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DATE OF REVIEW:  6/15/15 
 
IRO CASE #:    
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
The item in dispute is the prospective medical necessity of the Chronic Pain Management 
Program, 10 sessions/80 units 
 
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 Internal Medicine 
 
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)  
 
The reviewer agrees with the previous adverse determination regarding the  
Chronic Pain Management Program, 10 sessions/80 units 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
 
The claimant is a female who suffered left knee and right shoulder injuries during the fall at 
work on xx/xx/xx.  Treatments have included physical therapy, a TENS unit, and 
pharmacologic therapy.  Ten sessions of a chronic pain management program are planned.  
She reports depression and anxiety.  The claimant has completed 10 sessions of a work 
conditioning program. 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, 
FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION.   

MEDR 

 X 



 

 
There is not sufficient documentation indicating that the claimant has persistent pain that is 
causally related to the injury from xx.  There is also no documentation that her feelings of 
depression and anxiety are caused by pain that is attributable to the injury, or are directly 
attributable to the injury.  The documentation does not indicate any psychological or 
psychiatric evaluation has been performed.  Last, there is no documentation of opiate abuse.  
In summary, the chronic pain management program, 10 sessions/ 80 is not medically 
necessary. 
 
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 
 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) 

 
Official Disability Guidelines, Chronic pain programs (functional resolution programs) 
 
Hartzell MM, Mayer TG, Asih S, Neblett R, Gatchel RJ. Evaluation of functional restoration 
outcomes for chronic disabling occupational cervical disorders. J Occup Environ Med. 2014 
Sep;56(9):959-64 
 


