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791 Highway 77 North, Suite 501C-316 Waxahachie, TX 75165
Ph 972-825-7231 Fax 975-775-8114

Notice of Independent Review Decision

DATE OF REVIEW: 4/15/2010
IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE
The services under review include the medical necessity of a chronic pain management
program 5x per week for 2 weeks yielding 80 hours of treatment to the lumbar spine.

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

The reviewer is a Medical Doctor who is board certified in Orthopedic Surgery. The reviewer
has been practicing for greater than 10 years.

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

[ JUpheld (Agree)
X]Overturned (Disagree)
[_]Partially Overturned (Agree in part/Disagree in part)

The reviewer disagrees with the previous adverse determination regarding the medical
necessity of a chronic pain management program 5x per week for 2 weeks yielding 80 hours
of treatment to the lumbar spine.

INFORMATION PROVIDED TO THE IRO FOR REVIEW
Records were received and reviewed from the following parties: MD and XxxXxXx.

These records consist of the following: Dr.: 11/4/09 to 2/17/10 reports by MD, 1/12/10
progress note, 11/11/09 to 12/11/09 reports by, MD, 12/2/09 electrodiagnostic testing report,
11/13/09 FCE report, PT initial eval of 11/11/09 and 11/11/09 mental health eval.

XXXxX: preauth request for CPM1/16/10.



We did not receive a copy of the WC Network Treatment Guidelines from Carrier/URA.

PATIENT CLINICAL HISTORY [SUMMARY]:
The 2-17-10 dated appeal and 1-22-10 dated reconsideration letters from the Attending

Physician denoted the claimant’s ongoing low back pain. The claimant’s progress in the first
10 visits of the chronic pain management program was noted. Progress notes from the
PRIDE Program were provided and reviewed evidencing compliance and positive progress.
The prior 12-11-09 dated noted documenting the low back pain with “segmental rigidity” and
a normal neurologic exam was noted. The 12-2-09 dated electrodiagnostic studies were
“normal.” The 11-13-09 dated prior treatment and the medical indications for the PRIDE
program were elucidated. The initial evaluation of the subjective and objective findings as per
the Attending Physician were denoted in the 11-4-09 dated note which was also reviewed.

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

The claimant’'s documented subjective and objective improvement has been noted. The
claimant has complied with required program attendance; there has been progress with
medication optimization and dependence. Increased functionality in bending, spinal motion
and lifting has been well documented. The requisite criteria in the applicable guidelines have
been met in order to warrant a continuation of the protocol which has been effective to date;
therefore, the requested treatment is medically necessary.

ODG Guidelines: Functional restoration programs (FRPS)

Recommended for selected patients with low back pain and chronic disabling back pain,
although research is still ongoing as to how to most appropriately screen for inclusion in
these programs. The evidence base in other conditions is unclear. Functional restoration
programs (FRPs), a type of treatment included in the category of interdisciplinary pain
programs (see Chronic pain programs), were originally developed by Mayer and Gatchel.
FRPs were designed to use a medically directed, interdisciplinary pain management
approach geared specifically to patients with chronic disabling occupational musculoskeletal
disorders. These programs emphasize the importance of function over the elimination of pain.
FRPs incorporate components of exercise progression with disability management and
psychosocial intervention. Long-term evidence suggests that the benefit of these programs
diminishes over time, but still remains positive when compared to cohorts that did not receive
an intensive program. A Cochrane review suggests that there is strong evidence that
intensive multidisciplinary rehabilitation with functional restoration reduces pain and improves
function of patients with low back pain. The evidence is contradictory when evaluating the
programs in terms of vocational outcomes. It must be noted that all studies used for the
Cochrane review excluded individuals with extensive radiculopathy, and several of the
studies excluded patients who were receiving a pension, limiting the generalizability of the
above results. Studies published after the Cochrane review also indicate that intensive
programs show greater effectiveness, in particular in terms of return to work, than less
intensive treatment. There appears to be little scientific evidence for the effectiveness of
multidisciplinary biopsychosocial rehabilitation compared with other rehabilitation facilities for
neck and shoulder pain, as opposed to low back pain and generalized pain syndromes.
Treatment is not suggested for longer than 2 weeks without evidence of demonstrated



http://www.odg-twc.com/odgtwc/pain.htm#Chronicpainprograms%23Chronicpainprograms

efficacy as documented by subjective and objective gains. For general information see
Chronic pain programs.

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

] 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)


http://www.odg-twc.com/odgtwc/pain.htm#Chronicpainprograms%23Chronicpainprograms
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