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Notice of Independent Review Decision

IRO REVIEWER REPORT — WC (Non-Network)

DATE OF REVIEW: 03/18/10

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE
Ten Days Chronic Pain Management Program

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION
Board Certified in Chiropractics

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

>XUpheld (Agree)
[ lOverturned (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 Days Chronic Pain Management Program - UPHELD

INFORMATION PROVIDED TO THE IRO FOR REVIEW

e MRI Right Knee, M.D., 01/02/08

e Operative Report, M.D., 05/20/08

e DWC Form 73, D.C., 09/17/08, 10/01/08, 10/15/08, 10/28/08, 11/11/08, 11/25/08,
12/09/08, 01/08/09, 01/20/09, 02/02/09, 02/16/09, 03/02/09, 03/16/09, 03/30/09,
04/21/09, 05/11/09, 05/27/09, 08/04/09, 08/18/09, 09/02/09, 09/15/09, 10/01/09,
10/15/09, 10/27/09, 11/11/09, 11/25/09, 12/10/09, 12/29/09, 01/13/10



e Chiropractic Therapy, Chiropractics, 09/17/08, 09/21/08, 10/01/08, 10/02/08,
10/06/08, 10/08/08, 10/12/08, 10/13/08, 10/14/08, 10/20/08, 10/27/08, 11/04/08,
11/05/08, 11/10/08, 11/17/08, 11/25/08, 12/03/08, 12/09/08, 12/17/08, 12/23/08,
12/29/08, 01/04/09, 01/12/09, 01/20/09, 01/26/09, 02/02/09, 02/09/09, 02/10/09,
02/11/09, 02/16/09, 02/17/09, 02/18/09, 02/23/09, 03/10/09, 03/25/09, 04/08/09,
04/13/09, 04/21/09, 04/27/09, 05/05/09, 05/11/09, 05/14/09, 05/27/09, 06/01/09,
06/09/09, 06/15/09, 06/16/09, 06/17/09, 06/22/09, 06/23/09, 06/24/09, 06/29/09,
06/30/09, 07/01/09, 07/06/09, 07/07/09, 04/08/09, 07/14/09, 07/21/09, 07/28/09,
07/29/09, 07/30/09, 08/03/09, 08/04/09, 08/05/09, 05/10/09, 08/11/09, 08/12/09,
08/17/09, 08/18/09, 08/19/09, 08/26/09, 09/02/09, 09/09/09, 09/15/09, 09/23/09,
10/15/09, 10/22/09, 10/27/09, 11/04/09, 11/11/09, 11/25/09, 12/10/09, 12/29/09,
01/13/10, 01/20/10, 02/16/10

e Physical Performance Evaluation (PPE), Dr., 09/24/08, 10/15/08, 11/05/08,

02/02/09, 05/27/09, 07/08/09, 07/15/09, 08/26/09, 09/09/09

Clinical Observations/Comments, B.S., 10/01/08, 11/25/08, 09/14/09, 01/28/10

Evaluation, M.D., 10/06/08

Designated Doctor Evaluation (DDE), M.D., 12/02/08, 01/14/09, 08/27/09

Evaluation, M.D., 01/08/09

Right Knee X-ray, Dr., 01/20/09

MRI Right Knee, M.D., 02/05/09

Psychological Testing, Texas Behavioral Health, 02/09

Initial Consultation, 11, M.D., 03/02/09

MRI Right Hip, M.D., 03/19/09

CT Pelvis and Right Hip, Imaging —, 04/15/09

Operative Report, Dr., 05/08/09

Follow up, Dr., 05/21/09, 06/18/09

Follow up Dr., 03/16/09, 04/27/09, 07/06/09, 09/214/09, 10/12/09, 11/16/09,

01/11/10

Behavioral Health Treatment Summary, Texas Behavioral Health, 10/08/09

Maximum Medical Improvement (MMI) Report, D.C., 08/18/09, 10/27/09

DDE, M.D., 11/02/09

Functional Capacity Evaluation (FCE), Dr., 01/13/10

Pre-Certification Request, Healthcare, 02/01/10

Denial Letter, SRS, 02/04/10, 02/23/10

DWC Form 73, Dr., 02/16/10

Reconsideration Request, Healthcare, 02/17/10

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

PATIENT CLINICAL HISTORY (SUMMARY):

The claimant was injured on xx/xx/xx when his right knee gave out on him causing him
to slip. He felt a warm burning sensation and a lot of pain. He also sustained injuries to
his right knee and right hip. He underwent x-rays of the right knee, right hip and an MRI
of the right knee. A right knee chondroplasty was performed, as well as a right knee
arthroscopy with chondroplasty of medial and lateral patellar facet. He was most recently
treated with Ultram ER 300 ng, Mobic 15 mg, Zoloft 50 mg daily and Ambien 10 mg.




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

At this time, | do not feel the requested ten days of chronic pain management program is
medically reasonable and necessary.

Based upon the ODG Guidelines, a patient’s condition should be stabilized and there
should be no further treatment required to get the patient’s condition stabilized before
entering into such a program. At this time, the patient does appear to possess enough
criteria which meets the requirements for inclusion into such program however, based
upon the supplied documentation, it also appears that the patient has both a possible hip
injury and possible severe depression which have not been appropriately addressed and
determined as stabilized. As such, I would not recommend that the claimant be allowed
to enter the chronic pain management program at this time.

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)



