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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, North Carolina 

Certification(s)/Specialty: Family Practice 

 
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 58 year old female who sustained an industrial injury on 10-08-2014. 

Mechanism of injury was cumulative from her work duties. Diagnoses include cervical spine 

sprain-strain with underlying degenerative disc disease, left and right shoulder sprain-strain with 

underlying acromioclavicular joint osteoarthritis, right elbow lateral epicondylitis, left hand first 

carpometacarpal joint pain, right hand first carpometacarpal joint pain, and lumbar spine sprain- 

strain with underlying degenerative disc disease. Treatment to date has included diagnostic 

studies, medications, physical therapy, home exercise program, back support, hot packs, elbow 

support, and cortisone injection. She is not working. Medications were not provided. A 

physician progress note dated 04-20-2015 documents the injured worker complains of neck pain 

with restricted and painful range of motion. There is tenderness to palpation over the bilateral 

upper trapezius. She has bilateral shoulder pain with painful and restricted range of motion. 

There is tenderness over the anterior aspect of the right shoulder and there is a positive Neer's 

testing. Her left shoulder shows tenderness to palpation over the anterior, lateral and posterior 

aspect. There is a positive Neer's testing. Her right and left wrist and lumbar spine shows no 

tenderness to palpation. She reported she went to the Emergency Department due to increased 

left shoulder pain and was provided with a cortisone injection, which only helped temporarily. 

Treatment requested is for physical therapy for the left wrist/hand, twice a week for six weeks. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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



 

Physical Therapy for the left wrist/hand, twice a week for six weeks: Upheld 

 
Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 11 

Forearm, Wrist, and Hand Complaints. Decision based on Non-MTUS Citation Official 

Disability Guidelines, Forearm, Wrist and Hand (Acute and Chronic). 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Physical medicine Page(s): 98-99. 

 
Decision rationale: The request is for physical therapy (PT) to the left wrist and hand, twice a 

week for 6 weeks. The claimant complains of neck pain with limited and painful motion, 

bilateral shoulder pain with decreased range of motion (ROM) and bilateral wrist and hand pain 

with movement. The physical examination of the left wrist and hand only stated no tenderness to 

palpation. There are no specific functional deficits documented only physical exam to indicate a 

need for formal PT over continuing with the established home exercise program. Therefore, the 

request for PT is not medically necessary or appropriate. 


