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Notice of Independent Review Decision

DATE OF REVIEW: November 13, 2008

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE
Medical necessity of physical therapy three times a week for four weeks

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER
HEALTH CARE PROVIDER WHO REVIEWED THE DECISION
Board Certified Orthopedic Surgeon

REVIEW OUTCOME

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

Xl Upheld (Agree)
[ ] Overturned (Disagree)
[] Partially Overturned (Agree in part/Disagree in part)

INFORMATION PROVIDED TO THE IRO FOR REVIEW
OD Guidelines

Office notes, Dr. 08/29/08, 10/03/08, 10/10/08

MRI, 09/??/08

, 10/16/08, 10/22/08

PATIENT CLINICAL HISTORY [SUMMARY]:

The claimant is a xx year old male injured on in an unknown manner. He presented to
Dr. on 08/29/08 for increased back pain. An MRI in 09/08 showed mild lumbar
spondylitic change and a small central herniation at L4-5. There was mild foraminal
narrowing L3-4, 4-5 and L5-S1. On 10/03/08 the claimant reported he was no better but
had no radicular signs and was given Medrol. The 10/10/08 visit was unchanged and it
was noted that the claimant was to begin therapy.

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

The request for 12 therapy sessions cannot be recommended as necessary. The
claimant is eight years post injury at this point and likely had therapy in the past that
would have provided education in a home program. In addition, the most recent




diagnosis provided by the physician is lumbago. ODG recommends 9 visits of therapy
for that diagnosis. The records do not document loss of motion, spasm or a neurological
deficit on examination that would support that the claimant is an outlier to the ODG
recommendation. The request for 12 therapy sessions cannot be recommended as
necessary.

Official Disability Guidelines Treatment in Worker's Comp 2008, Physical Therapy
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

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

[ ] DwcC- 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)

O oo d dddXoib XK O

OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME
FOCUSED GUIDELINES (PROVIDE A DESCRIPTION)



