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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 59 year old male, who sustained an industrial injury on 1-11-03. The
injured worker was diagnosed as having mild adhesive capsulitis, superimposed on 1.5cm rotator
cuff tear. The physical exam (5-11-15 through 6-4-15) revealed right shoulder flexion was 80
degrees, external rotation was 40 degrees and a positive Hawkins sign. Treatment to date has
included a right shoulder MRI on 5-14-15 showing a supraspinatus tendon full-thickness, partial
width tear and acupuncture and physical therapy with "temporary" relief and Advil. As of the
PR2 dated 8-11-15, the injured worker reports pain in his right shoulder that is worse at night and
radiates to his scapula and mid-arm. Objective findings include right shoulder abduction 160
degrees, forward flexion 160 degrees and external rotation 70 degrees. There is also a positive
Hawkins sign and tenderness in the subacromial area. The treating physician requested an
arthroscopy, right shoulder, subacromial decompression, rotator cuff repair, manipulation under
anesthesia as an outpatient, pre-operative medical clearance and post-operative physical therapy
X 18 sessions to the right shoulder. On 8-11-15 the treating physician requested a Utilization
Review for an arthroscopy, right shoulder, subacromial decompression, rotator cuff repair,
manipulation under anesthesia as an outpatient, pre-operative medical clearance and post-
operative physical therapy x 18 sessions to the right shoulder. The Utilization Review dated 8-
28-15, non-certified the request for an arthroscopy, right shoulder, subacromial decompression,
rotator cuff repair, manipulation under anesthesia as an outpatient, pre-operative medical
clearance and post-operative physical therapy x 18 sessions to the right shoulder.




IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

Arthroscopy, Right Shoulder, Subacromial Decompression, Rotator Cuff Repair:
Overturned

Claims Administrator guideline: Decision based on MTUS Shoulder Complaints 2004.
Decision based on Non-MTUS Citation Official Disability Guidelines, Shoulder (Acute &
Chronic).

MAXIMUS guideline: Decision based on MTUS Shoulder Complaints 2004, Section(s):
Surgical Considerations. 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, all the criteria above are satisfied for rotator cuff repair. The request is
in keeping with guideline recommendations and is medically necessary.

Associated Surgical Services: Manipulation under anesthesia, as outpatient: 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 (Acute
& Chronic), Manipulation under anesthesia.

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 surgery for adhesive capsulitis.
Per ODG shoulder section, the clinical course of this condition is self-limiting. There is
insufficient literature to support capsular distention, arthroscopic lysis of adhesions/capsular
release or manipulation under anesthesia (MUA). The requested procedure is not recommended
by the guidelines and therefore is not medically necessary.

Preoperative 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.

Decision rationale: CA MTUS/ACOEM is silent on the issue of preoperative clearance and
testing. ODG, Low back, Preoperative testing general, is utilized. This chapter states that
preoperative testing is guided by the patient's clinical history, comorbidities and physical
examination findings. ODG states, "These investigations can be helpful to stratify risk, direct
anesthetic choices, and guide postoperative management, but often are obtained because of
protocol rather than medical necessity. The decision to order preoperative tests should be
guided by the patient's clinical history, comorbidities and physical examination findings.
Patients with signs or symptoms of active cardiovascular disease should be evaluated with
appropriate testing, regardless of their preoperative status. Preoperative ECG in patients without
known risk factor for coronary artery disease, regardless of age, may not be necessary. CBC is
recommended for surgeries with large anticipated blood loss. Creatinine is recommended for
patient with renal failure. Electrocardiography is recommended for patients undergoing high
risk surgery and those undergoing intermediate risk surgery who have additional risk factors.
Patients undergoing low risk surgery do not require electrocardiography.” Based on the
information provided for review, there is no indication of any of these clinical scenarios present
in this case. In this case the patient is healthy without comorbidities or physical examination
findings concerning to warrant preoperative testing prior to the proposed surgical procedure.
Therefore the request is not medically necessary.

Post-operative Physical Therapy, Right Shoulder, 18 sessions: Upheld

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

MAXIMUS guideline: Decision based on MTUS Postsurgical Treatment 2009, Section(s):
Shoulder.

Decision rationale: Per the CA MTUS Post Surgical Treatment Guidelines, Shoulder, pages 26-
27 the recommended amount of postsurgical treatment visits allowable are: Sprained shoulder;
rotator cuff (ICD9 840; 840.4): Postsurgical treatment (RC repair/acromioplasty): 24 visits over
14 weeks. Postsurgical physical medicine treatment period: 6 months. The guidelines
recommend initial course of therapy to mean one half of the number of visits specified in the
general course of therapy for the specific surgery in the postsurgical physical medicine treatment
recommendations set forth in the guidelines. In this case, the request exceeds the initial
recommended number of visits and is therefore not medically necessary.



