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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 Surgeon has a subspecialty in Shoulder and Elbow
Surgery and is licensed to practice in California and Utah. 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 injured worker is a 45-year-old female who reported an injury on 10/25/2011. The
mechanism of injury was not specifically stated. Current diagnoses include status post right
carpal tunnel release with residual right carpal tunnel syndrome, left hand ulnar nerve entrapment
at Guyon's canal, status post left carpal tunnel release on 10/02/2012, left shoulder impingement
syndrome with tendinitis/bursitis, left shoulder rotator cuff tear, and left shoulder labral tear. The
injured worker was evaluated on 12/11/2013 with complaints of left shoulder pain, weakness,
and limited range of motion. Physical examination of the left shoulder revealed tenderness to
palpation over the acromioclavicular joint, biceps tendon, and lateral acromion; positive Neer
and Hawkins testing; positive empty can supraspinatus testing; positive O'Brien's testing; and
slightly limited left shoulder range of motion. Treatment recommendations at that time included
a left shoulder arthroscopy with subacromial decompression and possible rotator cuff repair. It
was noted that the injured worker has had multiple cortisone injections, physical therapy, and
medications.

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

LEFT SHOULDER ARTHROSCOPY, SUBACRONIAL DECOMPRESSION AND
POSSIBLE ROTATOR CUFF REPAIR: Upheld




Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder
Complaints Page(s): 211.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder Complaints
Page(s): 209-210.

Decision rationale: California MTUS/ACOEM Practice Guidelines state a referral for surgical
consultation may be indicated for patients who have red flag conditions, activity limitation for
more than 4 months, failure to increase range of motion and strength after exercise programs,
and clear clinical and imaging evidence of a lesion. As per the documentation submitted, the
injured worker's physical examination does reveal limited range of motion and positive
impingement testing. Previous conservative treatment includes medication management, physical
therapy, and cortisone injections. However, there were no imaging studies provided for this
review. Therefore, the injured worker does not meet criteria as outlined by the California
MTUS/ACOEM Practice Guidelines. Therefore, the request for left shoulder arthroscopy,
subacronial decompression and possible rotator cuff repair is not medically necessary.

ASSISTANT SURGEON / PA: 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.

POST OPERATIVE PHYSICAL THERAPY THREE (3) TIMES A WEEK FOR FOUR
(4) WEEKS FOR THE LEFT 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.

SLING: 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

PRE-OPERATIVE MEDICAL CLEARANCE: 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



