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Summary 
 

This report describes a content analysis of filed Massachusetts Department of Industrial Accidents’ 
forms related to mediation around medical care for injured workers on long-term opioid therapy. These 
documents (2016 to April 2022) include insurers’ and employees’ request for mediation as well as the 
mediation agreements. Insurers filed 59 requests for mediation regarding 55 employees’ opioid 
medication and employees filed 17. Twenty-nine mediation agreements were filed concerning 27 
employees who were presumed to participate in the Opioid Alternative Treatment Pathway program 
(OATP). Employees were generally in their late 50’s and more men than women were represented by 
these forms. Most forms were filed more than 10 years after the employee’s injury. It is not known, but 
may be assumed, that most employees represented by these forms had sustained opioid therapy for 
many years.  

The requests for mediation generally followed an Independent Medical Review that recommended 
tapering of opioid medications and non-opioid pain management. Mediation agreements have no 
standard content and, as a result, varied widely with some only a sentence and others including 
extensive provisions. Common elements included goals of improved employee health and reduction of 
employee dependence on opioid medications, employee commitment to cooperate in good faith with a 
Care Coordinator who would facilitate the taper and necessary medical care, insurer commitment to pay 
for necessary treatment, and agreement to release medical records and pay the employee’s attorney. 
Virtually absent were specific tapering and pain management plans, timelines and milestones of success, 
and reporting requirements. 

The report recommends the adoption of a checklist to guide the development of mediation agreements 
related to the OATP. The checklist includes several elements that are recommended but generally 
absent from most mediation agreements, including affirmation of participation in the OATP, statement 
of concrete goals, tapering and pain management plans, agreement to pay for medical services and 
support related to alternative pain management and reduction of opioid dependence, and timelines and 
reporting schedules. A draft of this checklist is included as an appendix to this report. 
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Introduction 
Background and Project Goals 
This project grew out of a previous one sponsored by the Massachusetts Department of Public Health 
(DPH) Occupational Health Surveillance Program to document issues related to workers and the opioid 
crisis. The purpose of that report was to help guide opioid hazard awareness educational interventions 
for working people. The full report can be accessed here.1 The report also discussed medical and legal 
issues related to opioids for injured workers who file claims through the Commonwealth’s Department 
of Industrial Accidents (DIA), the workers’ compensation system for Massachusetts. Senior Judge Omar 
Hernandez has led an effort to introduce reforms at the DIA to assist injured workers overcome 
obstacles to reducing their dependence on opioids. That work coalesced in the Opioid Alternative 
Treatment Pathway Program (OATP) which began as a pilot in 2016 and which became a full-fledged 
program at the DIA in 2018. At the time of his interview for the prior report mentioned above, Judge 
Hernandez expressed an interest in assistance in evaluating and improving the OATP.  

In 2019, the evaluation of the OATP was submitted as proposed component of the Commonwealth’s 
Opioid Assistance for States proposal to the CDC and was funded as a cooperative agreement, Overdose 
Data to Action (OD2A). The rationale for this work as part of the Commonwealth’s response to the 
opioid crisis includes that this program represents a cutting-edge state-sponsored initiative to prevent 
opioid overdose by intervening to reduce opioid dependence in a high-risk population: injured workers. 

This report on a review of the relevant DIA legal documents related to the OATP was conducted during 
the second year of the three-year project. It supports the second goal of the project which is to conduct 
qualitative research to evaluate the OATP process at the DIA to inform directions for program 
improvements. This document review describes the documentation of the OATP process for injured 
workers. It evaluates whether those documents reflect program goals and provides recommendations 
for enhancement of the OATP program via a guidance checklist for mediation agreements.  

Summary of the Opioid Alternative Treatment Pathway Program 
The OATP was initiated by the DIA to provide an expedited process for injured workers to reduce or 
eliminate their opioid use and improve their pain management. The program is overseen by Judge 
Hernandez and does not have dedicated staff. The program is viewed as an integrated “pathway” in the 
processes and operations of the DIA. DIA staff have previously reported that there are 24 current 
program participants and 70 who are “in process.” It was not clear how many have begun and either 
dropped out or “finished.” 

Only injured employees with settled indemnity claims can participate in the program. These employees 
have received a lump sum settlement, but continue to receive medical treatment with opioids that is 
paid for by the employer’s insurer. Very often these patients are under the care of their primary care 
physician and are not receiving any additional treatments or clinical care from pain specialists. 
Employees whose cases are not yet settled, or who receive weekly income support from the DIA are not 
eligible to participate. The rationale for including only settled lump sum cases is to avoid the 
contentiousness of disability-related income support issues in the process of coming to agreement on 
medical care. Unfortunately, an employee may fear that their income support would be threatened if 
they became less opioid dependent, while still being uncertain about their ability to support themselves.    

https://www.uml.edu/docs/Opioids%20and%20Work%20Formative%20Research_FINAL_Jan%2030%202019_tcm18-305156.pdf
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Eligible injured employees may volunteer to participate at any time, however, in most cases, a worker is 
encouraged to participate after the insurance company has filed a form to discontinue payment for 
opioid medications. At that point, the injured workers’ attorney may recommend the mediation process, 
or the Judge may suggest it at the hearing on the matter. If the worker and the insurer agree to 
participate in the OATP, a mediating judge, who is not the judge who adjudicated the original case, 
supervises a “19A Medical Mediation” where the injured worker agrees to work with a Care Coordinator 
to reduce or eliminate their use of opioids, and the insurer agrees to pay for treatment (including 
opioids, pain management physician, primary care, and alternative treatments), the Care Coordinator 
fees, and a fee for the claimant’s attorney.  

The 19A form is not prescriptive – it is essentially a blank document for the parties to record their 
commitments and agreements. The 19A form agreement can be updated or renegotiated and is specific 
to the particulars of each situation. There are no time limits or guidelines for program participation. 
Each case’s timeframe is determined on an individual basis.  

When the injured worker and the insurance company agree to participate, they will agree to a Care 
Coordinator or other health care provider to facilitate the taper and improved pain management and to 
support the injured employee through the process. The supervising judge may request regular reports 
from the Care Coordinator to make sure that progress is being made and hearings may be held to check 
in with all parties. The goal is a non-adversarial process where the insurer’s adjustor is open to 
approving the recommendations of the care coordinator. Because the process is generally to wean the 
injured worker, rather than eliminate opioids through a rapid detox, the insurer will continue to pay for 
opioids as well as pain management and other treatments. The injured worker or the insurance 
company can end the 19A agreement and revert to “traditional” litigation at any time. The Care 
Coordinator may report that a point of success has been achieved and the 19A agreement will be 
amended to sustain alternative treatments. It may also be the case that the Care Coordinator 
determines that further progress is unlikely and may suggest that the process be ended by the Judge. 

The DIA has asked healthcare professionals (principally nurse case managers) to provide an application 
and credentials to be listed on the DIA site as a potential Care Coordinator. The goal is a geographically 
and otherwise diverse roster of professionals who can guide the patient through an opioid tapering 
process and help promote improved pain management through new therapies. Additionally, the Care 
Coordinator plays a critical support role for the injured worker, and liaison role for the other parties to 
communicate progress and challenges. Basic qualifications are reviewed, but specific experience with 
tapering injured workers is not required nor publicized. Many Care Coordinators work for insurers or 
companies that contract with them.  

As described above, the OATP program differs from the “traditional” process in that it is a voluntary 
mediated agreement where all parties sit down together and agree to a plan, rather than an adversarial 
process resulting in a judge’s order. In the “traditional” process, an injured worker continues the 
medical program agreed to at settlement of their case until either they or the insurance company 
requests a change. Because of the high cost, high risk of overdose, as well as the evolving literature 
documenting limited efficacy, insurance companies are generally challenging claimants’ continued long-
term opioid treatment. Insurers file Form 108-A - Insurer's Request for Post-Lump Sum Medical 
Mediation in order to initiate proceedings to get a court-ordered change in treatment. They may also 
directly deny claims and the injured worker may find that the pharmacy will not fill their prescription. 

https://www.mass.gov/doc/section-19a-medical-mediation-agreement-form-19a/download
https://www.mass.gov/doc/form-108-a-insurers-request-for-post-lump-sum-medical-mediation/download
https://www.mass.gov/doc/form-108-a-insurers-request-for-post-lump-sum-medical-mediation/download
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Because insurers are well aware of the risks of abruptly cutting off opioids, they generally file the form 
to initiate the legal process to reduce or eliminate opioids. However, if they do deny claims, an 
employee can file Form 110-A - Employee's Claim for Post-Lump Sum Medical Mediation which could 
also initiate the OATP. 

If the OATP process does not begin at that point, either because the injured worker or the insurer do not 
agree to it, the injured worker may challenge the insurers’ request and a mediating judge will make a 
determination. Most likely that determination will be appealed by one side or the other and in the 
appeal process, the judge will ask for an independent medical evaluation of the case. These independent 
reviews are charged with determining if the pain is related to the injury and if opioids are appropriate 
treatment. Taking into account the independent review, the insurers’ arguments, and the patient and 
their lawyers’ concerns, the judge will mostly, out of caution, order continuation of the prescription. As 
with most DIA proceedings, this process is adversarial, contentious, lengthy, and expensive. It does not 
provide assistance to the worker to reduce their opioid dependence. The “traditional” process may take 
over a year. 

Stated OATP Program Goals 
In Judge Hernandez’ words1, the objectives of the OATP are: 

• Dramatically improve quality of care for those suffering with chronic pain conditions. 
• Reduce time required to resolve clinical disputes. 
• Reduce pain, suffering and side effects associated with inappropriate opiate prescribing.  
• Provide attorneys, judges and injured workers with better tools for appropriate decision-

making. 
From the clinical perspective, the goal of the program is to help injured workers learn to manage their 
pain with less reliance on opioid medication, which in turn reduces the injured worker's risk for an 
adverse event, such as overdose. 

Embedded in these objectives are the goals to reduce the contentiousness of the process, to avoid 
Judges making medical decisions, and to provide assistance to a willing injured worker to reduce their 
opioid dependence. Judge Hernandez suggested the following metrics to evaluate the program: 

• How many employees discontinue the use of opioids 
• How many cases enter the program 
• How many parties opt out and return to the normal litigation process 
• Reductions in prescription amounts and corresponding alternative care changes 
• Average length of time to resolve cases 
• Average cost to insurers (the average cost of continued opioid use compared to the average cost 

of treatment) 
Judge Hernandez and others have described this program as a life-saving mission, recognizing that 
reducing opioid dependence among injured workers with chronic pain is a critical intervention to save 
workers’ lives and can improve their pain management and overall health.  

This Document Review contributes to a better understanding of the actual operation of the OATP, but it 
is not possible to determine the impact of the program based upon these documents. Further 

 
1 From slides prepared for presentation to the Harvard ERC 2/28/20 

https://www.mass.gov/doc/form-110-a-employees-claim-for-post-lump-sum-medical-mediation/download
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assessment of impact could be accomplished by contacting participants and non-participants, including 
employees, attorneys and DIA judges and other staff. This will be undertaken in phase three of this 
evaluation.  

Methods 
Materials 
Completed 19A, 108A, and 110A forms from 2016 to 2022 were requested of the DIA. A data use 
agreement was formed between the DIA and the University of Massachusetts Lowell to protect the data 
and the confidential information contained in the documents. Social security numbers were redacted 
from the forms by the DIA. The researcher agreed to use and report on the data is such a way as to 
prevent the disclosure of identity of any of the individuals associated with the forms. Twenty-seven 
19As, 59 108As, and 17 110As were received. The forms were coded with a unique identifying code 
including the form number type and the year the form was signed.  

Abstraction Strategy 
As mentioned above, 19A forms are used to document the results of medical mediation, whereas 108A 
and 110A forms are used to request mediation (by the insurer and employee respectively). The forms 
contain boxes to record personal information about the “employee” (injured worker) including address 
and date of injury and of birth, as well as information about the attorneys and employer. 108As and 
110As include a required narrative section that records the reason the form is being filed.  

In the case of 108As, we would expect to find reference to the Healthcare Services Board (HCSB) opioid 
protocol or other guidelines that the insurer determined were not being followed by the prescribing 
physician. Additionally, the 108A form might follow from an Independent Medical Exam (IME) that 
determined that the medical treatment (opioids) was not “necessary, reasonable, or casually” related to 
the employee’s injury at work – which is the requirement for payment for medical care in the workers’ 
compensation system. Employees’ requests would be expected to reference the OATP as the desired 
goal of mediation, or perhaps, employee requests to re-instate payment for opioids that had been 
denied at the pharmacy following an insurer’s refusal to pay for them.  

The 19A form includes a section to record the agreement of the parties. There is no standardized 
content for these narratives. However, at a minimum, we would expect to find agreement on a Care 
Coordinator to facilitate opioid weaning and improved pain management, employee commitment to the 
process of weaning, and insurer commitment to continue to pay for opioids and alternative pain 
management and care coordination during weaning. We might also expect a description of the 
acceptable alternative modalities and a timeline for accomplishment of the goals of tapering or 
discontinuation. While there are no formal program guidelines, it is well understood that the OATP is a 
“program.” Thus, we might expect to see reference to it in the 19A agreements. 

An Excel worksheet was used to create a database of the forms’ records. In addition to evaluator-
assigned codes for each form, data was either transcribed directed from the forms, imputed from form 
data or from other resources, or interpreted from the narrative text by the investigator. Analysis 
categories were selected based on the OATP program goals and expectations as described above, and 
based as well on available information on the forms. Relevant form narratives related to the analysis 
categories were retyped verbatim in the spreadsheet. For example, the stated purpose of the OATP is to 



5 
 

come to agreement on a goal to reduce opioid dependence and improve pain management. Thus, 
analysis categories related to tapering and/or discontinuation and pain management plans were 
created, and the narratives were scrutinized for content related to tapering and pain management 
plans. Where Care Coordinators or Independent Medical Examiners were named, these names were 
recorded. Notes were generated by the investigator as questions or commentary on the narrative 
sections of the forms. For example, if “prescription medications” was written instead of narcotic or 
opioid medications, this was noted. If a form narrative was particularly comprehensive or illustrative, 
this was also noted. 

Data was recorded or interpreted from each form as follows: 

19A Data Characteristics and Source: 

Transcribed from Form: Date 19A Co-Signed, Judge/AJ/Conciliator (if legible), Employee Town/City, Date 
of Injury 
Imputed: DIA Region (from Employee Town/City and DIA assignment list), Gender (from name and/or 
use of pronouns);  Date of Birth (from 108A/110A); Age to Date 19A Signed (calculated); Years between 
Injury and 19A (Calculated); Prior 110A (from matching date of injury and other employee 
characteristics);  Prior 108A (from matching date of injury and employee characteristics) 
Interpreted from Narrative Sections: Injury Description, Mention of Care Coordinator; Name of Care 
Coordinator; Goals of Agreement; Acknowledgement of Opioid Harms; Pain Management Plan; Taper 
Plan; Healthcare Services Board Chronic Pain Guideline or Opioid Protocol Referenced; Restrictions on 
Care Plan; Urine Screen for Opioids; Narcan (overdose reversing medication); Opioid Use Disorder 
Treatment; Insurer Commitments; Employee Commitments; Time Frames for the Agreement or 
Program; Reference to OATP; Original or Amended 19A; Metrics of Success/Evaluation; and Notes.  

108A Data Characteristics and Source: 

Transcribed from Form: Date 108A Co-Signed, Employee Town/City, Date of Injury, Date of Birth 
Imputed: DIA Region (from Employee Town/City and DIA assignment list), Gender (from name and/or 
use of pronouns);  Age to Date 108A Signed (calculated); Years between Injury and 108A (Calculated) 
Interpreted from Narrative Sections: Reason for Insurer’s Request; HCSB Guideline Referenced; OATP 
Referenced; Independent Medical Examiner Recommends Opioid Wean/Discontinue; Name of Medical 
Review Reviewer; 19A in Place; and Notes 

110A Data Characteristics and Source: 

Transcribed from Form: Date 110A Co-Signed, Employee Town/City, Date of Injury, Date of Birth 
Imputed: DIA Region (from Employee Town/City and DIA assignment list), Gender (from name and/or 
use of pronouns); Age to Date 110A Signed (calculated); Years between Injury and 110A (Calculated) 
Interpreted from Narrative Sections: Reason for Employee’s Request; HCSB Guideline Referenced; 
OATP Referenced; 19A in Place; 108A also; and Notes 

Descriptive statistics and qualitative summaries were created for these characteristics as appropriate. 
Numbers were too small to permit statistical analysis. 
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Results 
Table 1 describes the basic characteristics of the injured employees with these forms in their files. In 
only a few cases did employees have more than one form from a prior year. The time between injury 
and the filing of these forms was 12-15 years. While we don’t know if the employee was using opioid 
medications from the time of injury to the time of the form, we can assume that opioid use was long 
term for all of these cases – some potentially for as long as 30 years and others for a minimum of 5 
years. More than half had more than 10 years between the date of injury and the filing of the 110A and 
more than three-quarters had more than 10 years between the date of injury and the filling of the 19A 
or 108A. Additionally, these employees were generally older (in their late 50’s).  The population for all 
form types was more likely to be male. The DIA regions were all well represented, with a greater 
number of forms filed in Boston and the fewest in Worcester. Stamps with the Judge’s name were 
generally not legible. 

Table 1: Population/Form Characteristics 
 19A (Medical 

Mediation 
Agreement) 

108A (Insurer 
Request for 
Mediation) 

110A (Employee 
Request for 
Mediation) 

 n % n % n % 
Number of Forms 29  59  17  
Number of Injured Workers 27  55  17  
Avg Years btwn Injury and Form 14  15  12  

# more than 10 years 22 76% 45 76% 10 59% 
Years Max 28  31  30  

Year Min 5  1  3  
Avg Age at signing*  59  57  57  

Age max 70  75  70  
Age min 31  31  35  

Gender (based on name) 
 

     
Female 8 28% 20 34% 7 41% 

Male 21 72% 39 66% 10 59% 
Region 

 
    

 

Springfield 6 21% 12 20% 5 29% 
Lawrence 4 14% 9 15% 3 18% 

Boston 10 34% 20 34% 5 29% 
Fall River 6 21% 10 17% 2 12% 

Worcester 3 10% 7 12% 2 12% 
*Age is not reported on 19A forms. Ages for 19As only for those also with 108A/110As 
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Since the purpose of 108A and 110A forms is to request mediation around payment for medical care – 
most often regarding opioid medications, we would expect to see subsequent 19A mediation 
agreements for those employees where either they or the insurer had requested mediation. 
Additionally, multiple 19A forms would be expected for the same employee as the medical treatment 
changes. Specifically, while the employee’s settlement will have specified paying for opioid medications, 
following involvement in the OATP, a new agreement may 
specify non-opioid medical care. Table 2 details the 
observed overlaps between the requests for mediation 
and the mediation agreements and multiple requests as 
well as multiple agreements. Two-thirds of 19As had prior 
requests for mediation from the insurer. Employees 
requested mediation that resulted in agreements in 6 
cases or 22%. There were also 6 cases where a 19A was 
agreed to without the filing of a request.  There were only 
2 cases where employees had more than one 19A 
agreement. One third of insurer requests for mediation 
around opioid medications resulted in 19A agreements 
(thus far). Almost half of employee requests have resulted in mediation agreements.  

As shown in Table 3, in a majority of cases where the 
insurer requested referral of the case to mediation, 
an IME had recommended weaning or 
discontinuation of opioids. The medial reviewer was 
named in about half of the cases with Dr. Roberto 
Feliz as the reviewer in 12 cases (about 20%). The 
IME was referenced in several cases. The purpose of 
the IME is to determine if the medical care is 
reasonable, necessary, and causally related to the 
original injury. Continued opioid use may be challenged as not meeting these criteria. However, 
treatment for the problematic opioid dependence is considered related to the original injury.  

One of Dr. Feliz’ IME’s was included in documentation and is included (redacted) as an appendix to this 
report. It details the complexity of the medical condition and recommended approach for weaning and 
pain management. The following quote is an illustrative case from the 108A forms is the following IME’s 
opinion on the patient’s need for tapering:  

“The employee has been prescribed morphine and oxycodone since surgery in 2003. 
Dr. Feliz’s IME recommended wean down or off. He provided detailed 
recommendations including weight loss and Cognitive Behavior Coping Mechanisms: 
‘Hopefully, these recommendations will reduce or eliminate the claimant's reliance on 
narcotic analgesics; improve his overall health by reducing his weight and improve his 
physical conditioning, and provide an overall more healthy and satisfying life.’” 

Additionally, insurers may have attempted to reduce employee’s dependency on opioids either through 
the insurer’s case management nurses contacting the patient or prescribing physician, or through 
denying payment for the prescription.  In some cases, the 108A took note of conflicts between an IME 

Table 2: Forms Overlap 
19As with prior 108A 18 62% 
19As with prior 110A 6 21% 
19As with both 108A+110A 3 10% 
19As with prior 19As 2 7% 
19As w/o prior 108A or 110A 6 21% 
108A with subsequent 19As 18 31% 
Multiple 108As 4 7% 
110A with subsequent 19As 5 29% 
110A with 108A 3 18% 

Table 3: 108A Insurers’ Request for 
Medical Mediation Characteristics 
Characteristic n % 
HCSB Guideline Referenced 7 12% 
OATP Referenced 11 19% 
IME Recommends Wean 37 63% 
Medical Review Reviewer Named 29 49% 
19A in Place 18 31% 
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and the prescribing physician and in other cases, the parties had been able to engage the prescriber in 
the weaning process: 

“treating provider is neglecting to address a weaning plan per Utilization Review” 

"claim settled and claimant continued to take opioids. Treating physician refuses to 
initiate weaning program." 

"letter from treating physician says that he would like to have employee admitted for 
detox" 

“Hearing deposed the treating physician who agreed that tapering was in the 
employee's best interest. Disagreement about transferring care to another 
physician…requesting mediation. ‘All parties agree that it is in the employee's best 
interest to taper her prescriptions for controlled substances.’” 

“Attempts to discuss this issue [the patient’s opioid usage] with the treating prescribing 
physician has gone unanswered” 

In seven cases, insurers made either direct or indirect reference to the HCSB’s opioid and/or chronic 
pain guideline as justification for their request for mediation. For example:  

“IME says employee's medication regime does not comport with DIA circular letter 
no. 340, Chronic Pain treatment guideline, or CDC guidelines for opiate prescribing." 

"Claimant is currently receiving opioids at a level of MEQ 420 mg/day, when federal 
and state guidelines recommend less than 90 MEQ/day. He refused to attend an IME 
with a prominent pain medicine physician, although it was rescheduled 3 times and 
transportation was provided. Treating physician is not following the recommended 
guidelines for toxicology screens and other guidelines set forth at (ref. HCSB chronic 
pain guideline.)"  

The OATP was mentioned or described in 11 cases (19%) of the 108A “reasons for request” narratives. In 
one third of cases, an 19A was subsequently in place. In several cases, after a review of an IME 
recommending weaning, the parties agreed to move to mediation and the OATP and the 108A is the 
mechanism to get the judge to “move” it there:  

“Upon receipt of that report, the employee agreed to start to attempt to wean and 
insurer agreed to pay for whatever modalities are recommended. As the parties are 
working together to achieve weaning...all parties agree that the OATP would be the 
appropriate tract for this matter as opposed to a hearing. The parties request that 
this matter be moved to the OATP." 

“The OATP has been discussed at length since the initial filing of the form 108. Since 
the filing of the form 108, the employee has been working with (treating physician) to 
wean. Both parties are agreeable to participating in the OATP and request it be 
moved from conciliation to OATP docket." 
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Echoing findings of a previous report, OATP was sometimes not identified by name or understood. For at 
least three cases, there was clear recommendation to a program like OATP, but it was not mentioned: 

"insurer is seeking to have employee weaned from excessive opioid drug use. 
Attempts to work with prescribing physician and or attempts by the insurer to have 
the employee enter a rehabilitation program have not been successful. Employee is 
willing to cooperate in a program with the hopes of reducing her reliance on 
medication."  

"Weaning should be carried out carefully and slowly to avoid withdrawal symptoms 
after careful discussion with the patient." 

“would benefit from gradual tapering … function-oriented pain management that provides a 
multidisciplinary program for weaning in a supportive, collaborative, informed, and monitored 
environment.” 

In two cases, the insurer’s attorney characterized the OATP as the "opioid diversion program" for 
employees who the IME determined had developed a “tolerance” to opioids. (In criminal proceedings 
for drug possession, the defendant may be offered a “diversion program for drug offenders.”)  

The filing of the 108A form was in several cases an attempt to “force” a mediation in light of a 
determination of problematic opioid dependence and a reluctant patient, or where the employee 
refused to participate in an IME:  

“the employee carries the diagnosis ‘opiate dependence, uncomplicated’ and 
weaning downward or adjustment is clinically necessary. Employee needs a "drug 
holiday" Low dose is ok, but the high dose opiate as presently being prescribed is not 
clinically necessary." 

“Employee has not reduced pain meds as promised.” 

"employee currently taking excessive narcotic medication. His treating physician has 
recommended weaning. Employee failed to appear at 3 scheduled IMEs." 

 
Far fewer in number, employees and/or their 
attorneys filed 17 110A requests for medical 
mediation related to prescription medications, as 
shown in Table 4. In none of these cases were HCSB 
guidelines mentioned, and in two cases the OATP 
was directly mentioned. Despite limited mention of 
OATP by name, in several cases employees describing 
wanting assistance with non-opioid pain treatment 

and weaning.  

In some cases, the employee was attempting to retain access to opioids after the insurer had taken 
actions to limit them: 

Table 4: 110A Employees’ Request for 
Medical Mediation Characteristics 
Characteristic n % 
HCSB Guideline Referenced 0 0% 
OATP Referenced 2 12% 
19A in Place 5 29% 
108A also 3 18% 
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"The self-insurer has denied payment of opioid medications and a claim was filed that 
resulted in an impartial examination. Based on the impartial (Feliz), the employee has 
reduced some of the medication but doesn't believe she needs to terminate all opioid 
medications." 

"Insurer has denied pay of prescription medication since 2015. Injured Workers 
Pharmacy has continued to pay for the medication pending litigation and has a lien 
on the claim. The medications are prescribed by Dr. (treating physician) and are 
reasonable, necessary and causally related to the incident." 

In several other cases, the employee is trying to bring the insurer to the table to negotiate an 19A in 
order to get payment for non-opioid pain treatment as well as assistance with the taper: 

"Employee has been on long-term opiate treatment prescribed by her doctor. 
Employer is looking to terminate opiate treatment. Employee is open to exploring 
pain management alternatives for her long-term safety." 

"The insurer has filed a request to discontinue the employee's benefits. The 
employee's treating Dr was deposed, and the employee has started to taper off her 
medications. The parties are looking for oversight and assistance as the employee 
reduces her medications." 

   “The employee desires to engage in a supervised opiate reduction plan.” 

As described above, the 19A mediation agreements 
were analyzed for their content in the categories 
listed in Table 5. There is no “fixed” content for 19A 
agreements. Indeed, even though the purpose of the 
19A form is to negotiate the terms of the OATP, the 
program itself was only mentioned in one-fifth of the 
forms. In some cases, it was not clear that the OATP 
was “engaged” – the 19A reflected an agreement to 
continue opioid therapy with no commitment to 
reduce use beyond what had already been achieved. 
In two cases the 19A appeared to be an agreement 
to allow nurse case management, but not necessarily 
require a taper.  

The OATP’s central component is the engagement of 
a Care Coordinator to facilitate the reduction or 
eliminate of opioid dependency and necessary 
healthcare and pain management. Care coordination 
was mentioned in just under two-thirds of the 19As 
and the Care Coordinator was named in just over 
one-third of 19As. Only two Care Coordinators were 
named, with Michael Pringle named in eight forms. In 
a few cases, the agreement specified that a Care 

Table 5: 19A Medical Mediation 
Agreement Characteristics 
Characteristic n % 
Injury described 3 10% 
Care Coordinator 18 62% 
Care Coordinator Identified 11 38% 
Goals Described 21 72% 
Opioid Harm Acknowledgment 2 7% 
Pain Management Plan 8 28% 
Taper Plan 7 24% 
HCSB Guideline Referenced 6 21% 
Restrictions 3 10% 
Urine Screen 2 7% 
Narcan 1 3% 
OUD Treatment 4 14% 
Insurer Commitment 24 83% 
Employee Commitment 17 59% 
Time Frame 5 17% 
Reference to OATP 6 21% 
Amendments 3 10% 
Metrics of Success/Evaluation 4 14% 
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Coordinator would not be engaged and that the treating physician would carry out the taper and any 
other medical treatment. 

Many 19As included no details and only a few sentences. A few were comprehensive “model” mediation 
agreements. (A redacted model 19A is included in the Appendix along with a checklist of recommended 
components to a 19A agreement.) For example, while each plan for tapering and for pain management 
will be unique to each particular case, including preliminary plans for each would seem to be an 
important part of a 19A agreement.  

Most 19As included the goal of reducing use of opioid medications and an employee commitment to a 
“good faith effort” to work with the provider to do so. Employee commitment language examples 
include: 

"cooperate and work with OATP CC and follow reasonable recommendations and 
referrals" 

"employee is willing to consider alt pain management recommended by PCP" 

"agrees to try to wean" 

"agrees to cooperate fully with the proposed program protocols" 

However, while the HCSB Guideline which discusses limits of 90 MEQ/day was mentioned in almost a 
quarter of the cases, most 19As goals were more vaguely phrased as “reduction” or “elimination” of 
narcotic medication. Examples of language related to goals is as follows: 

"assist the employee in reducing or eliminating his need for opioid medication to 
control his chronic pain" 

"smooth and healthy cessation of the employees prolonged use of narcotic 
medication" 

"attempt to reduce and possibly eliminate the need for the narcotic medications" 

"favorable medical outcome" 

Insurer commitments generally included a commitment to continue to pay for opioid medications 
during the taper and for alternative treatments. Generally, there was also an agreement to pay a one-
time fee to the employee’s attorney. In a few cases, the 19A included restrictions on what medical care 
would be paid for by the insurer, such as excluding medical marijuana. In one case, the insurer was 
explicit that medical care related to the agreement would not be subject to Utilization Review. In other 
cases, specific treatments were approved, or the insurer committed only to “reasonable treatments.” 
Insurer commitment language examples include: 

"incur the cost of treatment, including reasonable alternative medical treatment or 
other reasonable recommendations of the Care Coordinator" 

"good faith effort to approve the alternative treatment recommended by the CC" 
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“continue to pay for opioids and other medications” 

“pay for aquatic therapy; orthopedic eval; pay out of pocket expense for oxy” 

"authorize ongoing opiate reduction strategies" 

In a few cases, medical processes related to substance use disorder and treatment were mentioned 
including stays at rehabilitation facilities, Narcan, and urine drug testing for compliance with reductions. 
Very few 19As included timelines, milestones, reporting requirements, or metrics of success or failure. 
There were three cases in which more than one 19A was signed, but in a few others there was not yet 
another 19A. In one case, the subsequent 19A noted that the goals of first were met and the "employee 
successfully completed his treatment program." 

Most 19As also included reference to release of medical records to the Care Coordinator or other 
providers and also the possibility of return to the traditional litigation route in the event that either 
party deemed the OATP to be not working. 

Discussion 
The documents reviewed here offer insight into the performance of the OATP. Twenty-seven injured 
employees had 19A forms. It is not clear that all of these employees were participating in the OATP as it 
is not a program with definitive enrollment or a “sign-up.” Indeed, in some cases the 19A form seemed 
to suggest no involvement of a Care Coordinator and no explicit goal to reduce opioid dependence. On 
the other hand, it appears from review of the 108A forms that some employees were able to get 
assistance in reducing their opioid dependence without a formal 19A agreement.  

The most common pathway to get assistance with taper and non-opioid pain management appeared to 
be the insurance company requesting an IME, and IME that recommended weaning, and the subsequent 
filing of a 108A to enter mediation with an employee towards the goal of reducing opioid dependence. 
In some cases, it was clear that the IME alone was sufficient to incentivize a taper with or without a 19A 
agreement. In far fewer cases, employees themselves sought insurer support for alternative medical 
treatment and a taper. 

The total universe of employees who are eligible for assistance with a taper via the OATP is not known. 
There were six 19As without prior 108As or 110A and there were 69 injured workers who were the 
subject of 108As and 110As. Thus, we may estimate that approximately one-third of eligible employees 
have participated to some degree in the OATP. However, it is quite possible there are more eligible 
employees than are represented by these forms. Additionally, through the “traditional” litigation 
process, judges may have ordered insurers to continue to pay for opioids and/or opioids plus alternative 
treatments including those related to weaning.  

We know that in some cases, employees were denied opioid prescriptions. However, the abundance of 
108A forms that focus on requests for mediation that would result in weaning suggests that several 
insurers are aware of the dangers of rapid cessation of opioids and are seeking alternatives to traditional 
litigation to reduce harmful opioid dependency among injured workers. We do not know how many 
physicians weaned patients without involvement of the DIA. 
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The open narrative structure of all three forms most often did not include formal reference to the OATP 
or DIA HCSB guidelines, identification of Care Coordinators, nor tapering or pain management plans. 
However, the goals of weaning and improved medical care were represented in a majority of 19A 
agreements. Timelines, milestones, metrics of success or failure and or reporting requirements were 
virtually absent from these forms, although they may come into play following the negotiation of the 
19A.  

To promote success of the goals of the OATP, the following items are recommended as components of a 
19A guideline for medical mediation regarding opioids and the OATP: 

• Acknowledgment that the employee’s current opioid medication regime is not meeting 
recommended guidelines and/or is not in the best interest of the employee’s health.  

o Provision of overdose-reversing naloxone medication to the employee and/or their 
family. 

• Acknowledgment that the employee’s current medical treatment needs to be augmented with 
non-opioid pain management modalities and medical treatment for opioid dependence. 

• Employee agreement to participate in the OATP and good faith effort to cooperate with medical 
providers, including the designated Care Coordinator. 

• Identification of the Care Coordinator or other medical provider who will assist with the process, 
or how that person will be chosen. 

• Insurer agreement to pay for reasonable and necessary medical care, including opioid 
medications and other strategies recommended by the Care Coordinator and other providers 
without burdensome Utilization Review.  

o Agreement to pay for non-medical services that may be helpful with the taper and pain 
management, including psychological and physical therapy, pain self-management 
training, and exercise services.  
 Discussion of excluded services to prevent misunderstanding 

• A tapering plan consistent with HSCB and/or CDC recommendations for tapering, to be 
individualized as necessary. 

o Use of Substance Use Disorder Treatment as necessary including medications, 
counseling, in and out-patient rehabilitation, and compliance testing. 

• A pain management plan consistent with recommended best practices, and/or how non-opioid 
pain management will be approached. 

• Establishment of health goals including target dosages of opioids, improved function, self-
reported improved pain management, and other personal health indicators such as improved 
sleep and other goals identified by the employee and Care Coordinator. 

• A timeframe for evaluation of progress towards the goals of opioid reduction or cessation and 
improved pain management with a schedule of reports and or in-person meetings. 

Conclusion and Recommendation 
These documents provide insight into the OATP program as actually utilized for this generally older 
injured worker patient population experiencing long-term opioid therapy. Although the forms portray 
only part of the picture, they suggest that there is wide diversity in how the OATP is conceptualized, 
carried out, and documented. In many cases, the agreements include plans for improved non-opioid 
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medical care and reduction of opioid dependence. In other cases, employees appear to continue to rely 
on opioids and may have serious opioid dependence and, potentially, opioid use disorder. 

Earlier program evaluation efforts have emphasized that tapering and pain management programs need 
to be individualized. However, following a guidance document in making this individualized plan may 
save time and effort and may avoid missed opportunities and confusion. Additionally, the “checklist” 
approach may assist in promoting best practices and greater success for the process where employees, 
insurers, and the DIA judges feel that “good faith” efforts have achieved their desired result in a 
reasonable timeframe without adverse consequences.   

According to care coordinators interviewed for this program evaluation, the process of supporting a 
taper and achieving better pain management for long-term opioid users can be extremely challenging. 
This review makes clear that OATP agreement guidance may help in encouraging more participation in 
the OATP, supporting strong OATP plans, and achieving success in reducing dangerous opioid 
dependence while improving well-being. Thus, the overwhelming recommendation of this document 
review is the adoption of a checklist guidance document for 19A agreements based upon the draft 
contained in the appendix to this report. 
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Appendix 
Independent Medical Review (sample) 

“Model” 19A Sample 

Guidance Checklist for 19A Agreements (draft) 
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19A Guidance Checklist (DRAFT) 

19A Agreements should consider inclusion of the following items. The sentences following the item 
include potential language which should be tailored to meet the needs of the parties. 

� Participation in the OATP 
o The employee and the insurer acknowledge voluntary participation in the Opioid 

Alternative Pathway Treatment program (OATP) and commit to participate in good faith. 

� Right to Traditional Litigation 
o Participation in the OATP does not indicate waiving of rights to traditional litigation. 

Parties understand and agree that at the request of either party this matter may be 
removed from the OATP system and returned in its present status to the traditional DIA 
dispute resolution system. 

� Adherence to Opioid Guidelines 
o Current medication regime does not adhere to the DIA HCSB’s Opioid Protocol and/or 

Chronic Pain Guideline and/or other guidelines (CDC, American College of Occupational 
and Environmental Physicians). At a minimum, the medical care must meet these 
guidelines. 

� Independent Medical Review Recommendations 
o An Independent Medical Review has recommended a reduction or discontinuation of 

opioid therapy and the following alternatives […]. The employee shall attend reasonable 
independent medical examination(s) scheduled by the insurer. 

� Goal of Better Health 
o The goal of the OATP is improved health and well-being for the employee, including 

improved pain management.  
o Long-term opioid treatment creates health risks and dependence. Reduction or 

elimination of the use of, or dependence on, opioids can provide health benefits. 
o The employee and the Care Coordinator shall establish and document health goals for 

the employee such as [… examples: improved ability to care for one’s daily needs, 
improved sleep, ability to walk without assistance, no barriers to attending family 
events, etc.]. 

� Taper Plan 
o The parties acknowledge that the opioid tapering plan should follow recommended 

guidelines [ref] and that rapid tapers should be avoided.  
o The employee’s goal is reduction of [opioid medications] below [dose/day] through a 

slow taper of [dose/month] within [#] months and elimination of use of opioids by 
[date]. 

o Reduction in opioids can cause a perception of increased pain temporarily known as 
opioid hyperalgesia. The employee shall be provided with supportive therapies to 
manage pain and withdrawal symptoms during the taper and shall adhere to the 
tapering protocol. 
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o The parties acknowledge that reduction of opioid dependence can be a difficult and 
lengthy process and may need repeated attempts. The provider should not abandon the 
patient. 

� Care Coordinator Selection and Payment 
o The parties agree to engage […] as the Care Coordinator or facilitating provider for the 

purposes of reduction and/or elimination of opioid dependence and improved pain 
management.  

� Cooperation with Care Coordinator 
o The employee agrees to communicate and cooperate with the Care Coordinator and to 

follow reasonable recommendations and referrals. 

� Timeline 
o The parties agree to evaluate progress toward the goals of this agreement at 6 months 

and at one year from the signing of this agreement. This agreement shall be 
renegotiated at one year. The Care Coordinator will provide monthly reports to the 
Insurer and mediating Judge. 

� Medical Authorization 
o The employee agrees to provide and sign all necessary medical authorizations and 

releases as required or requested by the mediating Judge or Care Coordinator, or 
reasonably requested by the insurer. 

� Opioid and Non-Opioid Pain Treatment Payment 
o The insurer agrees to incur the cost of treatment, including opioid medications and such 

alternative medical treatment or other recommendations of the Care Coordinator, 
including functional restoration, exercise programs, physical therapy, chiropractic 
therapy, massage and acupuncture, psychological pain management training, and 
others including [….] insofar as the same are reasonable, necessary and related to the 
above industrial injury.  

o The following approaches shall be excluded [….]. 

� Opioid Dependence Treatment Payment 
o The insurer agrees to incur the cost of treatment and other recommended modalities 

related to the reduction and elimination of opioid dependence, including consultation 
with addictions specialists, medication-assisted therapy, management of withdrawal 
symptoms, treatment of opioid side effects, addiction counseling and recovery support, 
naloxone prophylaxis, urine screening, and residential or non-residential rehabilitation 
treatment.  

� Care Coordinator, Referral and Legal Fees 
o The insurer agrees to pay the Care Coordinator’s fees, referral fees, and to pay to 

employee's counsel upon approval of this agreement the legal fee specified below. 
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