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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: New York 

Certification(s)/Specialty: Neurological 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 injured worker is a 66 year old male, who sustained an industrial injury on June 14, 2010. 

He has reported a cumulative trauma injury complaining of right shoulder pain. The diagnoses 

have included chronic rotator cuff arthropathy with failed total shoulder replacement.  Treatment 

to date has included right shoulder arthroscopic surgery, total shoulder replacement, physical 

therapy and pain management.   Currently, the injured worker complains of right shoulder pain. 

The injured worker reported that the pain in the right shoulder is constant and his range of 

motion is limited.  There is no loss of grip strength and weakness. He has pain when reaching 

overhead and reaching back. The pain does not radiate and the shoulder is reported to pop and to 

grind. On examination, the injured worker's cervical spine reveals full motion with right and left 

rotation. Examination of the right shoulder reveals that the injured worker is neurologically intact 

from C5 to T1. There is no lymphedema and normal skin. On December 27, 2014 Utilization 

Review non-certified a request for pre-surgical chest x-ray frontal and lateral views, noting that 

because the requested surgery was not medically necessary, the request for the pre-surgical chest 

x-ray frontal and lateral views was not certified.   The Official Disability Guidelines Peer Review 

contact was cited. On January 9, 2015, the injured worker submitted an application for IMR for 

review of a pre-surgical chest x-ray frontal and lateral views. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 



Associated surgical service: chest x-ray:  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) 

 

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

Decision based on Non-MTUS Citation Physical therapy-Pre-operative testing (General) 

 

Decision rationale: The ODG guidelines recommend chest radiography if the information 

gained will impact post-operative management to prevent complications. Documentation does 

not present evidence of a condition which would be impacted by a pre-op chest x-ray. Thus the 

requested treatment: associated surgical service: chest x-ray is not medically necessary or 

appropriate. 

 


