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Notice of Independent Review Decision 
 
DATE OF REVIEW:  FEBRUARY 2, 2009 
 
 
IRO CASE #:    
 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
 
Non Surgical Spinal Decompression 2x/week x 3 weeks (6 units) 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER 
HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
 
Chiropractor  
AADEP Certified 
Whole Person Certified 
TWCC ADL Doctor 
Certified Electrodiagnostic Practitioner 
Clinical practice 10+ years in Chiropractic WC WH Therapy  
 
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. 
 
The reviewer finds that medical necessity does not exist for Non Surgical Spinal 
Decompression 2x/week x 3 weeks (6 units). 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
 
Adverse Determination Letters, 11/17/08, 12/11/08 
Law Firm Correspondence, 1/13/09, 1/20/09 
ODG Guidelines and Treatment Guidelines 
Spine Center, 11/4/08-1/12/09 



   

Procedure Note, 11/19/08 
Lumbar Spine, 3 Views, 9/15/09 
MRI of Lumbar Spine, 9/15/08 
MD, 9/12/08-1/6/09 
 
 
 
 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
 
The injured employee was involved in an occupational injury on xx/xx/xx. He has 
completed 12 sessions of PT. He underwent an MRI of the lumbar spine, EMG/NCV of 
the lower extremities, FCE, medication and therapy. 6 units of Non Surgical Spinal 
Decompression 2x/week x 3weeks are being requested at this time.  
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, 
FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION 
 
The injured employee currently does not meet the required guidelines for Non Surgical 
Spinal Decompression. Per ODG Non Surgical Spinal Decompression is not 
recommended for lumbar spine injuries.  The reviewer finds that medical necessity does 
not exist for Non Surgical Spinal Decompression 2x/week x 3 weeks (6 units) 
 
VERTEBROPLASTY AXIAL DECOMPRESSION (VAX-D) 
Not recommended. See Powered traction devices. A recent case series study (with no 
control) found that an 8-week course of traction using VAX-D was associated with 
improvements in pain intensity, but said that causal relationships between these 
outcomes and the intervention should not be made until further study is performed using 
randomized comparison groups. It should also be noted that this study excluded patients 
involved in litigation and those receiving workers' compensation. (Beattie, 2008) Only 
limited evidence is available to warrant the routine use of non-surgical spinal 
decompression, particularly when many other well investigated, less expensive 
alternatives are available. (Daniel, 2007) 
 
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 

 

http://www.odg-twc.com/odgtwc/low_back.htm#Poweredtractiondevices#Poweredtractiondevices
http://www.odg-twc.com/odgtwc/low_back.htm#Beattie#Beattie
http://www.odg-twc.com/odgtwc/low_back.htm#Daniel#Daniel


   

 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 (PROVIDE A DESCRIPTION) 

 


