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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 49 year old female who sustained an industrial injury on 04/11/2010. 

Mechanism of injury was a slip and fall at work. Diagnoses include chronic left shoulder 

impingement, failing conservative management, with partial thickness rotator cuff tear, cervical 

disc protrusion, C4-5 and C5-6, and right anterior knee pain. Treatment to date has included 

diagnostic studies, medications, physical therapy, and injections. An unofficial Magnetic 

Resonance Imaging of the left shoulder done on 02/05/2015 showed partial thickness tear of the 

rotator cuff most pronounced at the supraspinatus with tendinopathy and splitting of the intra-

articular portion of the biceps and fraying of the superior labrum at 12 o'clock and mild a 

acromioclavicular joint. A physician progress note dated 06/11/2015 documents the injured 

worker has persistent and increasing left shoulder pain and right knee pain as well as right 

shoulder pain. Her left shoulder examination shows limited range of motion. She abducts to 90 

degrees, forward flexes to 80 degrees and external rotation is 70 degrees. Impingement signs are 

positive. Her options are to live with this pain or proceed with left shoulder arthroscopy surgery 

and subacromial decompression. She wishes to proceed with the operation. Treatment requested 

is for Keflex 500mg #28, left shoulder arthroscopic surgery and subacromial decompression, 

Norco 10/325mg #60, Post op Physical therapy 3 x 4, and Tramadol 50mg #60 or Tramadol Hcl 

ER 150mg #30. 

 

IMR ISSUES, DECISIONS AND RATIONALES 



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

 

Left shoulder arthroscopic surgery and subacromial decompression: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder 

Complaints. 

 

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: According to the CA MTUS/ACOEM Shoulder Chapter, page 209-210, 

surgical considerations for the shoulder include failure of four months of activity modification 

and existence of a surgical lesion. The ODG shoulder section, acromioplasty surgery 

recommends 3-6 months of conservative care plus a painful arc of motion from 90-130 degrees. 

In addition night pain and weak or absent abduction must be present. There must be tenderness 

over the rotator cuff or anterior acromial area and positive impingement signs with temporary 

relief from anesthetic injection. In this case the exam note from 6/11/15 does not demonstrate 

evidence satisfying the above criteria notably the relief with anesthetic injection. Therefore the 

request does not adhere to guideline recommendations and is not medically necessary. 

 

Post op Physical therapy 3 x 4: 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. 

 

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

associated services are medically necessary. 

 

Norco 10/325mg #60: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Opioids Page(s): 82-88. 

 

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. There is lack of demonstrated functional improvement, 

percentage of relief, demonstration of urine toxicology compliance or increase in activity from 

the exam note of 6/11/15. Therefore the request is not medically necessary. 



Tramadol 50mg #60 or Tramadol Hcl ER 150mg #30: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Opioids Page(s): 119. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines tramadol 

Page(s): 93-94. 

 

Decision rationale: Per the CA MTUS Chronic Pain Medical Treatment Guidelines pages 93-

94, Tramadol is a synthetic opioid affecting the central nervous system. Tramadol is indicated 

for moderate to severe pain. Tramadol is considered a second line agent when first line agents 

such as NSAIDs fail. There is insufficient evidence in the records of 6/11/15 of failure of 

primary over the counter non-steroids or moderate to severe pain to warrant Tramadol. 

Therefore use of Tramadol is not medically necessary 

 

Keflex 500mg #28: Upheld 

 

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

MTUS. Decision based on Non-MTUS Citation Ann Surg 2008; 247: 918-926. 

 

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

Decision based on Non-MTUS Citation Stulberg DL, Penrod MA, Blatny RA. Common 

bacterial skin infections. Am Fam Physician. 2002 Jul 1; 66 (1):119-24. 

 

Decision rationale: CA MTUS/ACOEM and ODG are silent on the issue of Keflex. And 

alternative guideline was utilized. According to the American Family Physician Journal, 2002 

July 1; 66 (1): 119 125, titled "Common Bacterial Skin Infections", Keflex is often the drug of 

choice for skin wounds and skin infections. It was found from a review of the medical record 

submitted of no evidence of a wound infection to warrant antibiotic prophylaxis. The request for 

Keflex is therefore not medically necessary and appropriate. 


