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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 63 year old male, who sustained an industrial injury on 10/7/2008. He
reported right shoulder pain. The injured worker was diagnosed as having diabetes, status post
bypass, right shoulder massive rotator cuff tendon tear involving the supraspinatus and
infraspinatus tendons, and right shoulder traumatic arthritis. Treatment to date has included
medications. The request is for right shoulder total arthroplasty, Norco, Percocet, Physical
therapy, and pre-operative medical clearance, labs, electrocardiogram, and chest X-ray. On
6/3/2015, he reported increasing right shoulder pain with loss of function. He reported increasing
his use of Norco to 3 tablets daily. He rated his pain at rest 3/10, with activity 7/10. He indicated
this is now affecting his activities of daily living. The treatment plan included: Norco and right
shoulder replacement surgery. On 4/8/2015, he complained of continued right shoulder pain. He
rated the pain a 3/10 at rest and 5/10 with activity. Physical examination revealed right shoulder
range of motion as: forward elevation 85 degrees, external rotation 30 degrees, and internal
rotation to L5. Rotator cuff strength is noted as 4/5. The treatment plan included: Norco and
right shoulder total arthroplasty. Exam note 6/3/15 demonstrate functioning deltoid with
moderate atrophy of the shoulder. The records do not indicate results of completed diagnostic
testing or imaging, and those results are not available for this review. The records are unclear
regarding previous treatments tried and failed for the right shoulder.

IMR ISSUES, DECISIONS AND RATIONALES




The Final Determination was based on decisions for the disputed items/services set forth below:
Right shoulder total shoulder arthroplasty: 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: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG)
Shoulder, Arthroplasty.

Decision rationale: CA MTUS/ACOEM is silent on this issue of shoulder replacement.
According to the ODG Shoulder section, arthroplasty, the most common indication for total
shoulder arthroplasty is osteoarthritis, but for hemiarthroplasty, it is acute fracture. There was a
high rate of satisfactory or excellent results after total shoulder arthroplasty for osteoarthritis,

but hemiarthroplasty offered less satisfactory results, most likely related to the use of this
procedure for trauma. Shoulder arthroplasty is indicated for glenohumeral and acromioclavicular
osteoarthritis with severe pain with positive radiographic findings and failure of 6 months of
conservative care. In this case there is insufficient evidence in the exam note of 6/3/15 of failure
of 6 months of conservative care. Therefore the request is not medically necessary.

Norco 10/325mg #90: 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 Chronic Pain Treatment Guidelines
Opioids Page(s): 80.

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

Percocet #60: 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 Chronic Pain Treatment Guidelines Opioids
Page(s): 80.

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

Associated surgical service: Twelve physical therapy sessions 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 (ODG).

MAXIMUS guideline: Decision based on MTUS Postsurgical Treatment Guidelines Page(s): s
26-27.

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

Preoperative medical clearance: 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: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines, Low Back, Preoperative
testing.

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

Preoperative EKG: 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: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines, Low Back, Preoperative
testing.

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

Preoperative CXR (chest X-ray): 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: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines, Low Back, Preoperative
testing.

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



