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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 

Certification(s)/Specialty: Internal 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 66 year old male, who sustained an industrial injury on 06/25/2010. He 

reported sustaining injuries secondary to repetitive trauma at work. The injured worker was 

diagnosed as having cervical myelopathy secondary to cervical discopathy/cervical spinal 

stenosis secondary to repetitive trauma, discogenic cervical radiculopathy, mechanical neck pain 

syndrome, and thoracic outlet syndrome. Treatment and diagnostic studies to date has included 

chiropractic therapy, magnetic resonance imaging of the cervical spine, and medication regimen. 

In a progress note dated 05/01/2015 the treating physician reports complaints of a decrease in 

the grip strength to the left hand, extensor forearm, and flexor forearm, an increase in numbness 

and tingling to the left hand with greater numbness and tingling to the left thumb, and 

paresthesia to the right hemi torso and the right leg. Examination reveals weakness to the left 

grip, hypoesthesia to the left cervical six through eight distributions, positive cervical 

compression testing, positive thoracic outlet syndrome testing, and a positive Roo's test and East 

test. The treating physician requested a pain management evaluation noting that the injured 

worker's symptoms have negatively progressed requiring the evaluation and treatment of a pain 

management evaluation for prescribing the appropriate medication regimen. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Pain Management Evaluation: Upheld 



 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation American College of Occupational and 

Environmental Medicine, Chapter 7. 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain chapter: 

Chronic Pain Programs (functional restoration programs. 

 

Decision rationale: Based on ODG guidelines, the criteria for the general use of 

multidisciplinary pain management programs are as follows: 1) The patient has a chronic pain 

syndrome, with evidence of loss of function that persists beyond three months and has evidence 

of three or more of the following: (a) Excessive dependence on health-care providers, spouse, or 

family; (b) Secondary physical deconditioning due to disuse and/or fear-avoidance of physical 

activity due to pain; (c) Withdrawal from social activities or normal contact with others, 

including work, recreation, or other social contacts; (d) Failure to restore preinjury function after 

a period of disability such that the physical capacity is insufficient to pursue work, family, or 

recreational needs; (e) Development of psychosocial sequelae that limits function or recovery 

after the initial incident, including anxiety, fear-avoidance, depression, sleep disorders, or 

nonorganic illness behaviors; (f) The diagnosis is not primarily a personality disorder or 

psychological condition without a physical component; (g) There is evidence of continued use of 

prescription pain medications without evidence of improvement in pain or function. (2) Previous 

methods of treating chronic pain have been unsuccessful and there is an absence of other options 

likely to result in significant clinical improvement. (3) An adequate and thorough 

multidisciplinary evaluation has been made. This should include pertinent validated diagnostic 

testing that addresses the following: (a) A physical exam that rules out conditions that require 

treatment prior to initiating the program. (b) Evidence of a screening evaluation should be 

provided when addiction is present or strongly suspected; (c) Psychological testing using a 

validated instrument to identify pertinent areas that need to be addressed in the program or 

diagnoses that would better be addressed using other treatment should be performed; (d) An 

evaluation of social and vocational issues that require assessment. (4) If a goal of treatment is to 

prevent or avoid controversial or optional surgery, a trial of 10 visits (80 hours) may be 

implemented to assess whether surgery may be avoided. (5) If a primary reason for treatment in 

the program is addressing possible substance use issues, an evaluation with an addiction 

clinician may be indicated upon entering the program to establish the most appropriate treatment 

approach. (6) Once the evaluation is completed, a treatment plan should be presented with 

specifics for treatment of identified problems, and outcomes that will be followed. (7) There 

should be documentation that the patient has motivation to change, and is willing to change their 

medication regimen (including decreasing or actually weaning substances known for 

dependence. (8) Negative predictors of success (as outlined above) should be identified, and if 

present, the pre-program goals should indicate how these will be addressed. (9) If a program is 

planned for a patient that has been continuously disabled for greater than 24 months, the 

outcomes for the necessity of use should be clearly identified, as there is conflicting evidence 

that chronic pain programs provide return-to-work beyond this period. (10) Treatment is not 

suggested for longer than 2 weeks without evidence of compliance and significant demonstrated 

efficacy as documented by subjective and objective gains. (Note: Patients may get worse before 



they get better. (11) Integrative summary reports that include treatment goals, compliance, 

progress assessment with objective measures and stage of treatment, must be made available 

upon request at least on a bi-weekly basis during the course of the treatment program. (12) Total 

treatment duration should generally not exceed 4 weeks (20 full-days or 160 hours), or the 

equivalent in part-day sessions if required by part-time work, transportation, childcare, or 

comorbidities. If treatment duration in excess of 4 weeks is required, a clear rationale for the 

specified extension and reasonable goals to be achieved should be provided. (13) At the 

conclusion and subsequently, neither re-enrollment in repetition of the same or similar 

rehabilitation program is medically warranted for the same condition or injury. (14) Suggestions 

for treatment post-program should be well documented and provided to the referral physician. 

The patient may require time-limited, less intensive post-treatment with the program itself. (15) 

Post-treatment medication management is particularly important. Patients that have been 

identified as having substance abuse issues generally require some sort of continued addiction 

follow-up to avoid relapse. Inpatient pain rehabilitation programs: These programs typically 

consist of more intensive functional rehabilitation and medical care than their outpatient 

counterparts. They may be appropriate for patients who: (1) don’t have the minimal functional 

capacity to participate effectively in an outpatient program; (2) have medical conditions that 

require more intensive oversight; (3) are receiving large amounts of medications necessitating 

medication weaning or detoxification; or (4) have complex medical or psychological diagnosis 

that benefit from more intensive observation and/or additional consultation during the 

rehabilitation process. As with outpatient pain rehabilitation programs, the most effective 

programs combine intensive, daily biopsychosocial rehabilitation with a functional restoration 

approach. If a primary focus is drug treatment, the initial evaluation should attempt to identify 

the most appropriate treatment plan. In this case, the patient does fulfill criteria to receive a 

consultation from pain management, but this has already been certified on 4/16/15, therefore, 

this is a duplicate and not medically necessary. 


