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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: 

 

Patient is a 60 year-old female with date of injury 04/01/2003. The medical document associated 

with the request for authorization, a primary treating physician's progress report, dated 

10/17/2014, lists subjective complaints as pain in the neck and bilateral wrists. PR-2 supplied for 

review was handwritten and illegible. Patient is status post right carpal tunnel release surgery in 

2008. Objective findings: Examination of the cervical spine revealed tenderness to palpation of 

the subocciptal muscles, C3-4 spinous processes, and trapezius muscle. Range of motion was 

decreased in all planes. An active trigger point was noted over the right upper trapezius. 

Examination of the bilateral wrists revealed decreased range of motion and decreased grip 

strength. There was slight atrophy over the interosseous musculature. Tinel's and Phalen's tests 

were positive bilaterally. Decreased sensation to light touch and pinprick over the median nerve 

distribution bilaterally. Diagnosis: 1. Cervical/thoracic musculoligamentous strain/strain 2. 

Bilateral wrist tendonitis. It was noted in the records supplied for review that the patient had 

attended physical therapy in the past, but the dates and frequency of the visits was not provided. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

8 physical therapy sessions:  Upheld 

 

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

Physical Medicine.   

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792.20-

9792.26 Page(s): 98-99.   

 

Decision rationale: The MTUS allows for fading of treatment frequency (from up to 3 visits per 

week to 1 or less), plus active self-directed home Physical Medicine. Prior to full authorization, 

therapeutic physical therapy is authorized for trial of 6 visits over 2 weeks, with evidence of 

objective functional improvement prior to authorizing more treatments.  The request is for 

greater than the number of visits needed to evaluate objective functional improvement. 8 

physical therapy sessions are not medically necessary. 

 


