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Notice of Independent Review Decision

DATE OF REVIEW: 10/22/09

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE

Ten 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 and Rehabilitation

REVIEW OUTCOME

Upon independent review the reviewer finds that the previous adverse
determination/adverse determinations should be:

[ lUpheld (Agree)
DX]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.

Ten Sessions of Chronic Pain Management Program - OVERTURNED

INFORMATION PROVIDED TO THE IRO FOR REVIEW

e Initial Behavioral Medicine Consultation, LPC, 09/18/08
e Addendum, Ms., 09/18/08



MRI Right Knee, M.D., 10/15/08

History and Physical for Chronic Pain Management Program, D.O., 06/22/09
Interim Physical Performance Evaluation (PPE), P.T., 08/18/09
Pre-Authorization, Clinic, 08/19/09, 09/04/09

Notification of Determination, 08/24/09, 09/14/09

The ODG Guidelines were not provided by the carrier or the URA.

PATIENT CLINICAL HISTORY (SUMMARY):

The patient sustained a work related injury to his right knee. He underwent x-rays and an
MRI of the right knee. He also underwent a scope with partial medial meniscectomy,
repair of the lateral collateral ligament and repair of the lateral meniscus. He completed a
course of post-operative physical therapy, as well as a course of individual
psychotherapy. His most recent medications included Tramadol 50 mg 1 t.i.d.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION.

Based upon the provided documentation, the ten sessions of a chronic pain management
program are indeed medically reasonable and necessary.

The Official Disability Guidelines specifically state that a chronic pain management
program should not exceed twenty treatment sessions. Upon completion of the approved
first ten sessions, the second ten sessions are only allowed if the patient demonstrates
objective functional progress. The documentation provided by the treating physician in
this case does provide evidence of physical, emotional, and psychological functional
improvement. Based upon this documentation, | believe this criterion for continuation of
the ten additional visits to the chronic pain management program meets the ODG criteria
for recommendation.

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

X MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE
IN ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS

[ ] MERCY CENTER CONSENSUS CONFERENCE GUIDELINES
[ ] MILLIMAN CARE GUIDELINES

[X] 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)



