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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. The expert 

reviewer is Board Certified in Physical Medicine and Rehabilitation, has a subspecialty in 

Interventional Spine and is licensed to practice in California. 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/services. He/she is familiar with governing laws and regulations, 

including the strength of evidence hierarchy that applies to Independent Medical Review 

determinations. 

 

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 patient is a 49 year-old male with a date of injury of 06/20/2008. The listed diagnoses per 

 are: 1) Degeneration of lumbar or Lumbosacral intervetebral disc; 2) Postlaminectomy 

syndrome of lumbar region; 3) Thoracic Lumbosacral neuritis or radiculitis; and 4) Spasm of 

muscle. According to report dated 09/19/2013 by , the patient presents with a flare-up 

of low back pain. He reports moderate lower back and leg pain, rated at 6-7/10 in severity. An 

examination revealed decreased sensation in L3-S1 on the right and L5-S1 on the left. There is 

decreased strength in the right hip flexor muscles; however, it is improved from previous visits. 

The straight leg raise is positive on the right. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

MYOFASCIAL RELEASE THERAPY FOR THE LUMBAR SPINE (1 TIME PER 

WEEK FOR 6 WEEKS):  Overturned 

 

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

Page(s): 58-60.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

MASSAGE THERAPY Page(s): 60.   

 



Decision rationale: The utilization review dated 10/22/2013 denied the request stating there is 

"lack of documentation concerning patient's current functional deficits as well as patient's current 

therapeutic exercise program." The Chronic Pain Guidelines indicate that massage therapy is 

"Recommended as an option. This treatment should be an adjunct to other recommended 

treatement (e.g. exercise) and it should be limted to 4-6 visits in most cases." The review of 

medical records from 02/14/2013 to 09/19/2013 does not indicate that this patient has had any 

prior massage therapy. As the medical records document, in the last year the patient has 

primarily used medication for his chronic pain. The patient most recently presented with a flare-

up of his lower back pain, and the treater is requesting and trial of six (6) sessions. Given the 

patient has not had any therapy in the recent past, recommendation is for approval. 

 




