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Notice of Independent Review Decision  

 
DATE OF REVIEW:  4/16/09 AMENDED 
IRO CASE #:   
Description of the Service or Services In Dispute 
1 unit x 12 sessions therapeutic exercise 97110; 1 unit x 12 sessions neuromuscular 
reeducation 97112, and 1 unit x 12 sessions of ultrasound 97035 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH 
CARE PROVIDER WHO REVIEWED THE DECISION 
Doctor of Chiropractic 
 
REVIEW OUTCOME   
Upon independent review the reviewer finds that the previous adverse determination/adverse determinations should 

be:   

Upheld     (Agree) 

X Overturned   (Disagree) 

Partially Overturned   (Agree in part/Disagree in part)  

  
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 
 
Adverse determination letters 3/30/09, 1/9/09, 3/23/09 
Job analysis report 1/9/09 
Keystroke log 1/8/09 
Records, including three exam reports, Dr.   
Request DME 12/15/08 
Diagnostic testing reports 
5 position grip report, FCE summary, ROM exam, Computer muscle testing exam 
Task lift test, Pinch exam 12/17/08 
Impairment rating 12/17/08 
ODG Guidelines  
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
  
The patient reportedly injured her wrist and was diagnosed with bilateral CTS.  12/30/08 
PPE findings recommended the patient for physical therapy. 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, 
FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION.   
 



     

I disagree with the denial of the requested therapy services.  Based on the records 
provided for this review, the patient has mild CTS.  She does not appear to be a surgical 
candidate. The patient deserves a fair trial of therapy based on both her subjective 
complaints and on the objective findings of Dr.    She continues to work, and her 
symptoms are getting worse.  She has documented weakness, pain, paresthesia and 
loss of range-of-motion in both upper extremities.  ODG guidelines recommend 3-5 
visits over 4 weeks after surgery and 1-3 visits over 3-5 weeks in non surgical cases. 
However, in this case the guideline criteria of 1-3 visits applied arbitrarily would likely be 
insufficient and unreasonable and would not provide maximum relief for this patient. The 
claimant should be placed on a program consisting of the requested 12 sessions for 
each of the 3 therapies. Coupling in-office therapy with a home-based program could be 
helpful. Monitoring during the program would show whether the treatment is beneficial 
and moving the patient in a positive direction. 

 
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) 
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