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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, Arizona 

Certification(s)/Specialty: Physical Medicine & Rehabilitation 

 

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 56-year-old male who reported injury on 08/23/2012.  Prior therapies 

included physical therapy and acupuncture.  The injured worker had an MRI, which was noted to 

show a rotator cuff tear.  The documentation of 08/18/2014 revealed the injured worker had 

continued persistent moderate left shoulder pain aggravated by attempted lifting, and reaching 

and pushing activities.  The range of motion of the left shoulder was decreased.  The injured 

worker had a positive Neer impingement, Hawkins impingement, and Jobe test on the left 

shoulder.  The injured worker had an anterior AC joint stress test and a positive anterior and 

posterior AC joint stress test.  The diagnoses included persistent symptomatic impingement 

syndrome and distal clavicle arthrosis, left shoulder.  The treatment plan included a surgical 

authorization for the left shoulder, consisting of an arthroscopic acromioplasty and distal clavicle 

resection, with a possible rotator cuff repair. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

SolarCare FIR heating system for the left shoulder:  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). 

 



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

Page(s): 201-205.   

 

Decision rationale: The American College of Occupational and Environmental Medicine 

indicates that at home local applications of cold during the first few days of an acute complaint 

are appropriate, then thereafter, heat application.  The clinical documentation submitted for 

review failed to provide the necessity for a SolarCare FIR heating system for the left shoulder.  

Given the above and the lack of documentation, the request for SolarCare FIR heating system for 

the left shoulder is not medically necessary.

 


