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IRO CASE #:  
 

 
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
Lyrica 50mg PO Tid#90; Norco10/325 PO every 4hrs up to 5 a day #150; Relafe 500mg PO Bid # 
60; Zanaflex 4mg PO Tid #90 

 

 
 

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
Board Certified in Physical Medicine and Rehabilitation 

Subspecialty Board Certified in Pain Management 
 

 
 

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 lady was run over by a tractor in xxxx. She had subsequent back pain and neck pain. 

She had both cervical and lumbar surgery including fusions.  Apparently several 

physicians questioned the need for the surgery and ongoing treatment. She is reported as 

having neck and low back pain, aches, spasms, depression, anxiety and numbness, but not 

paresthesias. I did not find evidence of any  neurological loss. Dr. wrote that “her 

present pain management as this regimen has provided her with good pain control, has 

improved her function, she shows no signs of aberrant drug behaviours and is having no 

significant side effects or signs of tolerance.”  He further commented upon her increased 

pain when denied Zanaflex and Relafen. 
 

 
 

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 



BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION. 
The medications under question are as follows: 

 
Lyrica. This is a controlled substance. It has FDA approval for pain management of 

postherpetic neuralgia, diabetic neuropathy, and fibromyalgia. It is often used off label 

for the management of neuropathic pain. . 

 
Norco is hydrocodone with indications for pain. It has a lower dose of acetaminophen to 

minimize liver toxicity. It can lead to dependency. 

Zanaflex is for muscle spasms. There are reports of its reducing neuropathic pain. 

Relafen is an antiinflammatory. He shares toxic and adverse side effects with other 

medications in this class. 
 

 
 

This lady has chronic pain. The use and need for medications is accepted by the ODG. 

 
Medications for subacute & chronic pain 
Recommended as indicated below. Relief of pain with the use of medications is generally temporary, and 

measures of the lasting benefit from this modality should include evaluating the effect of pain relief in 

relationship to improvements in function and increased activity. Before prescribing any medication for 

pain the following should occur: (1) determine the aim of use of the medication; (2) determine the potential 
benefits and adverse effects; (3) determine the patient’s preference. Only one medication should be given at 

a time, and interventions that are active and passive should remain unchanged at the time of the medication 

change. A trial should be given for each individual medication. Analgesic medications should show effects 

within 1 to 3 days, and the analgesic effect of antidepressants should occur within 1 week. A record of pain 

and function with the medication should be recorded. (Mens, 2005) The recent AHRQ review of 

comparative effectiveness and safety of analgesics for osteoarthritis concluded that each of the analgesics 

was associated with a unique set of benefits and risks, and no currently available analgesic was identified as 

offering a clear overall advantage compared with the others. (Chou, 2006) There are multiple medication 

choices in the Procedure Summary. See Anticonvulsants for chronic pain; …Antiepilepsy drugs (AED) 

Anti-Inflammatories; Muscle relaxants; NSAIDs (non-steroidal anti-inflammatory drugs); Opioids 

 

The following ODG selections apply to the individual medication or category. 

Hydrocodone is an opiate. There are two camps of physicians. Some do not believe in the 

role of opiates in the management of chronic pain. Others do. The ODG recognizes both. 

The treating doctor described that this lady had less pain and more function with the 

regimen. He specifically noted none of the reasons for discontinuing opioids as listed in 

the ODG. 
 

 
 

Chronic pain programs, opioids 
Recommend assessing the effects of interdisciplinary pain programs on patients who remain on 

opioids throughout treatment, and to determine whether opioid use should be a screening factor for 

admission to or continuation in a program. The limited research that is available indicates that daily 

opioid use, in low doses, does not decrease effectiveness of chronic pain programs. Early research 

also indicates that simultaneous dependency/addiction programs with pain programs may be a viable 

option. Limited studies allow for an evaluation of the role of the chronic use of opioids on treatment 

success in interdisciplinary pain programs:… 

(3) Programs that don’t emphasize opioid tapering: A more recent study of patient’s receiving 

workers’ compensation benefits in a program that did not stress opioid withdrawal found that at 6 

months, 72.1% of opioid users returned to work versus 75.8% of non-opioid users, a non-significant 



difference. The mean dose of daily morphine equivalents was 28.63 mg (range 0.53 mg to 150 mg), 

which may limit the generalizability of the study. (Maclaren, 2006) 

 

Opioids for chronic pain 
Recommendations for general conditions: … 

- Chronic back pain: Appears to be efficacious but limited for short-term pain relief, and long-term efficacy 

is unclear (>16 weeks), but also appears limited. Failure to respond to a time-limited course of opioids has 

led to the suggestion of reassement and consideration of alternative therapy. There is no evidence to 

recommend one opioid over another. In patients taking opioids for back pain, the prevalence of lifetime 

substance use disorders has ranged from 36% to 56% (a statistic limited by poor study design). Limited 

information indicated that up to one-fourth of patients who receive opioids exhibit aberrant medication- 

taking behavior. (Martell-Annals, 2007) (Chou, 2007) There are three studies comparing Tramadol to 

placebo that have reported pain relief, but this increase did not necessarily improve function. (Deshpande, 

2007) … 

 
There are several proposed guidelines for the use of opioids for chronic non-malignant pain, but these 

have not been evaluated in clinical practice, and selection of the patient that will best respond to this 

treatment modality remains difficult. (Nicholas, 2006) (Stein, 2000) One of the most recent of these 

guidelines is the Agency Medical Director’s Group (AMDG) Guidelines from Washington State. This 

guideline includes an opioid dosing calculator. (AMDG, 2007) 

Outcomes measures: It is now suggested that rather than simply focus on pain severity, improvements in a 

wide range of outcomes should be evaluated, including measures of functioning, appropriate medication 

use, and side effects. Measures of pain assessment that allow for evaluation of the efficacy of opioids and 

whether their use should be maintained include the following: current pain; the least reported pain over the 

period since last assessment; average pain; intensity of pain after taking the opioid; how long it takes for 

pain relief; and how long pain relief lasts. (Nicholas, 2006) (Ballantyne, 2006) A recent epidemiologic 

study found that opioid treatment for chronic non-malignant pain did not seem to fulfill any of key outcome 

goals including pain relief, improved quality of life, and/or improved functional capacity. (Eriksen, 2006) 

Tolerance and addiction: Opioid tolerance develops with the repeated use of opioids and brings about the 

need to increase the dose and may lead to sensitization. It is now clear that analgesia may not occur with 

open-ended escalation of opioids. It has also become apparent that analgesia is not always sustained over 

time, and that pain may be improved with weaning of opioids. (Ballantyne, 2006) (Ballantyne, 2003) See 

Substance abuse (tolerance, dependence, addiction). 

Behavior reinforcement: A major concern in the use of opioids has been that a focus on this treatment 

without coordination with other modalities, such as psychosocial or behavioral therapy, may simply 

reinforce pain-related behavior, ultimately undermining rehabilitation that has been targeted at functional 
restoration. (Ontario, 2000) It has been shown that pain behavior can be reinforced by the prescribing of 

opioids, generally on an unintentional basis by the patient. (Fordyce, 1991) 

Overall treatment suggestions: Current guidelines suggest the following: 

- A trial of opioids as a first step in treatment, and the steps involved are outlined in the Criteria for Use of 

Opioids. The trial includes an initiation phase that involves selection of the opioid and initial dose. 

(VA/DoD, 2003) 

- There is then a titration phase that includes dose adjustment. At this phase it may be determined that 

opioids are not achieving the desired outcomes, and they should be discontinued. 

- The final stage is the maintenance phase. If pain worsens during this phase the differential to evaluate 

includes disease progression, increased activity, and/or new or increased pre-existing psychosocial factors 

that influence pain. In addition, the patient may develop hyperalgesia, tolerance, dependence or actual 

addiction. 

(Washington, 2002) (Colorado, 2002) (Ontario, 2000) (VA/DoD, 2003) (Maddox-AAPM/APS, 1997) 

(Wisconsin, 2004) (Warfield, 2004) See Substance abuse (tolerance, dependence, addiction). See also 

Implantable pumps for narcotics. See also Opioids in the Low Back Chapter. See Criteria for Use of 

Opioids 
 
 

CRITERIA FOR USE OF OPIOIDS 

Therapeutic Trial of Opioids … 

4) On-Going Management. Actions Should Include: 

(a) Prescriptions from a single practitioner taken as directed, and all prescriptions from a single pharmacy. 

(b) The lowest possible dose should be prescribed to improve pain and function. 

(c) Office: Ongoing review and documentation of pain relief, functional status, appropriate medication use, 



and side effects. Pain assessment should include: current pain; the least reported pain over the period since 

last assessment; average pain; intensity of pain after taking the opioid; how long it takes for pain relief; and 
how long pain relief lasts. Satisfactory response to treatment may be indicated by the patient's decreased 

pain, increased level of function, or improved quality of life. Information from family members or other 

caregivers should be considered in determining the patient's response to treatment. The 4 A's for Ongoing 

Monitoring: Four domains have been proposed as most relevant for ongoing monitoring of chronic pain 

patients on opioids: pain relief, side effects, physical and psychosocial functioning, and the occurrence of 

any potentially aberrant (or nonadherent) drug-related behaviors. These domains have been summarized as 

the "4 A's" (analgesia, activities of daily living, adverse side effects, and aberrant drug-taking behaviors). 

The monitoring of these outcomes over time should affect therapeutic decisions and provide a framework 

for documentation of the clinical use of these controlled drugs. (Passik, 2000) 

(d) Home: To aid in pain and functioning assessment, the patient should be requested to keep a pain dairy 

that includes entries such as pain triggers, and incidence of end-of-dose pain. It should be emphasized that 

using this diary will help in tailoring the opioid dose. This should not be a requirement for pain 

management. 

(e) Use of drug screening or inpatient treatment with issues of abuse, addiction, or poor pain control. 

(f) Documentation of misuse of medications (doctor-shopping, uncontrolled drug escalation, drug 

diversion). 

(g) Continuing review of overall situation with regard to nonopioid means of pain control. 

(h) Consideration of a consultation with a multidisciplinary pain clinic if doses of opioids are required 

beyond what is usually required for the condition or pain does not improve on opioids in 3 months. 

Consider a psych consult if there is evidence of depression, anxiety or irritability. Consider an addiction 

medicine consult if there is evidence of substance misuse. 

5) Recommended Frequency of Visits While in the Trial Phase (first 6 months): 

(a) Every 2 weeks for the first 2 to 4 months 

(b) Then at approximate 1 ½ to 2-month intervals 

Note: According to the California Medical Board Guidelines for Prescribing Controlled Substances for 

Pain, patients with pain who are managed with controlled substances should be seen monthly, quarterly, or 

semiannually as required by the standard of care. (California, 1994) 

6) When to Discontinue Opioids: See Opioid hyperalgesia. Also see Weaning of Medications. Prior to 

discontinuing, it should be determined that the patient has not had treatment failure due to causes 

that can be corrected such as under-dosing or inappropriate dosing schedule. Weaning should occur 

under direct ongoing medical supervision as a slow taper except for the below mentioned possible 

indications for immediate discontinuation. The patient should not be abandoned. 

(a) If there is no overall improvement in function, unless there are extenuating circumstances 

(b) Continuing pain with the evidence of intolerable adverse effects 

(c) Decrease in functioning 

(d) Resolution of pain 

(e) If serious non-adherence is occurring 

(f) The patient requests discontinuing 

(g) Immediate discontinuation has been suggested for: evidence of illegal activity including diversion, 

prescription forgery, or stealing; the patient is involved in a motor vehicle accident and/or arrest 

related to opioids, illicit drugs and/or alcohol; intentional suicide attempt; aggressive or threatening 

behavior in the clinic. It is suggested that a patient be given a 30-day supply of medications (to 

facilitate finding other treatment) or be started on a slow weaning schedule if a decision is made by 

the physician to terminate prescribing of opioids/controlled substances. 
(h) Many physicians will allow one “slip” from a medication contract without immediate termination of 

opioids/controlled substances, with the consequences being a re-discussion of the clinic policy on 

controlled substances, including the consequences of repeat violations. 

(i) If there are repeated violations from the medication contract or any other evidence of abuse, addiction, 
or possible diversion it has been suggested that a patient show evidence of a consult with a physician that is 

trained in addiction to assess the ongoing situation and recommend possible detoxification. (Weaver, 2002) 

(j) When the patient is requesting opioid medications for their pain and inconsistencies are identified in the 

history, presentation, behaviors or physical findings, physicians and surgeons who make a clinical decision 

to withhold opioid medications should document the basis for their decision. 

7) When to Continue Opioids 
(a) If the patient has returned to work 

(b) If the patient has improved functioning and pain 

(Washington, 2002) (Colorado, 2002) (Ontario, 2000) (VA/DoD, 2003) (Maddox-AAPM/APS, 1997) 

(Wisconsin, 2004) (Warfield, 2004) 
 



 

 
Hydrocodone/Acetaminophen (Anexsia®, Co-Gesic®, Hycet™; Lorcet®, Lortab®; Margesic-H®, 

Maxidone™; Norco®, Stagesic®, Vicodin®, Xodol®, Zydone®; generics available): Indicated for 

moderate to moderately severe pain. Note: there are no FDA-approved hydrocodone products for pain 

unless formulated as a combination. Side Effects: See opioid adverse effects. Analgesic dose: The usual 

dose of 5/500mg is 1 or 2 tablets PO every four to six hours as needed for pain (Max 8 tablets/day). For 

higher doses of hydrocodone (>5mg/tab) and acetaminophen (>500mg/tab) the recommended dose is 

usually 1 tablet every four to six hours as needed for pain. Hydrocodone has a recommended maximum 

dose of 60mg/24 hours. The dose is limited by the dosage of acetaminophen, which should not exceed 

4g/24 hours. 
 

 
 

APAP is a component of many of the pain medications and needs to be considered. It is 

over the counter, but its use as an alternative to the prescribed medications must also be 

considered. 

 
Acetaminophen 
Recommended as an initial choice for treatment of acute pain. See Medications for acute pain 

(analgesics). A Cochrane review of the literature on drug relief for low back pain (LBP) suggests that the 

popular nonsteroidal anti-inflammatory drugs (NSAIDs) are no more effective than acetaminophen, but 

NSAIDs had more adverse effects than acetaminophen. The results of this study support recommending 

NSAIDs as a treatment option after acetaminophen. (Roelofs-Cochrane, 2008) See NSAIDs. Long-term 

administration of moderate to high doses of acetaminophen should not be considered safer than 

NSAIDs from the perspective of the risk for developing hypertension or kidney failure. In addition 

this drug is one of the most common causes of severe drug-induced liver injury….These ODG 

recommendations are contrary to the recently released update to the ACOEM Practice Guidelines, which 

say NSAIDs are recommended for treatment over acetaminophen, and they conclude that 

acetaminophen is modestly less efficacious. (ACOEM, 2008) But an independent review of these 

guidelines utilizing the Appraisal of Guidelines for Research and Evaluation (AGREE) instrument 

concluded that they scored below 30% with a recommendation from AGREE, "not recommended or 

suitable for use in practice." (Manchikanti, 2008) 
 

 
 

Lyrica has a role for neuropathic pain. There was no description of paresthesias or 

dysesthesias to suggest neuropathic pain. 

 
Anti-epilepsy drugs (AEDs) for pain… 
Anti-epilepsy drugs (AEDs) are also referred to as anti-convulsants. 

Recommended for neuropathic pain (pain due to nerve damage), but not for acute somatic pain. 

(Gilron, 2006) (Wolfe, 2004) (Washington, 2005) (ICSI, 2005) (Wiffen-Cochrane, 2005) (Attal, 2006) 

(Wiffen-Cochrane, 2007) (Gilron, 2007) (ICSI, 2007) (Finnerup, 2007) There is a lack of expert 

consensus on the treatment of neuropathic pain in general due to heterogeneous etiologies, 

symptoms, physical signs and mechanisms. …The choice of specific agents reviewed below will depend 

on the balance between effectiveness and adverse reactions. See also specific drug listings below: 

…Pregabalin (Lyrica®)… 

 
Outcomes: A “good” response to the use of AEDs has been defined as a 50% reduction in pain and a 

“moderate” response as a 30% reduction 
Acute pain: Not indicated due to lack of evidence. 

Chronic non-specific axial low back pain: A recent review has indicated that there is insufficient 

evidence to recommend for or against antiepileptic drugs for axial low back pain. (Chou, 2007) … 

 

SPECIFIC ANTI-EPILEPSY DRUGS: 
Pregabalin (Lyrica®, no generic available) has been documented to be effective in treatment of diabetic 

neuropathy and postherpetic neuralgia, has FDA approval for both indications, and is considered first-line 

treatment for both. This medication is designated as a Schedule V controlled substance because of its causal 

relationship with euphoria. (Blommel, 2007) This medication also has an anti-anxiety effect. Pregabalin 



is being considered by the FDA as treatment for generalized anxiety disorder and social anxiety 

disorder. In June 2007 the FDA announced the approval of pregabalin as the first approved treatment for 

fibromyalgia. (ICSI, 2007) (Tassone, 2007) (Knotkova, 2007) (Eisenberg, 2007) (Crofford, 2005) (Stacey, 

2008) Dose adjustment is necessary in patients with renal insufficiency. The antiepileptic agents gabapentin 

and pregabalin have attained widespread usage in the treatment of painful diabetic peripheral neuropathy 

(DPN). This pooled analysis of 7 randomized controlled trials comparing different doses and frequencies of 

pregabalin for painful DPN concluded that pregabalin at doses of 150, 300, and 600 mg daily is associated 

with dose-related relief of pain and reduction in sleep interference in patients with painful DPN. (Freeman, 

2008)… 

Weaning: Do not discontinue pregabalin abruptly and weaning should occur over a one-week period. 

Withdrawal effects have been reported after abrupt discontinuation. 
 

 
Relafen is an NSAID with the risks of NSAIDs. Its use for chronic pain is noted. There 

were numerous bone procedures on the spine. These operations create bone pain. The 

latter sometimes will respond to NSAIDS. The long term use of NSAIDs has severe risks 

that must be discussed with the patient. 

 
Anti-inflammatory medications 
For specific recommendations, see NSAIDs (non-steroidal anti-inflammatory drugs). Anti-inflammatories 

are the traditional first line of treatment, to reduce pain so activity and functional restoration can resume, 

but long-term use may not be warranted. (Van Tulder-Cochrane, 2000) A comprehensive review of 

clinical trials on the efficacy and safety of drugs for the treatment of low back pain concludes that 

available evidence supports the effectiveness of non-selective nonsteroidal anti-inflammatory drugs 

(NSAIDs) in acute and chronic LBP, of muscle relaxants in acute LBP, and of antidepressants in chronic 

LBP. (Schnitzer, 2004) See also Nonprescription Medications. COX-2 inhibitors (e.g., Celebrex) may be 

considered if the patient has a risk of GI complications, but not for the majority of patients. Generic 

NSAIDs and COX-2 inhibitors have similar efficacy and risks when used for less than 3 months, but a 10- 

to-1 difference in cost. (Rate of overall GI bleeding is 3% with COX-2’s versus 4.5% with ibuprofen.) 

(Homik, 2003) For precautions in specific patient populations, see NSAIDs, GI symptoms & 

cardiovascular risk. 

 

NSAIDs (non-steroidal anti-inflammatory drugs) 
Specific recommendations:… 

Back Pain - Chronic low back pain: Recommended as an option for short-term symptomatic relief. A 

Cochrane review of the literature on drug relief for low back pain (LBP) suggested that NSAIDs were no 

more effective than other drugs such as acetaminophen, narcotic analgesics, and muscle relaxants. The 

review also found that NSAIDs had more adverse effects than placebo and acetaminophen but fewer effects 

than muscle relaxants and narcotic analgesics. In addition, evidence from the review suggested that no one 

NSAID, including COX-2 inhibitors, was clearly more effective than another. (Roelofs-Cochrane, 2008) 

See also Anti-inflammatory medications. 

 

NSAIDs, specific drug list & adverse effects 
 

Recommended with cautions below:… 

Nabumetone (Relafen®, generic available): 500, 750 mg. Dosing: Osteoarthritis: The recommended 

starting dose is 1000 mg PO. The dose can be divided into 500 mg PO twice a day. Additional relief may 

be obtained with a dose of 1500 mg to 2000 mg per day. The maximum dose is 2000 mg/day. Patients 

weighing less than 50 kg may be less likely to require doses greater than 1000 mg/day. The lowest effective 

dose of nabumetone should be sought for each patient. Use for moderate pain is off-label. (Relafen® 

Package Insert) 
 

 
Zanaflex was used as a muscle relaxer. The lady reportedly had spasms.  Some recent 

articles cite symptom improvement in back pain with muscle relaxers suggesting another 

mechanism for the pain. Zanaflex works centrally. There are research articles citing some 

additional pain relief benefits independent from its use for muscle spasms and pain. 
 



 
Muscle relaxants (for pain) 
Recommend non-sedating muscle relaxants with caution as a second-line option for short-term 

treatment of acute LBP and for short-term treatment of acute exacerbations in patients with chronic 

LBP. (Chou, 2007) (Mens, 2005) (Van Tulder, 1998) (van Tulder, 2003) (van Tulder, 2006) (Schnitzer, 

2004) (See, 2008) See the Low Back Chapter. Muscle relaxants may be effective in reducing pain and 

muscle tension, and increasing mobility. However, in most LBP cases, they show no benefit beyond 

NSAIDs in pain and overall improvement. Also there is no additional benefit shown in combination with 

NSAIDs. Efficacy appears to diminish over time, and prolonged use of some medications in this class may 

lead to dependence. … 
 

 
ANTISPASTICITY/ANTISPASMODIC DRUGS: 
Tizanidine (Zanaflex®, generic available) is a centrally acting alpha2-adrenergic agonist that is FDA 

approved for management of spasticity; unlabeled use for low back pain. (Malanga, 2008) Eight studies 

have demonstrated efficacy for low back pain. (Chou, 2007) One study (conducted only in females) 

demonstrated a significant decrease in pain associated with subacute and chronic myofascial pain syndrome 

and the authors recommended its use as a first line option to treat myofascial pain. (Malanga, 2002) May 

also provide benefit as an adjunct treatment for fibromyalgia. (ICSI, 2007) 

Side effects: somnolence, dizziness, dry mouth, hypotension, weakness, hepatotoxicity (LFTs should be 

monitored baseline, 1, 3, and 6 months). (See, 2008) 

Dosing: 4 mg initial dose; titrate gradually by 2 – 4 mg every 6 – 8 hours until therapeutic effect with 

tolerable side-effects; maximum 36 mg per day. (See, 2008) Use with caution in renal impairment; should 

be avoided in hepatic impairment. Tizanidine use has been associated with hepatic aminotransaminase 
elevations that are usually asymptomatic and reversible with discontinuation. 

… 
 

 
These medications are often used for the management of chronic pain.  They all have the 

potential for serious side effects that need to be monitored by the prescribing physician. 

There are those who accept the need for the medications and those who do not.  I am not 

sure that Lyrica was necessary in this case, as I saw nothing describing neuropathic pain. 

The other medications have valid reasons for use. I therefore concur with the use of these 

medications for the management of her chronic pain provided the side effects and risk 

factors are monitored and managed. 
 
 

IRO REVIEWER REPORT TEMPLATE -WC 
 

 
 

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) 


