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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 Physical Medicine and Rehabilitation and is licensed to practice in 

Louisiana. 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: 

 

The patient was seen on 08/12/2014 for complaints of difficulty with sleeping and pain over her 

left side of her body from her neck to her elbow, mid back, low back and left thigh that she 

described as aching.  She also reported weakness and numbness in her left upper and lower 

extremities.  She rated her pain as 9-10/10 with medications and 7-8/10 with medications.  On 

exam, there is tenderness over the cervical and thoracic paraspinals on the left.  There is 

tenderness over the facet joints on the left.  The cervical spine range of motion is reduced in all 

planes.  There is also tenderness over her left chest near the axilla.  The patient is diagnosed with 

low back pain, possible radiculitis; lumbar discogenic pain and chronic pain syndrome.  The 

patient was recommended for aqua therapy of the lumbar, cervical, and left shoulder.  Prior 

utilization review dated 08/26/2014 states the request for Aquatic Therapy Exercise (frequency 

unspecified) is denied as it is not medically necessary. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Aquatic Therapy Exercise (frequency unspecified):  Upheld 

 

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

Effective 7/18/2009.   

 

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

therapy Page(s): 22.   



 

Decision rationale: The Chronic Pain Medical Treatment Guidelines support Aqua Therapy for 

individuals who have medical issues that limit their ability to perform weight bearing exercise. 

The supporting documentation provided does not indicate the need for reduce gravity 

environment for exercise or specific musculoskeletal impairments noted that would prevent 

performance for land-based therapy/exercise. The request for this treatment is not medically 

necessary. 

 


