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Notice of Independent Review Decision

DATE OF REVIEW: 10/28/2013
IRO CASE #
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:

Individual Psychotherapy 6 sessions over 8 weeks.

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

M.D. Board Certified in Psychotherapy.

REVIEW OUTCOME

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

X 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
Department of Insurance

Notice of Case Assignment 10/08/2013
Reviewer Comments 8/06/2013-9/30/2013
Discharge Summary Report 7/12/2013

8/23/2013

Response To Denial Letter

Progress Notes 5/16/2013-7/11/2013

Office Visit Note 5/15/2013

6/17/2013

Office Visit Note

PATIENT CLINICAL HISTORY [SUMMARY]:

The patient is a female who sustained an injury to her right shoulder, forearm and wrist on
XX/xx/xx. Subsequently, she developed ‘complex chronic injury degeneration’ and underwent
treatment involving a full array of modalities including physical and chiropractic therapy,
medications including analgesics and psychotropics, injections, and surgery. She also
underwent 6 sessions of psychotherapy in 2010, and another 6 in 2011. She reportedly
reaches MMI on Sept 2, 2012. She also “successfully completed” a chronic pain management
program in July 2013, again involving a range of treatment modalities, including cognitive
behavioral therapy.
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ANALYSIS AND EXPLANATION OF THE DECISION. INCLUDE CLINICAL
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE
DECISION.

Per ODG references, the requested “Individual Psychotherapy 6 sessions over 8 weeks” is not
medically necessary. The patient has received a full range of treatment including cognitive
therapy. While she may have residual chronic pain and related distress, she has reached MMI,
and further psychotherapy is unlikely to add further gains.

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)
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OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES
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