
   

 

US Decisions, Inc. 
An Independent Review Organization 

71 Court Street 
(512) 782‐4560 (phone) 
(207) 470‐1085 (fax) 

 
Notice of Independent Review Decision 

 
DATE OF REVIEW:  JANUARY 22, 2009 
 
IRO CASE #:    
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
 
Chronic Pain Management Program x 12 Sessions  
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER 
HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
 
Chiropractor 
AADEP Certified 
Whole Person Certified 
TWCC ADL Doctor 
Certified Electrodiagnostic Practitioner 
Clinical practice 10+ years in Chiropractic WC WH Therapy  
 
 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)  
 
  
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. 
 
The reviewer finds that medical necessity does not exist for Chronic Pain Management 
Program x 12 Sessions. 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
 
Adverse Determination Letters, 12/19/08, 12/31/08 
 , 11/1/07, 2/11/08, 4/14/08 
Radiology Reports, 1/17/08 
Dr.  , DC, 6/20/08 
ODG Guidelines and Treatment Guidelines 



   

 
PATIENT CLINICAL HISTORY [SUMMARY]: 
 
The injured employee was involved in an occupational injury in xxxx. The injured 
employee has completed 20 session of chronic pain management and is in a vocational 
rehab program with DARS. The consults with the DARS facility felt that the claimant 
would need 12 additional follow-up visits to make sure that they would be able to 
complete the entire vocational rehab program. Currently 12 sessions of additional 
chronic pain management are being requested.  
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, 
FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION 
 
The injured employee currently does meet the required guidelines for 12 additional 
sessions following the initial 20 session of chronic pain management.  Records reflected 
a chronic pain management assessment from 11-01-2007, Trinity Clinical Associates 
medical reports 2-2008 and 4-2008, and a letter from Dr.   dated June 20, 2008. No 
more current medical reports, evaluations, letters from DARS, letters of employer, or 
other medical were submitted for review. The documentation provided does not provide 
a clear rationale for extension of treatment of chronic pain management past the initial 
20 sessions.  The request exceeds the number of sessions indicated in the ODG, and no 
reason has been provided for diverging from the guidelines in this particular case.   
 
Per ODG: 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.  

 The reviewer finds that medical necessity does not exist for Chronic Pain Management 
Program x 12 Sessions. 

 
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 

 

http://www.odg-twc.com/odgtwc/pain.htm#Sanders#Sanders
http://www.odg-twc.com/odgtwc/pain.htm#Sanders#Sanders


   

 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) 

 


