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Types of Review

 Prospective Review: Conducted prior to the delivery of health care services

 Concurrent Review: Conducted when the patient is receiving the health care services or 
during hospitalization

 Retrospective Review: Conducted after the patient has received the health care services 

 Extension Review: When additional information is requested on either a prospective or 
concurrent RFA 

 Reconsideration Review: Conducted if the additional information requested by the URO is 
received after a decision was already made 

 Expedited Review: Conducted if there is a serious and imminent threat to the health of the 
injured worker, and must be certified  

 Appeal Review: Conducted after an adverse UR decision by a different physician reviewer who 
must be board certified and in the appropriate scope of practice 

 Peer to Peer Review: Conducted after an adverse UR decision by the same physician reviewer 



UR Required Decision Timeframes
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Required Guidelines

 MTUS - http://www.dir.ca.gov/dwc/DWCPropRegs/MTUS/MTUS_Regulations.htm

 ACOEM – 2004, 2nd edition

 Official Disability Guidelines  



Guidelines





Chiropractic Guidelines by Body Part
 Neck Pain (ODG) states 9 visits over 8 weeks.

 Cervical Strain (ODG) states (Grade I) = 6 visits over 3 weeks; 
(Grade II) = 6 visits over 3 weeks; (Grade III) = 10 visits over 6 
weeks; (Severe Grade III) = Up to 25 visits over 6 months.

 Cervical Radiculopathy (ODG) states 6 visits over 3 weeks; 
with functional improvement 18 visits over 8 weeks.

 Cervical/Post Laminectomy (ODG) states 14-16 visits over 12 
weeks.

 Low Back (ODG) states (Mild) = 6 visits over 2 weeks; (Severe) = 
6 visits over 2 weeks; (Severe w/objective/functional 
improvement) = 18 visits over 8 weeks.

 Low Back (Flare-Ups) = 1-2 visits every 4-6 months.
Hip (ODG) states up to 10 visits.



Chiropractic Guidelines by Body Part

 Shoulder (ODG) states 9 visits over 8 weeks.

 Forearm, wrist, hand (ODG) states despite not 
recommended, may allow for 9 visits over 8 weeks.

 Knee (ODG) states despite not recommended, may 
allow 12 visits over 8 weeks.

 Ankle (ODG) states despite not recommended, may 
allow 9 visits over 8 weeks.



Chiropractic Guidelines - ODG
 Regional Neck Pain:
9 visits over 8 weeks
 Cervical Strain:
Intensity & duration of care depend on severity of injury as indicated below, but not on causation. These guidelines apply to
cervical strains, sprains, whiplash (WAD), acceleration/deceleration injuries, motor vehicle accidents (MVA), including auto,
and other injuries whether at work or not. The primary criterion for continued treatment is patient response, as indicated 
below.

Mild (grade I - Quebec Task Force grades): up to 6 visits over 2-3 weeks
Moderate (grade II): Trial of 6 visits over 2-3 weeks
Moderate (grade II): With evidence of objective functional improvement, total of up to 18 visits over 6-8 weeks, avoid 
chronicity
Severe (grade III): Trial of 10 visits over 4-6 weeks
Severe (grade III): With evidence of objective functional improvement, total of up to 25 visits over 6 months, avoid 
chronicity

 Cervical Nerve Root Compression with Radiculopathy:
Patient selection based on previous chiropractic success --
Trial of 6 visits over 2-3 weeks
With evidence of objective functional improvement, total of up to 18 visits over 6-8 weeks, if acute, avoid chronicity and 
gradually fade the patient into active self-directed care

 Post Laminectomy Syndrome:
14-16 visits over 12 weeks

http://www.odg-twc.com/odgtwc/neck.htm#Quebectaskforcewhiplashgrades
http://www.odg-twc.com/odgtwc/neck.htm#Functionalimprovementmeasures
http://www.odg-twc.com/odgtwc/neck.htm#Functionalimprovementmeasures
http://www.odg-twc.com/odgtwc/neck.htm#Functionalimprovementmeasures


Functional Improvement

 Why is documenting “Functional Improvement” so 

important in Utilization Review?



Functional Improvement
Section 9792.20 of the MTUS Medical Treatment Utilization Schedule-CA 2009 MTUS 
CHRONIC PAIN MEDICAL TREATMENT GUIDELINES, p. 48

Functional improvement measures 
Definitions: 

 (f) "Functional improvement" means either a clinically significant improvement in activities of 
daily living or a reduction in work restrictions as measured during the history and physical exam, 
performed and documented as part of the evaluation and management visit billed under the Official 
Medical Fee Schedule (OMFS) pursuant to sections 9789.10-9789.111; and a reduction in the 
dependency on continued medical treatment.

 Recommended. The importance of an assessment is to have a measure that can be used repeatedly 
over the course of treatment to demonstrate improvement of function, or maintenance of function that 
would otherwise deteriorate. It should include the following categories: 

 Work Functions and/or Activities of Daily Living, Self Report of Disability (e.g., walking, driving, 
keyboard or lifting tolerance, Oswestry, pain scales, etc): Objective measures of the patient's functional 
performance in the clinic (e.g., able to lift 10 lbs floor to waist x 5 repetitions) are preferred, but this may 
include self-report of functional tolerance and can document the patient self-assessment of functional 
status through the use of questionnaires, pain scales, etc (Oswestry, DASH, VAS, etc.) 



Functional Improvement

 Physical Impairments (e.g., joint ROM, muscle flexibility, strength, 
or endurance deficits): Include objective measures of clinical exam 
findings. ROM should be in documented in degrees. 

 Approach to Self-Care and Education Reduced Reliance on Other 
Treatments, Modalities, or Medications: This includes the provider's 
assessment of the patient compliance with a home program and 
motivation. The provider should also indicate a progression of care 
with increased active interventions (vs. passive interventions) and 
reduction in frequency of treatment over course of care. (California, 
2007) 

 For chronic pain, also consider return to normal quality of life, e.g., 
go to work/volunteer each day; normal daily activities each day; have a 
social life outside of work; take an active part in family life. (Cowan, 
2008)





Intensity vs. Frequency
 FREQUENCY OF PAIN/SYMPTOMS:
 CONSTANT Occurring approximately 75-100% of the time
 FREQUENT Occurring approximately 50-75% of the time
 INTERMITTENT Occurring approximately 25-50% of the time
 OCCASIONAL Occurring approximately 0-25% of the time

 INTENSITY OF PAIN/SYMPTOMS:
 SEVERE (9-10) Severe pain would preclude the activity precipitating the pain.
 MODERATE (5-8) Moderate pain can be tolerated, but would cause a marked 

handicap in the performance of the activity precipitating the pain.
 SLIGHT (3-4) Slight pain can be tolerated, but would cause some handicap in the 

performance of the activity precipitating the pain.
 MINIMAL (1-2) Minimal (same as mild) pain would constitute an annoyance, but 

would cause no handicap in the performance of the particular 
activity. (Minimal pain is a non-ratable permanent disability)



Qualifications of Personnel

 No person, other than a licensed physician who is competent to
evaluate the specific clinical issues involved in the medical treatment
services, and where these services are within the licensure and scope of
the physician’s practice, can delay, modify or deny, requests for
authorization (RFAs) of medical treatment for reasons of medical
necessity to cure or relieve the effects of the industrial injury.



Who can be a Physician Reviewer?

• A “reviewer” is a physician defined in LC 3209.3; licensed to review services within their 
scope of practice.

– Medical Doctor

– Doctor of Osteopathy

– Doctor of Chiropractic

– Psychologist

– Acupuncturist

– Optometrist

– Dentist

– Podiatrist



Non-Physician Reviewer

 A non-physician reviewer may be used to initially apply specified
criteria to requests for authorization for medical services. A non-
physician reviewer may approve/authorize requests for authorization
of medical services.

 This is considered a first level review.

 Non-Physician reviewers are typically the claims examiners, or nurses.

 A Non-Physician reviewer may NEVER deny, or modify a treatment
request.



The UR Determination

 The communication by telephone shall be followed by written
notice to the physician, the provider of goods, if any, the injured
worker, and if the injured worker is represented by counsel, the injured
worker’s attorney within 24 hours for concurrent review and within two
business days for prospective review. For purposes of this section
“normal business day” means a business day as defined in section 9 of
the Civil Code.

 Note:  5:30 PST = End of Business Day (M-F)



Utilization Review Penalties/Fines



Utilization Review Penalties/Fines



Utilization Review Penalties/Fines



DWC Form RFA
 CCR 9792.9.1(t)

 Beginning on Jan. 1, 2013, for all occupational injuries occurring on or 
after that date, and on July 1, 2013 for all dates of injury, the DWC will 
require the use of a Request for Authorization (RFA) form that must 
accompany all treatment requests (i.e. DFR/5021, PR-2, RFA Narrative) 
made by treating physicians. 

 The DWC form RFA will specify treatment requests subject to 
utilization review. 

 Optionally required?

 DWC FAQs, http://www.dir.ca.gov/dwc/SB863/SB863_FAQs.htm

http://www.dir.ca.gov/dwc/SB863/SB863_FAQs.htm


DWC Form RFA
 Alternatively, CCR 9792.9.1(c)(2)(B)

 The claims administrator may accept a request for authorization for 
medical treatment that does not utilize the DWC Form RFA, provided 
that:

(1) “Request for Authorization” is clearly written at the top of the first page of 
the document; 

(2) all requested medical services, goods, or items are listed on the first page; 
and 

(3) the request is accompanied by documentation substantiating the medical 
necessity for the requested treatment.

 The claims administrator  has the choice to go forward with an RFA or 
any document that is not complete, but most are now requiring the use 
of a DWC From RFA with all treatment requests.



DWC Form RFA

How to document an Incomplete DWC form RFA:

 DWC Form RFA that:

 does not identify the employee or provider, 

 does not identify a recommended treatment,

 is not accompanied by documentation (i.e. DFR, PR-2, RFA Narrative) substantiating the 
medical necessity for the requested treatment, 

 or is not signed by the requesting physician, 

 a non-physician reviewer as allowed by section 9792.7 or reviewer must either treat or 
regard the form request as a complete DWC Form RFA and comply with the timeframes 
for decision set forth in this section 

 or return it to the requesting physician marked “not complete,” 

 specifying the reasons for the return of the request no later than five (5) business days 
from receipt.

 The timeframe for a decision on a returned request for authorization shall begin anew 
upon receipt of a completed DWC Form RFA.



Complete the DWC 
Form RFA and attach 
to your treatment 
request every time.



If UR denies treatment, can a QME still help?

Q:  How does SB 863 change an injured worker’s ability to appeal a 
UR denial or modification?

A:  SB 863 ultimately will require all treatment disputes resulting from 
utilization review to go through the IMR (Independent Medical Review) 
process.  A QME may no longer address treatment disputes.

• After 07/01/2013 all DOIs will have treatment disputes handled by
1.  The IMR Process

2.  The URO’s Internal Voluntary Appeal Process 

3.  Both appeal routes may occur concurrently



Expedited Treatment Requests
Expedited RFAs – 9792.9.1(c)(4)

 Prospective or concurrent decisions to approve, modify, delay, or deny a request 
for authorization related to an expedited review shall be made in a timely 
fashion appropriate to the injured worker's condition, not to exceed 72 hours 
after the receipt of the written information reasonably necessary to make the 
determination. 

 The requesting physician must certify in writing and document the need for 
an expedited review upon submission of the request. 

 A request for expedited review that is not reasonably supported by evidence 
establishing that the injured worker faces an imminent and serious threat to 
his or her health, or that the

 timeframe for utilization review under subdivision (c)(3) would be detrimental 
to the injured worker's condition, shall be reviewed by the claims administrator 
under the timeframe set forth in subdivision (c)(3).

 If the provider fails to certify the reason it is an expedited review, then it 
may be treated as a regular review.



Expedited Treatment Requests
Expedited RFAs – 9792.9.1(c)(4)

 If an RFA is marked as “Expedited,” it must be certified by the requesting 
physician.  In other words, the requesting provider must justify/explain why 
the request for treatment is urgent and delaying the decision may be 
detrimental and/or cause imminent danger to the health/life of the injured 
worker.

 The requesting provider will mark the RFA as expedited by checking the 
Expedited box on the DWC form RFA.

 The URO will assess all expedited requests to ensure that an expedited request 
is truly urgent and will triage your request above other less urgent requests.  



Independent Medical Review
(IMR)

IMR physicians will provide expert opinion based on Labor Code 

section 4610.5(c)(2):

 California’s Medical Treatment Utilization Schedule (MTUS)

 Evidence based medicine (EBM) to reduce medical treatment costs

and eliminate unnecessary and ineffective treatment.



Independent Medical Review
What Guidelines do IMR physicians use?

"Medically necessary" and "medical necessity" mean medical treatment that is reasonably required to cure or 
relieve the injured employee of the effects of his or her injury and based on the following standards, which shall 
be applied in the order listed, allowing reliance on a lower ranked standard only if every higher ranked 
standard is inapplicable to the employee's medical condition:

(A) The guidelines adopted by the administrative director pursuant to Section 5307.27.

(B) Peer-reviewed scientific and medical evidence regarding the effectiveness of the disputed service.

(C) Nationally recognized professional standards.

(D) Expert opinion.

(E) Generally accepted standards of medical practice.

(F) Treatments that are likely to provide a benefit to a patient for conditions for which other treatments are not 

clinically efficacious



Independent Medical Review
How do UR Decisions Hold Up in IMR?

Summary:
 Solid UR decisions backed by defensible rationales and guidelines will help 

reduce or eliminate the number of IMR requests, and potential requests 
that are actually sent for IMR.  

 CWCI – EXECUTIVE SUMMARY 
April 2015
Independent Medical Review Outcomes  In California Workers’ Compensation    
Rena David, Stacy Jones, Brenda Ramirez and Alex Swedlow

 IMR Final Determinations:  ~91% Upheld, ~9% Overturned 



Independent Medical Review
How do Chiropractors Hold Up in IMR?



Independent Medical Review
How did chiropractic do with IMR in 2014?

 Chiropractic ranked 11th for most disputed denied 
treatment sent to IMR

 4,717 chiropractic visits reviewed by IMR

 1.9% of all treatment services reviewed by IMR was for 
chiropractic

 95% of the time IMR upheld the chiropractic 
treatment denied by UR 



Independent Medical Review
How did chiropractic do with IMR in 2014?

 What does this mean?

 Only a small pool of denied chiropractic care is 
presented for IMR

 IMR is upholding UR decisions 95% of the time 
because chiropractors are not substantiating their 
treatment with medical necessity and guidelines



Independent Medical Review
Seek Recourse Prior to IMR

 If your treatment is denied, request for a Peer to Peer 
immediately.

 A Peer to Peer will allow you to arrange a date and time to speak 
with the UR physician and explain why the treatment should be 
approved based on medical necessity and treatment guidelines.

 If the Peer to Peer physician still denies your treatment, then 
request for a Voluntary Appeal (within 10 calendar days of the 
UR Denial).

 The Voluntary Appeal requires that a different UR physician 
review your request.

 In most cases, either the Peer to Peer, or Voluntary Appeal results 
in overturned UR denials, or modifications to allow for some 
course of care.  This saves time and expedites needed treatment.



Independent Medical Review
IMR Fees ($)

 IMR Fees

Any IMR application submitted on or after January 1, 2015 will be subject to the 

following fee schedule:

Standard IMRs Involving Non-Pharmacy Claims

Fee effective April 1, 2014: $420 per IMR

Fee effective Jan. 1, 2015: $390 per IMR

Standard IMRs Involving Pharmacy Only Claims

Fee effective April 1, 2014: $390 per IMR

Fee effective Jan. 1, 2015: $345 per IMR

 IMRs Terminated or Dismissed Not Forwarded to a Medical Professional Reviewer:

Fee effective April 1, 2014: $160 per IMR

Fee effective Jan. 1, 2015: $123 per IMR



IMR Application Form

1. Check Box added for Modification 
after Appeal.

IMR Preclusions (IMR Application must be 
generated and attached to UR 
Determination letter)

Preclusions to IMR:
1. Disputed body part(s)/Causation.
2. IMR excluded for UR denials based 

on Lack of Information.
3. Untimely UR Decision 

(WCAB)/Dubon 2





(UR – IMR Process; SB 863) 

INDEPENDENT MEDICAL REVIEW (LC 4610.5)/ UTILIZATION REVIEW (LC 4610) 

 

RFA 
1.  DWC Form RFA-Required 
2.  DFR; Form 5021 
3.  PR-2 
4.  Narrative RFA 

Claims Administrator 

Authorize Refer to URO 
 

Approve Modify/Deny 
(Due to Lack of Information –OR- Lack of Medical Necessity 

Send URD to: 
1.  Requesting Physician 
2.  Injured Worker 
3.  Applicant Attorney (If Applicable) 
4.  Claims Administrator 

URO’s Internal  
Voluntary Appeal Process 

Submit to URO within 10 Calendar Days 
 (URAC) 

IMR Process 
Submit to AD within 30 Calendar Days 

DWC Form IMR 

Employer (ER)/URO to Submit: 
1.  All Reports from Prior Year 
2.  Documents Relevant to Medical Condition 
3.  Disputed Medical Tx 
4.  Employee (EE) Submitted Documents 
5.  UR Decision Documents 

Assigned to 
Undefined IMR 

Reviewer 

IMR is Limited to 
Medical Necessity of 
Disputed Treatment 

IMR is Required to 
Use MTUS Unless 

Inapplicable to DDx 

Expedited IMR: 
Due within 3 Calendar Days 

Standard IMR: 
Due within 30 Calendar Days 

Reconsideration 
(If RFI info is received after UR 

Denial based on Lack of 
Information) 



Application for IMR – WCIS & EAMS

 FYI:

A. The WCIS number is generated when the claims administrator 
sends the First Report of Injury (FROI) to the DWC via EDI to notify 
of the industrial claim. In return, the DWC will generate the WCIS 
number and send back to the claims administrator. Therefore, only 
the claims administrator will be able to provide the WCIS number, 
and it is REQUIRED to appear on the IMR Application form.

B. The EAMS number will be generated on litigated claims. Therefore, 
the EAMS number will only be applicable on litigated cases.



SB863 vs. Duplicate RFAs

 UR determinations that modify, delay, or deny treatment recommendations are 
considered valid for 12 months absent any documented change in facts 
material to the basis of the utilization review decision.  

 This will eliminate needless UR on duplicate RFAs.

 Same treatment requests from a different requesting provider will not be 
considered duplicative and are subject to UR based on unique and different 
medical evidence presented in the individual RFA.

 Title 8, California Code of Regulations 9792.9.1(h) provides that a utilization 
review decision to modify, delay, or deny a request for authorization of medical 
treatment shall remain effective for 12 months from the date of the decision 

If there was no documented change in the facts material to the basis of the 
earlier utilization review decision provided with your current DWC Form RFA, 
then no utilization review will be done on your DWC Form RFA listing the 
same treatment.



How does a URO Handle Medical Necessity & 
Causation on a “New” Body Part?

 Simmons v. California (2005)

 UR must be done on a “new” body part submission

 Claims Administrators must resolve the disputed claims 
issues before requesting utilization review (This applies to 
all DOIs).

 UR will no longer be involved in disputed body parts or 
denied claims.  



How does a URO Handle Medical Necessity & 
Causation on a “New” Body Part?

 (b) Utilization review of a medical treatment request made on the DWC Form RFA may be deferred 
if the claims administrator disputes liability for either the occupational injury for which the 
treatment is recommended or the recommended treatment itself on grounds other than medical 
necessity. 

 (1) If the claims administrator disputes liability it may, no later than five (5) business days from receipt 
of the DWC Form RFA, issue a written decision deferring utilization review of the requested 
treatment. 

 The written decision must be sent to the requesting physician, the injured worker, and if the injured 
worker is represented by counsel, the injured worker's attorney. 

 The written decision shall only contain the following information specific to the request: 

 (A) The date on which the DWC Form RFA was first received. 

 (B) A description of the specific course of proposed medical treatment for which authorization was 
requested.

 (C) A clear, concise, and appropriate explanation of the reason for the claims administrator’s dispute 
of liability for either the injury, claimed body part or parts, or the recommended treatment. 

 (D) A plain language statement advising the injured employee that any dispute under this subdivision 
shall be resolved either by agreement of the parties or through the dispute resolution process of the 
Workers’ Compensation Appeals Board. 



How does a URO Handle Medical Necessity & 
Causation on a “New” Body Part?

 (E) The following mandatory language advising the injured employee: 

“You have a right to disagree with decisions affecting your claim. If you have questions 
about the information in this notice, please call me (insert claims adjuster’s name in 
parentheses) at (insert telephone number). However, if you are represented by an 
attorney, please contact your attorney instead of me. and “For information about the 
workers’ compensation claims process and your rights and obligations, go to 
www.dwc.ca.gov or contact an information and assistance (I&A) officer of the state 
Division of Workers’ Compensation. For recorded information and a list of offices, call 
toll-free 1-800-736-7401.”



Dubon 2

 A UR decision is only invalid if it is untimely. The previous ruling about material procedural 
defects was overturned.

 “Accordingly, where a defendant’s UR decision is untimely, it is invalid and not subject to IMR. 

 The WCAB has exclusive jurisdiction to resolve the timeliness issue and then the WCJ must 
determine whether or not the requested treatment is reasonable & necessary. Reasonable & 
necessary is defined by the Evidence Based Medicine. It is the applicant's burden to show that the 
treatment requested is reasonable & necessary.

 “With the exception of timeliness, all other requirements go to the validity of the medical decision or 
decision-making process. The sufficiency of the medical records provided, expertise of the reviewing 
physician and compliance with the MTUS are all questions for the medical professional.”

 “To allow a WCJ to invalidate a UR decision based on any factor other than timeliness and substitute 
his or her own decision on a treatment request violates the intent of SB 863.”

 “Where there is no timely UR decision subject to IMR, the issue of medical necessity must be 
determined by the WCAB. (§§ 4604, 5300.)”



Dubon 2

 It is not the “end of the world” when a UR decision is untimely.

 “Thus, where a defendant’s UR decision is untimely, the injured 
employee is nevertheless entitled only to “reasonably required” 
medical treatment (§ 4600(a)) and it is the employee’s burden to 
establish his or her entitlement to any particular treatment (§§ 3202.5, 
5705), including showing either that the treatment falls within the 
presumptively correct MTUS or that this presumption has been 
rebutted.

 (§ 4604.5; see also § 5307.27.) Moreover, to carry this burden, the employee must present substantial 

medical evidence.”



Key UR Changes

 Any appeal modification would require a IMR application form.

 Carrier receipt date in absence of evidence of mailing, the DWC form 
RFA is deemed received 5 days after the latest date written on the 
document. Seems to take the burden off of the provider who doesn't 
include a POS.



Key UR Changes

Dubon 2

 A utilization review (UR) decision is invalid and not subject to 
independent medical review (IMR) if it is untimely.

 Legal issues surrounding timeliness of a UR decision must be resolved 
by the Workers’ Compensation Appeals Board (WCAB), and is 
precluded from the IMR process.

 Other treatment disputes regarding a UR decision must be settled 
through the IMR process.

 If a UR decision is late, then the issue of medical necessity may be 
made at the WCAB on the basis of substantial medical evidence 
consistent with Labor Code section 4604.5



Algorithms 

 The following algorithms will help the requesting
provider determine if their patient meets the criteria
defined in the medical treatment guidelines.

 The doctor must be sure to include the details in the
guidelines to justify to UR that the treatment is in fact
medically necessary.

 UR is only looking for medical necessity and the
decision must be based on the treatment guidelines.

 Doctors who do not follow the treatment guidelines
will most likely never have their treatment requests
approved in UR.



MRI Algorithm
 

Lumbar MRI w/o Contrast 

Red Flags? 

Yes No 

1. Malignancy 

2. Severe Paresis 

3. B/L LE Involved 

4. Significant Trauma 

5. Progressive neurological 

deficit 

Surgical Candidate? 

(Prior to Invasive 

Procedure) 

Certify Lumbar 

MRI w/o Contrast 

Yes No 

1. Clear history and physical 

examination findings 
2.  Need to ID/verify 

discogenic lesion) 
3. >6 weeks with progressive 

neurological deficits 
4. Abnormal DTR’s 
5. Progressive Myotomal 

weakness 

Objective Findings on 

Physical Exam? 

Yes No 

Need to Validate Diagnosis of 

Nerve Root Compromise? 

Yes 

No 

See “Red Flags” 

Failure to Progress in 

Strengthening Program 

Intended to Avoid Surgery 

No Yes 

See “Red Flags” 



 

 

 

 

Chiropractic 

Chronic Pain Caused 

by Musculoskeletal 

Pain? 

Yes No 

1. Objective Measureable 

Gains 

2. Functional Improvement 

3. Increased ADL’s 

4. Progressive HEP 

5. Subjective Improvements 

Acute Phase:  Has 

Manipulation Shown 

Improvement in 3-4 Weeks? 

Certify Chiropractic 

(Up to 6 visits) 

Yes 

Non-Certify 

See “Chronic Pain Caused by 

Musculoskeletal Pain” Box 

No 

Radiculopathy? 

Yes 

No 

Subjective or Objective 

Improvement within First 6 

Visits? 

Yes No 

Non-Certify 



 

 

 

 

 

 

 

 

 

 

NCV/EMG 

Forearm, Wrist, 

Hand 

Certify  

 (EMG) 

Peripheral Nerve 

Entrapment 

(Suspected) 

No Improvement 

within 4-6 Weeks 

of Conservative 

Care and 

Observation 

Neck & Upper Back 

 

Lower Back 

 

1. Will Help Identify Subtle 

Focal Neurologic Dysfunction 

in Patients with Neck or Arm 

Symptoms, or Both, Lasting 

More Than 3-4 weeks.   

-OR- 

2. Assessment May Include 

Sensory-Evoked Potentials 

(SEPs) if Spinal Stenosis or 

Spinal Cord Myelopathy is 

Suspected. 

After Closed 

Fractures of Distal 

Radius & Ulna if 

Necessary to 

Assess Nerve 

Injury 

1.   Useful to Identify Subtle, Focal 

Neurologic Dysfunction (Low Back 

Symptoms Lasting More Than 3-4 

Weeks) 

   

2. EMG is Useful in Identifying and 

Defining Low Back Pathology (i.e. 

Disk Protrusion)   

 

Certify  

 (NCV & EMG) 

1. No Improvement 

within 4-6 weeks of 

Conservative Care 

and Observation.  

2. Differentiate CTS 

and Cervical 

Radiculopathy.   

CTS 

 



 
 

 

 

 

X-Ray 

Cervicothoracic 

1.Red Flags Present 

Trauma with: 

2. Joint Effusion 

w/in 24 Hours of 

Direct Blow or Fall. 

3. Palpable 

Tenderness Over 

Fibular Head or 

Patella. 

4. Inability to Walk 

(Four Steps) or Bear 

Weight Immediately 

or Within a Week of 

Trauma. 

5. Inability to Flex 

Knee to 90 Degrees. 

Lumbar 

Red Flags? 

1. Fracture 

Neurological Deficit Associated 

with: 

2. Acute Trauma 

3. Tumor 

4. Infection 

Certify  

X-Ray 

1.Red Flags Present 

2. >4 Weeks Continued Limitations 

of Activity. 

3. Stress Fractures 

1.Red Flags Present 

2.Scaphoid Fracture 

3. Repeat Film in 7-10 

Days to Indentify 

Occult Fracture 

Shoulder 

1. Red Flags Present 

2.  >6 Weeks of 

Conservative Care 

Failed to Improve 

Symptoms 

Ankle/Foot 

Knee 

Wrist/Hand Elbow 

1. Red Flags Present 

2.  >4 Weeks of 

Conservative Care 

Failed to Improve 

Symptoms 

 



 

 

 

 

 

Consult 

1. Diagnosis is uncertain or extremely complex 

2. Psychosocial factors are present  

-or- 

 3. Plan or course of care may benefit from 

additional expertise.   

 

Yes 

Consultation is to aid in any of the following: 

1. Diagnosis 

2. Prognosis 

3. Therapeutic Management 

4. Determination of Medical Stability 

5. Permanent Residual Loss and/or the 

Examinee’s Fitness for Return to Work (RTW).   

 

Any of the following are present: 

1. Specific clinical findings 

suggest undetected clinical 

pathology 

2. Pain distribution is non-

anatomic or described in a bizarre 

or atypical manner.  

3. Medication use does not 

decrease as expected, or increases.  

4. Appropriate active physical 

therapy does not appear to be 

improving function as expected.  

5. Complaints of pain or 

dysfunction start to involve other 

areas of the body. 

6. Ceases to discuss returning to 

work in a specific time frame but 

rather in relation to a "cure." 

7. Fails to benefit from any, or all, 

rational therapeutic interventions. 

8. Experiences increased pain, or 

at the very least, pain does not 

decrease, over time. 

9. Less interested in the home 

therapy program or even in 

recovery of function.  

 

 

Certify Consult 

No 

Non-Certify 

No 

Yes 

Yes 

No 

Non-Certify 

 

Certify Consult 



Outcome Measure Tools



Outcome Measure Tools



Outcome Measure Tools



Outcome Measure Tools



Outcome Measure Tools



Outcome Measure Tools





Note:  Myofascial Release CPT = 97140
97250 is now obsolete.







 





Don’t forget to bill for your PR-2 & Re-Exam



Physical Medicine Modalities

CPT Description 

THERAPEUTIC PROCEDURES: Physician/therapist required to have direct 

(one on one) patient contact 

97140-59 (Myofascial Release) 

 

Manual therapy techniques (i.e. 

mobilization/manipulation, manual lymphatic 

drainage, manual traction) 1 or more regions, 

each 15 minutes 

97110 (Therapeutic Exercise) Each 15 minutes; therapeutic exercises to develop 

strength & endurance, ROM & flexibility. 

97112 (Neuromuscular Re-education) Movement, balance, coordination, posture and/or 

proprioception for sitting/standing activities. 

MODALITIES: Supervised:  Does not require direct (one on 

one) patient contact by the provider 

97012 (Traction) Mechanical 

97014 (Electrical Stimulation) EMS Unattended 

97010 (Moist Heat Therapy/Cryotherapy) 1 or more areas; hot or cold packs 

MODALITIES: Constant Attendance:  Requires direct (one on 

one) patient contact by the provider 

97035 (Ultrasound) Therapeutic ultrasound 

CHIROPRACTIC MANIPULATIVE Tx Influence joint and neurophysiological function. 

98940 (Chiropractic Manipulation) CMT (Spinal; 1 to 2 regions) 

 



W-9

 Always include a completed W-9 form when billing an 
insurance company for the first time.

 The insurance carrier will need to add the provider as a 
new vendor of services.

 Usually, if the insurance carrier does not have your 
completed W-9 on the initial billing, it will delay 
payment until they have it.





Proof of Service

How can you prove you sent your treatment request?

 Proof of Service

 Email confirmation

 Fax proof/confirmation of delivery



 ICD-9 ~ 14,000 Codes

 ICD-10 ~ 70,ooo Codes



ICD-10

 Providers must use ICD-10 codes for all services 
rendered > 10/01/2015

 Providers must use ICD-9 codes for all services 
rendered < 10/01/2015

 Visit the CMS website to prepare:  
http://www.cms.gov/Medicare/Coding/ICD10/Ind
ex.html

 Obtain access to ICD-10 codes:  Coding books, practice 
management software/updates/HER (Electronic 
Health Records), smartphone apps.

http://www.cms.gov/Medicare/Coding/ICD10/Index.html
http://www.cms.gov/Medicare/Coding/ICD10/Index.html


ICD-10

Implementing ICD-10 codes effective 10/01/2015 will:

 1.  Avoid claims being rejected because of obsolete 
(ICD-9) coding

 2.  Avoid the need to re-submit claims using the proper 
ICD-10 coding

 3.  Avoid delays in receiving payment for treatment 
rendered



Exclude Notes

 Excludes 1

 A type 1 Excludes note means “NOT CODED HERE!”

 Excludes 1 indicates that the code excluded should 
never be used at the same time as the code above the 
Excludes 1 note.

 Excludes 1 is used when 2 conditions cannot occur at 
the same time (i.e. Congenital vs. Acquired)



Exclude Notes

 Excludes 2

 A type 2 Excludes note represents “NOT INCLUDED 
HERE”

 Excludes 2 note indicates the condition excluded is not 
part of the condition represented by the code, but a 
patient may have both conditions at the same time.

 When Excludes 2 note appears under a code, it is 
acceptable to use both the code and the excluded code 
together.



ICD-10
 Visit the CMS website to prepare:  

http://www.cms.gov/Medicare/Coding/ICD10/Index.html

 Select 2016 ICD-10 and GEMS to download code tables & index

http://www.cms.gov/Medicare/Coding/ICD10/Index.html


ICD-10 (Commonly Used by Chiropractors)
 Chapter 13

 Diseases of the musculoskeletal system and connective tissue (M00-M99)



ICD-10 (Commonly Used by Chiropractors)

 Other dorsopathies (M50-M54)

 Excludes1:

 current injury - see injury of spine by body region

 Discitis NOS (M46.4-)

 Discitis, unspecified

 Discitis = infection of the intervertebral disc space



ICD-10 (Commonly Used by Chiropractors)
 Other dorsopathies (M50-M54)



ICD-10 (Commonly Used by Chiropractors)
 Other dorsopathies (M50-M54)



ICD-10 (Commonly Used by Chiropractors)
 Other dorsopathies (M50-M54)



ICD-10 (Commonly Used by Chiropractors)

 Soft tissue disorders (M60-M79)

 Disorders of muscles (M60-M63)



ICD-10 (Commonly Used by Chiropractors)

 Other soft tissue disorders (M70-M79)

 M70 Soft tissue disorders related to use, overuse and pressure



ICD-10 (Commonly Used by Chiropractors)

 Other soft tissue disorders (M70-M79)

 M70 Soft tissue disorders related to use, overuse and pressure



ICD-10 (Commonly Used by Chiropractors)

 M75 Shoulder lesions

 Excludes2:  shoulder-hand syndrome (M89.0-)



ICD-10 (Commonly Used by Chiropractors)

 M75 Shoulder lesions
 NOTE:  Code the correct laterality (right vs. left)

 Note Excludes1 code – Do not use S46.01 (strain) with M75 (non-traumatic)



ICD-10 (Commonly Used by Chiropractors)

 M77 Other enthesopathies

 NOTE:  Code the correct laterality (right vs. left)



ICD-10 (Commonly Used by Chiropractors)

 M79 Other and unspecified soft tissue disorders, not elsewhere classified



ICD-10 (Commonly Used by Chiropractors)

 Chapter 20

 External causes of morbidity (V00-Y99)



ICD-10 (Commonly Used by Chiropractors)

 Chapter 20

 External causes of morbidity (V00-Y99)



Procedural Coding/Billing

 Common Chiropractic Treatment 

 Procedural Coding for Billing/Reimbursement

 CA DWC Fee Schedule

 Therapeutic Procedures

 97530 – Therapeutic Activities

 $43.59 Fee Schedule

 Requires direct 1:1 patient contact by the provider using dynamic activities to 
improve functional performance

 i.e. bending, lifting, carrying, pushing, pulling, balance

 Define outcome/goals to be attained

 Each 15 minutes



Procedural Coding/Billing

 Common Chiropractic Treatment 

 Procedural Coding for Billing/Reimbursement

 CA DWC Fee Schedule

 Therapeutic Procedures

 97110 – Therapeutic Exercise

 $40.10 Fee Schedule

 1 or more areas

 Exercises to develop strength and endurance, ROM & flexibility

 Define outcome/goals to be attained

 Each 15 minutes



Procedural Coding/Billing

 Common Chiropractic Treatment 

 Procedural Coding for Billing/Reimbursement

 CA DWC Fee Schedule

 Therapeutic Procedures

 97112 – Neuromuscular Re-Education

 $41.67 Fee Schedule

 Neuromuscular re-education of movement, balance, coordination, kinesthetic 
sense, posture, and/or proprioception for sitting and/or standing activities.

 Define outcome/goals to be attained



Procedural Coding/Billing

 Common Chiropractic Treatment 

 Procedural Coding for Billing/Reimbursement

 CA DWC Fee Schedule

 Therapeutic Procedures

 97140 – Myofascial release

 $37.09 Fee Schedule

 Manual therapy techniques

 i.e. mobilization, manipulation, manual lymphatic drainage, manual traction

 1 or more regions

 Define outcome/goals to be attained

 Each 15 minutes



Procedural Coding/Billing

 Common Chiropractic Treatment 

 Procedural Coding for Billing/Reimbursement

 CA DWC Fee Schedule

 Physical Medicine & Rehabilitation

 Modalities (Supervised)

 97010 – Hot or Cold Packs

 $0.00 Fee Schedule (Disallowed)



Procedural Coding/Billing

 Common Chiropractic Treatment 

 Procedural Coding for Billing/Reimbursement

 CA DWC Fee Schedule

 Physical Medicine & Rehabilitation

 Modalities (Supervised)

 97012 – Traction (Mechanical)

 $19.69 Fee Schedule

 NOTE:  This code is for mechanical traction.  Manual traction should use 
CPT 97140.



Procedural Coding/Billing

 Common Chiropractic Treatment 

 Procedural Coding for Billing/Reimbursement

 CA DWC Fee Schedule

 Physical Medicine & Rehabilitation

 Modalities (Constant Attendance)

 97035 – Ultrasound

 $15.67 Fee Schedule

 Each 15 minutes



Procedural Coding/Billing

 Chiropractic Adjustments (Manipulation)/CMT

CPT Treatment Fee Schedule

98940 Spinal Manipulation; 1-2 regions $                               34.60 

98941 Spinal Manipulation; 3-4 regions $                               50.08 

98942 Spinal Manipulation; 5 regions $                               65.09 

98943 Extraspinal; 1 or more regions $                               33.32 



Resources

 State of California Dept. of Insurance – www.insurance.ca.gov

 UR and Causation section of FAQs: http://www.dir.ca.gov/dwc/UtilizationReview/UR_FAQ.htm

 Division of Workers’ Compensation Dept. of Industrial Relations - http://www.dir.ca.gov/DWC

 URAC – www.urac.org

 MTUS Regulations: 
http://www.dir.ca.gov/dwc/DWCPropRegs/MTUS_Regulations/MTUS_Regulations.htm.

 ACOEM-Occupational Medicine Practice Guidelines 2nd Edition 2004

 CWCI

 ICD-10 CM PMIC 2015

 CPT Plus PMIC 2012

http://www.insurance.ca.gov/
http://www.dir.ca.gov/dwc/UtilizationReview/UR_FAQ.htm
http://www.dir.ca.gov/DWC
http://www.urac.org/
http://www.dir.ca.gov/dwc/DWCPropRegs/MTUS_Regulations/MTUS_Regulations.htm


COURSE EVALUATION FOR ADMINISTRATIVE DIRECTOR

As a part of the Administrative Director's ongoing efforts to ensure that courses for Qualified 
Medical Evaluators offer valuable information on California's Workers' Compensation-
related medical evaluation issues, we are asking attendees of the courses approved by the 
Administrative Director (including distance learning programs) to complete the following 
Course Evaluation.

COURSE EVALUATION LINK (click here)

TO ALL ATTENDEES: PLEASE RETURN THIS FORM TO THE DWC

DIVISION OF WORKERS' COMPENSATION - MEDICAL 
UNIT PO BOX 71010 OAKLAND, CA 94612

OR
AOGarcia@dir.ca.gov

QME Form117 Course Evaluation with address.pdf


Thanks So Much!

Hope To See You Soon

Back To Chiropractic CE Seminars!

backtochiropractic.net
107
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