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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. 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/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

The Expert Reviewer has the following credentials: 

State(s) of Licensure: California 

Certification(s)/Specialty: Physical Medicine & Rehabilitation 

 

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 60 year old female, who sustained an industrial injury on 8-27-2010. 

Diagnoses include bilateral shoulder impingement syndrome with tendinitis and bursitis, 

bilateral shoulder rotator cuff, cervicalgia, cervical radiculitis, and status post right shoulder 

arthroscopy on 5-8-15. Treatments to date include activity modification, medication therapy, 

chiropractic therapy, and physical therapy. On 7-14-15, she reported improvement of the right 

shoulder pain. It was documented 10 of 12 post-operative physical therapy sessions were 

completed and "treatment is helping." She further reported increased left upper extremity pain 

with numbness and tingling and neck pain. The physical examination documented cervical and 

lumbar tenderness with muscle spasms and guarding. The shoulders were noted to be tender 

with palpation and demonstrated asymmetrical loss of range of motion secondary to pain. The 

right shoulder was noted to flex and abduct to 100 degrees, extend to 30 degrees, rotate above 

45 degrees, and 3 out of 5 strength in the rotator cuff. The plan of care included additional 

physical therapy sessions to emphasize strengthening of rotator cuff and improve 

scapulothoracic rhythm. The appeal requested authorization for twelve (12) additional physical 

therapy sessions for the left shoulder and thoracic spine, twice a week for six weeks. The 

Utilization Review dated 8-31-15, denied this request. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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



Additional Physical therapy 2x per week for 6 weeks of the left shoulder and thoracic 

spine: Upheld 
 

Claims Administrator guideline: Decision based on MTUS Postsurgical Treatment 2009. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Physical Medicine, and Postsurgical Treatment 2009, Section(s): Shoulder. 

 

Decision rationale: The patient presents with pain in the right shoulder. The request is for 

ADDITIONAL PHYSICAL THERAPY 2x PER WEEK FOR 6 WEEKS OF THE LEFT 

SHOULDER AND THORACIC SPINE. Patient is status post right shoulder surgery, 05/08/15. 

Physical examination to the right shoulder on 06/02/15 revealed well-healed scars that were 

tender to palpation and palpable swelling at the glenohumeral and AC joint. Per 08/28/15 

Request For Authorization form, patient's diagnosis include s/p right shoulder arthroscopy 

rotator cuff repair, left impingement syndrome with tendinitis/bursitis, and left shoulder rotator 

cuff tear. Patient is temporarily totally disabled, per 07/14/15 progress report. MTUS Chronic 

Pain Medical Treatment Guidelines, Physical Medicine section, pages 98-99 state: "Allow for 

fading of treatment frequency -from up to 3 visits per week to 1 or less-, plus active self-

directed home Physical Medicine. Myalgia and myositis, unspecified: 9-10 visits over 8 weeks. 

Neuralgia, neuritis, and radiculitis, unspecified, 8-10 visits over 4 weeks. Reflex sympathetic 

dystrophy: 24 visits over 16 weeks". MTUS post-surgical guidelines, pages 26-27, Shoulder 

Section recommends: "Rotator cuff syndrome/Impingement syndrome (ICD9 726.1; 726.12):- 

Postsurgical treatment: 24 visits over 14 weeks-Postsurgical physical medicine treatment period: 

6 months." In progress report dated 08/25/15, the treater states that right shoulder has 

significantly improved with surgery and postsurgical physical therapies. The patient is status 

post right shoulder arthroscopic rotator cuff repair, 05/08/15. The utilization review dated 

08/31/15 states that the patient has completed 10 sessions of post-surgical therapy for the right 

shoulder. However, the treater has not indicated the number of post-surgical physical therapy 

sessions the patient has completed. Without proper documentation on the number of completed 

sessions of prior post-surgical physical therapy, the request cannot be substantiated. 

Furthermore, the treater has not documented why the patient cannot transition into a home 

exercise program. Additionally, the guidelines support 24 sessions of therapy following 

arthroscopic rotator cuff repair surgery and the patient is not within the post-surgical time frame, 

as the surgery was on 05/08/15. This request IS NOT medically necessary. 


