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Date: X; Amendment X
IRO CASE #: X
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: X
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION: X
REVIEW OUTCOME:
Upon independent review, the reviewer finds that the previous adverse determination/adverse determinations should be:
☒ Overturned
Disagree
☐ Partially Overturned
Agree in part/Disagree in part
☐ Upheld
Agree
INFORMATION PROVIDED TO THE IRO FOR REVIEW:  

• X

PATIENT CLINICAL HISTORY [SUMMARY]: 
X is an X who was injured on X at work, when X fell on some ice. X developed chronic pain in X foot, ankle, arm, and hand. The diagnosis was complex regional pain syndrome (CRPS) of the right upper and lower extremities.

On X, X was evaluated by X, DO, for follow-up visit for X ongoing complaints. X developed chronic pain in X foot, ankle, arm, and hand since X work injury dated X. At the time, X presented in fair condition. X was reporting pain scores well controlled, X to X. X stated this was the best X had since the institution of their care. X was receiving medicine under their drug contract, void of side-effect. They discussed X X, and at the time, X was maintained on X. X took X as a X. This combination seemed to be fair for X. X brought a list of X other active medications from X family physician. X denied any side-effects or complications. On the day, X walked with a bent-forward gait, X arms and hands were hyperesthetic bilaterally with decreased range of motion, pain with passive range of motion consistent with CRPS or neuropathic pain associated with X repetitive use injuries. X gave a longstanding history of this dating back to treatment under Dr. X, an excellent, well-known pain specialist in the community. On the day, X denied any side effects or complications of this care. Dr. X would schedule X for a follow-up in the near future. The effect was good. PMP was satisfactory. The urine drug screening report dated X was positive for X. On X, X was evaluated by Dr. X, for follow-up visit for X ongoing complaints. X was disappointed, and Dr X did not blame X. X was inherited by X practice from an outstanding chronic pain physician with tremendous accolades both in the academic role as well as a private practice role. Dr. X had maintained X on the ongoing X. X was under their drug contract. X had received periodic toxicology evaluation. In fact, X most recent toxicology, apparently the peer doctor who reviewed the case did not do due diligence, was consistent with the agents X was receiving at the time, including X X and / or X. X was also taking X at night. X was receiving this medicine, which kept X functioning and active on a daily basis. At the time, X had some mild tenderness, but overall was doing well with the ongoing drug regimen and they were going to recommend continuing treatment of that type. X had a longstanding neuropathic pain condition associated with right hand, right elbow, arm and hand pain, and neuropathic pain. Dr. X had maintained X on the same drug regimen, and in fact, had lessened the use of this medicine over time. X as a supplement, were all encouraged, and Dr. X would schedule X for follow-up care in the near future. X pain was anywhere from X to X. There had been no evidence of illicit drug use or diversion. X denied any constipation or drowsiness and a follow-up appointment would be made in X. X was recommended for refill.

Treatment to date included X.

Per a Utilization Review / Adverse Determination letter dated X by X, DO, the request for X was denied. Rationale: “The Official Disability Guideline conditionally recommends X. In this case, the claimant was seen for follow-up. The claimant reports pain scores well controlled X. The claimant takes X. The claimant walked with a bent-forward gait. Hands and arms were hyperesthetic bilaterally with a decreased range of motion. There is pain with passive range of motion consistent with CRPS or neuropathic pain. The guideline recommends X. X. However, there is no documentation of objective improvement in function and pain from the previous prescription of medication. There is no documentation that urine toxicology scheduled testing for adherence is performed. There is no documentation that an active treatment plan is in place, such as X. As such, the request for X is noncertified.”

Per a reconsideration review adverse determination letter dated X, by X, MD, the appeal request for X was denied. Rationale: “The appeal request is for X. No refills. [X]. The Official Disability Guidelines support continued usage of X. Continued usage is supported if there is documented objective decrease in pain and increased ability to function as well as monitoring for aberrant behavior. This claimant has symptoms and objective findings consistent with chronic regional pain syndrome. The previous review did not certify this request due to lack of documentation of an objective improvement in function and pain with previous usage of X. Recent X. However, supplied appeal notes dated X by pain management, do not indicate that any objective decrease in pain is achieved with previous usage of X. Absent this information, this appeal request for X. Peer to peer was unsuccessful.

Thoroughly reviewed provided records including provider notes and peer reviews.

While X. The provider is following all reasonable safe opioid prescribing guidelines as well as the cited ODG criteria from peer reviews. Thus, request for X is medically necessary and certified.
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE DECISION:
Thoroughly reviewed provided records including provider notes and peer reviews.

While opioid pain medication, especially longer-acting formulations are not normally recommended for treatment of pain issues, they are sometimes indicated for refractory pain syndromes. The provider is following all reasonable safe opioid prescribing guidelines as well as the cited ODG criteria from peer reviews. Thus, request for X is warranted. X is medically necessary and certified.
Overturned

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL BASIS USED TO MAKE THE DECISION:

☐ OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES (PROVIDE A DESCRIPTION)  
☐ PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A DESCRIPTION)  
☐ TMF SCREENING CRITERIA MANUAL  
☐ TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE PARAMETERS  
☐ PRESLEY REED, THE MEDICAL DISABILITY ADVISOR  
☐ MILLIMAN CARE GUIDELINES  
☐ MERCY CENTER CONSENSUS CONFERENCE GUIDELINES  
☒ MEDICAL JUDGMENT, CLINICAL EXPERIENCE, AND EXPERTISE IN ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS
☐ INTERQUAL CRITERIA  
☐ EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW BACK PAIN  
☐ DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR GUIDELINES  
☐ AHRQ- AGENCY FOR HEALTHCARE RESEARCH & QUALITY GUIDELINES  
☒ ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES  
☐ ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL & ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE 



