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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 Pain
Medicine and is licensed to practice in Texas and New York. 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 injured worker is a 60-year-old female who sustained an injury to her upper back on
09/26/13 while lifting a 75 pound client and repositioning him on the floor, changing his clothes.
She was trying to dress the patient, when she experienced an acute onset of upper back pain. The
injured worker complained of primarily a mid right and lower right thoracic pain that radiates
into the right chest. She characterized the pain is intermittent, moderate in intensity and aching.
There was no prior history of back pain. Therapeutic Procedure, 1 or more qty: 6.00 have been
requested.

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

THERAPEUTIC PROCEDURE, 1 OR MORE QTY: 6.00: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation ODG Physical Therapy Guidelines.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Neck and Upper
Back Chapter, Physical Medicine Treatment.




Decision rationale: The ODG recommends up to 10 therapy visits over 5 weeks for the
diagnosed injury with allowing for fading of treatment frequency (from up to three visits per
week to one or less), plus active self-directed home physical therapy. The records indicate that
the patient has been treated with rest, ice, NSAIDs and physical therapy 10 to 12 visits plus
home exercise program. The previous request was partialed for four visits on the basis that
although the patient has some noted improvement with initial course of physical therapy, there
was no objective evidence of functional improvement. There was no additional significant
objective clinical information provided that would support the need to exceed the ODG
recommendations, either in frequency or duration of physical therapy visits. Given the clinical
documentation submitted for review, medical necessity of the request for therapeutic procedure
one or more, quantity six has not been established. Thefore, the request for therapeutic
procedure, one or more quantity six is not medically necessary.



