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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: North Carolina
Certification(s)/Specialty: Family Practice

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 54 year old female, who sustained an industrial injury on July 07, 2014.
The injured worker reported that while she was transferring a client, the client's knees gave out
causing the injured worker to be pulled down and slammed to the floor where she sustained
multiple injuries to the left rib cage and the lower back. The injured worker was diagnosed as
having moderate, recurrent major depressive disorder, spondylolisthesis at lumbar four to five
with disc bulge, costochondral injury to the left lower rib cage, depression and anxiety, and
triggering in the right large finger. Treatment and diagnostic studies to date has included x-rays,
medication regimen, and magnetic resonance imaging of the lumbar spine, physical therapy,
acupuncture, and electromyogram with nerve conduction study. In a progress note dated June
16, 2015 the treating psychologist reports orthopedic pain, depression, anxiety, passive suicidal
ideation, sleep difficulties, irritability, social withdrawal, tearfulness, fatigue, and appetite loss.
Examination reveals the injured worker to be tearful, downcast, and with painful grimace
expressions. The treating psychologist requested 12 individual cognitive behaviorally-oriented
psychotherapy sessions and a consultation with referral for six psychotropic medication visits.

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

12 individual cognitive behaviorally-oriented psychotherapy sessions: Overturned




Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines Psychological treatment. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG), Cognitive Behavioral Therapy (CBT) Guidelines.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
psychotherapy Page(s): 101-102.

Decision rationale: The California chronic pain medical treatment guidelines section on
psychological treatment states: Recommended for appropriately identified patients during
treatment for chronic pain. Psychological intervention for chronic pain includes setting goals,
determining appropriateness of treatment, conceptualizing a patient's pain beliefs and coping
styles, assessing psychological and cognitive function, and addressing co-morbid mood disorders
(such as depression, anxiety, panic disorder, and posttraumatic stress disorder). Cognitive
behavioral therapy and self-regulatory treatments have been found to be particularly effective.
Psychological treatment incorporated into pain treatment has been found to have a positive short-
term effect on pain interference and long-term effect on return to work. The following "stepped-
care" approach to pain management that involves psychological intervention has been suggested:
Step 1: Identify and address specific concerns about pain and enhance interventions that
emphasize self-management. The role of the psychologist at this point includes education and
training of pain care providers in how to screen for patients that may need early psychological
intervention. Step 2: Identify patients who continue to experience pain and disability after the
usual time of recovery. At this point a consultation with a psychologist allows for screening,
assessment of goals, and further treatment options, including brief individual or group therapy.
Step 3: Pain is sustained in spite of continued therapy (including the above psychological care).
Intensive care may be required from mental health professions allowing for a multidisciplinary
treatment approach. See also Multi-disciplinary pain programs. See also ODG Cognitive
Behavioral Therapy (CBT) Guidelines. (Otis, 2006) (Townsend, 2006) (Kerns, 2005) (Flor,
1992) (Morley, 1999) (Ostelo, 2005) Psychological treatment in particular cognitive behavioral
therapy has been found to be particularly effective in the treatment of chronic pain. As this
patient has continued ongoing pain, this service is indicated per the California MTUS and thus is
medically necessary.

Consultation/referral for psychotropic medications six (6) visits: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on
the MTUS. Decision based on Non-MTUS Citation ACOEM Practice Guidelines, Chapter 7:
Independent Medical Examinations and Consultations, page 503-524.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 2 General Approach
to Initial Assessment and Documentation, Chapter 3 Initial Approaches to Treatment.

Decision rationale: Per the ACOEM :The health practitioner may refer to other specialist if a
diagnosis is uncertain or extremely complex, when psychosocial factors are present, or when the
plan or course of care may benefit form additional expertise. A referral may be for 1.
Consultation to aid in the diagnosis, prognosis, therapeutic management, determination of



medical stability. The patient upon review of the provided medical records has ongoing
psychiatric complaints so a consult would be medically warranted but the continued need for
6 visits cannot be determined Therefore the request is not medically necessary.



