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NOTICE OF INDEPENDENT REVIEW DECISION 
 

DATE OF REVIEW: 

Aug/23/2010 
 
IRO CASE #: 

 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 

Physical Therapy 3 x Wk x 4Wks Cervical Spine 97530 97110 97140 

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

MD, Board certified in Physical Medicine and Rehabilitation 
 
REVIEW OUTCOME: 

Upon independent review, the reviewer finds that the previous adverse 
determination/adverse determinations should be: 
[ X ] Upheld (Agree) 
[  ] Overturned (Disagree) 
[  ] Partially Overturned (Agree in part/Disagree in part) 

 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 

Workers’ Comp Services, 6/1/10, 6/29/10 
Imaging 10/21/08 
Pain Management 5/11/10 to 5/25/10 
Solutions 5/12/10, 11/30/09 
Occupational Health Systems 12/8/09 
7/15/09, 6/29/09 
ODG Physical Therapy Guidelines, Neck and Upper Back Chapter 

 
PATIENT CLINICAL HISTORY SUMMARY 

This employee has a date of birth of xx/xx/xx. He was working and under a motor home and 
hit his head on a jack on 10/11/2008. Initial imaging studies showed no acute findings. An 
MRI showed C4/5 C5/6 C6/7 HNP consistent with an underlying chronic degenerative 
process. EMG showed a C6 chronic radiculopathy. He was seen by Dr. for a Designated 
Doctor exam and given a 0% impairment rating. Manual muscle testing revealed no deficits. 
He has tried Lyrica and Hydrocodone and a sleep medication. As of 4/9/2010 he was taking 
Ultracet and Ultram. He has a history of rotator cuff repair. He has had 12 visits of PT. 

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

This employee was diagnosed with a cervical strain. Records indicate it was a temporary 
exacerbation of an underlying degenerative condition of the spine. The ODG recommended 
treatment of a cervical strain is physical therapy. According to the records, this patient has 
already had the recommended number of visits for a strain per the ODG. The notes in this 
case do not support further therapy for this individual. Upon independent review, the 
reviewer finds that the previous adverse determination/adverse determinations should be 
upheld and that medical necessity does not exist for Physical Therapy 3 x Wk x 4Wks 
Cervical Spine 97530 97110 97140. 
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A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL 
BASIS USED TO MAKE THE DECISION 

 
[  ] ACOEM-AMERICA 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) 


