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Notice of Independent Review Decision 

 
DATE OF REVIEW: APRIL 2, 2008 

 
IRO CASE #:  

 

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

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

 
M.D., Board Certified in Anesthesiology with Certificate of Added Qualifications 
by the American Board of Anesthesiology in Pain Management, in practice of 
Pain Management for over 20 years 

 
REVIEW OUTCOME 

 

Upon independent review the reviewer finds that the previous adverse 
determination/adverse determinations should be: 

 

Upheld (Agree) 
 

Overturned (Disagree) 
 

Partially Overturned (Agree in part/Disagree in part) 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 

 
This worker sustained an on-the-job injury.  He has low back pain with radiation to both 
legs.     He  has  had  chiropractic  care  and  epidural  steroid  injections  along  with 
medications. He is not deemed to be a surgical candidate. 

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

 
The  ODG  10th   Edition  Guidelines  for  a  chronic  multidisciplinary pain  management 
program include all of the following: 
1.  An adequate and thorough evaluation has been made.  This criteria has not been 

met.  The evaluation is cursory and does not include the usual instruments such as 
MMPI to determine if the injured worker would be a candidate for a multidisciplinary 
program. 

2.  Previous methods of chronic pain have been unsuccessful.  This criteria has been 



met. 
3.  The patient has significant loss of ability to function independently resulting from the 

chronic pain.  It is unclear whether has been met.  There is a note stating the patient 
is ready to return to work. 

4.  The patient is not a candidate where surgery would clearly be indicated.  This has 
been met. 

5.  The patient has motivation to change and is willing to forego secondary gain.  This 
appears to have been met. 

 
One and possibly two of the above criteria have not been met.  Therefore, it is not 
reasonable/necessary to undergo a multidisciplinary pain management program.   The 
reviewer finds that 10 Sessions of Chronic Pain Management Program are not 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 
 

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) 


