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NOTICE OF INDEPENDENT REVIEW DECISION 
 

 
 
DATE OF REVIEW: 
Jan/06/2011 
 
 
IRO CASE #: 
 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
PT X 12 Lumbar Region  
 
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
Board Certified in Physical Medicine and Rehabilitation 
Subspecialty Board Certified in Pain Management  
Subspecialty Board Certified in Electrodiagnostic Medicine 
Residency Training PMR and ORTHOPAEDIC SURGERY 
 
 
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) 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
OD Guidelines 
Denial Letters 10/18/10 and 11/2/10 
Physician's Center 4/17/06 thru 12/7/10 
MRI 6/8/09, 6/19/06 
L-Spine 2/26/07 
Lumbar X-Ray 4/26/10 
OP Report 6/24/09 
Dr. 1/29/09 
Dr. 5/2/08 
Neuro Associates 9/30/10 
 
 



PATIENT CLINICAL HISTORY SUMMARY 
This is a man reportedly injured in xxxx. Many of the handwritten notes from the Physicians 
Center are hard to read. Ms. noted that he needed additional therapy after surgery in her 
10/13/10 letter. The 9/3/10 note from Dr. stated he was 3-1/2 months post op, but the IRO 
reviewer did not see an operative report. He had several prior studies showed multiple level 
degenerative changes in the spine with central and foraminal stenosis and spinal instability. 
He had an L2/3 fusion in 6/09 and then apparently the second procedure performed on 
6/16/10 per another reviewer. The IRO reviewer could not determine if there was any therapy 
after the second operation. The request is for 12 sessions of therapy.   
 
 
 
 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
The limited information makes it hard to be sure what has transpired. He may have had a 
second fusion in 2010 as the IRO reviewer read the note from Dr.. He remained in a brace 
prn. He was given permission to stretch. These all suggest a fusion, although the IRO 
reviewer does not know the level, the IRO reviewer suspects the lower lumbar spine. The 
therapies prior to the second operation should not count for the new treatment. It does not 
sound as if he had a myelopahty. The ODG allows 16 therapy sessions after a discectomy, 
34 over 16 weeks after a fusion, and 48 after a fusion for a myelopathy. The 12 requested 
sessions would appear to be consistent with the ODG.  
 
 
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, including assessment 
after a "six-visit clinical trial"…. 
Lumbar sprains and strains (ICD9 847.2): 
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 
Post-surgical treatment (fusion, after graft maturity): 34 visits over 
16 weeks 
Intervertebral disc disorder with myelopathy (ICD9 722.7) 
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 



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) 
 


	Post-surgical treatment (discectomy/laminectomy): 16 visits over 8 weeks
	Post-surgical treatment (fusion, after graft maturity): 34 visits over 16 weeks
	Post-surgical treatment: 48 visits over 18 weeks

