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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, Indiana, Oregon 

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 72 year old female who reported an industrial injury on 10/13/2010. Her 

diagnoses, and/or impressions, are noted to include: status-post right shoulder rotator cuff repair 

surgery. No current imaging studies are noted. Her treatments have included an agreed medical 

evaluation with supplements (5/12/15); medication management; and rest from work. The 

evaluation notes of 5/12/2015 reported complaints which included constant, mild-moderate 

cervical pain to the mid-line, right > left, para-spinous, and left > right trapezius, with radiation 

into the upper arms; and associated with numbness/tingling in both hands, left > right. Her pain 

was stated to increase with activity and interfere with her sleep. Objective findings were noted to 

include discomfort with deep palpation to the right para-spinous region, without spasm, and 

noted guarding with range-of-motion. The physician stated a poor result and residual high-grade 

refractory pain, post her right shoulder arthroscopic rotator cuff repair surgery and conservative 

modalities. The physician's requests for treatments were noted to include a reverse total right 

shoulder replacement with a 1-2 inpatient stay, medical clearance, post-operative physical 

therapy, rental of a Vascutherm cold therapy unit, a Bledsoe Arc Sling, Percocet, Oxycontin and 

Colace. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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



Reverse total shoulder replacement, right shoulder: Upheld 

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

the MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Shoulder. 

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

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

shoulder. 

 
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 the radiographic evaluation 5/12/15 states that the glenohumeral 

space is maintained. Based on this the arthritis is not radiographically demonstrated and the 

request is not medically necessary. 

 
Associated surgical service: Inpatient hospital stay x 1-2 days: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 
MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 
Associated surgical service: Medical clearance: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 
MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of 

the associated services are medically necessary. 
 

 
 

Post-op physical therapy 2 x 6: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 
MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 



Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 
Associated surgical service: Vascutherm cold therapy 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 cite any medical evidence for its decision. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 
Associated surgical service: Bledsoe arc sling: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 
MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 
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: According to the CA MTUS/Chronic Pain Medical Treatment Guidelines, 

page 80, opioids should be continued if the patient has returned to work and the patient has 

improved functioning and pain. Based upon the records reviewed there is insufficient evidence 

to support chronic use of narcotics. In this case, there is lack of demonstrated functional 

improvement, percentage of relief, demonstration of urine toxicology compliance or increase 

in activity due to medications. Therefore the request is not medically necessary. 

 
Oxycontin 10mg #28: 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: According to the CA MTUS/Chronic Pain Medical Treatment Guidelines, 

page 80, opioids should be continued if the patient has returned to work and the patient has 

improved functioning and pain. Based upon the records reviewed there is insufficient evidence 

to support chronic use of narcotics. In this case, there is lack of demonstrated functional 

improvement, percentage of relief, demonstration of urine toxicology compliance or increase 

in activity due to medications. Therefore the request is not medically necessary. 

 
Colace 250mg #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. 

 
Decision rationale: CA MTUS/ACOEM is silent on the issue of stool softeners. According to 

the ODG Pain section, opioid induced constipation treatment, if prescribing opioids has been 

determined to be appropriate, then ODG recommends, under Initiating Therapy, that 

Prophylactic treatment of constipation should be initiated. In this case the constipating 

medications are not medically necessary, so the stool softener is not medically necessary. 


