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IRO REVIEWER REPORT TEMPLATE -WC

DATE OF REVIEW: October 3, 2007

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE
20 sessions of chronic pain management

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION

A Chiropractor with 11 years of treating patients in the Texas Workers’
Compensation system as a level Il approved treating doctor

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

Notes from DC dated 8/7/07, notes from MD dated 6/15/07, notes from DC dated
6/11/07, notes from MD dated 6/15/06, notes from Group dated 1/9/06, notes
from MD dated 4/21/06, and notes from DO dated 10/26/05, No ODG Guidelines,
Group 8/6/07 thru 8/31/07.

PATIENT CLINICAL HISTORY [SUMMARY]:

This patient was injured on xx/xx/xx while working. He was lifting heavy wooden
ceiling forms weighing approximately 50-75 pounds for construction, when he felt
pain in his inguinal area.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE
DECISION.

The 20 sessions of chronic pain management are not reasonable or medically
necessary according to the below referenced criteria. This case has appeared to
be protracted over a much longer than normal period of time for a diagnosis of an

HEALTH AND WC NETWORK CERTIFICATION & QA 10/16/2007 1
IRO Decision/Report Template- WC




inguinal hernia. This patient appears to have developed a doctor dependency
and symptom magnification. The pain management should have been
implemented at a much earlier point in care, but now it appears that there will be
no positive outcome in this patient’s care. Therefore, the 20 sessions of chronic
pain management are not reasonable or medically 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

[ ] MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN
ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS

[ ] MERCY CENTER CONSENSUS CONFERENCE GUIDELINES
[ ] MILLIMAN CARE GUIDELINES

X] 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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