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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 Anesthesiology, has a subspecialty in Pain Management and is 

licensed to practice in California. 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: 

 

According to the records made available for review, this is a 60-year-old male with a 4/8/10 date 

of injury. At the time (6/18/14) of the Decision for Chiropractic/physiotherapy treatment, 

Acupuncture treatment, and Bilateral shoulder surgery, there is documentation of subjective 

(bilateral shoulder pain and neck pain radiating to bilateral upper extremities) and objective 

(tenderness over the bilateral cervical spine extensors, C5-C6 interspace, and bilateral rotator 

cuff muscles) findings, imaging findings (MRI of right shoulder (8/3/13) report revealed 

complete tears of the supraspinatus and infraspinatus tendons with greater than 4cm tendinous 

retraction), current diagnoses (cervical radiculopathy, bilateral shoulder impingement syndrome, 

and bilateral rotator cuff syndrome), and treatment to date (medications, 24 previous chiropractic 

therapy treatments, and acupuncture). The number of previous acupuncture treatments cannot be 

determined. Regarding Chiropractic/Physiotherapy, there is no documentation of functional 

benefit or improvement as a reduction in work restrictions; an increase in activity tolerance; 

and/or a reduction in the use of medications as a result of Chiropractic therapy treatments to date. 

Regarding Acupuncture, there is no documentation that acupuncture will be used as an option 

when pain medication is reduced or not tolerated, as an adjunct to physical rehabilitation and/or 

surgical intervention to hasten functional recovery, to reduce pain, reduce inflammation, increase 

blood flow, increase range of motion, decrease the side effect of medication-induced nausea, 

promote relaxation in an anxious patient, and reduce muscle spasm; and functional benefit or 

improvement as a reduction in work restrictions; an increase in activity tolerance; and/or a 

reduction in the use of medications as a result of acupuncture treatments to date. 

 

IMR ISSUES, DECISIONS AND RATIONALES 



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

 

Chiropractic/physiotherapy treatment:  Upheld 

 

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

Page(s): 58. 

 

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

Therapy & manipulation Page(s): 58.   

 

Decision rationale: MTUS Chronic Pain Medical Treatment Guidelines identifies that manual 

therapy/manipulation is recommended for chronic pain if caused by musculoskeletal conditions, 

and that the intended goal or effect of manual medicine is the achievement of positive 

symptomatic or objective measurable gains in functional improvement that facilitate progression 

in the patient's therapeutic exercise program and return to productive activities. MTUS 

additionally supports a total of up to 18 visits over 6-8 weeks. MTUS-Definitions identifies that 

any treatment intervention should not be continued in the absence of functional benefit or 

improvement as a reduction in work restrictions; an increase in activity tolerance; and/or a 

reduction in the use of medications or medical services. Within the medical information available 

for review, there is documentation of diagnoses of cervical radiculopathy, bilateral shoulder 

impingement syndrome, and bilateral rotator cuff syndrome. In addition, there is documentation 

of 24 previous chiropractic therapy treatments, which exceeds guidelines, functional deficits, and 

functional goals. In addition, there is no documentation of functional benefit or improvement as a 

reduction in work restrictions; an increase in activity tolerance; and/or a reduction in the use of 

medications as a result of Chiropractic therapy treatments to date. Therefore, based on guidelines 

and a review of the evidence, the request for Chiropractic/physiotherapy treatment is not 

medically necessary. 

 

Acupuncture treatment: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Acupuncture Treatment 

Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Acupuncture Treatment Guidelines.  

 

Decision rationale: MTUS Acupuncture Medical Treatment Guidelines identifies that 

acupuncture may be used as an option when pain medication is reduced or not tolerated, it may 

be used as an adjunct to physical rehabilitation and/or surgical intervention to hasten functional 

recovery, to reduce pain, reduce inflammation, increase blood flow, increase range of motion, 

decrease the side effect of medication-induced nausea, promote relaxation in an anxious patient, 

and reduce muscle spasm. In addition, MTUS Acupuncture Medical Treatment Guidelines allow 

the use of acupuncture for musculoskeletal conditions for a frequency and duration of treatment 



as follows: Time to produce functional improvement of 3-6 treatments, frequency of 1-3 times 

per week, and duration of 1-2 months. MTUS-Definitions identifies that any treatment 

intervention should not be continued in the absence of functional benefit or improvement as a 

reduction in work restrictions; an increase in activity tolerance; and/or a reduction in the use of 

medications or medical services. Within the medical information available for review, there is 

documentation of diagnoses of cervical radiculopathy, bilateral shoulder impingement syndrome, 

and bilateral rotator cuff syndrome.  In addition there is documentation of previous acupuncture 

treatments. However, there is no documentation of the number of previous acupuncture 

treatments. In addition, there is no documentation that acupuncture will be used as an option 

when pain medication is reduced or not tolerated, as an adjunct to physical rehabilitation and/or 

surgical intervention to hasten functional recovery, to reduce pain, reduce inflammation, increase 

blood flow, increase range of motion, decrease the side effect of medication-induced nausea, 

promote relaxation in an anxious patient, and reduce muscle spasm. Furthermore, there is no 

documentation of functional benefit or improvement as a reduction in work restrictions; an 

increase in activity tolerance; and/or a reduction in the use of medications as a result of 

acupuncture treatments to date. Therefore, based on guidelines and a review of the evidence, the 

request for Acupuncture treatment is not medically necessary. 

 

Bilateral shoulder surgery: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Page(s): 127. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder Complaints 

Page(s): 209-211. 

 

Decision rationale: MTUS reference to ACOEM identifies documentation of failure to increase 

range of motion and strength of the musculature around the shoulder even after exercise 

programs and failing conservative therapy for three months including cortisone injections, as 

criteria necessary to support the medical necessity of rotator cuff repair. In addition, before the 

requested surgery can be considered medically appropriate, it is reasonable to require 

documentation of which specific surgery is being requested. Within the medical information 

available for review, there is documentation of diagnoses of cervical radiculopathy, bilateral 

shoulder impingement syndrome, and bilateral rotator cuff syndrome. However, there is no 

documentation of which specific surgery is being requested. Therefore, based on guidelines and 

a review of the evidence, the request for Bilateral shoulder surgery is not medically necessary. 


