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HOW THE IMR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services sent the complete case file to an expert reviewer. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert
reviewer is Board Certified in Psychiatry and is licensed to practice in California. He/she has
been in active clinical practice for more than five years and is currently working at least 24 hours
a week in active practice. The expert reviewer was selected based on his/her clinical experience,
education, background, and expertise in the same or similar specialties that evaluate and/or treat
the medical condition and disputed items/services. He/she is familiar with governing laws and
regulations, including the strength of evidence hierarchy that applies to Independent Medical
Review determinations.

CLINICAL CASE SUMMARY

The expert reviewer developed the following clinical case summary based on a review of the
case file, including all medical records:

This is a 66 y/o female injured worker with date of injury 7/14/03 with related injury to face and
elbows. She is status post a cervical fusion 9/14/12. Per 2/12/14 progress report, she had
palpable muscle spasms across the back with tenderness over the right sciatic notch and a
positive straight leg raise on the right side at 65 degrees. The surgical scar appeared well healed
over the right knee. She had a slight valgus deformity on the right side with an antalgic gait. No
clonus. No Hoffmann. She was able to toe, heel gait, she has poor tandem gait, she had
ecchymosis around her left orbit, and healing superficial abrasions at the elbow and knee.
Imaging studies were not available in the documentation submitted for review. She was treated
with medication management. The date of UR decision was 2/21/14.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Duragesic patches 75mch/hr #10: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Opioids, dosing Page(s): 86.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids
Page(s): page(s) 44, 78.




Decision rationale: MTUS states regarding Duragesic: "Not recommended as a first-line
therapy. Duragesic is the trade name of a fentanyl transdermal therapeutic system, which releases
fentanyl, a potent opioid, slowly through the skin."Per MTUS Chronic Pain Medical Treatment
Guidelines p78 regarding on-going management of opioids "Four domains have been proposed
as most relevant for ongoing monitoring of chronic pain patients on opioids: Pain relief, side
effects, physical and psychosocial functioning, and the occurrence of any potentially aberrant (or
non-adherent) drug related behaviors. These domains have been summarized as the '4 As'
(Analgesia, activities of daily living, adverse side effects, and any aberrant drug-taking
behaviors). The monitoring of these outcomes over time should affect therapeutic decisions and
provide a framework for documentation of the clinical use of these controlled drugs."Review of
the available medical records reveal no documentation to support the medical necessity of
duragesic nor any documentation addressing the '4 A's' domains, which is a recommended
practice for the on-going management of opioids. Specifically, the notes do not appropriately
review and document pain relief, functional status improvement, appropriate medication use, or
side effects. The MTUS considers this list of criteria for initiation and continuation of opioids in
the context of efficacy required to substantiate medical necessity, and they do not appear to have
been addressed by the treating physician in the documentation available for review. Efforts to
rule out aberrant behavior (e.g. CURES report, UDS, opiate agreement) are necessary to assure
safe usage and establish medical necessity and were present and appropriate in the
documentation. However, there is no documentation comprehensively addressing the
aforementioned concerns in the records available for my review. As MTUS recommends to
discontinue opioids if there is no overall improvement in function, medical necessity cannot be
affirmed.

Oxycodone/Acet 10/325mg #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Opioids, dosing.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids
Page(s): 78, 92.

Decision rationale: Per MTUS Chronic Pain Medical Treatment Guidelines p78 regarding on-
going management of opioids "Four domains have been proposed as most relevant for ongoing
monitoring of chronic pain patients on opioids: Pain relief, side effects, physical and
psychosocial functioning, and the occurrence of any potentially aberrant (or nonadherent) drug
related behaviors. These domains have been summarized as the '4 As' (Analgesia, activities of
daily living, adverse side effects, and any aberrant drug-taking behaviors).The monitoring of
these outcomes over time should affect therapeutic decisions and provide a framework for
documentation of the clinical use of these controlled drugs."Review of the available medical
records reveal no documentation to support the medical necessity of percocet nor any
documentation addressing the '4 A's' domains, which is a recommended practice for the on-going
management of opioids. Specifically, the notes do not appropriately review and document pain
relief, functional status improvement, appropriate medication use, or side effects. The MTUS
considers this list of criteria for initiation and continuation of opioids in the context of efficacy
required to substantiate medical necessity, and they do not appear to have been addressed by the



treating physician in the documentation available for review. Efforts to rule out aberrant behavior
(e.g. CURES report, UDS, opiate agreement) are necessary to assure safe usage and establish
medical necessity and were present and appropriate in the documentation. However, there is no
documentation comprehensively addressing the aforementioned concerns in the records available
for my review. As MTUS recommends to discontinue opioids if there is no overall improvement
in function, medical necessity cannot be affirmed.

Pain Psychology evaluation: Overturned

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Psychological evaluations Page(s): 100.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Psychological Evaluations Page(s): 100-102.

Decision rationale: ACOEM guidelines page 398 states:"Specialty referral may be necessary
when patients have significant psychopathology or serious medical co morbidities."Also it
states:"lIssues regarding work stress and person job fit may be handled effectively with talk
therapy through a psychologist or a mental health professional. Patients with more serious mental
health conditions made need referral to psychiatry for medicine therapy." Chronic Pain Medical
Treatment Guidelines states that "Psychological treatment is recommended for appropriately
identified patients during treatment of chronic pain"” Upon review of the submitted
documentation, the injured worker does suffer from chronic pain. The request is medically
necessary.

Retrospective Paracervical Trigger point injections performed on 2/12/14: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Trigger point injections Page(s): 122.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Trigger
Point Injections Page(s): page(s) 122.

Decision rationale: With regard to trigger point injections, the MTUS CPMTG states:
Recommended only for myofascial pain syndrome as indicated below, with limited lasting
value." "Criteria for the use of Trigger point injections: Trigger point injections with a local
anesthetic may be recommended for the treatment of chronic low back or neck pain with
myofascial pain syndrome when all of the following criteria are met: (1) Documentation of
circumscribed trigger points with evidence upon palpation of a twitch response as well as
referred pain; (2) Symptoms have persisted for more than three months; (3) Medical
management therapies such as ongoing stretching exercises, physical therapy, NSAIDs and
muscle relaxants have failed to control pain; (4) Radiculopathy is not present (by exam, imaging,
or neuro-testing); (5) Not more than 3-4 injections per session; (6) No repeat injections unless a
greater than 50% pain relief is obtained for six weeks after an injection and there is documented
evidence of functional improvement; (7) Frequency should not be at an interval less than two
months; (8) Trigger point injections with any substance (e.qg., saline or glucose) other than local
anesthetic with or without steroid are not recommended. (Colorado, 2002) (BlueCross



BlueShield, 2004)"The documentation submitted for review, specifically the 2/12/14 progress
report did not document evidence of circumscribed trigger points with evidence upon palpation
of a twitch response as well as referred pain. As the guideline criteria was not met, medical
necessity cannot be affirmed.



