
 

 
 

 
 
 
 
 

DATE OF REVIEW:  05/22/09 
 

IRO CASE #: 

 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 

 
10 Additional Sessions of Chronic Pain Management Program 

 
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 when he stepped back and got shrink wrap caught on his 

heel, which tripped him.  He fell back and felt a burning sensation in his lower back.  He 

has undergone a Psychological Evaluation for a Chronic Pain Program and a Physical 

Performance Evaluation (PPE).  He completed approximately three weeks of a Chronic 

Pain Program.  He was prescribed Hydrocodone, Flexeril, Meloxicam, and Amitriptyline. 



 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 

BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION. 
 
The 10 additional requested sessions of chronic pain management for this patient do not 

appear to be medically reasonable or necessary. 

 
Review of the medical records provided by the chronic pain management program in this 

case indicates that the patient’s medication use has not diminished, his functional status 

has not improved, and his pain level has not improved.  The weekly and daily progress 

notes by his therapists and physicians demonstrate no evidence of any objective 

improvement through the 10 initial visits.  The ODG does not recommend continuation of 

chronic pain management programs longer than two weeks without evidence of 

demonstrated efficacy as documented by both subjective and objective gains.   Based 

upon these criteria, the patient does not meet the criteria for the continuation of being in a 

chronic pain management program. 

 
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) 


