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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: Illinois, California, Texas 

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: 

 

This injured worker is 47-year-old female who sustained an industrial injury on 2/28/14. Injury 

occurred when she slipped and fell onto her outstretched right arm. Past medical history was 

positive for diabetes. The 5/10/14 right shoulder MRI demonstrated a full thickness rotator cuff 

tear with slight retraction and tendinosis. There was a labral fraying tear. Findings were 

consistent with impingement with a type II acromion, a narrow acromiohumeral interval and 

acromioclavicular (AC) hypertrophy impinging on the supraspinatus. Conservative treatment had 

included subacromial injection, physical therapy, and activity modification without relief of 

symptoms. The 1/19/15 right shoulder x-rays showed a type II acromion. The 6/17/15 treating 

physician report cited grade 6-7/10 right shoulder pain, and grade 6/10 neck and right elbow 

pain. Cervical spine exam documented no evidence of tenderness or spasms, decreased right C6, 

C7, and C8 dermatomal sensation, 4/5 shoulder abduction and elbow flexion strength, normal 

upper extremity reflexes, and orthopedic testing with local pain. Right shoulder exam 

documented tenderness over the AC joint, 4/5 external rotation weakness, and positive 

impingement and crossed arm sign. Right shoulder range of motion was flexion 70, extension 20, 

abduction 70, adduction 50, internal rotation 90, and external rotation 10 degrees. There was 

palpable tenderness over the right lateral epicondyle and positive Tinel's at the right carpal 

tunnel. The diagnosis included cervical radiculopathy, shoulder impingement syndrome versus 

rotator cuff tear, right AC joint degenerative joint disease, and right lateral epicondylitis. The 

treatment plan recommended x-rays of the cervical spine. A prior subacromial injection provided 

temporary relief. Authorization was requested for right shoulder arthroscopy with acromioplasty, 



distal clavicle resection and rotator cuff repair, preoperative medical clearance, and preoperative 

chest x-ray. The 6/25/15 utilization review non-certified the right shoulder arthroscopy with 

acromioplasty, distal clavicle resection, and rotator cuff repair and associated pre-operative 

requests as there was the cervical spine workup had not been completed. The 7/16/15 treating 

physician letter stated that the right shoulder MRI showed a full thickness rotator cuff tear with 

positive diagnostic subacromial steroid injection. Authorization was requested to proceed with 

cervical spine workup.  

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Right shoulder arthroscopy with acromioplasty, distal clavicle resection and rotator cuff 

repair: Overturned 
 

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

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

Indications for Surgery - Acromioplasty.  

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder Complaints 

Page(s): 209-211. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Shoulder: Surgery for impingement syndrome; Surgery for rotator cuff repair; Partial 

claviculectomy.  

 

Decision rationale: The California MTUS ACOEM guidelines state that surgical consideration 

may be indicated for patients who have red flag conditions or activity limitations of more than 4 

months, failure to increase range of motion and shoulder muscle strength even after exercise 

programs, and clear clinical and imaging evidence of a lesion that has been shown to benefit, in 

the short and long-term, from surgical repair. The Official Disability Guidelines for rotator cuff 

repair with a diagnosis of full thickness tear typically require clinical findings of shoulder pain 

and inability to elevate the arm, weakness with abduction testing, atrophy of shoulder 

musculature, usually full passive range of motion, and positive imaging evidence of rotator cuff 

deficit. Guideline criteria for partial claviculectomy generally require 6 weeks of directed 

conservative treatment, subjective and objective clinical findings of acromioclavicular (AC) joint 

pain, and imaging findings of AC joint post-traumatic changes, severe degenerative joint disease, 

or AC joint separation. Guideline criteria have been met. This injured worker presents with 

persistent right shoulder pain. Clinical exam findings are consistent with imaging evidence of a 

full thickness rotator cuff tear with retraction and subacromial impingement. A diagnostic 

injection test was positive. Detailed evidence of a recent, reasonable and/or comprehensive non- 

operative treatment protocol trial and failure has been submitted. Although there are symptoms 

consistent with possible cervical radiculopathy, there is overwhelming clinical and imaging 

findings to support this request. Therefore, this request is medically necessary.  

 

Pre-operative medical clearance: Overturned  
 

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

MTUS. Decision based on Non-MTUS Citation http://www. guideline. 

gov/content/aspx?id=48408.  

 

 

 

http://www.guideline.gov/content/aspx?id=48408
http://www.guideline.gov/content/aspx?id=48408


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

Decision based on Non-MTUS Citation Institute for Clinical Systems Improvement (ICSI). 

Preoperative evaluation, Bloomington (MN): Institute for Clinical Systems Improvement 

(ICSI); 2010 Jun. 40 p.  

 

Decision rationale: The California MTUS guidelines do not provide recommendations for pre- 

operative medical clearance. Evidence based medical guidelines indicate that a basic pre- 

operative assessment is required for all patients undergoing diagnostic or therapeutic 

procedures. Middle-aged diabetic females have known occult increased medical/cardiac risk 

factors. Guideline criteria have been met based on patient age, comorbidities, and the risks of 

undergoing anesthesia. Therefore, this request is medically necessary.  

 

Pre-operative chest X-ray: Overturned 

 

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

MTUS. Decision based on Non-MTUS Citation http://www. guideline. 

gov/content/aspx?id=48408.  

 

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

Decision based on Non-MTUS Citation ACR Appropriateness Criteria® routine admission and 

preoperative chest radiography. Reston (VA): American College of Radiology (ACR); 2011. 6 p.  

 

Decision rationale: The California MTUS guidelines do not provide recommendations for this 

service. Evidence based medical guidelines state that routine pre-operative chest radiographs are 

not recommended except when acute cardiopulmonary disease is suspected on the basis of 

history and physical examination. Middle-aged diabetic females have known occult increased 

medical/cardiac risk factors to support the medical necessity of pre-procedure chest x-ray.  

Guideline criteria have been met based on patient age, comorbidities and the risks of undergoing 

anesthesia. Therefore, this request is medically necessary.  
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