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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 39 year old male, who sustained an industrial injury on 07/22/2013.
According to a progress report dated 05/01/2015, the injured worker sustained an injury when he
fell and landed on his left arm. Treatment to date has included X-rays, medications,
electrodiagnostic studies, 9 sessions of physical therapy, and an MRI of the left shoulder. Pain in
the left shoulder comes and goes. Pain occurred when getting dressed, putting on socks and
shoes, showering, doing housework, driving, and during sleep throughout the night. Impression
included left traumatic shoulder injury with healed greater tuberosity fracture, left shoulder
traumatic adhesive capsulitis, left shoulder axillary nerve neuropraxia, and left ulnar hand
paresthesias. The provider noted that the injured worker had a traumatic brachial plexus injury;
most notable the axillary nerve. Serial electromyography/nerve conduction velocity studies
showed some improvement and that neurosurgical intervention was not warranted. He had
significant shoulder stiffness that had not improved with extensive physical therapy. The
treatment plan included left shoulder manipulation under anesthesia, arthroscopic capsular
release. A prescription was given for Norco. Currently under review is the request for left
shoulder arthroscopy, pre-op medical clearance and associated surgical services that include
physical therapy x 18, UltraSling, cold therapy unit and shoulder pad.

IMR ISSUES, DECISIONS AND RATIONALES

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




Left shoulder arthroscopy: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder
Complaints Page(s): 209-211. Decision based on Non-MTUS Citation (ODG), Shoulder
chapter.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation (ODG), Shoulder section, Surgery for adhesive
capsulitis.

Decision rationale: CA MTUS/ACOEM Guidelines are silent on the issue of surgery for
adhesive capsulitis. According to the ODG Shoulder section, surgery for adhesive capsulitis is
under stud. The clinical course of this condition is considered self-limiting, and conservative
treatment (physical therapy and NSAIDs) is a good long-term treatment regimen for adhesive
capsulitis, but there is some evidence to support arthroscopic release of adhesions for cases
failing conservative treatment. The guidelines recommend an attempt of 3-6 months of
conservative therapy prior to contemplation of manipulation and when range of motion remains
restricted (abduction less than 90 degrees). In this case, there is insufficient evidence of failure
of conservative management in the notes submitted from 5/1/15. Until a conservative course of
management has been properly documented, the determination is the request is not medically
necessary.

Pre op medical clearance: 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 chapter.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation (ODG), Low Back, Preoperative testing.

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

Associated surgical service: Physical therapy x 18: Upheld
Claims Administrator guideline: Decision based on MTUS Postsurgical Treatment Guidelines.

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

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

Associated surgical service: Ultrasling: 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), Shoulder
chapter.

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: Cold therapy unit: 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), Shoulder,

Continuous-flow cryotherapy.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation (ODG), Shoulder Chapter, Continuous flow cryotherapy.

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

Associated surgical service: Shoulder pad: 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), Shoulder.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation (ODG), Shoulder Chapter, Continuous flow cryotherapy.

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



