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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 64 year old female who sustained an industrial injury on 8-23-13. 

Progress report dated 8-6-15 reports continued complaints of left shoulder pain that is 

intermittent, moderate and throbbing, radiating to the left elbow. Constant lower back pain 

described as sharp and left hip pain that is constant severe and described as sharp. Diagnoses 

included: lumbar disc displacement with myelopahty, sciatica, left hip sprain and strain and 

partial tear of rotator cuff tendon of the left shoulder. Plan of care includes: pending left shoulder 

surgery to repair the full thickness tear of the supraspinatus, request 12 session of post-operative 

physical medicine for the left shoulder, follow up with pain management, post surgical treatment 

30 visits over 18 weeks, post surgical physical medicine for 6 months. Work status: temporarily 

totally disabled. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Operative arthroscopy/arthrotomy with repair of rotator cuff, left shoulder, Qty: 1.00: 

Upheld 
 



Claims Administrator guideline: Decision based on MTUS Shoulder Complaints 

2004. Decision based on Non-MTUS Citation 

http://www.ncbi.nlm.nih.gov/submed/16422224http://www.guideline.gov/content.aspx?id=4840 

8. 

 

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. In addition, the guidelines recommend surgery consideration 

for a clear clinical and imaging evidence of a lesion shown to benefit from surgical repair. The 

ODG Shoulder section, surgery for rotator cuff repair, recommends 3-6 months of conservative 

care with a painful arc on exam from 90-130 degrees and night pain. There also must be weak or 

absent abduction with tenderness and impingement signs on exam. Finally, there must be 

evidence of temporary relief from anesthetic pain injection and imaging evidence of deficit in 

rotator cuff. In this case, there are differing interpretations of the shoulder MRI. There is no 

formal interpretation provided for review. Based on this the necessity cannot be established. 

 

Arthroscopic subacromial decompression and acromioplasty, left shoulder Qty: 1.00: 

Upheld 
 

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

Decision based on Non-MTUS Citation 

http://www.ncbi.nlm.nih.gov/submed/16422224http://www.guideline.gov/content.aspx?id=4840 

8. 

 

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, pages 209 and 

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, there is no documentation of weak or 

absent abduction. The request is not medically necessary. 

 

Arthroscopic distal claviculectomy (Mumford procedure), left shoulder. Qty: 1.00: Upheld 

 

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

Decision based on Non-MTUS Citation 

http://www.ncbi.nlm.nih.gov/submed/16422224http://www.guideline.gov/content.aspx?id=4840 

8. 

 

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

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

http://www.guideline.gov/content.aspx?id=4840
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Decision rationale: Based upon the CA MTUS Shoulder Chapter pages 209 and 210 

recommendations are made for surgical consultation when there is red flag conditions, activity 

limitations for more than 4 months and existence of a surgical lesion. The Official Disability 

Guidelines Shoulder section, Partial Claviculectomy, states surgery is indicated for post 

traumatic AC joint osteoarthritis and failure of 6 weeks of conservative care. In addition there 

should be pain over the AC joint objectively and/or improvement with anesthetic injection. 

Imaging should also demonstrate post traumatic or severe joint disease of the AC joint. In 

this case, there are differing interpretations of the shoulder MRI. There is no formal 

interpretation provided for review. Based on this the necessity cannot be established. 

 
 

Pre-op surgical clearance, left shoulder. Qty: 1.00: 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. 

 

Immobilizer with abduction pillow, left shoulder. Qty: 1.00: 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. 

 

Norco 10/325mg #50: 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 

chapter, Opioids, Criteria for use of Opioids. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Opioids for chronic pain. 

 

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. 



 

Keflex 500mg #15: 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) Infectious 

Diseases. 

 

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 FamPhysician. 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. 


