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Notice of Independent Review Decision 
 
June 5, 2014 
 
IRO CASE #:   
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
 
Request: Neurobehavioral Status Examination 96116 x4hr, Neuropsychological 
Assessment 96118 x20hr  
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION: 
 
The physician performing this review is Board Certified, American Board of 
Physical Medicine & Rehabilitation. The physician is certified in pain 
management. The physician has a private practice of Physical Medicine & 
Rehabilitation, Electro Diagnostic Medicine & Pain Management in Texas. The 
physician is a member of the Texas Medical Association and the Houston 
Physical Medicine and Rehabilitation Society. The physician is licensed in Texas 
and Michigan and has been in practice for over 25 years. 
 
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 medical 
necessity exists for each of the health care services in dispute. 
 
Upon independent review, the physician finds that the previous adverse 
determination should be ~ Overturned 
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INFORMATION PROVIDED TO THE IRO FOR REVIEW: 
 
Records Received:  
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
 
This is a woman who fell as her knee collapsed. She struck her face. There were 
notes of none to 3 minutes of loss of consciousness. She reportedly had 
contusions at the time. Xrays of her head reportedly were normal. She had a CT 
scan that reportedly showed a concussion. I am not how that can be. There were 
several assessments showing minimal depression, anxiety, minimal decrements 
on the (mini) mental status exam.  She reportedly had word finding problems, 
balance issues, personality issues, coordination issues. She has a prior history of 
depression with suicide attempts.  Both did not approve the program. challenged 
this as they are not neuropsychologists. He felt a 20 hour program was necessary 
and a shorter one would not be effective.  
 
felt that testing and treatment (in one letter he described cognitive treatment) for 
her symptoms. These are in two parts, the examination and the 20 hour 
treatments 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE DECISION:   
 
First, her symptoms are now old and are apparently bothering her. The reports 
themselves are a couple of months old.  
 
From the ODG:  
 
 Neuropsychological testing is one of the cornerstones of concussion and 
traumatic brain injury evaluation and contributes significantly to both 
understanding of the injury and management of the individual…) The 
application of neuropsychological (NP) testing in concussion has been 
shown to be of clinical value and contributes significant information in 
concussion evaluation, but NP assessment should not be the sole basis of 
management decisions. 
 
Further the ODG notes that up to 20 treatment sessions (presumably an hour 
each) would be needed for the cognitive intervention.  As such, the ODG is in 
concordance and supports the request for the 20 sessions.  
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Neuropsychological 
testing 

Recommended for severe traumatic brain injury, but not for concussions unless 
symptoms persist beyond 30 days. For concussion/ mild traumatic brain injury, 
comprehensive neuropsychological/cognitive testing is not recommended 
during the first 30 days post injury, but should symptoms persist beyond 30 
days, testing would be appropriate. Neuropsychological testing should only be 
conducted with reliable and standardized tools by trained evaluators, under 
controlled conditions, and findings interpreted by trained clinicians. Moderate and 
severe TBI are often associated with objective evidence of brain injury on brain scan 
or neurological examination (e.g., neurological deficits) and objective deficits on 
neuropsychological testing, whereas these evaluations are frequently not definitive 
in persons with concussion/mTBI. There is inadequate/insufficient evidence to 
determine whether an association exists between mild TBI and neurocognitive 
deficits and long-term adverse social functioning, including unemployment, 
diminished social relationships, and decrease in the ability to live independently. 
Attention, memory, and executive functioning deficits after TBI can be improved 
using interventions emphasizing strategy training (i.e., training patients to 
compensate for residual deficits, rather than attempting to eliminate the underlying 
neurocognitive impairment) including use of assistive technology or memory aids. 
(Cifu, 2009) Neuropsychological testing is one of the cornerstones of concussion 
and traumatic brain injury evaluation and contributes significantly to both 
understanding of the injury and management of the individual. The computer-
based programs Immediate Postconcussion Assessment and Cognitive Testing 
(ImPACT), CogSport, Automated Neuropsychologi cal Assessment Metrics 
(ANAM), Sports Medicine Battery, and HeadMinder may have advantages over 
paper-and-pencil neuropsychological tests such as the McGill Abbreviated 
Concussion Evaluation (ACE) and the Standardized Assessment of Concussion 
(SAC). (Cantu, 2006) The application of neuropsychological (NP) testing in 
concussion has been shown to be of clinical value and contributes significant 
information in concussion evaluation, but NP assessment should not be the sole 
basis of management decisions. Formal NP testing is not required for all athletes, 
but when it is considered necessary, it should be performed by a trained 
neuropsychologist. Baseline NP testing is not required as an aspect of every 
assessment, but it may be helpful to add useful information to the overall 
interpretation of the tests. Persistent symptoms (>10 days) are generally reported in 
10–15% of concussions, at which point investigations may include formal 
neuropsychological testing and conventional neuroimaging to exclude structural 
pathology. (McCrory, 2013) In cases of multiple concussions/ persistent 
impairment, professional athletes should be referred for neurologic and 
neuropsychological assessment, and amateur athletes should have formal 
neurologic/ cognitive assessment and risk factor counseling. (Giza, 2013) 

http://odg-twc.com/odgtwc/head.htm#Cifu#Cifu
http://odg-twc.com/odgtwc/head.htm#Cantu#Cantu
http://odg-twc.com/odgtwc/head.htm#McCrory2013#McCrory2013
http://odg-twc.com/odgtwc/head.htm#Giza2013#Giza2013
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Cognitive therapy Recommended with restrictions below. For concussion/ mild traumatic brain 
injury, neuropsychological testing should only be conducted with reliable and 
standardized tools by trained evaluators, under controlled conditions, and 
findings interpreted by trained clinicians. Moderate and severe TBI are often 
associated with objective evidence of brain injury on brain scan or neurological 
examination (e.g., neurological deficits) and objective deficits on 
neuropsychological testing, whereas these evaluations are frequently not 
definitive in persons with concussion/mTBI. There is inadequate/insufficient 
evidence to determine whether an association exists between mild TBI and 
neurocognitive deficits and long-term adverse social functioning, including 
unemployment, diminished social relationships, and decrease in the ability to live 
independently. Attention, memory, and executive functioning deficits after TBI 
can be improved using interventions emphasizing strategy training (i.e., 
training patients to compensate for residual deficits, rather than attempting to 
eliminate the underlying neurocognitive impairment) including use of assistive 
technology or memory aids. (Cifu, 2009) Cognitive behavioral psychotherapy and 
cognitive remediation appear to diminish psychologic distress and improve 
cognitive functioning among persons with traumatic brain injury (TBI). (McDonald, 
2002), (Mittenberg, 2001) (Szymanski, 1992) (Tiersky, 2005) (Wood, 2004) The 
overall benefit of in-hospital cognitive rehabilitation for patients with moderate-to-
severe TBI was similar to that of home rehabilitation. (Salazar, 2000) For mild 
TBI, a referral for psychological services should be strongly considered three 
or more months post-injury if the individual is having difficulty coping with 
symptoms or stressors or when secondary psychological symptoms such as 
intolerance to certain types of environmental stimuli or reactive depression are 
severe. Treatment may include individual psychotherapy, marital therapy, group 
therapy, instruction in relaxation and related techniques, cognitive/behavioral 
therapy, social skills training and interventions/consultation in the community. 
(Colorado, 2005) There is a significant association between masculine role 
adherence and good outcomes among men with traumatic brain injury, but 
resistance to psychological help should still be discouraged. (Schopp, 2006) 
Psychological support services can help alleviate the distress that patients 
experience after traumatic brain injury and should be offered not only on a short-
term basis, but for up to 2 years, according to the McGill Interdisciplinary 
Prospective Study. Even patients who do not require intervention in a rehabilitation 
setting on a long-term basis should be considered for psychological support 
services. (deGuise, 2008) Patients who suffer TBI are at increased risk of 
developing a range of psychiatric disorders, and 12 months after sustaining a 
traumatic injury, 31% of patients report a psychiatric disorder. Early identification 
of emergent psychiatric disorders and prompt early interventions to prevent 
psychiatric illness might facilitate optimal recover from TBI. (Bryant, 2010) Despite 
shortcomings in the evidence supporting cognitive rehabilitation therapy (CRT) for 
individuals with traumatic brain injury (TBI), ongoing use of this therapy remains 
recommended according to the IOM. The variation among patient characteristics, 
severity of injuries, and CRT interventions has made it difficult to know how 
effective a specific CRT intervention is in the long-term recovery of a specific 
individual, but the conclusions based on the limited evidence regarding the 
effectiveness of CRT does not indicate that the effectiveness of CRT treatments are 
limited, and the limitations of the evidence do not rule out meaningful benefit. 
(IOM, 2011) See also Mindfulness therapy; Multidisciplinary community 
rehabilitation. 
ODG Psychotherapy Guidelines: 
- Up to 13-20 visits over 7-20 weeks (individual sessions), if progress is being 
made. 
(The provider should evaluate symptom improvement during the process, so 
treatment failures can be identified early and alternative treatment strategies can be 
pursued if appropriate.) 
- In cases of severe Major Depression or PTSD, up to 50 sessions if progress is 
being made. 

http://odg-twc.com/odgtwc/head.htm#Cifu#Cifu
http://odg-twc.com/odgtwc/head.htm#McDonald#McDonald
http://odg-twc.com/odgtwc/head.htm#McDonald#McDonald
http://odg-twc.com/odgtwc/head.htm#Mittenberg#Mittenberg
http://odg-twc.com/odgtwc/head.htm#Szymanski#Szymanski
http://odg-twc.com/odgtwc/head.htm#Tiersky#Tiersky
http://odg-twc.com/odgtwc/head.htm#Wood#Wood
http://odg-twc.com/odgtwc/head.htm#Salazar#Salazar
http://odg-twc.com/odgtwc/head.htm#Colorado#Colorado
http://odg-twc.com/odgtwc/head.htm#Schopp#Schopp
http://odg-twc.com/odgtwc/head.htm#deGuise#deGuise
http://odg-twc.com/odgtwc/head.htm#Bryant#Bryant
http://odg-twc.com/odgtwc/head.htm#IOM2011#IOM2011
http://odg-twc.com/odgtwc/head.htm#Mindfulnesstherapy#Mindfulnesstherapy
http://odg-twc.com/odgtwc/head.htm#Multidisciplinarycommunityrehabilitation#Multidisciplinarycommunityrehabilitation
http://odg-twc.com/odgtwc/head.htm#Multidisciplinarycommunityrehabilitation#Multidisciplinarycommunityrehabilitation


  
25 Highland Park Village #100-177 Dallas TX 75205 

Phone: 888-950-4333 Fax: 888-9504-4443 
 

ODG Psychotherapy Guidelines: 
- Up to 13-20 visits over 7-20 weeks (individual sessions), if progress is being made. 
(The provider should evaluate symptom improvement during the process, so treatment failures can be 
identified early and alternative treatment strategies can be pursued if appropriate.) 
- In cases of severe Major Depression or PTSD, up to 50 sessions if progress is being made. 
 
 
The abbreviation mtbi refers to “minor” or post concussion tbi. 
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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 

 
 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) 
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	Cognitive therapy
	Recommended with restrictions below. For concussion/ mild traumatic brain injury, neuropsychological testing should only be conducted with reliable and standardized tools by trained evaluators, under controlled conditions, and findings interpreted by trained clinicians. Moderate and severe TBI are often associated with objective evidence of brain injury on brain scan or neurological examination (e.g., neurological deficits) and objective deficits on neuropsychological testing, whereas these evaluations are frequently not definitive in persons with concussion/mTBI. There is inadequate/insufficient evidence to determine whether an association exists between mild TBI and neurocognitive deficits and long-term adverse social functioning, including unemployment, diminished social relationships, and decrease in the ability to live independently. Attention, memory, and executive functioning deficits after TBI can be improved using interventions emphasizing strategy training (i.e., training patients to compensate for residual deficits, rather than attempting to eliminate the underlying neurocognitive impairment) including use of assistive technology or memory aids. (Cifu, 2009) Cognitive behavioral psychotherapy and cognitive remediation appear to diminish psychologic distress and improve cognitive functioning among persons with traumatic brain injury (TBI). (McDonald, 2002), (Mittenberg, 2001) (Szymanski, 1992) (Tiersky, 2005) (Wood, 2004) The overall benefit of in-hospital cognitive rehabilitation for patients with moderate-to-severe TBI was similar to that of home rehabilitation. (Salazar, 2000) For mild TBI, a referral for psychological services should be strongly considered three or more months post-injury if the individual is having difficulty coping with symptoms or stressors or when secondary psychological symptoms such as intolerance to certain types of environmental stimuli or reactive depression are severe. Treatment may include individual psychotherapy, marital therapy, group therapy, instruction in relaxation and related techniques, cognitive/behavioral therapy, social skills training and interventions/consultation in the community. (Colorado, 2005) There is a significant association between masculine role adherence and good outcomes among men with traumatic brain injury, but resistance to psychological help should still be discouraged. (Schopp, 2006) Psychological support services can help alleviate the distress that patients experience after traumatic brain injury and should be offered not only on a short-term basis, but for up to 2 years, according to the McGill Interdisciplinary Prospective Study. Even patients who do not require intervention in a rehabilitation setting on a long-term basis should be considered for psychological support services. (deGuise, 2008) Patients who suffer TBI are at increased risk of developing a range of psychiatric disorders, and 12 months after sustaining a traumatic injury, 31% of patients report a psychiatric disorder. Early identification of emergent psychiatric disorders and prompt early interventions to prevent psychiatric illness might facilitate optimal recover from TBI. (Bryant, 2010) Despite shortcomings in the evidence supporting cognitive rehabilitation therapy (CRT) for individuals with traumatic brain injury (TBI), ongoing use of this therapy remains recommended according to the IOM. The variation among patient characteristics, severity of injuries, and CRT interventions has made it difficult to know how effective a specific CRT intervention is in the long-term recovery of a specific individual, but the conclusions based on the limited evidence regarding the effectiveness of CRT does not indicate that the effectiveness of CRT treatments are limited, and the limitations of the evidence do not rule out meaningful benefit. (IOM, 2011) See also Mindfulness therapy; Multidisciplinary community rehabilitation.
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