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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 45 year old male, who sustained an industrial injury on July 20, 2014. 
He reported a pop in his shoulder. The injured worker was currently diagnosed as having right 
shoulder internal derangement, impingement syndrome and right shoulder acromioclavicular 
joint osteoarthritis. Treatment to date has included diagnostic studies, medication, exercise, 
physical therapy and rest. On July 22, 2015, the injured worker complained of right shoulder 
pain rated as an 8 on a 1-10 pain scale. He also noted right-sided jaw, neck and mid back pain 
rated as an 8 on the pain scale. The pain radiates to the right hand and fingers. He reported to 
feel the same since a prior appointment. Physical examination of the right shoulder revealed 
tenderness to palpation over the acromioclavicular joint. Neer's impingement, Hawkins 
impingement and Empty can tests were all positive. Range of motion with forward flexion was 
at 120 degrees with pain. The treatment plan included right shoulder arthroscopy, subacromial 
decompression and distal clavicle excision with preoperative medical clearance, postoperative 
physical therapy, right shoulder sling, cold therapy unit and medications. A request was made 
for right shoulder arthroscopy, subacromial decompression and distal clavicle resection, pre- 
operative medical clearance, post-operative physical therapy, sling for right shoulder, cold 
therapy unit, Cyclobenzaprine 7.5mg, Naproxen Sodium 550mg and Pantoprazole 20mg. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

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



 

Right shoulder arthroscopy, subacromial decompression, and distal clavicle resection: 
Upheld 

 
Claims Administrator guideline: Decision based on MTUS Shoulder Complaints 2004. 

 
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 records do 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. 

 
Pre-operative 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: As the requested surgical procedure is not medically necessary, none of the 
associated services are medically necessary and appropriate. 

 
Post-operative physical therapy (unknown number of visits): 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: As the requested surgical procedure is not medically necessary, none of the 
associated services are medically necessary and appropriate. 

 
Sling for right shoulder: 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: As the requested surgical procedure is not medically necessary, none of the 
associated services are medically necessary and appropriate. 

 
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. 

 
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 the issue of shoulder cryotherapy. 
According to ODG Shoulder Chapter, Continuous flow cryotherapy, it is recommended 
immediately postoperatively for up to 7 days. However the DME definition in the same section 
states that DME is durable and could normally be rented and used by successive patients. Based 
on the above, the request for the purchase is not medically necessary. 

 
Cyclobenzaprine 7.5 mg #60: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 
2009. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 
Section(s): Cyclobenzaprine (Flexeril). 

 
Decision rationale: According to the CA MTUS, Chronic Pain Medical Treatment Guidelines, 
Cyclobenzaprine, pages 41-42 “Recommended as an option, using a short course of therapy. 
Cyclobenzaprine (Flexeril) is more effective than placebo in the management of back pain; the 
effect is modest and comes at the price of greater adverse effects. The effect is greatest in the 
first 4 days of treatment, suggesting that shorter courses may be better (Browning, 2001).” 
Treatment should be brief. There is also a post-op use. The addition of cyclobenzaprine to other 
agents is not recommended. In this particular case the patient has no evidence in the records of 
functional improvement, a quantitative assessment on how this medication helps, percentage of 
relief lasts, increase in function, or increase in activity. Therefore chronic usage is not supported 
by the guidelines. Therefore the request is not medically necessary. 

 
Naproxen Sodium 550 mg #60: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 
2009. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 
Section(s): NSAIDs (non-steroidal anti-inflammatory drugs). 

 
Decision rationale: Per the CA MTUS/Chronic Pain Medical Treatment Guidelines, page 66 
states that Naproxen is a non-steroidal anti-inflammatory drug (NSAID) for the relief of the signs 



and symptoms of osteoarthritis. It is used as first line treatment but long-term use is not 
warranted. In this case the continued use of Naproxen is not warranted, as there is no 
demonstration of functional improvement from the exam notes. Therefore the request is not 
medically necessary. 

 
Pantoprazole 20 mg #60: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 
2009. 

 
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: The CA MTUS does not address proton pump inhibitors such as 
Pantoprazole. According to the Official Disability Guidelines, Pain section, Proton pump 
inhibitors (PPIs) are recommended for patients at risk for gastrointestinal events. Healing doses 
of PPIs are more effective than all other therapies, although there is an increase in overall 
adverse effects compared to placebo. In this particular case there is insufficient evidence in the 
records that the patient has gastrointestinal symptoms or at risk for gastrointestinal events. 
Therefore the request for Pantoprazole is not medically necessary. 
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