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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 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 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: 

 

This 43-year-old male sustained an industrial injury on 9/13/09. The mechanism of injury was 

not documented. Past surgical history was positive for right shoulder arthroscopy with 

acromioplasty on 1/13/11. The patient returned to work and experienced recurrent right shoulder 

symptoms as a result of repetitive work activities. A 6/28/13 right shoulder MRI revealed a high-

grade partial tear of the supraspinatus tendon and possible labral abnormalities. Conservative 

treatment, including self-directed exercise and a subacromial injection, failed to provide 

sustained improvement. He underwent right shoulder arthroscopy with extensive debridement of 

the glenohumeral joint and subacromial space on 8/8/13. Physical therapy was initiated on 

8/20/13. The 11/7/13 physical therapy progress report indicated the patient had improved in right 

shoulder strength and range of motion, but continued to complain of pain after using the shoulder 

and with moderate lifting. Pain was mainly in the proximal biceps region. A subacromial 

injection was provided on 11/22/13. The 12/12/13 orthopedic surgeon report indicated that the 

patient did not receive any relief from the subacromial injection. There was persistent pain with 

activity. Physical exam documented subacromial and lateral cuff tenderness with positive 

Hawkin's and Neer's tests. There was no laxity and strength was normal. Range of motion was 

normal. The treatment plan indicated that an MRI was pending and would be reviewed. He was 

to continue his home exercise program and Soma was prescribed for nighttime spasms. The 

12/17/13 MRI impression documented a posterior-inferior labral tear with an associated 1 cm 

labral cyst extending inferiorly. There was a focal full thickness perforation involving the distal 

supraspinatus tendon, posteriorly, and an adjacent partial thickness articular surface infraspinatus 

fiber tear. The 12/30/13 treating chiropractor report requested authorization for right shoulder 

surgery with the orthopedist based on MRI findings. The 1/2/14 utilization review denied the 

right shoulder surgery as there was no documentation presented by the treating surgeon with 



clinical history, physical exam, functional losses, and efficacy of conservative treatment to 

support the medical necessity of surgery. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

RIGHT SHOULDER SURGERY WITH :  Upheld 

 

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

Complaints.   

 

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

Page(s): 209-211.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Surgery for Impingement syndrome, Surgery for rotator cuff repair, Surgery for SLAP lesions 

 

Decision rationale: The California MTUS guidelines provide a general recommendation for 

partial thickness rotator cuff tears and small full thickness tears presenting as impingement. 

Conservative care, including steroid injections, is recommended for 3-6 months prior to surgery. 

The Official Disability Guidelines provide more specific indications for impingement syndrome 

that include 3 to 6 months of conservative treatment directed toward gaining full range of 

motion, which requires both stretching and strengthening. Criteria additionally include subjective 

clinical findings of painful active arc of motion 90-130 degrees and pain at night, plus weak or 

absent abduction, tenderness over the rotator cuff or anterior acromial area, and positive 

impingement sign with a positive diagnostic injection test. Imaging clinical findings showing 

positive evidence of impingement are required. The ODG guidelines state that SLAP lesions may 

warrant surgical treatment in certain cases and may be considered for patients failing 

conservative treatment. Guideline criteria have not been met. This patient presents with activity 

related pain post-operatively with full range of motion and strength. There is tenderness over the 

rotator cuff and positive impingement signs. A recent subacromial injection provided no relief of 

symptoms. The request under consideration was not submitted by the surgeon and a specific 

surgical treatment plan is not documented. Review of the imaging findings by the orthopedic 

surgeon and submission of a surgical treatment plan would be required to establish medical 

necessity. Therefore, this request is not medically necessary. 

 




