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Notice of Independent Review Decision 
                                  
DATE OF REVIEW: 12/10/2012 
  
IRO CASE #    
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Eighty hours of chronic pain management over 1 month.  
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
 
D.O. Board Certified in Anesthesiology and Pain Management. 
  
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)  
  

      INFORMATION PROVIDED TO THE IRO FOR REVIEW 
Document Type Date(s) - Month/Day/Year 
Texas Department of Insurance  
Notice of Case Assignment 11/20/2012 

Utilization Review Determination Letters    
10/15/2012-10/29/2012 

 
Pre-Authorization 
Appeal 

10/13/2012 

10/26/2012 
Office Visit Notes 9/20/2012-7/07/2011 
 
MRI Lumbar Spine Report 7/05/2012 
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Report to Disability Determination Officer 
 

1/03/2012 

 
 
Exam Reports 
Pre- Authorization Request 

 

10/23/2012-11/26/2012 
10/10/2012 

Behavioral Evaluation Report 10/02/2012 
Operative Report 8/17/2012 

 
PATIENT CLINICAL HISTORY [SUMMARY]: 
Patient is a male who sustained a work related injury to his back and abdomen on 
xx/xx/xx. According to the documents reviewed, the patient underwent a bilateral 
inguinal herniorraphy on 08/17/2012 followed by physical therapy for the hernia 
surgery. The patient had a lumbar spine MRI on 7/15/2012 that showed disc bulge/ 
protrusion/extrusion at levels L1-2 through L5-S1 with the most significant changes 
at the L5-S1 level. At this level there is a right disc extrusion with annular tear 
producing severe canal stenosis.  
At the L4-L5 level there is a disc protrusion with annular tear and mild bilateral facet 
arthropathy producing mild central canal and mild bilateral neuroforaminal stenosis. 
At L4-5, a disc bulge with annular tear is producing effacement of the thecal sac and 
mild bilateral neuroforaminal stenosis.  
At L2-3 there are similar findings of disc protrusion producing moderate right 
foraminal stenosis and effacement of the thecal sac. 
At L1-2 there is a disc protrusion producing effacement of the thecal sac. 

There is no documentation if the patient had physical therapy for his back pain, per 
the designated doctor’s report, patient has a history of previous back surgery at  
L4-5, exam of the lumbar spine area was fairly unremarkable, patient has been 
treated for his back pain with Elavil, Ibuprofen, Lyrica, Ultram.  

The behavioral evaluation on 10/02/2012 showed the patient with symptoms of  
both anxiety and depression.  

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION. 
Per ODG references the requested eighty hours of chronic pain management 
over one month are not medically necessary. 

The Patient has not tried and failed other conservative treatment options for 
his back pain including injection therapy, there is no documentation showing 
the patient’s main goal is to return to work. 
In the designated doctor’s examination the patient appears to have an 
unremarkable neurological exam of the lower extremities.  
There is mentioning in the notes that patient has deferred surgery.  
Therefore according to the documents reviewed and based on the ODG 
references the requested services are not certifiable. 
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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 KNOWLEDGE BASE 

 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 
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