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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: California 
Certification(s)/Specialty: Orthopedic 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 54 year old male who sustained an industrial injury on 06/14/06. Initial complaints 
and diagnoses are not available. Treatments to date include 2 previous right shoulder surgeries, medications, 
physical therapy, and a right stellate ganglion block. Diagnostic studies include a MRI of the right shoulder 
on 01/09/14 which showed post acromioplasty and biceps tenodesis and superior labral repair, and adhesive 
capsulitis. Current complaints include right shoulder pain. Current diagnoses are not addressed. In a progress 
note dated 04/14/15 the treating provider reports the plan of care as a right total shoulder replacement with 
associated services. The requested treatments include a right total shoulder replacement with associated 
services. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

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

Right total shoulder arthroplasty: Upheld 
 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder 
Complaints Page(s): 209. 



 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Shoulder, 
arthroplasty. 

 
Decision rationale: CA MTUS/ACOEM is silent on this issue of shoulder replacement. 
According to the ODG Shoulder section, arthroplasty “The most common indication for total 
shoulder arthroplasty is osteoarthritis, but for hemiarthroplasty it is acute fracture. There was a 
high rate of satisfactory or excellent results after total shoulder arthroplasty for osteoarthritis, but 
hemiarthroplasty offered less satisfactory results, most likely related to the use of this procedure 
for trauma.” Shoulder arthroplasty is indicated for glenohumeral and acromioclavicular 
osteoarthritis with severe pain with positive radiographic findings and failure of 6 months of 
conservative care. In this case there is insufficient evidence in the records of failure of 
conservative care demonstrated in the progress note of 4/15/15 or significant osteoarthritis from 
the shoulder MRI of 1/9/14. Therefore guideline criteria has not been met as total shoulder is 
superior for osteoarthritis. Therefore determination is for non-certification. 

 
Associated surgical service: Inpatient stay x 3 days: Upheld 

 
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 Official Disability Guidelines (ODG) Shoulder, Hospital 
length of stay. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Preoperative clearance to include history and physical: Upheld 

 
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 Official Disability Guidelines (ODG) Low back, 
Preoperative testing. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Post-operative physical therapy 3 x 8 for the right shoulder: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 
for its decision. 



MAXIMUS guideline: Decision based on MTUS Postsurgical Treatment Guidelines Page(s): s 
26-27. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Post-operative shoulder sling: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 
for its decision. 

 
MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder Complaints 
Page(s): s 212-214. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Associated surgical service: Game ready cryo unit x 14 day rental: Upheld 

 
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 Official Disability Guidelines (ODG) Shoulder Chapter, 
Continuous flow cryotherapy. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Post-op Keflex 500mg #48: Upheld 

 
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 Bibliography Stulberg DL, Penrod MA, Blatny RA. 
Common bacterial skin infections. Am FamPhysician. 2002 Jul 1;66(1):119-24. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Post-op Phenergan 25mg #30: Upheld 

 
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 Official Disability Guidelines (ODG) Pain, Antiemetics. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Post-op Ibuprofen 600mg #90: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 
for its decision. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDs 
Page(s): 67. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Post-op Percocet 10/325mg #60: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 
for its decision. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids 
Page(s): 80. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Preoperative labs: CBC: Upheld 

 
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 Official Disability Guidelines (ODG) Low back, 
Preoperative testing. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Preoperative EKG: Upheld 

 
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 Official Disability Guidelines (ODG) Low back, 
Preoperative testing. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 
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