Texas Department of Insurance, Division of Workers’ Compensation
7551 Metro Center Drive, Suite 100 » Austin, Texas 78744-1609

MEDICAL DISPUTE RESOLUTION FINDINGS AND DECISION

Retrospective Medical Necessity Dispute
PARTI: GENERAL INFORMATION

Type of Requestor: (X) Health Care Provider ( )Injured Employee  ( ) Insurance Carrier

Request(?r’.s Name. and Address: MDR Tracking No.: M5-06-0109-01
Park Cities Spine & Sports Center

Dr. Gregory Davidovich
P OBOX 549 Injured Employee’s Name:
Colleyville, Texas 76034

Claim No.:

Respondent’s Name and Address: Date of Injury:
Liberty Mutual Fire Insurance

Box 28

Employer’s Name:

Insurance Carrier’s No.:

PART II: REQUESTOR’S PRINCIPLE DOCUMENTATION AND POSITION SUMMARY

DOCUMENTATION SUBMITTED: DWC-60 dispute package
POSITION SUMMARY: Per the table of disputed services “medically necessary treatment”.

PART III: RESPONDENT’S PRINCIPLE DOCUMENTATION AND POSITION SUMMARY

DOCUMENTATION SUBMITTED: Response to DWC-60
POSITION SUMMARY: No position summary submitted by Respondent

PART IV: SUMMARY OF DISPUTE AND FINDINGS

. o Medically Additional Amount
Date(s) of Service CPT Code(s) or Description Necessary? Due (if any)
09-13-04 to 03-30-05 97110, 99211, 99213, 97032 and 97112 [1Yes XINo $0.00

PART V: MEDICAL DISPUTE RESOLUTION REVIEW SUMMARY, METHODOLOGY, AND/OR EXPLANATION

Under the provisions of Section 413.031 of the Texas Workers™ Compensation Act, Title 5, Subtitle A of the Texas Labor
Code and Division Rule 133.308 (relating to Medical Dispute Resolution by Independent Review Organization), Medical
Dispute Resolution assigned an Independent Review Organization (IRO) to conduct a review of the medical necessity issues
between the requestor and respondent.

The Division has reviewed the enclosed IRO decision and determined that the requestor did not prevail on the disputed
medical necessity issues.

CPT code 99080-73 date of service 01-10-05 listed on the table of disputed services was paid by the carrier with check
number 11643042, therefore, is no longer in dispute.




PART VI: GENERAL PAYMENT POLICIES/REFERENCES IMPACTING DECISION

28 Texas Administrative Code Sec. 133.308

PART VII: DIVISION DECISION

Based upon the documentation submitted by the parties and in accordance with the provisions of Texas Labor Code, Sec.
413.031, the Division has determined that the requestor is not entitled to additional reimbursement for the services involved
in this dispute and is not entitled to a refund of the paid IRO fee.

Findings and Decision by:

12-21-05

Authorized Signature Date of Findings and Decision

PART VIII: YOUR RIGHT TO REQUEST JUDICIAL REVIEW

Appeals of medical dispute resolution decisions and orders are procedurally made directly to a district court in Travis
County [see Texas Labor Code, Sec. 413.031(k), as amended and effective Sept. 1, 2005]. An appeal to District Court must
be filed not later than 30 days after the date on which the decision that is the subject of the appeal is final and appealable.
The Division is not considered a party to the appeal.

Si prefiere hablar con una persona en espaifiol acerca de ésta correspondencia, favor de llamar a 512-804-4812.




MEDICAL REVIEW OF TEXAS

[IRO #5259]
10817 W. Hwy. 71 Austin, Texas 78735
Phone: 512-288-3300 FAX: 512-288-3356

NOTICE OF INDEPENDENT REVIEW DETERMINATION
REVISED 11/8/05

TDI-WC Case Number:

MDR Tracking Number: M5-06-0109-01

Name of Patient:

Name of URA/Payer: Park Cities Spine & Sports Center
Name of Provider: Park Cities Spine & Sports Center
(ER, Hospital, or Other Facility)

Name of Physician: Gregory W. Davidovich, DC
(Treating or Requesting)

October 31, 2005

An independent review of the above-referenced case has been completed by a chiropractic doctor. The
appropriateness of setting and medical necessity of proposed or rendered services is determined by the application of
medical screening criteria published by Texas Medical Foundation, or by the application of medical screening criteria
and protocols formally established by practicing physicians. All available clinical information, the medical necessity
guidelines and the special circumstances of said case was considered in making the determination.

The independent review determination and reasons for the determination, including the clinical basis for the
determination, is as follows:

See Attached Physician Determination

Medical Review of Texas (MRT) hereby certifies that the reviewing physician is on the Division of Workers’
Compensation Approved Doctor List (ADL). Additionally, said physician has certified that no known conflicts of interest
exist between him and any of the treating physicians or providers or any of the physicians or providers who reviewed
the case for determination prior to referral to MRT.

Sincerely,

Michael S. Lifshen, MD
Medical Director

cc: Division of Workers” Compensation

CLINICAL HISTORY

Documents Reviewed Included the Following:

Correspondence, examination and treatment records from the provider
Correspondence, examination and treatment records electronically signed by Frank Schneider, D.C.
EOBs

Correspondence from the carrier

Carrier reviews

Diagnostic imaging reports

Operative reports

Psychological evaluation

. NVC/EMG Report

10. Report from Stephen Ozanne, M.D.

11. Reports from David Bradley, D.C.

12. Reports from Paul Vaughan, M.D.

CONOUAWNH



13. Reports from Joseph Jacko, M.D.
14, Reports from Charles Crane, M.D.
15. Reports from Andrew Konen, M.D.

16. Reports from John Milani, M.D.

The claimant underwent extensive physical medicine treatments, 2 ESI injections, cervical surgery and post surgical
rehabilitation after she fell at work on when a heavy box fell on her.

REQUESTED SERVICE(S)
Therapeutic exercises — 97110, office visits 99211/99213, electrical stimulation (manual) 97032, and neuromuscular
reeducation 97112 from 09/13/04 through 03/30/05.

DECISION
Denied.

RATIONALE/BASIS FOR DECISION

Physical medicine is an accepted part of a rehabilitation program following surgery. However, for medical necessity to
be established, there must be an expectation of recovery or improvement within a reasonable and generally
predictable time period. In addition, the frequency, type and duration of services must be reasonable and consistent
with the standards of the health care community. General expectations include: (A) Patients should be formally
assessed and re-assessed periodically to see if the patient is moving in a positive direction in order for the treatment
to continue. (B) Supporting documentation for additional treatment must be furnished when exceptional factors or
extenuating circumstances are present. (C) Evidence of objective functional improvement is essential to establish
reasonableness and medical necessity of treatment. In this case, there is no documentation of objective or functional
improvement in this patient’s condition and thus no support for the medical necessity of the disputed treatment.

The records also failed to substantiate that the disputed services fulfilled statutory requirements 1 for medical
necessity since the patient obtained no relief, promotion of recovery was not accomplished and there was no
enhancement of the employee’s ability to return to or retain employment. Specifically, the claimant’s pain rating
remained essentially the same from the initiation of the disputed treatment until the termination of the disputed
treatment. Moreover, most of the claimant’s left shoulder, right shoulder and cervical ranges of motion actually
decreased between the 11/15/04 examination and the 12/20/04 examination.

Specifically in regard to the therapeutic exercises (97110), active therapy can be performed in a clinic one-on-one, in
a clinic in a group, at a gym or at home with the least costly of these options being a home program. A home exercise
program is also preferable because the patient can perform them on a daily basis. On the most basic level, the
provider has failed to establish why the continuing services were required to be performed one-on-one when current
medical literature states, "...there is no strong evidence for the effectiveness of supervised training as compared to
home exercises.” 2 And after many visits of monitored instruction, the claimant should have certainly been able to
perform the exercises on her own.

Specifically in regard to the neuromuscular reeducation services (97112), there was nothing in either the diagnosis or
the physical examination findings on this patient that demonstrated the type of neuropathology that would necessitate
the application of this service. According to a Medicare Medical Policy Bulletin 3, "This therapeutic procedure is
provided to improve balance, coordination, kinesthetic sense, posture, motor skill, and proprioception. Neuromuscular
reeducation may be reasonable and necessary for impairments which affect the body’s neuromuscular system (e.g.,
poor static or dynamic sitting/standing balance, loss of gross and fine motor coordination, hypo/hypertonicity). The
documentation in the medical records must clearly identify the need for these treatments.” In this case, the
documentation failed to fulfill these requirements, rendering the performance of this service medically unnecessary.

1 Texas Labor Code 408.021

2 Ostelo RW, de Vet HC, Waddell G, Kerchhoffs MR, Leffers P, van Tulder M, Rehabilitation following first-time lumbar disc
surgery: a systematic review within the framework of the cochrane collaboration. Spine. 2003 Feb 1;28(3):209-18.

3 HGSA Medicare Medical Policy Bulletin, Physical Therapy Rehabilitation Services, original policy effective date 04/01/1993 (Y-
1B)



Certification of Independence of Reviewer

As the reviewer of this independent review case, I do hereby certify that I have no known conflicts of interest between
the provider and the injured employee, the injured employee’s employer, the injured employee’s insurance carrier, the
utilization review agent, or any of the treating doctors or insurance carrier health care providers who reviewed the
case for decision before referral to the IRO.

YOUR RIGHT TO APPEAL

If you are unhappy with all or part of this decision, you have the right to appeal the decision. The decision of the
Independent Review Organization is binding during the appeal process.

If you are disputing the decision (other than a spinal surgery prospective decision), the appeal must be made directly
to a district court in Travis County (see Texas Labor Code §413.031). An appeal to District Court must be filed not
later than 30 days after the date on which the decision that is the subject of the appeal is final and appealable. If you
are disputing a spinal surgery prospective decision, a request for a hearing must be in writing and it must be received
by the Division of Workers' Compensation, Chief Clerk of Proceedings, within ten (10) days of your receipt of this
decision.

Chief Clerk of Proceedings
Division of Workers” Compensation
P.O. Box 17787
Austin, Texas 78744

Or fax the request to (512) 804-4011. A copy of this decision must be attached to the request.

The party appealing the decision shall deliver a copy of its written request for a hearing to the opposing party involved
in the dispute.

In accordance with Rule 102.4(h), I hereby verify that a copy of this Independent Review Organization (IRO) Decision
was sent to the carrier, the requestor and claimant via facsimile or U.S. Postal Service from the office of the IRO on
this 8" day of November 2005.

Signature of IRO Employee:

Printed Name of IRO Employee: Cindy Mitchell



