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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 General Preventive Medicine and is licensed to practice in 

Indiana. 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: 

 

This case involves a 50 year old male with date of injury of 10/25/2012. A review of the medical 

records indicates that the patient is undergoing treatment for intervertebral disc disease of the 

lumbar spine. Subjective complaints include continued 10/10 lower pain and numbness and 

tingling radiating to bilateral lower extremities.  Objective findings include limited range of 

motion of the lumbar spine with tenderness to palpation of the paravertebrals and positive 

straight leg raise bilaterally; 4/5 motor strength in bilateral lower limbs. Treatment has included 

physical therapy, HEP, Norco, and Neurontin. The utilization review dated 10/24/2014 non-

certified a functional restoration program. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Outpatient Functional Restoration Program, unspecified frequency and duration:  Upheld 

 

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

9792.20-9792.26 MTUS (Effective July 18, 2009)  Page(s): 7 of 12.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Chronic 

Pain Program, Detoxification, Functional Restoration Programs Page(s): 30-34, 42, 49.   

 

Decision rationale: MTUS states "Long-term evidence suggests that the benefit of these 

programs diminishes over time", "Treatment is not suggested for longer than 2 weeks without 



evidence of demonstrated efficacy as documented by subjective and objective gains." and 

"Treatment duration in excess of 20 sessions requires a clear rationale for the specified extension 

and reasonable goals to be achieved."  This request is for an unspecified frequency and duration.  

Medical documentation provided did not provide sufficient information to warrant certification 

for a full program without an initial trial. Treatment notes do not clearly explain the rationale for 

a treatment program without providing any interim evidence of progress.  As such, the request 

for outpatient Functional Restoration Program, unspecified frequency and duration is not 

medically necessary. 

 


