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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 and Rehabilitation and is licensed to practice in
Illinois. 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 53 year-old male who reported a work related injury on 05/18/2013
which reportedly occurred to his shoulder during an altercation. The diagnoses consist of a left
shoulder strain with possible internal derangement. The past treatments have consisted of
physical therapy, medication, and surgery. His surgical history consisted of a left shoulder
arthroscopy with labral repair, subacromial decompression, and extensive debridement. An MRI
revealed a labral tear. On 01/29/2014 there was a physical therapy evaluation that revealed the
injured workers complaints consisted of intermittent shoulder pain with movement. The physical
therapy note date 02/12/2014 indicated that the injured worker's symptoms included shoulder
pain with movement. The injured worker was noted to have a good tolerance to manual treatment
with improved range of motion and a positive response to manual stabilization of humeral head
with passive movement with decreased discomfort, and increased fatigue with new exercises but
no pain. Continued treatment was recommended. The request for authorization form was not
submitted for review.

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 8 weeks for the left shoulder: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM,Chronic Pain Treatment
Guidelines. Decision based on Non-MTUS Citation Official Disability Guidelines.




MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Physical
medicine Page(s): 98-99.

Decision rationale: The request for Physical therapy 3 x 8 for the left shoulder is not medically
necessary. The California MTUS Guidelines state up to 10 visits of physical therapy may be
supported to promote functional gains in patients with unspecified myalgia and myositis.
However, in order to determine whether additional physical therapy treatment is necessary,
evidence of measurable objective functional gains are needed. Within the documentation
provided, it was noted that the injured worker had good tolerance to manual therapy and
improved range of motion. It was also noted that the injured worker was able to do more with
less pain. However, there was insufficient evidence submitted showing objective functional gains
made with therapy thus far. There was also no evidence of remaining functional deficits on
physical examination and the requested number of visits exceeds the total number of visits
recommended by the guidelines for the patient's condition. For these reasons, the request for
Physical therapy 3 x 8 for the left shoulder is not medically necessary.



