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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: Preventive Medicine, Occupational Medicine 

 

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 (IW) is a 54-year-old female who sustained an industrial injury on 

12/27/2010.  She reported an injury to the left shoulder.  The injured worker was diagnosed as 

having shoulder pain, shoulder impingement syndrome, and cervicobrachial syndrome.  

Treatment to date has included diagnostics, medications, physical therapy, an elbow brace, 

arthroscopic subacromial decompression, glenohumeral debridement, and biceps tenotomy.  

Currently, the injured worker complains of shoulder pain and swelling in her left hand.  A MRI 

done 12/18/2014 shows a left shoulder rotator cuff tear.  Treatment plan includes continuation of 

oral pain medications, and outpatient physical therapy to both shoulders two times a week for 

four weeks.  Outpatient physical therapy is requested. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Physical Therapy 2 times a week for 4 weeks QTY 8:  Upheld 

 

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

Physical Medicine Page(s): 98-99, 48.   

 

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

Medicine section Page(s): 98, 99.   



 

Decision rationale: This injured worker has been injured for over 4 years. She has had physical 

therapy and reports having a home exercise program, but continues to have some pain and 

frequent headaches. She returned to work in March 2014, and had one day that she went home 

for a couple days because of pain in the left shoulder and hand with radiation to the left side of 

the head. She has since been removed from work. There is no report that explains why additional 

physical therapy would be indicated at this time. Her pain is chronic, does not appear to be 

changing in severity or quality, and there are no new limitations reported. She has a home 

exercise program already, and has been discharged from a pain management program. The 

request for Physical Therapy 2 times a week for 4 weeks QTY 8 is determined to NOT be 

medically necessary.

 


