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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 Occupational Medicine, and is licensed to practice in California. 

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 an employee of  and has submitted a request for bilateral 

shoulder periscapular muscle strain, left tendinitis, bursitis and impingement, rule out rotator  

cuff tear, posterior left elbow contusion and sprain, olecranon bursitis, left wrist sprain, and 

tendinitis associated with an industrial injury date of January 15, 2013. Treatment to date has 

included unspecified medications, physical therapy, and aquatic therapy. Medical records from 

2013 were reviewed. The patient complained of bilateral shoulder pain with constant numbness, 

tingling, and muscle weakness. Physical examination showed tenderness on the biceps tendon, 

acromioclavicular joint, supraspinatus joint, sternoclavicular joint, and coracoid process, positive 

impingement, and Codman's test. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

8 PHYSICAL THERAPY/AQUATIC THERAPY VISITS, FOR THE LEFT WRIST, 

TWICE A WEEK FOR 4 WEEKS:  Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation MTUS: CHRONIC PAIN MEDICAL TREATMENT 

GUIDELINES 2009, , 9, 22 



 

Decision rationale: Page 22 of the California MTUS Chronic Pain Medical Treatment 

Guidelines states that aquatic therapy is recommended as an optinal form of exercise therapy, 

where available, as an alternative to land-based therapy. Aquatic therapy can minimize the 

effects of gravity, so it is specifically recommended where reduced weight bearing is desirable, 

for example extreme obesity. Page 9 of the California MTUS states that all therapies are focused 

on the goal of functional restoration rather than merely the elimination of pain and assessment of 

treatment efficacy is accomplished by reporting functional improvement. The Official Disability 

Guidelines recommend 9 physical therapy visits over 8 weeks for sprains and strains of the wrist. 

In this case, the patient was diagnosed with left wrist sprain and there are no prior physical 

therapy sessions to the left wrist. The request for 8 sessions of physical therapy to the left wrist is 

within the recommended number of physical therapy sessions. However, the records provided 

indicate that it is physical therapy provided in an aquatic setting that is being requested. There is 

no documentation regarding subjective complaints and functional deficits on physical 

examination of the left wrist. Functional goals to be targeted by aquatic physical therapy were 

not given. As such, the request is not medically necessary. 

 




