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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. 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/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

The Expert Reviewer has the following credentials: 

State(s) of Licensure: California, Hawaii 

Certification(s)/Specialty: Physical Medicine & Rehabilitation 

 

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 42-year-old male, who sustained an industrial injury on 6/28/11. He 

reported low back pain. The injured worker was diagnosed as having thoracic or lumbosacral 

neuritis or radiculitis, sleep disturbance and chronic pain syndrome. Treatment to date has 

included x-rays of lumbar spine, (MRI) magnetic resonance imaging of lumbar spine, lumbar 

epidural steroid injections, physical therapy, acupuncture treatment, home exercise program and 

oral medications.  Currently, the injured worker complains of continuing low back pain with 

radiation to right thigh.  The injured workers stated on 2/6/15 pain symptoms are adequately 

managed with pain medications.  Physical exam noted restricted range of motion of lumbar spine 

and tenderness on palpation of paravertebral muscles on both sides. The treatment plan 

consisted of continuation of oral medications, functional restoration evaluation, home exercise 

program and surgical consult. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Initial Functional Restoration Evaluation: Overturned 

 

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

Page(s): 31-31, 49. 



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

pain programs Page(s): 30-32. 

 

Decision rationale: The patient presents with pain affecting the low back.   The current request 

is for Initial Functional Restoration Evaluation.  The treating physician report dated 

1/8/15(172B) states, "Pt is a good candidate for the FRP.  Request FRPIE." MTUS guidelines 

pages 30-32 state that functional restoration programs for chronic pain are recommended when 

there is access to programs with proven successful outcomes. The first criteria of the general use 

of these programs is, "1) An adequate and thorough evaluation has been made, including 

baseline functional testing so follow-up with the same test can note functional improvement." In 

this case, the physician is requesting an evaluation to determine if the patient has conditions that 

place her at risk for delayed recovery, and if she meets the required criteria to be enrolled in a 

functional restoration program.  There is no reason the patient should not be afforded an 

evaluation to determine her suitability for a Functional restoration program that may afford her 

the opportunity to learn skills to cope with her chronic condition.   Recommendation is for 

authorization. The request is medically necessary. 


