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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: Maryland 

Certification(s)/Specialty: Physical Medicine & Rehabilitation, Neuromuscular Medicine 

 

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 40-year-old male who sustained an industrial injury on 03/18/12. Initial 

complaints and diagnoses are not available. Treatments to date include medications, 

psychological treatments, and physical therapy. Diagnostic studies include MRIs of the lumbar 

spine on 2012 and 2014, which are not available for review in the submitted documentation. 

Current complaints include upper and low back pain that shoots down into his right leg and calf. 

Current diagnoses include chronic low back pain, sacroiliac joint dysfunction, and intermittent 

sciatica. In a progress note dated 06/09/15 the treating provider reports the plan of care as 

Embeda, ibuprofen, cyclobenzaprine and omeprazole. The requested treatment includes 

Fentanyl. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Retrospective Fentanyl 12 mcg qty: 10 (DOS 6/23/15): Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Duragesic (Fentanyl transdermal system) Page(s): 44. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Duragesic 

(Fentanyl transdermal system) Page(s): 44. 



 

Decision rationale: Retrospective Fentanyl 12 mcg qty: 10 (DOS 6/23/15) is not medically 

necessary per the MTUS Chronic Pain Medical Treatment Guidelines. The MTUS states that 

Fentanyl is not recommended as a first-line therapy. The FDA-approved product labeling states 

that Duragesic is indicated in the management of chronic pain in patients who require continuous 

opioid analgesia for pain that cannot be managed by other means. The documentation does not 

indicate a clear rationale for using this medication. The documentation does not reveal a 

discussion for Fentanyl in the progress notes. The patient was noted to be on Butrans in the past. 

Without a clear rationale or discussion of Fentanyl in the documentation submitted this request 

cannot be certified as medically necessary. 


