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Required Guidelines

 For accepted claims, The California Division of Workers’ Compensation 
(DWC) requires that any treatment not authorized by the claims 
administrator, be sent to Utilization Review.

 Utilization Review must use mandated guidelines in rendering a 
medical necessity determination.

 The reviewer may only deviate from the mandated guidelines if they 
are “silent,” or do not address the treatment being requested.

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

 ACOEM – 2004, 2nd edition

 Official Disability Guidelines  



Guidelines



Guidelines

 If MTUS applies to the injured worker’s medical 
condition or illness, then:

 MTUS must be applied first, unless the treating 
physician has met the burden of proof to apply 
guidelines outside of the MTUS.



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

 The provider must prove and  document “Functional 

Improvement” to the utilization review health care 

professional/nurse or physician reviewer in order to 

prove efficacy of treatment and to substantiate any 

additional care.



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.) 



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



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.



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



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.



Independent Bill Review
IBR Fees ($)

 Any IBR application submitted on or after January 1, 2015 will be subject to the following fee 
schedule:

 Completed IBR
Fee effective April 1, 2014: $250 per IBR
Fee effective Jan. 1, 2015: $195 per IBR

 Ineligible IBR Not Sent to Review***
Fee effective April 1, 2014: $50.00 per IBR
Fee effective Jan. 1, 2015: $47.50 per IBR

 *** Sending an IBR to review means assigning and providing the complete file to a certified 
coding specialist with the expertise necessary to evaluate and render decisions on all line 
items in dispute.

 IBR fees are paid by the contesting provider.





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) 



IBR & 2nd Bill Review Rights not Required on 
EOR

 8 CCR §9792.5.5
 a) If the provider disputes the amount of payment made by the claims 

administrator on a bill for medical treatment services or goods rendered on or 

after January 1, 2013, submitted pursuant to Labor Code section 4603.2, or 

Labor Code section 4603.4, or bill for medical-legal expenses incurred on or 

after January 1, 2013, submitted pursuant to Labor Code section 4622, the 

provider may request the claims administrator to conduct a second review 

of the bill.

 (b) The second review must be requested within 90 days of:

 (B) The Request for Second Bill Review form, DWC Form SBR-1, set 

forth at section 9792.5.6. The DWC Form SBR-1 shall be the first page of the 

request for second review submitted by the provider.



IBR & 2nd Bill Review Rights not Required on 
EOR

 8 CCR §9792.5.5
 (B) The item and amount in dispute.

 (C) The additional payment requested and the reason therefor.

 (D) The additional information provided in response to a request in the first explanation of review or any 
other additional information provided in support of the additional payment requested.

 (e) If the only dispute is the amount of payment and the provider does not request a second review within 

the timeframes set forth in subdivision (b), the bill shall be deemed satisfied and neither the claims 
administrator nor the employee shall be liable for any further payment.

 (g) Within 14 days of receipt of a request for second review that complies with the requirements of 

subdivision (d), the claims administrator shall respond to the provider with a final written determination 

on each of the items or amounts in dispute by issuing an explanation of review. 

 (h) Based on the results of the second review, payment of any balance no longer in dispute, or payment of 

any additional amount determined to be payable, shall be made within 21 days of receipt of the request for 

second review. The 21-day time limit for payment may be extended by mutual written agreement between the 
provider and the claims administrator.



 (i) If the provider further contests the amount paid after receipt of the final written determination following a 

second review, the provider shall request an independent bill review pursuant to this Article.
 If the IBR finds in favor of the provider, then the employer must reimburse the IBR fee.



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.



Algorithm for Chiropractic 

 The following algorithm 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.



 

 

 

 

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 





 ICD-9 ~ 14,000 Codes

 ICD-10 ~ 70,ooo Codes



ICD-10-CM
 21 Chapters
 Chiropractors will typically use ~5 chapters

 Chapter 6:  Diseases of the Nervous System (G00-G99)

 Chapter 13:  Diseases of the Musculoskeletal System & Connective Tissue (M00-MM99)

 Chapter 18:  Symptoms, Signs and Abnormal Clinical & Laboratory Findings Not Elsewhere 
Classified (R00-R99)

 Chapter 19:  Injury, Poisoning & Certain Other Consequences of External Causes (S00-T88)

 Chapter 20:  External Causes of Morbidity (V00-Y99)



Dummy Placeholder “x” is used for 
Future Coding Expansion





Document

 Good documentation allows tracking of care rendered

 Document which treatment services were successful 
(which were not)

 Records MUST be legible

 Include presenting problems & examinations

 Include Plan & Goals

 Use SOAP format

 Include Clinical Rationale leading to your diagnosis



Alphabetical vs. Tabular ICD-10 List

 Alphabetical List:

 Use the alphabetical list to locate possible range of 
conditions to match your diagnosis

 There is not a 1:1 match between ICD-9:ICD-10

 Start with alphabetical list, but will need to code to highest 
specificity (i.e. laterality)

 Tabular List:

 Contains the ICD-10 codes to use based on your diagnosis

 Note Excludes 1 & Excludes 2



ICD-10-CM
 Example:

 Cervical Disc Disorders - Radiculopathy

 ICD-9:  723.4

 ICD-10:  M50.0 Cervical Disc Disorder with 
Radiculopathy (Not Billable – Must specify 5th digit)

 ICD-10:  M50.10 Unspecified Cervical Region

 ICD-10:  M50.11 High Cervical Region

 ICD-10:  M50.12 Mid-Cervical Region

 ICD-10:  M50.13 Cervicothoracic Region



ICD-9 to ICD-10 Crosswalk
Radiculopathy

Cervical Radiculopathy 723.40 M54.12 

Thoracic Radiculopathy 724.4 M54.14 

Lumbar Radiculolapthy 724.4 M54.16 

Lumbosacral Radiculopathy 724.4 M54.17 

 



ICD-10-CM
Transition from ICD-9 E Codes to ICD-10

MVA - Driver (A = Initial Encounter) E812.0 V49.88XA

MVA - Passenger (A = Initial Encounter) E812.1 V49.59XA

MVA - Injuring Motorcyclist (A = Initial Encounter) E812.2 V29.49XA

MVA - Injuring Pedal Cyclist (A = Initial Encounter) E812.6 V13.9XXA

MVA - Injuring Pedestrian (A = Initial Encounter) E812.7 V03.10XA



ICD-9 to ICD-10
Elbow Diagnoses

Elbow Pain - unspecified 719.43 M25.529

Elbow Pain (Right) 719.43 M25.521

Elbow Pain (Left) 719.43 M25.522

Elbow - Lateral Epicondylitis, unspecified elbow 726.32 M77.10

Elbow - Medial Epicondylitis, unspecified elbow 726.31 M77.00



Knee - Pain (Unspecified) 719.46 M25.569

Knee - Pain (Right) 719.46 M25.561

Knee - Pain (Left) 719.46 M25.562

Knee - ACL Sprain (Unspecified) 844.2 S83.519A

Knee - ACL Sprain (Right) Initial Encounter 844.2 S83.511A

Knee - ACL Sprain (Left) Initial Encounter 844.2 S83.512A

Knee - ACL Sprain (Right) Sequela 905.7 S83.511S

Knee - ACL Sprain (Left) Sequela 905.7 S83.512S

Knee - MCL Sprain (Unspecified) 844.1 S83.419A

Knee - MCL Sprain (Right) Initial Encounter 844.1 S83.411A

Knee - MCL Sprain (Left) Initial Encounter 844.1 S83.412A

Knee - MCL Sprain (Right) Sequela 905.7 S83.411S

Knee - MCL Sprain (Left) Sequela 905.7 S83.412S

Knee - Meniscus Tear (Unspecified) 836.2 S83.209A

Knee - Meniscus Tear (Right) Initial Encounter 836.2 S83.206A

Knee - Meniscus Tear (Left) Initial Encounter 836.2 S83.207A

Knee - Meniscus Tear (Right) Sequela 905.7 S83.206S

Knee - Meniscus Tear (Left) Sequela 905.7 S83.207S

ICD-9 to ICD-10
Knee Diagnoses



Sprain vs. Strain
S13 vs. S16

 S13 Codes (Sprain)

 Dislocation and Sprain of joints & ligaments @ Neck

 Includes:

 Avulsion, Laceration, Sprain, Traumatic Tear

 Excludes2:  Strain of muscle or tendon @ Neck

 S16 Codes (Strain)

 Injury of muscle, fascia, tendon @ Neck

 Excludes2:  Sprain of joint or ligament @ Neck



ICD-9 to ICD-10 Crosswalk

Diagnosis ICD-9 ICD-10

Cervicalgia 723.1 M54.2

Thoracic Myofascial Pain 724.1 M54.6

Lumbago 724.2 M54.5

Cervical Sprain of ligaments, initial encounter 847.0 S13.4XXA

Cervical Sprain of joints and ligaments of other parts, initial encounter 847.0 S13.8XXA

Cervical Strain (A = Initial Encounter) 847.0 S16.1XXA

Cervical Strain (D = Subsequent Encounter) 847.0 S16.1XXD

Cervical Strain (S = Sequela) 847.0 S16.1XXS

Thoracic Sprain of ligaments, initial encounter 847.1 S23.3XXA

Thoracic Sprain of other specified parts, initial encounter 847.1 S23.8XXA

Lumbar Sprain of ligaments, initial encounter 847.2 S33.5XXA

Lumbar Strain (A = Initial Encounter) 847.2 S39.012A

Lumbar Strain (D = Subsequent Encounter) 847.2 S39.012D

Lumbar Strain (S = Sequela) 847.2 S39.012S



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

 Example:  Excludes 1

Do not code M54.2 with any other M50.- codes

M50.- codes include cervicalgia



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.



Exclude Notes

 Example:  Excludes 2

It is allowable to code M50.1 (Cervical disc disorder with radiculopathy) –AND-

M54.13 (Brachial Radiculitis NOS)

Both conditions may be present at the same time and distinct.

NOTE:  Code the cervical disc disorder by level of the cervical spine.



Verify Payer Guidelines

 Check payer guidelines to ensure which codes are allowable 
and reimbursable

 Check preemptively to avoid delays in receiving payment



Updated DWC Forms for ICD-10

 Doctor’s First Report

 PR-2

 PR-3 

 PR-4



DWC form RFA

 Always enter the frequency/quantity of treatments you 
are requesting.

 The amount you request is what will be reviewed for 
authorization, and what the provider will be held to 
when billing.

 The DWC form RFA must be attached to your actual 
Request for Authorization (RFA); DFR, PR-2 or 
Narrative RFA.

 The DWC form RFA alone is not sufficient to justify 
why your patient needs the care you have requested.







Justify what you bill for

 The PR-2 helps Bill Review (BR) determine if you have 
procedurally coded your treatment correctly.

 Bill Review will match which codes you bill against 
which codes were authorized or approved.

 The level of re-exam (if any) billed is also justified by 
how the provider documents their findings.







Bill What Was Authorized by UR

 Make sure your treatment dates match the 
authorization date range from the UR certification 
letter.

 Make sure you bill only for the number of visits 
authorized.

 Make sure to include the RFA (DFR, PR-2, Narrative 
RFA) that was authorized for the visits being billed to 
substantiate level of care rendered.



 



Proof of Service

How can you prove you sent your treatment request?

 Proof of Service

 Email confirmation

 Fax proof/confirmation of delivery



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



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



Up to 1 Hour ~ Physical Medicine Modalities

 Enter separate line items for the same modality 
performed on the same DOS

 Example:  4 units of 15 minute increments of 
physiotherapy to account for 1 hour of care

 NOTE:  Cascading applies to each line item 

 100%, 75%, 50% 25%



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

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


Thanks for taking CE Seminars with Back To Chiropractic.

I hope you enjoyed the course. Please feel free to provide feedback.

Check out: Back To Chiropractic Resources

Free Materials: Notes & Forms hundreds of files ~ posters, newsletters & more

Services & Listings People helping people for free

Marcus Strutz DC

Back To Chiropractic CE Seminars

marcusstrutzdc@gmail.com 

707.972.0047

https://www.backtochiropractic.net/Free Materials.html
https://backtochiropractic.net/Services for DCs.html
https://www.backtochiropractic.net/
mailto:marcusstrutzdc@gmail.com

