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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. 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/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 
The Expert Reviewer has the following credentials: 

State(s) of Licensure: Texas 

Certification(s)/Specialty: Orthopedic Surgery, Hand Surgery 

 
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 patient is a 35-year-old male who reported an injury on 04/02/2010 after he was cleaning a 

vent. The patient reportedly sustained an injury to his right shoulder. The patient’s treatment 

history included corticosteroid injections, physical therapy, medications, and surgical 

intervention. The patient’s most recent evaluation documented that the patient had tenderness to 

palpation over the acromioclavicular joint with limited range of motion described as 130 

degrees in flexion, 120 degrees in abduction, 90 degrees in external rotation, and 60 degrees in 

internal rotation. The patient’s diagnoses included bilateral shoulder pain, status post right 

shoulder arthroscopic rotator cuff debridement, right shoulder impingement syndrome, left 

shoulder impingement syndrome, and cervicalgia. The patient’s treatment plan included 

continuation of medications and a left shoulder injection. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
Injection to the left shoulder: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. Decision based on Non-MTUS Official Disability Guidelines (ODG): Shoulder 

Injections. 



MAXIMUS guideline: Decision based on MTUS ACOEM, 2nd Edition, (2004) 9, page(s): 

212- 214. 

 
Decision rationale: The requested Injection to the left shoulder is not medically necessary or 

appropriate. The American College of Occupational and Environmental Medicine does 

recommend corticosteroid injections for with pain control. However, the clinical documentation 

submitted for review does provide evidence that the patient has previously undergone a 

corticosteroid injection to the left shoulder, which did not provide any symptom relief. 

Additionally, there is no clear indication of whether the proposed injection is glenohumeral, 

subacromial, or acromioclavicular. Therefore, an additional injection would not be supported. 

As such, the requested Injection to the left shoulder is not medically necessary or appropriate. 


