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Notice of Independent Review 
AMENDED – omitted description of service in dispute 

 
 

REVIEWER’S REPORT 
 
 
DATE NOTICE SENT TO ALL PARTIES:  11/19/12 
 
IRO CASE #:   
 
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
Texas-licensed Doctor of Chiropractic, Diplomate, Congress if Chiropractice Consultants. 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Chronic pain management X eighty (80) hours for two (2) weeks (97799) 
 
REVIEW OUTCOME: 
Upon independent review, the reviewer finds that the previous adverse determination/adverse 
determinations should be: 
 
_____ Upheld   (Agree) 
 
__X__ Overturned  (Disagree) 
   
_____ Partially Overturned (Agree in part/Disagree in part) 
 

Primary 
Diagnosis 
Code 

Service 
Being 
Denied  

Billing 
Modifier 
 

Type of 
Review 
 
 

Units  Date(s) of 
Service 
 

Amount 
Billed  

Date of 
Injury 

DWC 
Claim #  

Upheld 
Overturn 

 97799  Prosp.      Overturn 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW: 

1. TDI case assignment. 
2. Letters of denial 09/27/12 and 10/26/12, including criteria used in the denial. 
3. Designated doctor exam 09/07/12. 
4. Preauthorization intake form and request for reconsideration 10/16/12. 
5. Preauthorization request 09/25/12 and Request for Services 09/13/12. 
6. FCE 09/20/12. 

 
PATIENT CLINICAL HISTORY (SUMMARY): 
The records indicate that the patient was injured on the job on xx/xx/xx.  She has properly evaluated 
and treated.  She has undergone surgical repair and completed a physical therapy program.  She has 
had FCE and psychological testing.  She was seen by a DDE, and placed at MMI and given 8% whole 
person impairment.  Request for chronic pain management program was denied.   
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FCE placed her in sedentary/light job classification, but her occupation as a xxxx requires her to be 
able to perform at a medium-to-heavy job classification.  She did not return to work due to 
unavailability of light duty with her employer.   
 
She has physical limitations and psychological symptoms including but not limited to anxiety, 
depression, and difficulty adjusting to her injury.  She has financial difficulties and severe fear of re-
injury.  She currently relies on narcotic pain medication as her primary means of pain relief.   
 
 
 
ANALYSIS AND EXPLANATION OF THE DECISION, INCLUDING CLINICAL BASIS, FINDINGS, AND 
CONCLUSIONS USED TO SUPPORT THE DECISION: 
Even though the patient was placed on MMI, additional treatment is needed and is allowed by the 
TDI/DWC.  The records indicate she has physical limitations and psychological symptoms.  Her 
chronic pain and psychological testing indicate the chronic pain management program is necessary 
for the treatment of her ongoing problems. 
 
She has met the criteria of admission to this program.  The records provide sufficient documentation 
and clinical justification indicating the need for this patient to participate in a multi-disciplined 
chronic pain management program as requested. 
 
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 judgment, clinical experience and expertise in accordance with accepted medical  
           Standards 
_____Mercy Center Consensus Conference Guidelines 
_____Milliman Care Guidelines 
__X__ODG-Office 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) 
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