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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, has a subspecialty in 

Interventional Spine 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 73-year-old male with a date of injury of 08/19/1996. The listed diagnoses per 

 are: Lumbar radiculitis, Lumbar radiculopathy, Right hip pain, Right shoulder pain 

and other Chronic painAccording to progress report 03/05/2014, the patient presents with 

complaints of neck and low back pain. The Patient states the neck pain radiates down bilateral 

shoulder and back pain radiates down lower extremities. He complains that the pain has 

increased in the recent past. Although the patient has a diagnosis of right shoulder pain, there is 

no subjective complaint or objective findings concerning the right shoulder. Review of reports 

from 12/11/2013 to 03/05/2014 provides no physical examination of the shoulder. This request is 

for an MRI of the right shoulder without contrast and physical therapy 2 times per week. 

Utilization review did not grant the request on 03/27/2014. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 
Magnetic Resonance Imaging (MRI) OF THE RIGHT SHOULDER WITHOUT 

CONTRAST: Upheld 
 

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

Complaints. 



MAXIMUS guideline: The Expert Reviewer based his/her decision on the MTUS ACOEM 

Practice Guidelines, Chapter 9 Shoulder Complaints, page 207-208 and the Non-MTUS Official 

Disability Guidelines,(ODG). 

 

Decision rationale: This patient presents with chronic neck and low back pain. The patient 

states the pain radiates down bilateral shoulders. The provider is requesting an MRI of the right 

shoulder. The medical file provided for review does not indicate the patient has had prior MRI 

testing of the shoulder. ACOEM Guidelines has the following regarding shoulder MRIs on page 

207-208: Routine testing, laboratory tests, plain film radiographs of the shoulder, and more 

specialized imaging studies are not recommended during the first month to 6 weeks of activity 

limitation due to shoulder symptoms except when a red flag noted on history or examination 

raises suspicion of a serious shoulder condition or referred pain. In this case, there are no 

concerns of the shoulder other than neck pain that radiates to bilateral shoulders. The provider 

provides no physical examination of the shoulders and does not discussion any suspicion of 

derangement or concerns of possible rotator cuff tear. Therefore, the request is not medically 

necessary. 

 

Physical Therapy 2x6 for right shoulder, cervical and lumbar spine: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG): Physical 

Therapy. 

 

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

Medicine Page(s): 98-99. 

 

Decision rationale: This patient presents with chronic low back and neck pain. The provider is 

requesting physical therapy 2 times a week for 6 weeks for the right shoulder, cervical, and 

lumbar spine. The medical file provided for review does not include a discussion regarding 

physical therapy or provides a request for authorization. Given the chronicity of patient's injury, 

it is likely the patient has had some therapy in the past. However, there is no indication of any 

recent formalized therapy. The patient continues with pain and a short course of therapy may be 

warranted, but the provider is requesting 12 sessions which exceeds what is recommended by the 

California MTUS Guidelines. For physical medicine, the California MTUS guidelines page 98 

and 99 recommends for myalgia, myositis type symptoms, 9 to 10 sessions over 8 weeks. 

Therefore, the request is not medically necessary. 




