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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to a physician reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. The physician 

reviewer is Board Certified in Internal Medicine and is licensed to practice in California. 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 physician 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/services. He/she is familiar with governing 

laws and regulations, including the strength of evidence hierarchy that applies to Independent 

Medical Review determinations. 

 

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 patient is a 60-year-old male who reported a work-related injury on 05/27/2011, specific 

mechanism of injury not stated. The clinical note dated 08/09/2013 reports the patient presents 

for treatment of the following diagnoses: postoperative right shoulder rotator cuff tear performed 

in 06/2013. The provider documents the patient is presenting with complaints of constant severe 

pain that was described as aching, sharp, throbbing, and pressure. The pain was aggravated by 

lifting, per the patient. The provider documented upon exam of the patient's right shoulder, there 

were +4 spasms and tenderness to the right upper shoulder muscles and right rotator cuff 

muscles.  Codman's test was positive on the right, Speed's test was positive, and supraspinatus 

test was pos. The provider documented the patient feels the pain on the right shoulder has 

increased status postoperatively. The patient is utilizing pain medication and the patient was 

released for postoperative conservative care, indicative of 12 physical therapy sessions. The 

provider recommended ordering a portable cold heat device the reduce inflammation and pain to 

the patient's right shoulder. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

CTU Wrap purchase:  Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation Shoulder Complaints. ACEOM Occupational 



Medicine Practice Guidelines, 2nd Ed (2008 Revision) Pages 555-556 and ODG Shoulder 

(updated 06/12/13). 

 

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

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

 

Decision rationale: The clinical notes evidence the patient was presenting postoperatively to a 

rotator cuff repair performed in mid-07/2013 clinical note dated 08/09/2013 reported the patient 

was presenting with a significant increase in pain complaints about the shoulder. The provider 

recommended the patient utilize a continuous-flow cryotherapy unit. The current request is for 

14 days. However, Official Disability Guidelines support continuous-flow cryotherapy as an 

option after surgery, but not for nonsurgical treatment. Postoperative use is generally up to 7 

days. Given all the above, the request for CTU wrap - purchase is not medically necessary or 

appropriate. 

 

Cold therapy rental 14 days:  Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation MTUS 2009: 9792.23.2 Shoulder Complaints. 

ACEOM Occupational Medicine Practice Guidelines, 2nd Ed (2008 Revision) Pages 555-556 

and ODG Shoulder (updated 06/12/13).  . 

 

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

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

 

Decision rationale: The clinical notes evidence the patient was presenting postoperatively to a 

rotator cuff repair performed in mid-07/2013 clinical note dated 08/09/2013 reported the patient 

was presenting with a significant increase in pain complaints about the shoulder. The provider 

recommended the patient utilize a continuous-flow cryotherapy unit. The current request is for 

14 days. However, Official Disability Guidelines support continuous-flow cryotherapy as an 

option after surgery, but not for nonsurgical treatment.  Postoperative use is generally up to 7 

days. Given all the above, the request for cold therapy - rental 14 days is not medically necessary 

or appropriate 

 

 

 

 


