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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 
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 48 year old female, who sustained an industrial injury on 11/9/2011. She 
reported right shoulder injury after an elevator door closed on her. The injured worker was 
diagnosed as having cervical disc disease, cervical radiculopathy, and right shoulder 
sprain/strain. Treatment to date has included medications, physical therapy, chiropractic 
treatment, rest, home exercise program, and magnetic resonance imaging. The request is for 
examination under anesthesia, manipulation under anesthesia, arthroscopic evaluation, 
arthroscopic capsular release and debridement, pre-operative medical clearance, supervised post- 
operative rehabilitative therapy, home continuous passive motion device for 45 days, shoulder 
immobilizer with abduction pillow, Surgi-stim unit for 90 days, and cool care cold therapy unit. 
On 1/21/2015, she complained of unchanged neck pain rated 6-7/10, which she reported to have 
radiation into the right shoulder and arm with associated numbness and tingling. She reported 
Norco and Flexeril to only take the edge off her pain. On 4/1/2015, she had continued right 
shoulder pain. The treatment plan included: cervical spine epidural steroid injection. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

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

Examination under anesthesia, manipulation under anesthesia, arthroscopic evaluation, 
arthroscopic capsular release and debridement: 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), Shoulder 
Chapter, Manipulation under anesthesia (MUA). 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation ODG Shoulder section, surgery for adhesive capsulitis. 

 
Decision rationale: CA MTUS/ACOEM Guidelines are silent on the issue of surgery for 
adhesive capsulitis. According to the ODG Shoulder section, surgery for adhesive capsulitis: 
Under study. The clinical course of this condition is considered self-limiting, and conservative 
treatment (physical therapy and NSAIDs) is a good long-term treatment regimen for adhesive 
capsulitis, but there is some evidence to support arthroscopic release of adhesions for cases 
failing conservative treatment. The guidelines recommend an attempt of 3-6 months of 
conservative therapy prior to contemplation of manipulation and when range of motion remains 
restricted (abduction less than 90 degrees). In this case, there is insufficient evidence of failure of 
conservative management in the notes submitted from 1/21/15. Until a conservative course of 
management has been properly documented, the request 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 base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low Back 
Preoperative testing. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Supervised post-operative rehabilitative therapy; twelve (12) sessions (3x4): 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: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
 
Associated surgical service: Home continuous passive motion (CPM) device; for an initial 
period of 45 days: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 
for its decision. 



 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Shoulder, CPM. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Associated surgical service: Shoulder immobilizer with abduction pillow: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 
for its decision. 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Shoulder, 
Abduction pillow. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Associated surgical service: Surgi-stim unit; for an initial period of 90 days: 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: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 

 
Coolcare cold therapy unit: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 
for its decision. 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Shoulder 
Continuous Flow Cryotherapy. 

 
Decision rationale: Since the primary procedure is not medically necessary, none of the 
associated services are medically necessary. 
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