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Clear Resolutions Inc. 
An Independent Review Organization 

3616 Far West Blvd. Suite 337-117 
Austin, TX   7831 

 
 

 
DATE OF REVIEW:  5-15-07 
 
 
IRO CASE #:    
 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
 
20 sessions of work hardening  
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
Board Certified, American Board of Physical Medicine and Rehabilitation 
 
 REVIEW OUTCOME   
 
Upon independent review the reviewer finds that the previous adverse 
determination/adverse determinations should be:  
 
x Upheld     (Agree) 
 

 Overturned  (Disagree) 
 

 Partially Overturned   (Agree in part/Disagree in part)  
 
  
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
 
Functional capacity evaluation- 4/4/07 & 1/31/07 
1/12/07, 1/2/07 
Designated doctor exam 1/19/07 
Peer reviews 
Carrier correspondence 
Request for reconsideration 
P&R Clinic 5/4/07 Letter to Insurance 
P&R Clinic 4/20/07 and 4/9/07 
4/5/07 
2/5/07 
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PATIENT CLINICAL HISTORY [SUMMARY]: 
 
The Patient sustained a left leg injury while loading a truck on xx/xx/xx.  He had 
conservative treatment with analgesics, and PT.  He ultimately went through a 
chronic pain management program which produced some improvements, but at 
the end of which he had plateaued.   
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.   
 
He had seventeen sessions of a chronic pain management program by the end 
of which he had plateaued.  A chronic pain management program is a program at 
the tertiary level of care.  On his functional capacity evaluation on 1-31-07, he 
tested at a heavy physical demand level, even though he demonstrated a self-
limited effort.  The work hardening program requested is at a secondary level of 
care which is not medically appropriate after the Patient has gone through a 
tertiary level program as noted above.  Thus based on a review of the records 
the Program is not deemed necessary. 
 
 
 
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 

 
X MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN 

ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS 
 

 MERCY CENTER CONSENSUS CONFERENCE GUIDELINES 
 

 MILLIMAN CARE GUIDELINES 
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 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) 


