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DATE OF REVIEW:  02.05.08 
 

IRO CASE #: 
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
 

Modalities offered in chiropractic office to include:  decompression; electrical stimulation; myofascial release 
and therapeutic exercise 

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

 

This case was reviewed by a Texas licensed DC, specializing in Chiropractic.  The physician advisor has the 
following additional qualifications, if applicable: 

 
 

TX DWC ADL 
 

REVIEW OUTCOME: 
 

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

 

Upheld 

 
Health Care Service(s) 

in Dispute CPT Codes Date of Service(s) Outcome of 
Independent Review 

Modalities offered in 
chiropractic office to 
include: 
decompression; 

electrical stimulation; 
myofascial release and 
therapeutic exercise 

 - Upheld 

 

INFORMATION PROVIDED TO THE IRO FOR REVIEW: 
 
 

No Document Type Provider or Sender Page 
Count 

Service 
Start Date 

Service 
End Date 
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knee 

 
Associates 
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2 Diagnostic 

testing - spine 

 

Associates 
 

2   

3 Office visit  2 120307 121307 
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Center  
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PATIENT CLINICAL HISTORY [SUMMARY]: 
 

 
At your request I have reviewed the available medical records pertaining to the above-captioned 
claimant, at which time an IRO was performed for medical necessity for additional physical therapy. 
There were ( 25 ) pages in this report. Based on the documentation provided including the lack of 
objective and lack of subjective findings, this request is not medically reasonable and necessary. 
History: According to the limited records, the claimant injured her lower back and left knee . 
Apparently, the claimant underwent 18 sessions of physical therapy prior to changing doctors to Dr. 
Dr. has treated the claimant since 12-17-07 with manipulation, EMS, traction and exercises. The 
claimant has had an MRI in the lumbar spine indicating a possible S1 nerve encroachment within the 
lateral recess. An MRI of the left knee was performed indicating a Bakers Cyst, and other minor 
changes. EMG/NCV of the lower extremitieis indicate an S1 radiculopathy on the left. The claimant 
has undergone 1 ESI with good results for 2 days after the injection. A recommendation for a 2nd 

ESI has been made by the pain specialist. Dr. is requesting condinted passive and active therapies 
at a frequency of 3 times a week for 5 weeks. 

 
 

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

 

Therefore, due to the facts in this case, the claimant has already superseded the guides with active and 
passive therapies to her lumbar spine without any significant therapeutic long lasting benefit and/or results, 
and continued therapy further above the guidelines as requested by Dr. is not supported by the guides and 
is not considered medically necessary and/or reasonable. The case is upheld. 

 
 

 
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 therapists 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)] 
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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) Without 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 ESIs, 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 
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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 

 
Recommended. There is strong evidence that exercise reduces disability duration in employees with low 
back pain. In acute back pain, exercise therapy may be effective, whereas in subacute back pain, exercises 
with a graded activity program, and in chronic back pain, intensive exercising, should be recommended. 
Exercise programs aimed at improving general endurance (aerobic fitness) and muscular strength 
(especially of the back and abdomen) have been shown to benefit patients with acute low back problems. 
So far, it appears that the key to success in the treatment of LBP is physical activity in any form, rather than 
through any specific activity. One of the problems with exercise, however, is that it is seldom defined in 
various research studies and its efficacy is seldom reported in any change in status, other than subjective 
complaints. If exercise is prescribed a therapeutic tool, some documentation of progress should be 
expected. While a home exercise program is of course recommended, more elaborate personal care where 
outcomes are not monitored by a health professional, such as gym memberships or advanced home 
exercise equipment, may not be covered under this guideline, although temporary transitional exercise 
programs may be appropriate for patients who need more supervision. (van Tulder-Cochrane, 2000) (van 
Tulder, 2000) (McLain, 1999) (Philadelphia Panel, 2001) (Mannion, 2001) (Burns, 2001) (Linton, 2001) 
(Pengel, 2002) (Schonstein, 2003) (Storheim, 2003) (Keller, 2004) (Staal, 2004) (Tveito, 2004) (Kool, 2004) 
(Liddle, 2004) (Oleske, 2004) (Rainville, 2004) (van Poppel, 2004) (Maher, 2004) (Koes, 2004) (Hurwitz, 
2005) (Bruce, 2005) (Wright, 2005) (Mayer, 2005) A recent meta-analysis concluded that exercise therapy 
which consists of individually designed programs, including stretching and strengthening, and delivered with 
supervision, improves pain and function in chronic nonspecific low back pain. The study found improved 
pain scores for individually designed programs (5.4 points), supervised home exercise (6.1 points), group 
(4.8 points), and individually supervised programs (5.9 points) compared with home exercises only. High- 
dose exercise programs fared better than low-dose exercise programs (1.8 points). Interventions that 
included additional conservative care were better (5.1 points). A model including these most effective 
intervention characteristics would be expected to demonstrate important improvement in pain (18.1 points 
compared with no treatment and 13.0 points compared with other conservative treatment) and small 
improvement in function (5.5 points compared with no treatment and 2.7 points compared with other 
conservative treatment). (Hayden, 2005) (Hayden2, 2005) One recent trial found that the best exercise 
program required that patients continue therapeutic activities even if their pain increased, as opposed to 
stopping activities due to pain, which supports the hypothesis that fear of pain may be more disabling than 
pain itself. When pain intensity is used to determine the intensity of the exercises, it may lead to restrictive 
recommendations regarding activity and work, and it seems to increase behaviors such as taking pain- 
killers, seeking health care, stopping work, limping, guarding, and talking about pain. (Kool, 2005) After back 
surgery, there is strong evidence for intensive exercise programs for functional status and faster return to 
work and there is no evidence they increase the re-operation rate. (Ostelo-Cochrane, 2002) Multiple studies 
have shown that patients with a high level of fear-avoidance do much better in a supervised 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 
supervised exercise. (Fritz, 2001) (Fritz, 2002) (George, 2003) (Klaber, 2004) (Hicks, 2005) A spinal 
stabilization program (exercises that emphasize strengthening of various muscles supporting the spine) is 
more effective than standard physical therapy sessions in which no exercises are prescribed. Manual 
therapy may be appropriate as a pain reducing modality, but it should not be used as an isolated modality 
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because it does not reduce disability. (The only abnormality that is present in all back problems is lumbar 
extensor weakness.) (Goldby-Spine, 2006) A recent trial concluded that active physical treatment, cognitive- 

behavioral treatment, and the two combined each resulted in equally significant improvement, much better 
compared to no treatment. (The cognitive treatment focused on encouraging increased physical activity.) 
(Smeets, 2006) A recently published well respected international guideline, the “European Guidelines,” 
recommend supervised exercise therapy as a first-line treatment in the management of chronic low back 
pain. The use of a cognitive-behavioural approach, in which graded exercises are performed, using exercise 
quotas, is advised. Group exercise is an attractive option for treating large numbers of patients at low cost. 
They do not give recommendations on the specific type of exercise to be undertaken (strengthening/muscle 
conditioning, aerobic, McKenzie, flexion exercises, etc.) because that may be best determined by the 
exercise-preferences of both the patient and therapist. Exercise and prevention: Physical exercise is 
recommended in the prevention of LBP, for prevention of recurrence of LBP and for prevention of recurrence 
of sick leave due to LBP. There is insufficient evidence to recommend for or against any specific type or 
intensity of exercise. (Airaksinen, 2006) (Kaapa, 2006) Better symptom relief is achieved with directional 
preference exercise. (Long, 2004) This study found no effect of nonspecific physical exercise on recovery 
from LBP in men and women, but the exercises measured were not specific back strengthening or stretching 
exercises. (Mortimer, 2006) See also related topics: Aerobic exercise;  Lumbar extension exercise 
equipment;  McKenzie method; Physical therapy (PT); Return to work;  Stretching; & Yoga. 

 
Not recommended using powered traction devices, but home-based patient controlled gravity traction may 
be a noninvasive conservative option, if used as an adjunct to a program of evidence-based conservative 
care to achieve functional restoration. As a sole treatment, traction has not been proved effective for lasting 
relief in the treatment of low back pain. Traction is the use of force that separates the joint surfaces and 
elongates the surrounding soft tissues. (Beurskens, 1997) (Tulder, 2002) (van der Heijden, 1995) (van 
Tulder, 2000) (Borman, 2003) (Assendelft-Cochrane, 2004) (Harte, 2003) (Clarke, 2006) (Clarke, 2007) 
(Chou, 2007) The evidence suggests that any form of traction may not be effective. Neither continuous nor 
intermittent traction by itself was more effective in improving pain, disability or work absence than placebo, 
sham or other treatments for patients with a mixed duration of LBP, with or without sciatica. There was 
moderate evidence that autotraction (patient controlled) was more effective than mechanical traction 
(motorized pulley) for global improvement in this population. (Clarke-Cochrane, 2005) Traction has not been 
shown to improve symptoms for patients with or without sciatica. (Kinkade, 2007) The evidence is moderate 
for home based patient controlled traction compared to placebo. (Clarke, 2007) See also  Powered traction 
devices;  Vertebral axial decompression (VAX-D); & and Orthrotrac vest. 

 

 
 
 
 

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL BASIS 
USED TO MAKE THE DECISION: 

 

ODG: 
 

lower back, procedural summary, physcial therapy, exercise, traction 

http://www.odg-twc.com/odgtwc/low_back.htm#Goldby
http://www.odg-twc.com/odgtwc/low_back.htm#Smeets
http://www.odg-twc.com/odgtwc/low_back.htm#Airaksinen2
http://www.odg-twc.com/odgtwc/low_back.htm#Kaapa
http://www.odg-twc.com/odgtwc/low_back.htm#Long
http://www.odg-twc.com/odgtwc/low_back.htm#Mortimer
http://www.odg-twc.com/odgtwc/low_back.htm#Aerobicexercise
http://www.odg-twc.com/odgtwc/low_back.htm#Lumbarextensionexerciseequipment
http://www.odg-twc.com/odgtwc/low_back.htm#Lumbarextensionexerciseequipment
http://www.odg-twc.com/odgtwc/low_back.htm#McKenziemethod
http://www.odg-twc.com/odgtwc/low_back.htm#Physicaltherapy
http://www.odg-twc.com/odgtwc/low_back.htm#Returntowork
http://www.odg-twc.com/odgtwc/low_back.htm#Stretching
http://www.odg-twc.com/odgtwc/low_back.htm#Yoga
http://www.odg-twc.com/odgtwc/low_back.htm#Conservativecare
http://www.odg-twc.com/odgtwc/low_back.htm#Conservativecare
http://www.odg-twc.com/odgtwc/low_back.htm#Conservativecare
http://www.odg-twc.com/odgtwc/low_back.htm#Functionalimprovementmeasures
http://www.odg-twc.com/odgtwc/low_back.htm#Beurskens
http://www.odg-twc.com/odgtwc/low_back.htm#Tulder2
http://www.odg-twc.com/odgtwc/low_back.htm#vanderHeijden
http://www.odg-twc.com/odgtwc/low_back.htm#vanTulder9
http://www.odg-twc.com/odgtwc/low_back.htm#vanTulder9
http://www.odg-twc.com/odgtwc/low_back.htm#vanTulder9
http://www.odg-twc.com/odgtwc/low_back.htm#Borman
http://www.odg-twc.com/odgtwc/low_back.htm#Assendelft
http://www.odg-twc.com/odgtwc/low_back.htm#Harte
http://www.odg-twc.com/odgtwc/low_back.htm#Clarke2
http://www.odg-twc.com/odgtwc/low_back.htm#Clarke3
http://www.odg-twc.com/odgtwc/low_back.htm#Chou
http://www.odg-twc.com/odgtwc/low_back.htm#Clarke
http://www.odg-twc.com/odgtwc/low_back.htm#Kinkade
http://www.odg-twc.com/odgtwc/low_back.htm#Clarke3
http://www.odg-twc.com/odgtwc/low_back.htm#Poweredtractiondevices
http://www.odg-twc.com/odgtwc/low_back.htm#Poweredtractiondevices
http://www.odg-twc.com/odgtwc/low_back.htm#Poweredtractiondevices
http://www.odg-twc.com/odgtwc/low_back.htm#Vertebralaxialdecompression
http://www.odg-twc.com/odgtwc/low_back.htm#Orthotracvest


 


