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HOW THE IMR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services sent the complete case file to a physician reviewer. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The physician
reviewer is Board Certified in Family Medicine 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 physician 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 33 year old male with chronic back pain secondary to a 1/15/2011 lifting injury
that occurred at work. The request is for an unspecified number of sessions of a functional
restoration program. The treating physician's note on 11/5/2013 indicates that the back pain is
generalized and is described as aching, cramping and spasmodic. Aggravating factors that
precipitate the pain include squatting, standing and walking. Relieving factors include analgesics
and rest. The patient denies bladder or bowel dysfunction, decreased sensation, unilateral
weakness or saddle anesthesia. Physical examination of the spine was remarkable for bilateral
moderate tenderness and diminished range of motion limited by pain. Straight leg raising was
negative bilaterally. He had normal deep tendon reflexes. There was no sensory or motor
dysfunction of the lower extremities. An MRI was performed on 9/29/2011 and showed a 2
millimeter disc protrusion at L5-S1. There was minimal foraminal narrowing at L5-S1 as well.
He was treated with nortriptyline at bedtime and tramadol 50 mg four times a day. There is no
description by the treating physician regarding current functional deficits or whether the patient
is unable to function independently.

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

A PROGRAM (UNKNOWN NUMBER OF SESSIONS):
Upheld




Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Page(s): 31-32.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
31-32, 49.

Decision rationale: There is no evidence to support the implementation of a functional
restoration program at this time. The patient sustained a work injury caused by lifting. He
underwent an appropriate assessment for the underlying cause of his pain and was treated with
standard medications for this condition. The patient was recommended for a functional
restoration program; however, the California MTUS Guidelines state that an adequate and
thorough evaluation must be made prior to enrolling in a functional restoration program. As
noted in these guidelines the criteria that must be met include the following: An adequate and
thorough evaluation has been made including baseline functional testing. The patient has a
significant loss of ability to function independently resulting from the chronic pain. This patient
has not had an evaluation of his functional capacity and has not had a psychological assessment.
Further, there is no documentation in the medical records as to whether this patient has lost the
ability to function independently. Therefore, the requested | Program is not
medically necessary or appropriate at this time.





