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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to a physician reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. The physician 

reviewer is Board Certified in Orthopedic Surgery 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 physician 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: 

 

46 year old male with industrial injury from 9/12/12.  Report of severe shoulder pain on exam 

note on 10/23/13.  MRI demonstrates evidence of bursitis without indication of rotator cuff 

repair.    Status post steroid injection 10/25/12. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Right shoulder arthroscopy with debridement, decompression and possibly rotator cuff 

repair:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder 

Complaints Page(s): 209-210.   

 

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

 

Decision rationale: Per the CA MTUS/ACOEM 2nd edition guidelines regarding rotator cuff 

repair: Rotator cuff repair is indicated for significant tears that impair activities by causing 

weakness of arm elevation or rotation, particularly acutely in younger workers. Rotator cuff tears 

are frequently partial-thickness or smaller full-thickness tears. For partial-thickness rotator cuff 

tears and small full-thickness tears presenting primarily as impingement, surgery is reserved for 

cases failing conservative therapy for three months. The preferred procedure is usually 

arthroscopic decompression, which involves debridement of inflamed tissue, burring of the 



anterior acromion, lysis and, sometimes, removal of the coracoacromial ligament, and possibly 

removal of the outer clavicle. Surgery is not indicated for patients with mild symptoms or those 

whose activities are not limited. As the imaging does not support a diagnosis of a rotator cuff tear 

the determination is non-certification.  In addition the images do not support debridement and 

decompression therefore this portion of the procedure is not medically necessary. 

 

Ultra sling for the right shoulder:  Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

 

 

 


