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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, Oregon, Washington 

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, female who sustained a work related injury on 9/8/08. She 

had trauma from repetitive work duties. The diagnoses have included right shoulder internal 

derangement, right elbow strain and bilateral wrist/hand surgery. The treatments have included 

surgery to right hand/wrist, physical therapy, oral medications, use of wrist splint and diagnostic 

imaging studies. In the PR-2 dated 4/8/15, the injured worker complains of right shoulder, right 

elbow and bilateral wrist/hand pain. The treatment plan includes requests for right shoulder 

surgery, shockwave therapy to right shoulder and consultations to pain medicine, psychological 

and orthopedist physicians. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Arthroscopy Subacromial Decompression for the Right Shoulder: Upheld 

 

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

Complaints Page(s): 209-211. Decision based on Non-MTUS Citation Official Disability 

Guidelines, Surgery for impingement syndrome. 



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

Page(s): 209-210. 

 

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. The ODG shoulder section, acromioplasty surgery 

recommends 3-6 months of conservative care plus a painful arc of motion from 90-130 degrees 

that is not present in the submitted clinical information from 11/8/14 and 4/8/15. 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 the exam note from 11/18/14 does not demonstrate evidence 

satisfying the above criteria notably the relief with anesthetic injection. There is no report of any 

imaging study. Therefore the determination is not medically necessary. 

 

Electric Shockwave Therapy once a week for four weeks for the right 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, Shoulder, 

Shockwave Therapy. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) elbow section, 

extracorporeal shockwave therapy. 

 

Decision rationale: CA MTUS/ACOEM is silent on the issue of shockwave therapy for the 

elbow. Per the ODG elbow section, extracorporeal shockwave therapy, ESWT is not 

recommended. As the guidelines do not recommend ESWT, therefore determination is not 

medically necessary. 

 

Pain Management Consultation: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation American College of Occupational and 

Environmental Medicine, Chapter 6, pg 127, 156; Official Disability Guidelines, Pain, Office 

Visits. 

 

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

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

Management Consultation. 

 

Decision rationale: "Criteria for the general use of multidisciplinary pain management 

programs: Outpatient pain rehabilitation programs may be considered medically necessary in the 

following circumstances: (1) The patient has a chronic pain syndrome, with evidence of loss of 

function that persists beyond three months and has evidence of three or more of the following: 

(a) Excessive dependence on health-care providers, spouse, or family; (b) Secondary physical 

deconditioning due to disuse and/or fear-avoidance of physical activity due to pain; (c) 



Withdrawal from social activities or normal contact with others, including work, recreation, or 

other social contacts; (d) Failure to restore pre-injury function after a period of disability such 

that the physical capacity is insufficient to pursue work, family, or recreational needs; (e) 

Development of psychosocial sequelae that limits function or recovery after the initial incident, 

including anxiety, fear-avoidance, depression, sleep disorders, or nonorganic illness behaviors 

(with a reasonable probability to respond to treatment intervention); (f) The diagnosis is not 

primarily a personality disorder or psychological condition without a physical component; (g) 

There is evidence of continued use of prescription pain medications (particularly those that may 

result in tolerance, dependence or abuse) without evidence of improvement in pain or function. 

(2) Previous methods of treating chronic pain have been unsuccessful and there is an absence of 

other options likely to result in significant clinical improvement. (3) An adequate and thorough 

multidisciplinary evaluation has been made. This should include pertinent validated diagnostic 

testing that addresses the following: (a) A physical exam that rules out conditions that require 

treatment prior to initiating the program. All diagnostic procedures necessary to rule out 

treatable pathology, including imaging studies and invasive injections (used for diagnosis), 

should be completed prior to considering a patient a candidate for a program. The exception is 

diagnostic procedures that were repeatedly requested and not authorized. Although the primary 

emphasis is on the work-related injury, underlying non-work related pathology that contributes 

to pain and decreased function may need to be addressed and treated by a primary care physician 

prior to or coincident to starting treatment; (b) Evidence of a screening evaluation should be 

provided when addiction is present or strongly suspected; (c) Psychological testing using a 

validated instrument to identify pertinent areas that need to be addressed in the program 

(including but not limited to mood disorder, sleep disorder, relationship dysfunction, distorted 

beliefs about pain and disability, coping skills and/or locus of control regarding pain and medical 

care) or diagnoses that would better be addressed using other treatment should be performed; (d) 

An evaluation of social and vocational issues that require assessment." As the provided medical 

documentation does not show that the patient in this case applies to the above quoted ODG 

criteria the recommendation is not medically necessary. 

 

Psyche Consultation: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Psychological Consult and Treatment Page(s): 100-101. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 15 Stress Related 

Conditions Page(s): 398. 

 

Decision rationale: CA MTUS/ACOEM guideline Chapter 15, Stress Related Conditions, page 

398, states, "it is recognized that primary care physicians and other non-psychological specialists 

commonly deal with and try to treat psychiatric conditions. It is recommended that serious 

conditions such as severe depression and schizophrenia be referred to a specialist, while 

common psychiatric conditions, such as mild depression, be referred to a specialist after 

symptoms continue for more than six to eight weeks." In this case the exam note from 11/18/14 

does not demonstrate evidence of severe depression or schizophrenia to warrant specialist 

referral. Therefore the determination is not medically necessary. 



Orthopedic Consultation for the right shoulder: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation American College of Occupational and 

Environmental Medicine, Chapter 6, pg 127, 156; Official Disability Guidelines, Pain, Office 

Visits. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 3 Initial Approaches to 

Treatment Page(s): 127. 

 

Decision rationale: According to the CA MTUS/ACOEM, page 79, "Under the optimal system, 

a clinician acts as the primary case manager. The clinician provides appropriate medical 

evaluation and treatment and adheres to a conservative evidence-based treatment approach that 

limits excessive physical medicine usage and referral." Per the CA MTUS ACOEM 2004, 

Chapter 3, page 127 states the occupational health practitioner may refer to other specialists if a 

diagnosis is uncertain or extremely complex, when psychosocial facts are present, or when the 

plan or course of care may benefit from additional expertise. In this case the records cited does 

not demonstrate any objective evidence or failure of conservative care to warrant a specialist 

referral. Therefore the determination is not medically necessary. 

 

Orthopedic consultation for the bilateral wrists: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation American College of Occupational and 

Environmental Medicine, Chapter 6, pg 127, 156; Official Disability Guidelines, Pain, Office 

Visits. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 3 Initial Approaches to 

Treatment Page(s): 127. 

 

Decision rationale: According to the CA MTUS/ACOEM, page 79, "Under the optimal system, 

a clinician acts as the primary case manager. The clinician provides appropriate medical 

evaluation and treatment and adheres to a conservative evidence-based treatment approach that 

limits excessive physical medicine usage and referral." Per the CA MTUS ACOEM 2004, 

Chapter 3, page 127 states the occupational health practitioner may refer to other specialists if a 

diagnosis is uncertain or extremely complex, when psychosocial facts are present, or when the 

plan or course of care may benefit from additional expertise. In this case the records cited does 

not demonstrate any objective evidence or failure of conservative care to warrant a specialist 

referral. Therefore the determination is not medically necessary. 


