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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 General Preventive Medicine and is licensed to practice in 

Indiana. 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: 

 

This employee is a 44 year old female with date of injury of 9/10/2012. A review of the medical 

records indicate that the patient is undergoing treatment for left shoulder impingement and 

probable rotator cuff tendinopathy. Subjective complaints include continued pain in the left 

shoulder.  Objective findings include limited range of motion of the left shoulder with tenderness 

over the AC joint and the biceps tendon; sensory and reflex exam normal; X-ray and ultrasound 

of left shoulder is normal. Treatment has included Tylenol. The utilization review dated 

10/29/2014 partially-certified 12 sessions of physical therapy of the left shoulder and an MRI of 

the left shoulder. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Physical therapy left shoulder x 12:  Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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

Therapy, Physical Medicine Page(s): 98-99.  Decision based on Non-MTUS Citation Official 

Disability Guidelines (ODG), Shoulder (Acute & Chronic), Physical Therapy, ODG Preface - 

Physical Therapy 

 



Decision rationale: California MTUS guidelines refer to physical medicine guidelines for 

physical therapy.  "Allow for fading of treatment frequency (from up to 3 visits per week to 1 or 

less), plus active self-directed home Physical Medicine."  Regarding physical therapy, Official 

Disability Guidelines (ODG) states "Patients should be formally assessed after a "six-visit 

clinical trial" to see if the patient is moving in a positive direction, no direction, or a negative 

direction (prior to continuing with the physical therapy); & (6) When treatment duration and/or 

number of visits exceeds the guideline, exceptional factors should be noted." At the conclusion 

of this trial, additional treatment would be assessed based upon documented objective, functional 

improvement, and appropriate goals for the additional treatment.  The request for 12 sessions 

exceeds the initial trials per MTUS and ODG guidelines. As such, the request for physical 

therapy for the left shoulder (12 sessions) is not medically necessary. 

 

MRI left shoulder:  Upheld 

 

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

Complaints Page(s): 208-209.  Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG) 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Shoulder (Acute 

& Chronic), MR Arthrogram 

 

Decision rationale: Official Disability Guidelines (ODG) states regarding MRI of the Shoulder, 

"Recommended as an option to detect labral tears, and for suspected re-tear post-op rotator cuff 

repair. MRI is not as good for labral tears, and it may be necessary in individuals with persistent 

symptoms and findings of a labral tear that a MR arthrogram be performed even with negative 

MRI of the shoulder, since even with a normal MRI, a labral tear may be present in a small 

percentage of patients. Direct MR arthrography can improve detection of labral pathology. 

(Murray, 2009) If there is any question concerning the distinction between a full-thickness and 

partial-thickness tear, MR arthrography is recommended."  The treatment notes indicate only 

shoulder pain at end of range of motion. While the treating physician writes "probable rotator 

cuff" injury, the medical notes do not substantiate the concern for this diagnosis.  No red flags 

identified.  As such, the request for MRI left shoulder is not medically necessary. 

 

 

 

 


