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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: 

 

The injured worker is a 44 year old female with an industrial injury date of 01/08/13. Injury was 

reported due to repetitive work tasks. The 11/5/13 upper extremity electrodiagnostic study 

revealed findings consistent with cubital tunnel syndrome and mild bilateral carpal tunnel 

syndrome. She underwent right elbow surgery on 4/3/14, right carpal tunnel release on 5/15/14, 

and left carpal tunnel release on 8/28/14. She reported an onset of difficulty raising her right arm 

shortly after surgery. The 11/29/14 right shoulder MRI report findings documented a full 

thickness 4 to 5 mm supraspinatus tear without muscle atrophy or retraction, and infraspinatus 

and subscapularis tendinopathy. There was acromioclavicular (AC) joint arthropathy with a 

downsloping acromion. The 12/11/14 orthopedic report documented positive Neer's and 

supraspinatus tests on the right. A subacromial injection was recommended. The 1/8/15 treating 

physician report cited a burning sensation over the right shoulder with flexion 110 degrees and 

abduction 80 degrees. MRI findings were reviewed noting a full thickness rotator cuff tear. 

Physical therapy was ordered for the right elbow and wrist. The patient was off work. A request 

was submitted for shoulder debridement/arthroscopy right shoulder. On 1/21/15, utilization 

review non-certified the requests for right shoulder debridement/arthroscopy right shoulder. 

MTUS, ACOEM and ODG were cited. The rationale indicated that there was limited 

documentation relative to physical therapy and no response documented with the corticosteroid 

injection. Records documented no specific physical therapy treatment order for the right 

shoulder, although one physical therapy note suggested myofascial release was provided to the 



rotator cuff region. There was a noted recommendation for corticosteroid injection but no 

evidence that this was provided. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Debridement/Arthroscopy, right shoulder:  Upheld 

 

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

Complaints Page(s): 209.   

 

MAXIMUS guideline: Decision based on MTUS ACOEM Page(s): 210.  Decision based on 

Non-MTUS Citation Shoulder: Surgery for rotator cuff repair 

 

Decision rationale: The California MTUS guidelines provide a general recommendation for 

rotator cuff surgery. For partial thickness rotator cuff tears and small full thickness tears 

presenting primarily as impingement, surgery is reserved for cases failed conservative therapy 

for 3 months. 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, and positive imaging 

evidence of rotator cuff deficit.Guideline criteria have not been met. This patient presents with 

imaging evidence of a small full thickness rotator cuff tear without atrophy or retraction. There is 

no documentation of a pain or functional assessment. There is limited documentation of clinical 

findings with one report of positive impingement testing, and noted loss of range of motion. 

Detailed evidence of up to 3 months of a recent, reasonable and/or comprehensive non-operative 

treatment protocol trial (to the right shoulder) and failure has not been submitted. Therefore, this 

request is not medically necessary at this time. 

 


