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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 Orthopaedic 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 37-year-old male with a date of injury of December 14, 2011. Injury 

occurred when he was chasing a suspect across a roof. He fell through the ceiling and was caught 

by the arm on a ceiling beam, causing a twisting injury to the low back and right shoulder. The 

12/12/13 right shoulder magnetic resonance imaging impression revealed mild supraspinatus and 

infraspinatus tendinosis without tear, acromioclavicular degenerative joint disease and 

subacromial impingement. Records indicated that conservative treatment had included physical 

therapy, corticosteroid injection, home exercise, home cryotherapy, medications, activity 

modification, and observation without sustained benefit. The July 18, 2014 second opinion 

orthopedic report cited grade 6-10/10 right shoulder pain. Right shoulder range of motion testing 

documented flexion 160, extension 40, abduction 160, adduction 40, external rotation 90, and 

internal rotation 60 degrees. There was severe tenderness over the right supraspinatus, moderate 

tenderness over the right greater tuberosity and acromioclavicular joint and mild tenderness over 

the biceps tendon. Subacromial crepitation was documented. Acromioclavicular joint 

compression and impingement tests 1, 2, and 3 were positive. Speed's and O'Brien's were 

negative. The injured worker was deemed an appropriate candidate for right shoulder 

arthroscopic evaluation, subacromial decompression, and distal clavicle resection, and labral or 

cuff debridement as indicated. The September 12, 2014 utilization review denied the right 

shoulder surgery and associated requests as there was no detailed documentation of conservative 

treatment and outcome, and no imaging report documenting surgical pathology. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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



 

Right shoulder arthroscopic evaluation per 07/18/2014 exam note QTY: 1.00: Overturned 

 

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): 208-211. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), 

Shoulder, Surgery for Impingement Syndrome 

 

Decision rationale: The California Medical Treatment Utilization Schedule guidelines state that 

surgical consideration may be indicated for workers who have red flag conditions or activity 

limitations of more than 4 months, failure to increase range of motion and shoulder muscle 

strength even after exercise programs, and clear clinical and imaging evidence of a lesion that 

has been shown to benefit, in the short and long-term, from surgical repair. The Official 

Disability Guidelines provide more specific indications for impingement syndrome and 

acromioplasty 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. Guideline criteria have been essentially met. 

There is imaging evidence of acromioclavicular joint degenerative joint disease and subacromial 

impingement consistent with subjective and clinical exam findings. Evidence of at least 6 months 

of a recent, reasonable and/or comprehensive non-operative treatment protocol trial, including 

physical therapy and injections, and failure has been submitted. There is significant functional 

limitation. Therefore, this request for a right shoulder arthroscopic evaluation medically 

necessary. There is evidence of comprehensive conservative treatment failure and imaging 

evidence of acromioclavicular joint degenerative joint disease and subacromial impingement. 

 

Right shoulder arthroscopic subacromial decompression per 07/18/2014 exam note QTY: 

1.00: Overturned 
 

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

Complaints Page(s): 561-563. 

 

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

Page(s): 208-211. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), 

Shoulder, Surgery for Impingement Syndrome 

 

Decision rationale: The American College of Occupational and Environmental Medicine 

guidelines state that surgical consideration may be indicated for workers who have red flag 

conditions or activity limitations of more than 4 months, failure to increase range of motion and 

shoulder muscle strength even after exercise programs, and clear clinical and imaging evidence 

of a lesion that has been shown to benefit, in the short and long-term, from surgical repair. The 

Official Disability Guidelines provide more specific indications for impingement syndrome and 



acromioplasty 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. Guideline criteria have been essentially met. 

There is imaging evidence of acromioclavicular joint degenerative joint disease and subacromial 

impingement consistent with subjective and clinical exam findings. Evidence of at least 6 months 

of a recent, reasonable and/or comprehensive non-operative treatment protocol trial, including 

physical therapy and injections, and failure has been submitted. There is significant functional 

limitation. Therefore, this request is medically necessary. There is evidence of comprehensive 

conservative treatment failure and imaging evidence of acromioclavicular joint degenerative joint 

disease and subacromial impingement. 

 

Right shoulder distal clavicle resection per 07/18/2014 exam note QTY: 1.00: Overturned 

 

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

Complaints Page(s): 561-563. 

 

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

Page(s): 208-211. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), 

Shoulder, Surgery for Impingement Syndrome 

 

Decision rationale: state that surgical consideration may be indicated for workers who have red 

flag conditions or activity limitations of more than 4 months, failure to increase range of motion 

and shoulder muscle strength even after exercise programs, and clear clinical and imaging 

evidence of a lesion that has been shown to benefit, in the short and long-term, from surgical 

repair. The Official Disability Guidelines provide more specific indications for impingement 

syndrome and acromioplasty 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. Guideline criteria have 

been essentially met. There is imaging evidence of acromioclavicular joint degenerative joint 

disease and subacromial impingement consistent with subjective and clinical exam findings. 

Evidence of at least 6 months of a recent, reasonable and/or comprehensive non-operative 

treatment protocol trial, including physical therapy and injections, and failure has been 

submitted. There is significant functional limitation. Therefore, this request is medically 

necessary. There is evidence of comprehensive conservative treatment failure and imaging 

evidence of acromioclavicular joint degenerative joint disease and subacromial impingement. 

 
 

Right shoulder labral and /or cuff debridement per 07/18/2014 exam note QTY: 1.00: 

Overturned 



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

Complaints Page(s): 561-536. 

 

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

Page(s): 208-211. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), 

Shoulder, Surgery for Impingement Syndrome 

 

Decision rationale: The American College of Occupational and Environmental Medicine 

guidelines typically support surgery for rotator cuff tears presenting as impingement for cases 

failing 3 to 6 months of conservative treatment. The Official Disability Guidelines that superior 

labral tear from anterior to posterior lesions may warrant surgical treatment in certain cases. 

Surgical intervention may be considered for workers failing conservative treatment. Guidelines 

state that definitive diagnosis of superior labral tear from anterior to posterior lesions is 

arthroscopic evaluation. Guideline criteria have been met for shoulder impingement surgery. 

Superior labral tear from anterior to posterior lesions and rotator cuff lesions, incomplete and 

magnetic resonance imaging-negative are often confirmed at time of arthroscopic surgery. The 

addition of surgery at the rotator cuff or labral level is reasonable at the time of surgery if 

pathology is identified. Therefore, this request is medically necessary. There is evidence of 

comprehensive conservative treatment failure and imaging evidence of acromioclavicular joint 

degenerative joint disease and subacromial impingement. 

 

Preoperative medical clearance per 07/18/2014 exam note QTY: 1.00: Overturned 

 

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

for its decision. 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 

Decision based on Non-MTUS Citation Practice advisory for preanesthesia evaluation: an 

updated report by the American Society of Anesthesiologists Task Force on Preanesthesia 

Evaluation. Anesthesiology 2012 Mar; 116(3): pages 522-38 

 

Decision rationale: The California guidelines do not provide recommendations for pre- 

operative medical clearance. Evidence based medical guidelines indicate that a basic pre- 

operative assessment is required for all workers undergoing diagnostic or therapeutic procedures. 

Guideline criteria have been met based on age, magnitude of surgical procedure, recumbent 

position, fluid exchange and the risks of undergoing anesthesia. Therefore, this request is 

medically necessary. Guideline criteria have been met based on age, magnitude of surgical 

procedure, recumbent position, fluid exchange and the risks of undergoing anesthesia. 

 
Postoperative rehabilation therapy 3 times a week for the right shoulder,  per 07/18/2014 

exam note QTY: 1.00: Upheld 
 

Claims Administrator guideline: Decision based on MTUS Postsurgical Treatment Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Postsurgical Treatment Guidelines Page(s): 

27. 



 

Decision rationale: The California Post-Surgical Treatment Guidelines for rotator cuff 

repair/acromioplasty suggest a general course of 24 post-operative visits over 14 weeks during 

the 6-month post-surgical treatment period. An initial course of therapy would be supported for 

one-half the general course or 12 visits. If it is determined that additional functional 

improvement can be accomplished after completion of the general course of therapy, physical 

medicine treatment may be continued up to the end of the postsurgical physical medicine period. 

Post-operative physical therapy for this injured worker would be reasonable within the Medical 

Treatment Utilization Schedule (MTUS) recommendations. However, this request is for an 

unknown duration of treatment which is not consistent with guidelines. Therefore, this request is 

not medically necessary. 

 

Home continuous passive motion device for 45 days, per 07/18/2014: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation ODG Shoulder (updated 08/27/14) Continuous 

passive motion (CPM) 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Shoulder, 

Continuous Passive Motion 

 

Decision rationale: The California guidelines do not provide recommendations for continuous 

passive motion following shoulder surgery. The Official Disability Guidelines state that 

continuous passive motion is not recommended for shoulder rotator cuff problems or after 

shoulder surgery, except in cases of adhesive capsulitis. Guideline criteria have not been met. 

There is no current evidence that this injured worker has adhesive capsulitis. Prophylactic use of 

continuous passive motion in shoulder surgeries is not consistent with guidelines. Therefore, this 

request is not medically necessary. 

 

 unit for 90 days,  per 07/18/2014 exam note QTY: 1.00: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation ODG Shoulder (updated 08/27/14) 

Neuromuscular electrical stimulation (NMES devices)  & Interferential current stimulation (ICS) 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Transcutaneous electrotherapy Page(s): 114. 

 

Decision rationale: The  unit provides a combination of interferential current, 

neuromuscular electrical stimulation, and galvanic current. The Medical Treatment Utilization 

Schedule guidelines for transcutaneous electrotherapy do not recommend the use of 

neuromuscular electrical stimulationor galvanic stimulation in the treatment of chronic pain. 

Guidelines suggest that interferential current is not recomended as an isolated intervention. 

Guidelines support limited use of transcutaneous electrical nerve stimulation unit in the post- 

operative period. Guideline criteria have not been met. If one or more of the individual 



modalities provided by this multi-modality unit is not supported, then the unit as a whole is not 

supported. Therefore, this request is not medically necessary. 

 

 cold therapy unit, per 07/18/2014 exam note QTY: 1.00: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation ODG Shoulder (updated 08/27/14); regarding 

Continuous-flow cryotherapy 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Shoulder, 

Continuous flow cryotherapy 

 

Decision rationale: The Medical Treatment Utilization Schedule guidelines are silent regarding 

cold therapy devices. The Official Disability Guidelines recommend continuous flow 

cryotherapy as an option after shoulder surgery for up to 7 days, including home use. The use of 

a cold therapy unit would be reasonable for 7 days post-operatively. However, this request is for 

an unknown length of use which is not consistent with guidelines. Therefore, this request is not 

medically necessary. 




