrosis; Rheumatoid arthritis; Arthropathy, unspecified) (ICD9 714.0; 715; 715.9; 716.9)

Medical treatment: 9 visits over 8 weeks

Post-injection treatment: 1-2 visits over 1 week

Post-surgical treatment, arthroplasty, shoulder: 24 visits over 10 weeks

Brachial plexus lesions (Thoracic outlet syndrome) (ICD9 353.0):

Medical treatment: 14 visits over 6 weeks

Post-surgical treatment: 20 visits over 10 weeks

Fracture of clavicle (ICD9 810):

8 visits over 10 weeks

Fracture of humerus (ICD9 812):

Medical treatment: 18 visits over 12 weeks

Post-surgical treatment: 24 visits over 14 weeks

Work conditioning (See also Procedure Summary entry):

10 visits over 8 weeks



