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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 Internal Medicine and is licensed to practice in 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 patient is a 38 year old female with a date of injury of 09/12/2013. She fell from a tractor
bed and had low back pain with right lower extremity pain. She had physical therapy and
medications. On 09/23/2013 she had a lumbar MRI and a surgical evaluation on 12/27/2013.
She had a mild L4-L5 disc bulge without severe stenosis. She was not a surgical candidate. On
02/21/2014 she indicated over the phone that she had depression and suicidal thoughts. On
03/06/2014 she had a decreased lumbar range of motion. She had positive straight leg raising on
the right. She had tingling and numbness of the right lower extremity. On 03/11/2014 she had
10/10 low back pain. On 03/14/2014 she still had suicidal thoughts and a psych consultation and
anti-depressant was requested. The Sunday before the office visit she had a MVVA and more back
pain. It was 9/10. On 02/18/2014 she had a EMG of both lower extremities and had a S1
radiculopathy. She had a right peroneal sensory mononeuropathy. Her psychologist noted
significant psych overlay. On 03/19/2014 a L4-L5 epidural steroid injection was approved. On
04/11/2014 she ambulated without assistance. She sat comfortably on the exam table without
pain. She had a 5 pound lifting work restriction. On 04/22/2014 she had a right L4-L5 epidural
steroid injection. On 05/09/2014 no benefit from the steroid injection was noted. On 06/20/2014
Prozac was requested and she had LEFT radicular pain. She was waling a lot prior to the office
visit and she could not be examined because of the pain. On 07/02/2014 and on 07/18/2014 she
had depression. In 09/2014 Prozac was requested and approved.

IMR ISSUES, DECISIONS AND RATIONALES

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




Eighty (80) hours of Functional Restoration Program: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Chronic pain programs (functional restoration programs).

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Chronic
Pain Programs, Functional Restoration Program Page(s): 30, 31, 49.

Decision rationale: CHRONIC PAIN MEDICAL TREATMENT GUIDELINESChronic Pain
Medical Treatment Guidelines 8 C.C.R. 9792.20 - 9792.26MTUS (Effective July 18, 2009) Page
49. Functional restoration programs (FRPs)Recommended, although research is still ongoing as
to how to most appropriately screen for inclusion in these programs. Functional restoration
programs (FRPSs), a type of treatment included in the category of interdisciplinary pain programs
(see Chronic pain programs), were originally developed by Mayer and Gatchel. FRPs were
designed to use a medically directed, interdisciplinary pain management approach geared
specifically to patients with chronic disabling occupational musculoskeletal disorders. These
programs emphasize the importance of function over the elimination of pain. FRPs incorporate
components of exercise progression with disability management and psychosocial intervention.
Long-term evidence suggests that the benefit of these programs diminishes over time, but still
remains positive when compared to cohorts that did not receive an intensive program. (Bendix,
1998) A Cochrane review suggests that there is strong evidence that intensive multidisciplinary
rehabilitation with functional restoration reduces pain and improves function of patients with low
back pain. The evidence is contradictory when evaluating the programs in terms of vocational
outcomes. (Guzman 2001) It must be noted that all studies used for the Cochrane review
excluded individuals with extensive radiculopathy, and several of the studies excluded patients
who were receiving a pension, limiting the generalizability of the above results. Studies
published after the Cochrane review also indicate that intensive programs show greater
effectiveness, in particular in terms of return to work, than less intensive treatment. (Airaksinen,
2006) There appears to be little scientific evidence for the effectiveness of multidisciplinary
biopsychosocial rehabilitation compared with other rehabilitation facilities for neck and shoulder
pain, as opposed to low back pain and generalized pain syndromes. (Karjalainen, 2003)
Treatment is not suggested for longer than 2 weeks without evidence of demonstrated efficacy as
documented by subjective and objective gains. For general information see Chronic pain
programs.CHRONIC PAIN MEDICAL TREATMENT GUIDELINESChronic Pain Medical
Treatment Guidelines 8 C.C.R. 9792.20 - 9792.26MTUS (Effective July 18, 2009) Page 30.
Chronic pain programs (functional restoration programs)Recommended where there is access to
programs with proven successful outcomes, for patients with conditions that put them at risk of
delayed recovery. Patients should also be motivated to improve and return to work, and meet the
patient selection criteria outlined below. Also called Multidisciplinary pain programs or
Interdisciplinary rehabilitation programs, these pain rehabilitation programs combine multiple
treatments, and at the least, include psychological care along with physical therapy &
occupational therapy (including an active exercise component as opposed to passive modalities).
While recommended, the research remains ongoing as to (1) what is considered the "gold-
standard” content for treatment; (2) the group of patients that benefit most from this treatment;
(3) the ideal timing of when to initiate treatment; (4) the intensity necessary for effective
treatment; and (5) cost-effectiveness. It has been suggested



thatinterdisciplinary/multidisciplinary care models for treatment of chronic pain may be the most
effective way to treat this condition. (Flor, 1992) (Gallagher, 1999) (Guzman, 2001) (Gross,
2005) (Sullivan, 2005) (Dysvik, 2005) (Airaksinen, 2006) (Schonstein, 2003) (Sanders, 2005)
(Patrick, 2004) (Buchner, 2006) Unfortunately, being a claimant may be a predictor of poor
long-term outcomes. (Robinson, 2004) These treatment modalities are based on the
biopsychosocial model, one that views pain and disability in terms of the interaction between
physiological, psychological and social factors. (Gatchel, 2005) There appears to be little
scientific evidence for the effectiveness of multidisciplinary biopsychosocial rehabilitation
compared with other rehabilitation facilities for neck and shoulder pain, as opposed to low back
pain and generalized pain syndromes. (Karjalainen, 2003)Predictors of success and failure: As
noted, one of the criticisms ofinterdisciplinary/multidisciplinary rehabilitation programs is the
lack of an appropriate screening tool to help to determine who will most benefit from this
treatment. Retrospective research has examined decreased rates of completion of functional
restoration programs, and there is ongoing research to evaluate screening tools prior to entry.
(Gatchel, 2006) The following variables have been found to be negative predictors of efficacy of
treatment with the programs as well as negative predictors of completion of the programs: (1) a
negative relationship with the employer/supervisor; (2) poor work adjustment and satisfaction;
(3) a negative outlook about future employment; (4) high levels of psychosocial distress (higher
pretreatment levels of depression, pain and disability); (5) involvement in financial disability
disputes; (6) greater rates of smoking; (7) duration of pre-referral disability time; (8) prevalence
of opioid use; and (9) pretreatment levels of pain. (Linton, 2001) (Bendix, 1998) (McGeary,
2006) (McGeary,2004) (Gatchel2, 2005) Multidisciplinary treatment strategies are effective for
patients with chronic low back pain (CLBP) in all stages of chronicity and should not only be
given to those with lower grades of CLBP, according to the results of a prospective longitudinal
clinical study reported in the December 15 issue of Spine. (Buchner, 2007) See also Chronic pain
programs, early intervention; Chronic pain programs, intensity; Chronic pain programs, opioids;
and Functional restoration programs. High levels of psychosocial stress, disability disputes, only
low back pain without neck or shoulder pain and opioid use are each a predictor of negative
efficacy. This was not evaluated and she has suicidal ideation which is an additional factor.
Therefore, this request is not medically necessary.
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