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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 Physical Medicine & Rehabilitation 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: 

 

Medical records reflect the claimant is a 54 year old male who sustained an owrk injury on 2-23-

13 while performing heavy lifting.  Office visit on 6-20-14 notes the claimant has left shoulder 

pain radiating to the neck and low back pain. His pain is rated as 7/10.  The claimant had 

increase in his range of motion on exam, with paraspinal tenderness. The claimant was attending 

physical therapy for the shoulder.  He had attended 10 sessions and had two remaining.The 

claimant is status post arthroscopic surgery to the left shoulder which included superior labral 

repair, biceps tenodesis, and distal clavicle excision on 6-8-13.  The claimant underwent left 

shoulder arthroscopic posterior labral tear repair performed on 4-19-14. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Physical Therapy 2xWk x 6 Wks Lumbar Spine and Left Shoulder.:  Upheld 

 

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

Physical Medicine Page(s): 98-99.   

 

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

medicine Page(s): 98-99.  Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Low back chapter, shoulder chapter - physical therapy 

 



Decision rationale: Chronic Pain Medical Treatment Guidelines as well as ODG notes that one 

should allow for fading of treatment frequency (from up to 3 visits per week to 1 or less), plus 

active self-directed home Physical Medicine.  The claimant had been provided 10 physical 

therapy sessions postop for the left shoulder and had two more session remaining.  There is an 

absence in documentation noting that this claimant cannot perform a home exercise program. 

There are no extenuating circumstances to support physical therapy at this juncture. Additionally, 

for myalgia, neuralgia, radiculitis, current treatment guideline allow up to 10 sessions.  The 

guidelines state patients are instructed and expected to continue active therapies at home as an 

extension of the treatment process in order to maintain improvement levels. The requested course 

of physical therapy is excessive and inconsistent with the recommendations of the CA MTUS 

and ODG guidelines. The medical necessity of the request is not established. 

 


