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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 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 25 year old female with a date of injury on 6/6/2010. Injury occurred due 

to lifting a 30-pound box off an upper shelf. Past surgical history was positive for left shoulder 

arthroscopy with subacromial decompression and rotator cuff debridement on 11/13/12. The 

2/12/14 treating physician report indicated the injured worker was only mildly better post-

operatively. She was able to work full duty but was sore at the end of the day. Left shoulder 

range of motion testing documented forward flexion and abduction of 180 degrees, external 

rotation 50 degrees, and internal rotation to T11. There was tenderness over the anterior aspect of 

the acromion and biceps tendon. Speed and impingement tests were positive. Subacromial and 

biceps tendon sheath injections were performed on 2/12/14 with 60-70% relief documented. The 

4/23/14 chart note indicated that pain had recurred following the positive steroid injection. A 

request for right shoulder arthroscopic subacromial decompression with a biceps tendon release 

was denied in utilization review on 4/30/14 as there was no updated imaging evidence to support 

surgical intervention and comprehensive conservative treatment had not been completed 

consistent with guidelines. The 5/23/14 chart note indicated that the injured worker had full left 

shoulder range of motion and did not require further physical therapy. The 7/10/14 left shoulder 

magnetic resonance imaging (MRI) impression documented stable moderate supraspinatus 

tendinosis with mild bursal surface fraying. There was no discrete partial tear and no 

subacromial/subdeltoid bursal effusion. Anterolateral acromion down sloping was noted as an 

anatomic risk factor for impingement. There was mild acromioclavicular joint degenerative 

disease. Findings were negative for biceps and labral pathology. Independent medical review of 

the 4/30/14 utilization review noted additional imaging information had been provided and found 

the request for left shoulder surgery medically necessary. Left shoulder arthroscopy extensive 

debridement revision, subacromial decompression, resection of the long head of the biceps 



tendon, and Coracoplasty was performed on 9/12/14. The operative report documented findings 

of coracoid impingement with internal rotation, intact chondral surfaces in the glenohumeral 

joint, fraying of the biceps sling, hyperemia and synovitis of the long head of the biceps tendon 

within the bicipital groove, unstable long head of the biceps tendon within the bicipital groove, 

persistent anterior acromion, and intact rotator cuff. The 10/14/14 utilization review denied the 

retrospective request for left shoulder arthroscopy, debridement and Coracoplasty based on 

clinical exam, imaging and operative findings. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Left shoulder arthroscopy, debridement:  Overturned 

 

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

Complaints Page(s): 560-561.  Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG); Treatment in Workers Compensation  (TWC) Shoulder/Indications for 

Surgery 

 

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) 

Shoulder, Surgery for impingement syndrome 

 

Decision rationale: The American College of Occupational and Environmental Medicine 

(ACOEM) guidelines provide a general recommendation for impingement surgery. 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. Criteria 

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, 

positive impingement sign with a positive diagnostic injection test, and imaging findings 

showing positive evidence of impingement. Guideline criteria have been met. This injured 

worker presented with clinical exam evidence of impingement with positive diagnostic 

impingement test. There was residual pain over the anterior acromion and biceps tendon 

following prior impingement surgery. Full range of motion had been restored with physical 

therapy. There was continued functional impairment in work ability. Therefore, this request is 

medically necessary.  Guideline criteria had been met for the requested surgery. 

 

Coracoplasty:  Overturned 

 

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

MTUS.  Decision based on Non-MTUS Citation Arthroscopy, 2003 Jul-Aug: 19(6):667-71, 

Arthroscopic coracoplasty through the rotator interval 

 

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) 

Shoulder, Surgery for impingement syndrome 



 

Decision rationale: The American College of Occupational and Environmental Medicine 

(ACOEM) guidelines provide a general recommendation for impingement surgery. 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. Criteria 

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, 

positive impingement sign with a positive diagnostic injection test, and imaging findings 

showing positive evidence of impingement. Guideline criteria have been met. Evidence of 

subjective, objective, and imaging exam findings consistent with impingement was documented. 

Operative findings documented coracoid impingement with internal rotation, supporting the 

medical necessity of Coracoplasty. Therefore, this request is medically necessary. Guideline 

criteria had been met for the requested surgery. Operative findings supported the presence of 

coracoid impingement. 

 

 

 

 


