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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 Family Practice, and is licensed to practice in Texas. 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 48-year-old male who reported an injury on 10/10/2013. The progress 

report dated 12/16/2013 indicated that the injured worker denied numbness. However, he 

reported a new onset of tingling to the bilateral wrists and hands for approximately 2 weeks. The 

injured worker reported pain to the neck, upper back, lower back and right shoulder. It was noted 

that the injured worker had a magnetic resonance imaging (MRI), study of the lumbar spine 

performed by his family doctor on 11/13/2013. It was noted that the injured worker was wearing 

a lumbar spine brace. Light touch sensation at the right anterior thigh, right mid lateral calf and 

right lateral ankle was intact. The diagnoses provided were cervical spine strain, thoracic spine 

strain, lumbar spine disc bulge and right shoulder strain. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

PHYSICAL THERAPY 3 TIMES A WEEK FOR 6 WEEKS FOR THE RIGHT 

SHOULDER (QTY: 18):  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder 

Complaints.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

PHYSICAL MEDICINE Page(s): 98-99.   

 



Decision rationale: The request for physical therapy 3 times a week times 6 weeks for the right 

shoulder (Quantity: 18.00) is non-certified. The California Medical Treatment Utilization 

Schedule (MTUS) states that active therapy is based on the philosophy that therapeutic exercise 

and/or activity are beneficial for restoring flexibility, strength, endurance, function and range of 

motion and can alleviate discomfort. It is recommended that for myalgia and myositis, the 

injured worker receive 9 to 10 visits of physical therapy over 8 weeks; and for neuralgia, neuritis 

and radiculitis, the injured worker should receive 8 to 10 visits over 4 weeks. The records 

submitted for review failed to include documentation of a clear number of physical therapy visits 

that the injured worker had received to date as well as the objective functional gains. 

Furthermore, the records submitted for review failed to include documentation of measurable 

objective functional deficits to support physical therapy. As such, the request for physical 

therapy at 3 times a week times 6 weeks for the right shoulder (Quantity: 18.00) is not supported. 

Therefore, the request is non-certified 

 


