
 
 

 
 

Notice of Independent Review Decision 
 

 
 

DATE OF REVIEW:   06/09/09 
 

 
 

IRO CASE #: 
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 

 
Oxycontin 40mg 2 BID #120 

 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN 

OR OTHER HEALTH CARE PROVIDER WHO REVIEWED THE 

DECISION 

 
Board Certified in Physical Medicine & Rehabilitation 

 
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. 
 

 
 

INFORMATION PROVIDED TO THE IRO FOR REVIEW 
 

•  

. 
 

 
 

PATIENT CLINICAL HISTORY (SUMMARY): 

 
The patient sustained an injury years prior that resulted in immediate onset of both 

cervical and lumbar pain and onset of weakness and numbness of both upper and lower 



extremities that lasted approximately four hours.  An MRI obtained in xxxx revealed a 

moderate to mild bulge at L5-S1.  He had a series of electrodiagnostic studies in xxxx 

which revealed chronic L5 radiculopathy, but no acute radiculpathy.  Numerous EMG 

studies of the lower extremities demonstrated the same diagnosis.  He had undergone 

several surgeries.  His current medications include OxyContin and Xanax. 

 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 

BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION. 
 
The ODG criteria for continuation of chronic long-term medical management is evidence 

of functional improvement.  There is extensive documentation in this case that the patient 

has been on this medication for an extended period of time.  He has tried and failed 

multiple  treatments  including  a  multidisciplinary  pain  management  program.     No 

evidence is presented in the medical record that would support that the medication is 

making this individual more functional than he would be without the medication.   As 

such, this request cannot be certified as medically reasonable and necessary to treat his 

xxxx injury. 
 

 
 

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) 


