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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. 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/Service. He/she is familiar with governing laws and 
regulations, including the strength of evidence hierarchy that applies to Independent Medical 
Review determinations. 

 
The Expert Reviewer has the following credentials: 
State(s) of Licensure: California, Arizona, Maryland 
Certification(s)/Specialty: Psychiatry 

 

CLINICAL CASE SUMMARY 

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

 
The injured worker is a 25 year old male, who sustained an industrial injury on 12/19/13. The 
injured worker was diagnosed as having posttraumatic stress disorder with comorbid panic 
disorder and depression. Treatment to date has included oral medications including Ibuprofen, 
Venlafaxine, Prazosin and Bupropion; and psychotherapy. (MRI) magnetic resonance imaging of 
left knee performed on 12/18/14 revealed mild quadriceps insertional tendinopathy and no 
evidence of ligamentous injury. Currently, the injured worker complains of still down 3 days a 
week and getting angry a couple times a week and having nightmares a few times a week, 
however he is improving. He rates his mood as 8/10 compared to 5/10 at previous visit. He is 
currently not working. A request for authorization was submitted for Effexor, Prazosin, 
Wellbutrin and cognitive behavior therapy for 15 weeks. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

The Final Determination was based on decisions for the disputed items/services set forth below: 
 

Wellbutrin XL 150mg #30 with 2 refills: Upheld 
 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, TWC, Mental 



Illness & Stress, Online Version, Bupropion (Wellbutrin), Anti-depressants for treatment of 
PTSD. 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Stress & Mental 
Illness/Anti-depressants for treatment of MDD (major depressive disorder). 

Decision rationale: MTUS states "Bupropion (Wellbutrin(R)), a second-generation non-tricyclic 
anti-depressant (a noradrenaline and dopamine reuptake inhibitor) has been shown to be effective 
in relieving neuropathic pain of different etiologies in a small trial (41 patients). (Finnerup, 
2005) While bupropion has shown some efficacy in neuropathic pain there is no evidence of 
efficacy in patients with nonneuropathic chronic low back pain. (Katz, 2005) Furthermore, a 
recent review suggested that bupropion is generally a third-line medication for diabetic 
neuropathy and may be considered when patients have not had a response to a tricyclic or SNRI. 
(Dworkin, 2007) Side- effect profile: Headache, agitation, insomnia, anorexia, weight loss. 
Dosing Information: Neuropathic pain (off-label indication): 100 mg once daily, increase by 
100mg per week up to 200 mg twice daily. (Maizels, 2005)" ODG states "MDD (major 
depressive disorder) treatment, severe presentations-The American Psychiatric Association 
strongly recommends anti-depressant medications for severe presentations of MDD, unless 
electro convulsive therapy (ECT) is being planned. (American Psychiatric Association, 2006) 
Many treatment plans start with a category of medication called selective serotonin reuptake 
inhibitors (SSRIs), because of demonstrated effectiveness and less severe side effects." The 
injured worker has been diagnosed with Post Traumatic Stress Disorder and has been prescribed 
medications including Wellbutrin XL, Prazosin and Effexor ER for the same. There is no 
documentation regarding objective functional improvement with the current pharmacotherapy 
and there is no clinical indication for continuation of Wellbutrin XL for another three months 
based on the lack of functional improvement with the ongoing treatment. Thus, the request for 
Wellbutrin XL 150mg #30 with 2 refills is excessive and not medically necessary. 

Prazosin 5mg #120 with 2 refills: Upheld 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, TWC, Mental 
Illness & Stress, Online Version, PTSD Pharmacotherapy. 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation FDA.gov : Prazosin. 

Decision rationale: Per FDA.gov: Prazosin hydrochloride capsules USP are indicated for the 
treatment of hypertension, to lower blood pressure. Lowering blood pressure reduces the risk of 
fatal and nonfatal cardiovascular events, primarily strokes and myocardial infarctions. These 
benefits have been seen in controlled trials of antihypertensive drugs from a wide variety of 
pharmacologic classes, including this drug. I/P continues to experience nightmares with the 
continued use of this medication. Thus, the request for Prazosin 5mg #120 with 2 refills is not 
medically necessary as there does not seem to be evidence of objective functional improvement 
with the continued use of the medication. 



Effexor ER 75mg #90 with 2 refills: Upheld 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines - TWC, Mental 
Illness & Stress, Online Version, Anti-depressants for PTSD and Mosby's Drug Consult, Inc. 
Effexor (Venlafaxine hydrochloride). 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Stress & Mental 
Illness Stress & Mental Illness/Anti-depressants for treatment of MDD (major depressive 
disorder). 

Decision rationale: ODG states "MDD (major depressive disorder) treatment, severe 
presentations-The American Psychiatric Association strongly recommends anti-depressant 
medications for severe presentations of MDD, unless electro convulsive therapy (ECT) is being 
planned. (American Psychiatric Association, 2006) Many treatment plans start with a category of 
medication called selective serotonin reuptake inhibitors(SSRIs), because of demonstrated 
effectiveness and less severe side effects." The request for Effexor ER 75mg #90 with 2 refills is 
excessive and not medically necessary as the injured worker does not have documented evidence 
of objective functional improvement with it. 

Cognitive Behavioral Therapy Weekly for 15 Weeks: Upheld 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, TWC, Mental 
Illness & Stress, Online Version, PTSD Psychotherapy, Psychotherapy Guidelines. 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Mental Illness and 
Stress/ Cognitive therapy for PTSD. 

Decision rationale: ODG states "Cognitive therapy for PTSD is recommended. There is 
evidence that individual Trauma-focused cognitive behavioral therapy/exposure therapy 
(TFCBT), stress management and group TFCBT are very effective in the treatment of post- 
traumatic stress disorder (PTSD). Other non-trauma focused psychological treatments did not 
reduce PTSD symptoms as significantly. There was some evidence that individual TFCBT is 
superior to stress management in the treatment of PTSD at between 2 and 5 months following 
treatment, and also that TFCBT was also more effective than other therapies. (Bisson, 2007) 
(Devilly, 1999) (Foa, 1997) (Foa, 2006) Cognitive therapy is an effective intervention for recent- 
onset PTSD. (Ehlers, 2003) Empirical research has demonstrated consistently that Cognitive 
Behavioral Therapy (CBT) is supported for the treatment of PTSD. It has been demonstrated that 
CBT is more effective than self-help, de-briefing, or supportive therapy in preventing more 
entrenched PTSD symptoms. Importantly, it is unclear if supportive therapy was of any clinical 
value in the treatment of PTSD since it appeared to impede psychological recovery. Number of 
psychotherapy sessions: There is very limited study of the exact number of sessions needed in a 



course of psychological or psychiatric treatment. There are a small number of studies offering 
some basic directions on this topic, and they are summarized below. Using historical data from 
workers' compensation cases, the ODG guidelines for number of visits are consistent with actual 
reported data. Using the ODG Crosswalk for the common ICD9 diagnosis code 308, Acute 
reaction to stress, and the CPT procedure code 90806, Individual psychotherapy, office or 
outpatient, approximately 45-50 minutes face-to-face, the number of visits at the 25% percentile 
was 5, the median was 12 visits, and the 75% outlier percentile was 33. (URA, 2014) This meta 
analysis found that the effects increased somewhat with a higher number of treatment sessions 
beyond 4 to 6 sessions, but this did not continue after 18 to 24 total sessions. However, there was 
a strong relationship between the number of treatment sessions per week and effect size. When 
two instead of one treatment session are given per week, without increasing the total number of 
sessions, the effect size increases by 0.45. (Cuijpers, 2013) This systematic review compared 12 
to 20 sessions with abbreviated psychotherapy protocols (8 sessions), and they concluded that 
depression can be efficaciously treated with either protocol. (Nieuwsma, 2012) The benefit to the 
patient of a trial is that, if likely treatment failures can be identified early in the treatment 
process, alternative treatment strategies can be pursued. Non-response by session/week four was 
strongly associated with non-response at the end of treatment. This systematic review focused 
solely on symptom-based outcome measures, because functioning and quality of life indices do 
not change as markedly within a short duration of psychotherapy. (Crits-Christoph, 2001) This 
study showed early rapid response after 5 psychotherapy sessions, but complete response after 20 
sessions. (Hayes, 2007) This study suggested that adolescents who have not demonstrated at least 
a 16% reduction in their depressive symptoms after 4 sessions should consider a change in the 
treatment plan. (Gunlicks-Stoessel, 2011) Psychotherapy lasting for at least a year, or 50 
sessions, is more effective than shorter-term psychotherapy for patients with complex mental 
disorders, according to a meta-analysis of 23 trials. Although short-term psychotherapy is 
effective for most individuals experiencing acute distress, short-term treatments are insufficient 
for many patients with multiple or chronic mental disorders or personality disorders. 
(Leichsenring, 2008) Many patients show remission of symptoms in 8-12 sessions, but a full 
course of treatment is considered to be 14-16 sessions although severe cases can take longer. 
(Butler, 1995) A range of 11-16 treatment sessions is suggested for short-term treatment of 
depression. (Ward, 2000) Long-term psychotherapy (30 sessions or more) is more effective than 
short-term therapy, particularly in cases of more severe psychiatric impairment. (Leichsenring, 
2001) Clearly there is benefit in evaluating progress, but there is insufficient evidence in specify 
a specific number of visits for a trial, and there is risk that such a number could be used as a cap. 
Therefore, ODG recommends that at each visit the provider should look for evidence of 
symptom improvement, so treatment failures can be identified early and alternative treatment 
strategies can be pursued if appropriate. ODG Psychotherapy Guidelines: Up to 13-20 visits over 
7-20 weeks (individual sessions), if progress is being made. (The provider should evaluate 
symptom improvement during the process, so treatment failures can be identified early and 
alternative treatment strategies can be pursued if appropriate.) In cases of severe Major 
Depression or PTSD, up to 50 sessions if progress is being made. The request for Cognitive 
Behavioral Therapy Weekly for 15 Weeks is excessive and not medically necessary as the 
injured worker has undergone psychotherapy treatment in the past with no evidence of objective 
functional improvement. The request for further treatment is not medically necessary. 
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