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IRO CASE #:  
 

 
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
10 Sessions of Chronic Pain Management Program 

 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
MD, Board Certified in Family Practice 

 
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) 
 

 
 

Provide a description of the review outcome that clearly states whether or not 
medical necessity exists for each of the health care services in dispute. 

 

 
 

INFORMATION PROVIDED TO THE IRO FOR REVIEW 
1. Denial letter per Dr. [1/28/008] 
2. Letter from Dr. [2/19/08] 
3. Records from Dr. including a FCE 12/17/07 and progress notes up to 

7/3/07 
4. Medical records from and a letter to appeal denial 2/11/08 
5. Records and letter from, attorney dated 4/4/07 
6. Dr. Peer Review [5/11/07] 



7. Various TWCC forms with multiple dates 
8. Dr. evaluation [11/19/04] 
9. L-S x-ray report [5/20/04] 
10. Records from Dr. [5/20/04 – 2/3/05] 
11. Daily treatment notes [5/27/04 – 7/21/04] 
12. EMG/NCS report [6/17/04] 
13. MRI L-S spine report [6/18/04] 
14. Dr. note [6/30/04] 
15. Dr. notes [7/13/04, 9/13/04] 
16. Dr. note [7/23/04] 
17. notes [8/18/04, 8/24/04] 
18. Pain Management notes [8/16/04 – 8/27/04] 
19. records [8/31/04, 9/10/04] 
20. Notes from [10/4/04 – 10/28/04] 
21. Dr. notes [10/4/04 – 1/10/05] 
22. Relaxation Group Session [10/28/04, 11/8/04, 11/17/04] 
23. Dr. review 
24. Medical records from Dr. 
25. ODG Guidelines 

 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The patient sustained a back injury on xx/xx/xx.  He has a history of back surgery 
prior to this injury.  He had extensive evaluation and treatments for his injury. 
Treatments included rest off work, medications, chiropractic care, muscle 
stimulator, ESIs, individual therapy, group therapy, and biofeedback.   He 
continues to have symptoms over 4 years after his original injury in xx/xxxx. 
Dr. concluded on 5/11/07 that the patient’s compensable injuries had resolved. 
Dr. noted in 2005 that his symptoms at that time were related to his prior injury 
and  surgery.    Dr.  on  1/28/08  determined  that  the  patient  had  chronic  pain 
behavior with psychotherapy and no significant change in symptoms after 4 
years of extensive treatment.  Dr. upheld the non-certification on 2/19/08 noting 
the increase of symptoms after psychotherapy and the presence of significant 
predictors of failure that have not been addressed. 

 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION. 
THE  PATIENT  CONTINUES  TO  HAVE  SYMPTOMS  AFTER  AN  INJURY 
AFTER EXTENSIVE AND APPROPRIATE CONSERVATIVE TREATMENTS. 
THE MEDICAL RECORDS SUBMITTED DO NOT SUPPORT THE MEDICAL 
NECESSITY  OF  A  CHRONIC   PAIN   MANAGEMENT   PROGRAM.      THE 
PATIENT HAS HAD THE MODALITIES OFFERED IN THE PROGRAM WITH 
NO SUCCESS.   FURTHERMORE, A CPMP WOULD BE REDUNDANT AND 
THE  CHANCE  OF  SUCCESS  IS  VIRTUALLY  NIL.     IN  ADDITION,  THE 
PATIENT HAS SIGNIFICANT PREDICTORS OF FAILURE FOR THIS TYPE OF 
PROGRAM.   THIS VIEW IS SUPPORTED BY GENERALLY ACCEPTED 
GUIDELINES SUCH AS ACOEM AND ODG. 
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A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR 
OTHER CLINICAL BASIS USED TO MAKE THE DECISION: 

 

 
 

X 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 
 

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) 


