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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, has a subspecialty in Hand Surgery and is
licensed to practice in Texas. 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 35-year-old male who reported an injury on 06/22/2010 after being run
over by a tractor. Current diagnoses include right clavicle fracture with possible nonunion, status
post open reduction and internal fixation, status post hardware removal, acromioclavicular joint
strain, acromioclavicular joint instability, probable superior labral tear, and sternoclavicular
subluxation. The injured worker was evaluated on 07/16/2014 with complaints of persistent
right shoulder pain. It is noted that the injured worker has been previously treated with
medications, physical therapy, home exercise, TENS therapy, and lumbar epidural injections.
The current medication regimen includes Lidoderm patch, Percocet, Gabapentin, and
Omeprazole. Physical examination revealed full range of motion of the bilateral shoulders with
well healed surgical portals. Treatment recommendations at that time included a right shoulder
arthroscopy with debridement and possible biceps tenodesis, subacromial decompression, and
distal clavicle resection. It is noted that the injured worker underwent an MRI of the right
shoulder on 07/07/2014, which indicated a post SLAP tear repair, rotator cuff tendinosis, and an
old clavicle fracture.

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

Right shoulder arthroscopy, debridement, possible biceps tenodesis, arthroscopic
subacromial decompression, possible distal clavical resection: Upheld




Claims Administrator guideline: Decision based on MTUS ACOEM Page(s): 209. Decision
based on Non-MTUS Citation Official Disability Guidelines (ODG), Shoulder Chapter, Surgery
for Rotator Cuff Repair, and Indications for Surgery

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. Surgery for impingement syndrome is
usually arthroscopic decompression and is not indicated for patients with mild symptoms or
those with no activity limitation. Conservative care, including cortisone injections can be carried
out for at least 3 to 6 months. There is no documentation of an exhaustion of conservative
treatment for the right shoulder to include cortisone injections. There was no evidence of a
significant musculoskeletal deficit upon physical examination. The medically necessity for the
requested procedure has not been established. Therefore, the request is not medically
appropriate.

Pre-op appointment with Orthopedic Surgeon, medications to be dispensed at Pre-Op
appointment: 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.

Norco 10/325mg #60 with 1 refill: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Hydrocodone/Acetaminophen.

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.

Naproxen 550mg #60 with 1 refill: Upheld

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

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.

Zolpidem Tartrate 5mg #30: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Pain
Chapter, Zolpidem, and Insomnia Treatment

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.

Zofran 8mg as needed for nausea and vvomiting: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Pain
Chapter, Ondansetron (Zofran); and Antiemetics (for opioid nausea)

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.

Colace 100mg #20: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Roberts Pharmaceutical (2004) Colace Oral

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.

Four (4) Post-op appointments within global period with fluoroscopy: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Page(s): 127,Postsurgical
Treatment Guidelines. Decision based on Non-MTUS Citation Official Disability Guidelines
(ODG), Acute and Chronic, Office Visits

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-Op Therapy 2 times per week for 6 weeks: 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.

Two (2) week game ready rental: 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.

Shoulder Immobilizer: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Page(s): 204. Decision
based on Non-MTUS Citation Official Disability Guidelines (ODG), Shoulder Chapter

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.



