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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 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 38-year-old female general laborer sustained an industrial injury on 7/8/12, after working 

for the employer less than one week. She reported onset of severe left shoulder and arm pains 

after bringing boxes down from overhead all day. She did not return to work. The 8/31/12 left 

shoulder MRI impression documented partial delamination tear involving the distal 

supraspinatus tendon at the articular surface with a small full-thickness tear involving a portion 

of the posterior aspect of the distal supraspinatus tendon with no tendon retraction or atrophy. 

There was a small amount of fluid within the subacromial/subdeltoid bursa. There was a focal 

area of subchondral signal alteration involving the superior and inferior aspect of the bony 

glenoid, possibly representing subchondral cyst formation. The 2/26/14 treating physician report 

cited continued left shoulder pain that had gotten worse. Left arm numbness was reported when 

she slept on the shoulder. Medications included ibuprofen, tramadol, and naproxen, which helped 

so she could function, but she had not returned to work. Conservative treatment had included 6 

physical therapy visits and 3 shoulder injections. Body mass index was reported 52.53 with 

height 5 foot and weight 269 pounds. Past medical history was positive for hypertension. 

Physical exam findings documented limited left shoulder flexion (150 degrees), abduction (160 

degrees), and extension (30 degrees). She was able to put the arm behind her head. There was a 

click with external rotation. She was unable to do a sudden shake with the left arm. MRI findings 

of rotator cuff tendonitis and a small full-thickness supraspinatus tear were noted. The treatment 

plan requested arthroscopic acromioplasty and rotator cuff repair. The 3/5/14 utilization review 

denied the request for shoulder surgery and associated pre-operative testing as there was no 

documentation that comprehensive conservative treatment had been exhausted and no 

description of adhesive capsulitis. 



IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Arthroscopic acromioplasty and rotator cuff repair: Upheld 

 

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

Complaints Page(s): 210-211.  Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG)- Shoulder: Rotator cuff disorders, Indications for surgery. 

 

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

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

for impingement syndrome, Surgery for rotator cuff repair. 

 

Decision rationale: Under consideration is a request for arthroscopic acromioplasty and rotator 

cuff repair. The California MTUS guidelines do not address acromioplasty or rotator cuff repair 

for chronic injuries. The Official Disability Guidelines provide indications for 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 is required. For partial-thickness rotator cuff tears and small full-thickness tears 

presenting primarily as impingement, surgery is reserved for cases failing conservative therapy 

for three months. Guideline criteria have not been met. There is no clinical exam documentation 

of positive impingement findings, motor weakness, or painful arc of motion. There is no clear 

imaging evidence of impingement. There is no detailed documentation that recent 

comprehensive pharmacologic and non-pharmacologic conservative treatment had been tried, 

including 3 to 6 months of physical therapy/exercise directed at gaining full range of motion, and 

failed. Therefore, the request for arthroscopic acromioplasty and rotator cuff repair is not 

medically necessary. 

 

Pre-op labs: 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)- Low 

Back- Lumbar & Thoracic (Acute & Chronic) Chapter, Pre-operative lab testing. 

 

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

Decision based on Non-MTUS Citation Other Medical Treatment Guideline or Medical 

Evidence: Practice advisory for preanesthesia evaluation: an updated report by the American 

Society of Anesthesiologists Task Force on Preanesthesia Evaluation. Anesthesiology 2012 

Mar;116(3):522-38. 

 

Decision rationale: As the request for arthroscopic acromioplasty and rotator cuff repair is not 

medically necessary, the request for pre-op labs is also not medically necessary. 



EKG: 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)- Low 

Back- Lumbar & Thoracic (Acute & Chronic) Chapter, Pre-operative electrocardiogram (ECG). 

 

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

Decision based on Non-MTUS Citation Other Medical Treatment Guideline or Medical 

Evidence: Practice advisory for preanesthesia evaluation: an updated report by the American 

Society of Anesthesiologists Task Force on Preanesthesia Evaluation. Anesthesiology 2012 

Mar;116(3):522-38. 

 

Decision rationale: As the request for arthroscopic acromioplasty and rotator cuff repair is not 

medically necessary, the request for EKG is also not medically necessary. 


