
Icon Medical Solutions, Inc. 
11815 CR 452 

Lindale, TX  75771 
P 903.749.4272 
F 888.663.6614 

 
Notice of Independent Review Decision 

 
DATE:  October 08, 2014 
 
IRO CASE #:   
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
OxyContin (Oxycodone Hydrochloride Controlled-Release) Tab 30mg, one tablet 
three times per day, quantity 90 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION: 
The reviewer is certified by the American Board of Anesthesiology and Pain 
Management with over 40 years of experience.   
 
REVIEW OUTCOME:   
 
Upon independent review, the reviewer finds that the previous adverse 
determination/adverse determinations should be:  
 

 Upheld     (Agree) 
 
Provide a description of the review outcome that clearly states whether medical 
necessity exists for each of the health care services in dispute. 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The claimant is a male who was injured when he sustained a motor vehicle 
accident on xx/xx/xx. 
 
07/21/14:  The claimant was evaluated who noted that his chief complaint was 
chronic persistent neck, upper thoracic, and upper lumbar pain radiating into both 
buttocks and legs following longstanding work injury dating back to xx/xxxx.  It 
was noted that he was involved in a severe motor vehicle accident while at work 
whereby the airbag did deploy, hitting the steering wheel twice.  He suffered 
significant neck, mid thoracic, and lumbar injuries, which were subsequently 
treated with low back surgery on 03/12/14. His back, buttock, and leg pain 
continued, moderate-severe in grade and rated at 6-7/10.  He had persistent neck 
and mid thoracic pain graded at 7-8/10.  His pain was worse with sitting, bending, 
coughing, and sneezing.  He admitted to depressive sleep loss and mood 
irritability.  The pain related stress inventory filled out was remarkable for 11 of 22 
responses suggestive of moderate-severe reactive depression and anxiety 
associated with this pain complaint.  His MRI was noted to be consistent with pre-



surgical herniated disc at L3-L4, L4-L5, and L5-S1.  His thoracic MRI was 
consistent with a moderate size central disc protrusion at T5-T6 impinging upon 
the thecal sac.  He had not undergone epidural blockage in this area.  Cervical 
MRIs were noted to be positive for central disc protrusions and bulges at C5-C6 
per MRI of the C-Spine on 10/25/13.  It was noted that due to his persistent pain, 
he was placed on potent narcotic analgesics as he presented on this date on a 
combination of both morphine and Oxycodone.  He had tried a number of 
NSAIDs, muscle relaxants, PT, and TENS.  It was noted that he had become 
progressively withdrawn and depressed.  His current medications included 
morphine sulfate 30 mg t.i.d., Oxycodone 50 mg q.i.d., Tizanidine 4 mg five times 
per day, Meloxicam which he had been on for over three years with minimal 
benefit, and gabapentin 800 mg five times per day.  His past surgical history was 
remarkable for low back surgery on 03/12/14.  His SOAPP was moderately 
positive.  Physical exam was remarkable for decreased cervical flexion at 40 
degrees.  He had decreased lumbosacral flexion at 60 degrees.  He had 
moderate pain with SLR on the left at 60 degrees and contralateral SLR on the 
right at 70 degrees.  Toes were downgoing.  Sensation was preserved.  No 
sudomotor or vasomotor changes were noted.  Trigger point tenderness 
throughout the cervical, mid thoracic, and lumbar regions were noted.  
Interspinous tenderness was noted over C5-C6 as well as the mid thoracic areas 
of T7-T8 and T5-T6.  Lumbosacral flexion reproduced the patient’s back pain at 
40 degrees.  Mild decreased pinprick sensation at L5 distribution on the left was 
noted.  DIAGNOSES:  Chronic neck, mid thoracic, and low back pain following 
severe work-related injury.  Cervical, mid thoracic disc protrusions having failed 
conservative care.  Thus far interventional pain care has not been introduced.  
Post lumbar laminectomy pain syndrome associated with sounds like lumbar 
discectomy and laminectomy following work-related accident.  Generalized 
deconditioning in a formally healthy army veteran with insomnia.  DISCUSSION:  
His prognosis is fair.  Initial medical management will be aimed at stabilizing the 
patient mood, his pain as well as eliminating one of the narcotic analgesics per his 
steady state level of combination therapy including neuropathic and anti-
depressive support.  Complete elimination of noxious stimuli such as nicotine and 
caffeine will be encouraged.  Additionally, stabilization of his sleep and advice 
regarding proper diet for chronic pain will be given.  Daily walking program will 
also be advised.  Initially, we eliminate potent narcotic MS Contin in favor of 
OxyContin which has already been established at 30 mg three times per day.  
Neuropathic pain relief will be continued with gabapentin 800 mg four times per 
day.  We will stop the Meloxicam due to NSAID side effects, which has been for 
while over two years.  We will begin him on Wellbutrin 150 mg in the morning.  We 
will increase to b.i.d. dosing and we will add Clonazepam at night.  This should 
induce sleep and regulate his diurnal cycle allowing him less anxiety and stress.  
Once satisfactory medical management has been achieved, thoracic epidural 
blockade for his most tender point in his mid thoracic area due to protruding disc 
at outlined will be suggested.  Additionally, we will order an FCE as he is 
requesting this per his treating physician.  This is certainly a reasonable approach 
as the FCE would show also the benefits of our care as I did outline a six-month 
plan from the patient to get his quality of life back, lower his pain score, and 
improve his overall function.  He was eager to go forth with this therapy in the 



near future.  He did sing our drug contract.  His intake urinalysis was negative for 
illicit drug use.  We will schedule a follow up in 2 weeks’ time.   
 
08/05/14:  The claimant was evaluated.  It was noted that he looked much more 
composed.  His family noted that he was less irritable and less frustrated.  He was 
sleeping for the first time.  His medicines had been consolidated.  He was off MS 
Contin and stabilized on OxyContin 30 mg t.i.d.  His sleep was improved with 
Klonipin at night.  He noted that the drug formulary had “worked brilliantly.”  It was 
advised he undergo thoracic epidural blockade for persistent mid thoracic pain 
rated 7-8/10.  The pain radiated across his costal margin and was worse with 
coughing and sneezing and was corroborated with his MRI.  Thoracic ESI was 
recommended at T5-T6.   
 
08/19/14:  The claimant was evaluated who noted that he was no longer using 
breakthrough pain medicine was now down to just 1 OxyContin 3 times per day in 
conjunction with Neurontin 800 mg t.i.d., Wellbutrin 150 mg b.i.d., and Klonipin at 
night.  His main pain complaint continued to be mid thoracic pain.  He was also 
having neck pain and low back pain.  Translaminar ESI was recommended.   
 
08/20/14:  UR.  Recommended adverse determination for thoracic spine epidural 
steroid injection at T5-T6.   
 
09/02/14:  The claimant was evaluated.  He noted that he was given OxyContin 
the month prior, which he was unable to fill.  noted that they may consider other 
alternative medication management such as hydrocodone and/or MS Contin.  A 
UA was performed on this date and was consistent only with opioid therapy.  He 
had continued the use of ice, Meloxicam, Tizanidine, and gabapentin.   
 
09/02/14:  Peer Review Report.  RATIONALE:  There was no detailed AP report 
available indicating the need for use of opiate pain medications.  Prolonged use of 
narcotic and nonsteroidal anti-inflammatory medications is not indicated.  Sooner 
or later, the use of these medications will cause dependency issues and/or end-
organ complications.  These medications are designed to be used for a short 
duration only.  OxyContin is not medically necessary, however, due to the nature 
of the drug, weaning is recommended.   
 
09/15/14:  Peer Review Report.  RATIONALE:  It is unclear what the claimant’s 
current clinical status is in regards to pain control.  There was no recent 
evaluation regarding the efficacy of ongoing narcotic medications.  Current 
evidence based ODG Guidelines recommend that patients demonstrate functional 
improvement in addition to appropriate documentation of ongoing pain relief to 
warrant the continued use of narcotic medications.  Moreover, there are no 
documented visual analog (VAS) pain scores for this claimant with or without 
medications.  Without further clinical documentation to establish the claimant’s 
current condition and the effect of narcotic medications, this reviewer does not 
recommend ongoing use of OxyContin 30 mg tab t.i.d.  However, current 
guidelines recommend a taper by 20 to 50% per week of original dose for patients 
who are not addicted and are on relatively low doses (the claimant needs 80% of 



the previous day’s dose to prevent withdrawal); a slower suggested taper is 10% 
every 2-4 weeks, slowing to a reduction of 5% once a dose of 1/3 of the initial 
dose is reached.  This reviewer recommends a 90 day period for weaning before 
reviewing the claimant’s medications.     
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE DECISION:   
The previous adverse decisions are upheld.  As per the above reviewers, the 
claimant has been taking opioid medications for a considerable period of time, 
without adequate evaluation for the necessity for them.  He should be gradually 
weaned from the narcotic use, and then re-evaluated, especially in regard to his 
overall condition.   After the long period of narcotic usage, he may be surprised at 
the improved quality of life which occurs without the side effects of such 
medications.   For his chronic pain syndrome, the goal is to get him as functional 
as possible, with appropriate home exercises for his clinical condition, on OTC 
medications, and evaluate him at that time for quality of life issues.   Then, with 
detailed clinical records, evidence based medicine guidelines can be employed.  
As the ODG criteria have not been met, the request for OxyContin (Oxycodone 
Hydrochloride Controlled-Release) Tab 30mg, one tablet three times per day, 
quantity 90 is not medically necessary. 
 
ODG: 
 
OxyContin® 
(oxycodone) 

OxyContin® is the brand name of a time-release formula of the analgesic chemical 
oxycodone, produced by the pharmaceutical company Purdue Pharma. See Opioids 
for general guidelines, as well as specific Oxycodone controlled release 
(OxyContin®) listing for more information and references. This drug was recently 
included in a list of 20 medications identified by the FDA's Adverse Event 
Reporting System, that are under FDA investigation. (FDA, 2008) On April 2, 2010, 
the FDA approved a new formulation of Oxyontin designed to discourage abuse, but 
according to the manufacturer, there is no evidence that the reformulation is less 
subject to misuse, abuse, diversion, overdose or addiction. (FDA, 2010) Due to 
issues of abuse and Black Box FDA warnings, Oxycontin is recommended as 
second line therapy for long acting opioids. [Oxycontin ranked #1 in amount billed 
for WC in 2011. (Coventry, 2012)] 

 
Opioids, criteria for 
use 

CRITERIA FOR USE OF OPIOIDS 
Therapeutic Trial of Opioids  
1) Establish a Treatment Plan. The use of opioids should be part of a treatment 
plan that is tailored to the patient. Questions to ask prior to starting therapy: 
(a) Are there reasonable alternatives to treatment, and have these been tried? 
(b) Is the patient likely to improve? Examples: Was there improvement on opioid 
treatment in the acute and subacute phases? Were there trials of other treatment, 
including non-opioid medications? 
(c) Has the patient received a screen for the risk of addiction? Is there likelihood of 
abuse or an adverse outcome? Specific questions about current use of alcohol, 
illegal drugs, other prescription drugs, and over-the counter drugs should be asked. 
Obtaining a history of personal and/or family substance abuse issues is important. 
See Substance abuse (tolerance, dependence, addiction). See Opioids, screening for 
risk of addiction. (Webster, 2008) (Ballyantyne, 2007) 
(d) Ask about Red Flags indicating that opioids may not be helpful in the chronic 
phase: (1) Little or no relief with opioid therapy in the acute and subacute phases. 
(2) The patient has been given a diagnosis in one of the particular diagnostic 



categories that have not been shown to have good success with opioid therapy: 
conversion disorder; somatization disorder; pain disorder associated with 
psychological factors (such as anxiety or depression, or a previous history of 
substance abuse). Patients may misuse opioids prescribed for pain to obtain relief 
from depressed feelings, anxiety, insomnia, or discomforting memories. There are 
better treatments for this type of pathology. (Sullivan, 2006) (Sullivan, 2005) 
(Wilsey, 2008) (Savage, 2008) 
(e) When the patient is requesting opioid medications for their pain and 
inconsistencies are identified in the history, presentation, behaviors or physical 
findings, physicians and surgeons who make a clinical decision to withhold opioid 
medications should document the basis for their decision. 
2) Steps to Take Before a Therapeutic Trial of Opioids:  
(a) Attempt to determine if the pain is nociceptive or neuropathic. Also attempt to 
determine if there are underlying contributing psychological issues. Neuropathic 
pain may require higher doses of opioids, and opioids are not generally 
recommended as a first-line therapy for some neuropathic pain.  
(b) A therapeutic trial of opioids should not be employed until the patient has failed 
a trial of non-opioid analgesics. 
(c) Before initiating therapy, the patient should set goals, and the continued use of 
opioids should be contingent on meeting these goals.  
(d) Baseline pain and functional assessments should be made. Function should 
include social, physical, psychological, daily and work activities, and should be 
performed using a validated instrument or numerical rating scale. See Function 
Measures. 
(e) Pain related assessment should include history of pain treatment and effect of 
pain and function.  
(f) Assess the likelihood that the patient could be weaned from opioids if there is no 
improvement in pain and function. 
(g) The patient should have at least one physical and psychosocial assessment by the 
treating doctor (and a possible second opinion by a specialist) to assess whether a 
trial of opioids should occur. When subjective complaints do not correlate with 
imaging studies and/or physical findings and/or when psychosocial issue concerns 
exist, a second opinion with a pain specialist and a psychological assessment should 
be obtained. (Sullivan, 2006) (Sullivan, 2005) (Wilsey, 2008) (Savage, 2008) 
(Ballyantyne, 2007) 
(h) The physician and surgeon should discuss the risks and benefits of the use of 
controlled substances and other treatment modalities with the patient, caregiver or 
guardian. 
(i) A written consent or pain agreement for chronic use is not required but may 
make it easier for the physician and surgeon to document patient education, the 
treatment plan, and the informed consent. Patient, guardian, and caregiver attitudes 
about medicines may influence the patient's use of medications for relief from pain. 
See Guidelines for Pain Treatment Agreement. This should include the 
consequences of non-adherence. 
(j) Consider the use of a urine drug screen to assess for the use or the presence of 
illegal drugs. 
3) Initiating Therapy 
(a) Intermittent pain: Start with a short-acting opioid trying one medication at a 
time. 
(b) Continuous pain: extended-release opioids are recommended. Patients on this 
modality may require a dose of “rescue” opioids. The need for extra opioid can be a 
guide to determine the sustained release dose required.  
(c) Only change 1 drug at a time. 
(d) Prophylactic treatment of constipation should be initiated. 
(e) If partial analgesia is not obtained, opioids should be discontinued. 
4) On-Going Management. Actions Should Include: 
(a) Prescriptions from a single practitioner taken as directed, and all prescriptions 
from a single pharmacy.  



(b) The lowest possible dose should be prescribed to improve pain and function. 
(c) Office: Ongoing review and documentation of pain relief, functional status, 
appropriate medication use, and side effects. Pain assessment should include: 
current pain; the least reported pain over the period since last assessment; average 
pain; intensity of pain after taking the opioid; how long it takes for pain relief; and 
how long pain relief lasts. Satisfactory response to treatment may be indicated by 
the patient's decreased pain, increased level of function, or improved quality of life. 
Information from family members or other caregivers should be considered in 
determining the patient's response to treatment. The 4 A's for Ongoing Monitoring: 
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 A's" (analgesia, 
activities of daily living, adverse side effects, and 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. 
(Passik, 2000) 
(d) Home: To aid in pain and functioning assessment, the patient should be 
requested to keep a pain dairy that includes entries such as pain triggers, and 
incidence of end-of-dose pain. It should be emphasized that using this diary will 
help in tailoring the opioid dose. This should not be a requirement for pain 
management. 
(e) Use of drug screening or inpatient treatment with issues of abuse, addiction, or 
poor pain control. (Webster, 2008) 
(f) Documentation of misuse of medications (doctor-shopping, uncontrolled drug 
escalation, drug diversion). 
(g) Continuing review of overall situation with regard to nonopioid means of pain 
control. 
(h) Consideration of a consultation with a multidisciplinary pain clinic if doses of 
opioids are required beyond what is usually required for the condition or pain does 
not improve on opioids in 3 months. Consider a psych consult if there is evidence of 
depression, anxiety or irritability. Consider an addiction medicine consult if there is 
evidence of substance misuse. (Sullivan, 2006) (Sullivan, 2005) (Wilsey, 2008) 
(Savage, 2008) (Ballyantyne, 2007) 
5) Recommended Frequency of Visits While in the Trial Phase (first 6 months): 
(a) Every 2 weeks for the first 2 to 4 months 
(b) Then at approximate 1 ½ to 2-month intervals 
Note: According to the California Medical Board Guidelines for Prescribing 
Controlled Substances for Pain, patients with pain who are managed with controlled 
substances should be seen monthly, quarterly, or semiannually as required by the 
standard of care. (California, 1994) 
6) When to Discontinue Opioids: See Opioid hyperalgesia. Also see Weaning of 
Medications. Prior to discontinuing, it should be determined that the patient has not 
had treatment failure due to causes that can be corrected such as under-dosing or 
inappropriate dosing schedule. Weaning should occur under direct ongoing medical 
supervision as a slow taper except for the below mentioned possible indications for 
immediate discontinuation. The patient should not be abandoned. 
(a) If there is no overall improvement in function, unless there are extenuating 
circumstances 
(b) Continuing pain with the evidence of intolerable adverse effects; lack of 
significant benefit (persistent pain and lack of improved function despite high doses 
of opiates- e.g. > 120 mg/day morphine equivalents) 
(c) Decrease in functioning 
(d) Resolution of pain 
(e) If serious non-adherence is occurring 
(f) The patient requests discontinuing 
(g) Immediate discontinuation has been suggested for: evidence of illegal activity 
including diversion, prescription forgery, or stealing; the patient is involved in a 



motor vehicle accident and/or arrest related to opioids, illicit drugs and/or alcohol; 
intentional suicide attempt; aggressive or threatening behavior in the clinic. It is 
suggested that a patient be given a 30-day supply of medications (to facilitate 
finding other treatment) or be started on a slow weaning schedule if a decision is 
made by the physician to terminate prescribing of opioids/controlled substances. 
(h) Many physicians will allow one “slip” from a medication contract without 
immediate termination of opioids/controlled substances, with the consequences 
being a re-discussion of the clinic policy on controlled substances, including the 
consequences of repeat violations. 
(i) If there are repeated violations from the medication contract or any other 
evidence of abuse, addiction, or possible diversion it has been suggested that a 
patient show evidence of a consult with a physician that is trained in addiction to 
assess the ongoing situation and recommend possible detoxification. (Weaver, 2002) 
(j) When the patient is requesting opioid medications for their pain and 
inconsistencies are identified in the history, presentation, behaviors or physical 
findings, physicians and surgeons who make a clinical decision to withhold opioid 
medications should document the basis for their decision. 
(k) Routine long-term opioid therapy is not recommended, and ODG recommends 
consideration of a one-month limit on opioids for new chronic non-malignant pain 
patients in most cases, as there is little research to support use. The research 
available does not support overall general effectiveness and indicates numerous 
adverse effects with long-term use. The latter includes the risk of ongoing 
psychological dependence with difficultly weaning. See Opioids for chronic pain. 
7) When to Continue Opioids 
(a) If the patient has returned to work 
(b) If the patient has improved functioning and pain 
(Washington, 2002) (Colorado, 2002) (Ontario, 2000) (VA/DoD, 2003) (Maddox-
AAPM/APS, 1997) (Wisconsin, 2004) (Warfield, 2004) 

 
 
 
 



A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR 
OTHER CLINICAL BASIS USED TO MAKE THE DECISION: 
 
 

 ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL &   
ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE 

 
 AHCPR- AGENCY FOR HEALTHCARE RESEARCH & QUALITY 
GUIDELINES 

 
 DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR 
GUIDELINES 

 
 EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW 
BACK PAIN  

 
 INTERQUAL CRITERIA 

 
 MEDICAL JUDGEMENT, CLINICAL EXPERIENCE, AND EXPERTISE IN 
ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS 

 
 MERCY CENTER CONSENSUS CONFERENCE GUIDELINES 

 
 MILLIMAN CARE GUIDELINES 

 
 ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES 

 
 PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR 

 
 TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & 
PRACTICE PARAMETERS 

 
 TEXAS TACADA GUIDELINES 

 
 TMF SCREENING CRITERIA MANUAL 

 
 PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE 
(PROVIDE A DESCRIPTION) 

 
 OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME 
FOCUSED GUIDELINES (PROVIDE A DESCRIPTION) 


