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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 64-year-old female who reported an injury on 04/20/2009. The 

mechanism of injury involved a fall. The current diagnoses include cervical intervertebral disc 

disorder with myelopathy, status post arthroscopic surgery of the shoulder, carpal tunnel 

syndrome, lumbar intervertebral disc disorder with myelopathy, shoulder periarthritis, and 

lumbar disc disorder. The injured worker presented on 01/19/2015 with complaints of persistent 

shoulder pain rated 7/10. The injured worker also reported numbness and tingling in the right 

posterior wrist and hand. Upon examination of the right shoulder, there were 99 degrees of 

flexion, 32 degrees of extension, 65 degrees abduction, 16 degrees adduction, 32 degrees internal 

rotation, and 59 degrees of external rotation.  Recommendations included physical therapy for 

the right shoulder 3 times per week for 8 weeks.  There was no Request for Authorization 

submitted for this review. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Physical Therapy to the Right Shoulder, 3 times a week for 8 weeks:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

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

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

98 and 99.   

 

Decision rationale: The California MTUS Guidelines state active therapy is based on the 

philosophy that therapeutic exercise and/or activity are beneficial for restoring flexibility, 

strength, endurance, function, range of motion, and can alleviate discomfort.  According to the 

documentation provided, the injured worker has previously participated in a course of physical 

therapy for the right shoulder.  However, there was no documentation of significant functional 

improvement.  Additional treatment would not be supported.  Given the above, the request is not 

medically appropriate.

 


