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An Independent Review Organization 

835 E. Lamar Blvd., #394 
Arlington, TX  76011 

Fax: 866-328-3894 
 
 

Notice of Independent Review Decision 
 

 
 

DATE OF REVIEW:  JULY 21, 2008 
 

 
 

IRO CASE #:  
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
Chronic pain management program 5x2 

 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
Clinical psychologist; Member American Academy of 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]: 
The claimant is a xx year-old female who sustained a compensable, work-related 
injury to her bilateral wrists on xx/xx/xx. Patient was performing her usual job 
duties as a for a fashion company, where she had been employed for 22 years, 
when records indicate she was in the process of folding a large, heavy mattress 
and began to experience pain in both arms.  She initially sought attention from 
the union doctor who evaluated her, gave her x-rays, and referred her for 

physical rehabilitation.  Since this time, patient has not been able to return to 
work. 

 
Over the course of her treatment, patient has received x-rays, EMG/NCV, 
physical therapy, psychological evaluations, 6 individual therapy sessions, work 
hardening program, and medications management.  She is status post right 
carpal tunnel repair on 4/25/05, left carpal tunnel repair on 7/25/05, right shoulder 
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arthroscopy on 12/27/06, and a second right tunnel carpal repair on 2/8/07. 
Patient has been diagnosed with carpal tunnel syndrome, and currently takes 
only OTC medications for her pain. 

 
Patient was approved for, and has attended, 20 days of a CPMP.  The current t 
request is for an additional 10 days of CPMP.  Report indicates that she has 
made the following progression:  decrease in pain from 7/10 to 6/10, decrease in 
“irritability” from 5/10 to 4/10, decrease in “tension” from 5/10 to 4/10, decrease in 
“nervousness” from 7/10 to 5/10, and decrease in “sleep disturbance” from 5/10 
to 4/10.  Goals for the last 10 days of the program are to focus on the categories 
she has made no progress in: frustration, family discord, vocational distress, 
sadness, and forgetfulness.  Report states “she must be approved to complete 
the program in order to extinguish active symptoms, increase her functional 
ability, and to propel her towards a safe return to work.” 

 

 
 

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION. 
After a careful review of all medical records, the Reviewer’s medical assessment 
is that, over the first twenty days of the program, patient has made overall 
approximately a 20% improvement on 5 of her 10 initial psychosocial goals.  She 
has made no improvement on the other 5. Patient has improved with regard to 
ROM and strength, but there are no reported indicators of endurance 
improvements, and no RTW PDL’s to match her to.  There are also no 
standardized testing instruments used to monitor progress, such as BDI or BAI, 
and no Axis 5 diagnosis or GAF scores to update.  ODG states that “Treatment 
duration in excess of 20 sessions requires a clear rationale for the specified 
extension and reasonable goals to be achieved”.  The rationale cannot be that 
patient has shown lack of progress so far and still has initial goals that she has 
not even begun to achieve.  If patient had achieved 80% of her goals, then 
reasonable assumption could be made that with additional days she could 
achieve close to 100%, since the best predictor of future behavior is past 
behavior. 

 
Given the above, and the fact that patient does not qualify as an outlier for these 
types of programs, request cannot be established as medically reasonable and 
necessary. 

 
ODG recommends CPMP for this type of patient, and ODG supports using the 
BDI and BAI, among other tests, to establish baselines for treatment.  Bruns D. 

http://www.odg-twc.com/odgtwc/Pain_files/bruns.pdf
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Colorado Division of Workers’ Compensation, Comprehensive Psychological Testing: Psychological 

Tests Commonly Used in the Assessment of Chronic Pain Patients. 2001. 

 
Psychological evaluations: Recommended. Psychological evaluations are generally accepted, well- 

established diagnostic procedures not only with selected use in pain problems, but also with more 

widespread use in subacute and chronic pain populations.  Diagnostic evaluations should distinguish 

between conditions that are preexisting, aggravated by the current injury or work related. Psychosocial 

evaluations should determine if further psychosocial interventions are indicated.  The interpretations of the 

evaluation should provide clinicians with a better understanding of the patient in their social environment, 

thus allowing for more effective rehabilitation.  (Main-BMJ, 2002)  (Colorado, 2002)  (Gatchel, 1995) 

(Gatchel, 1999)  (Gatchel, 2004)  (Gatchel, 2005)  For the evaluation and prediction of patients who have a 

high likelihood of developing chronic pain, a study of patients who were administered a standard battery 

psychological assessment test found that there is a psychosocial disability variable that is associated with 

those injured workers who are likely to develop chronic disability problems.  (Gatchel, 1999)  Childhood 

abuse and other past traumatic events were also found to be predictors of chronic pain patients.  (Goldberg, 

1999)  Another trial found that it appears to be feasible to identify patients with high levels of risk of 

chronic pain and to subsequently lower the risk for work disability by administering a cognitive-behavioral 

intervention focusing on psychological aspects of the pain problem.  (Linton, 2002)  Other studies and 

reviews support these theories.  (Perez, 2001)  (Pulliam, 2001)  (Severeijns, 2001)  (Sommer, 1998)  In a 

large RCT the benefits of improved depression care (antidepressant medications and/or psychotherapy) 

extended beyond reduced depressive symptoms and included decreased pain as well as improved functional 

status.  (Lin-JAMA, 2003) 

 
See "Psychological Tests Commonly Used in the Assessment of Chronic Pain Patients" from the Colorado 

Division of Workers’ Compensation, which describes and evaluates the following 26 tests: (1) BHI - 

Battery for Health Improvement, (2) MBHI - Millon Behavioral Health Inventory, (3) MBMD - Millon 

Behavioral Medical Diagnostic, (4) PAB - Pain Assessment Battery, (5) MCMI-111 - Millon Clinical 

Multiaxial Inventory, (6) MMPI-2 - Minnesota Inventory, (7) PAI - Personality Assessment Inventory, (8) 

BBHI 2 - Brief Battery for Health Improvement, (9) MPI - Multidimensional Pain Inventory, (10) P-3 - 

Pain Patient Profile, (11) Pain Presentation Inventory, (12) PRIME-MD - Primary Care Evaluation for 

Mental Disorders, (13) PHQ - Patient Health Questionnaire, (14) SF 36, (15) SIP - Sickness Impact Profile, 

(16) BSI - Brief Symptom Inventory, (17) BSI 18 - Brief Symptom Inventory, (18) SCL-90 - Symptom 

Checklist, (19) BDI–II - Beck Depression Inventory, (20) CES-D - Center for Epidemiological Studies 

Depression Scale, (21) PDS - Post Traumatic Stress Diagnostic Scale, (22) Zung Depression Inventory, 

(23) MPQ - McGill Pain Questionnaire, (24) MPQ-SF - McGill Pain Questionnaire Short Form, (25) 

Oswestry Disability Questionnaire, (26) Visual Analogue Pain Scale – VAS.  (Bruns, 2001)  See also 

Comorbid psychiatric disorders. See also the Stress/Mental Chapter. 

 
Comorbid psychiatric disorders:  Recommend screening for psychiatric disorders.  Comorbid 

psychiatric disorders commonly occur in chronic pain patients. In a study of chronic disabling 

occupational spinal disorders in a large tertiary referral center, the overall prevalence of psychiatric 

disorders was 65% (not including pain disorder) compared to 15% in the general population. These 

included major depressive disorder (56%), substance abuse disorder (14%), anxiety disorders (11%), and 

axis II personality disorders (70%). (Dersh, 2006) When examined more specifically in an earlier study, 

results showed that 83% of major depression cases and 90% of opioid abuse cases developed after the 

musculoskeletal injury. On the other hand, 74% of substance abuse disorders and most anxiety disorders 

developed before the injury. This topic was also studied using the National Comorbidity Survey 

Replication (NCS-R), a national face-to-face household survey. (Dersh, 2002) See also Psychological 

evaluations. 
 

 
Psychological treatment:  Recommended for appropriately identified patients during treatment for chronic 

pain. Psychological intervention for chronic pain includes setting goals, determining appropriateness of 

treatment, conceptualizing a patient’s pain beliefs and coping styles, assessing psychological and cognitive 

function, and addressing co-morbid mood disorders (such as depression, anxiety, panic disorder, and 

posttraumatic stress disorder).  Cognitive behavioral therapy and self-regulatory treatments have been 

found to be particularly effective.  Psychological treatment incorporated into pain treatment has been found 

http://www.odg-twc.com/odgtwc/pain.htm#Main%23Main
http://www.odg-twc.com/odgtwc/pain.htm#Colorado2%23Colorado2
http://www.odg-twc.com/odgtwc/pain.htm#Gatchel2%23Gatchel2
http://www.odg-twc.com/odgtwc/pain.htm#Gatchel%23Gatchel
http://www.odg-twc.com/odgtwc/pain.htm#Gatchel4%23Gatchel4
http://www.odg-twc.com/odgtwc/pain.htm#Gatchel3%23Gatchel3
http://www.odg-twc.com/odgtwc/pain.htm#Gatchel%23Gatchel
http://www.odg-twc.com/odgtwc/pain.htm#Goldberg%23Goldberg
http://www.odg-twc.com/odgtwc/pain.htm#Goldberg%23Goldberg
http://www.odg-twc.com/odgtwc/pain.htm#Linton%23Linton
http://www.odg-twc.com/odgtwc/pain.htm#Perez%23Perez
http://www.odg-twc.com/odgtwc/pain.htm#Pulliam%23Pulliam
http://www.odg-twc.com/odgtwc/pain.htm#Severeijns%23Severeijns
http://www.odg-twc.com/odgtwc/pain.htm#Sommer%23Sommer
http://www.odg-twc.com/odgtwc/pain.htm#Lin%23Lin
http://www.odg-twc.com/odgtwc/pain.htm#Bruns%23Bruns
http://www.odg-twc.com/odgtwc/pain.htm#Bruns%23Bruns
http://www.odg-twc.com/odgtwc/pain.htm#Comorbidpsychiatricdisorders%23Comorbidpsychiatricdisorders
http://www.odg-twc.com/odgtwc/stress.htm#Procedure
http://www.odg-twc.com/odgtwc/pain.htm#Dersh%23Dersh
http://www.odg-twc.com/odgtwc/pain.htm#Dersh2%23Dersh2
http://www.odg-twc.com/odgtwc/pain.htm#Psychologicalevaluations%23Psychologicalevaluations
http://www.odg-twc.com/odgtwc/pain.htm#Psychologicalevaluations%23Psychologicalevaluations
http://www.odg-twc.com/odgtwc/pain.htm#Psychologicalevaluations%23Psychologicalevaluations
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to have a positive short-term effect on pain interference and long-term effect on return to work. The 

following “stepped-care” approach to pain management that involves psychological intervention has been 

suggested: 

Step 1: Identify and address specific concerns about pain and enhance interventions that emphasize self- 

management.  The role of the psychologist at this point includes education and training of pain care 

providers in how to screen for patients that may need early psychological intervention. 

Step 2: Identify patients who continue to experience pain and disability after the usual time of recovery. At 

this point a consultation with a psychologist allows for screening, assessment of goals, and further 

treatment options, including brief individual or group therapy. 
Step 3: Pain is sustained in spite of continued therapy (including the above psychological care). Intensive 

care may be required from mental health professions allowing for a multidisciplinary treatment approach. 

See also Multi-disciplinary pain programs.  See also ODG Cognitive Behavioral Therapy (CBT) Guidelines 

for low back problems.  (Otis, 2006) (Townsend, 2006) (Kerns, 2005) (Flor, 1992) (Morley, 1999) (Ostelo, 

2005) 
 

Criteria for the general use of multidisciplinary pain management programs:2008 
Outpatient pain rehabilitation programs may be considered medically necessary when all of the following 

criteria are met: 

(1) An adequate and thorough evaluation has been made, including baseline functional testing so follow-up 

with the same test can note functional improvement; (2) Previous methods of treating the chronic pain have 

been unsuccessful and there is an absence of other options likely to result in significant clinical 

improvement; (3) The patient has a significant loss of ability to function independently resulting from the 

chronic pain; (4) The patient is not a candidate where surgery or other treatments would clearly be 

warranted; (5) The patient exhibits motivation to change, and is willing to forgo secondary gains, including 

disability payments to effect this change; & (6) Negative predictors of success above have been addressed. 

Integrative summary reports that include treatment goals, progress assessment and stage of treatment, must 

be made available upon request and at least on a bi-weekly basis during the course of the treatment 

program.  Treatment is not suggested for longer than 2 weeks without evidence of demonstrated efficacy as 

documented by subjective and objective gains. Total treatment duration should generally not exceed 20 

sessions. (Sanders, 2005) Treatment duration in excess of 20 sessions requires a clear rationale for the 

specified extension and reasonable goals to be achieved. The patient should be at MMI at the conclusion. 
 
 

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 

http://www.odg-twc.com/odgtwc/pain.htm#Multidisciplinarytreatment%23Multidisciplinarytreatment
http://www.odg-twc.com/odgtwc/low_back.htm#ODGCognitiveBehavioralTherapy
http://www.odg-twc.com/odgtwc/pain.htm#Otis%23Otis
http://www.odg-twc.com/odgtwc/pain.htm#Townsend%23Townsend
http://www.odg-twc.com/odgtwc/pain.htm#Kerns%23Kerns
http://www.odg-twc.com/odgtwc/pain.htm#Flor%23Flor
http://www.odg-twc.com/odgtwc/pain.htm#Morley%23Morley
http://www.odg-twc.com/odgtwc/pain.htm#Ostelo%23Ostelo
http://www.odg-twc.com/odgtwc/pain.htm#Ostelo%23Ostelo
http://www.odg-twc.com/odgtwc/pain.htm#Functionalimprovementmeasures%23Functionalimprovementmeasures
http://www.odg-twc.com/odgtwc/pain.htm#Sanders%23Sanders
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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) 


