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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 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 a 51-year-old man who was injured while at work on 7/17/2012. He sustained 

injuries to his right hand, right hip, and low back. His X-rays were reportedly negative, and he 

underwent treatment for these injuries. He is requesting review of a denial for physical therapy 

for trochanteric bursitis. The medical records are included for review and indicate that the patient 

has right hip pain that is described by his provider as consistent with "trochanteric bursitis." 

Physical examination is notable for "pain in the right hip" with "additional tenderness recognized 

in the lateral thigh and buttock." There is no further detail in the medical records regarding the 

location of the hip pain or whether there was an investigation for any other cause of pain in the 

hip. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

PHYSICAL THERAPY RIGHT HIP (2) TIMES A WEEK FOR (6) WEEKS:  Upheld 

 

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

Section Physical medicine.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

98-99.   

 



Decision rationale: The Chronic Pain Medical Treatment Guidelines provide the criteria for 

physical medicine modalities: passive therapy is recommended for short term relief during the 

early phases of pain treatment. Active therapy is based on the philosophy that therapeutic 

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

range of motion, and can alleviate discomfort. Active therapy requires an internal effort by the 

individual to complete a specific exercise or task. The MTUS guidelines allow for fading of 

treatment frequency (from up to 3 visits per week to 1 or less), plus active self-directed home 

physical medicine. In this case, for a passive therapy program, the duration of the patient's 

symptoms is beyond the time frame that would be consistent with "early phases of pain 

treatment." For an active therapy program, there is no evidence in the medical records that the 

patient has a plan developed towards a specific exercise or task. Further, there is no evidence of a 

plan towards a self-directed home physical therapy program. The number of visits requested by 

the provider is not consistent with these guidelines. In summary, the request is not consistent 

with the MTUS and is not deemed medically necessary. 

 


