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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. The expert 

reviewer is Board Certified in Physical Medicine and Rehabilitation, and is licensed to practice 

in Texas. 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/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 42-year-old male who reported an injury on 05/21/2013 after performing a stunt, 

the patient reportedly injured his right shoulder. The patient underwent an MR arthrogram in 

06/2013 that revealed a full thickness tear of the supraspinatus involving approximately 30% of 

the tendon with moderate to severe degenerative changes of the acromioclavicular joint. The 

patient had persistent shoulder pain, tenderness, stiffness, and weakness that was recalcitrant to 

conservative treatments. Surgical intervention was recommended. The patient was scheduled for 

arthroscopic decompression, distal clavicle resection, and rotator cuff repair. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

COOLCARE COLD THERAPY UNIT: Upheld 

 

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

Complaints Page(s): 203.  Decision based on Non-MTUS Citation ODG, Shoulder Chapter. 

 

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, 

Continuous-Flow Cryotherapy. 

 

Decision rationale: The requested Coolcare cold therapy unit is not medically necessary or 

appropriate. Official Disability Guidelines recommend a continuous flow cryotherapy for up to 7 



days after surgical intervention in the postsurgical management of a patient's pain. As the patient 

has been scheduled for surgical intervention and would benefit from postsurgical management, a 

period of a 7 day rental would be supported. However, the request as it is written does not clearly 

identify duration of a rental period. As such, the requested Coolcare cold therapy unit is not 

medically necessary or appropriate. 

 

LARGE ABDUCTION PILLOW: 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) 

Guidelines; as well as ODG, Shoulder Chapter. 

 

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, 

Postoperative abduction pillow sling. 

 

Decision rationale: The requested large abduction pillow is not medically necessary or 

appropriate. Official Disability Guidelines do recommend the use of a large abduction pillow for 

postsurgical management of a large, massive open rotator cuff repair. The clinical documentation 

submitted for review indicates that the patient has undergone arthroscopic repair. Although a 

period of immobilization may be recommended for this type of surgery, the need for a large 

abduction pillow is not clearly established. As such, the requested large abduction pillow is not 

medically necessary or appropriate. 

 

CPM: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.  Decision based on Non-MTUS Citation ODG, Shoulder Chapter. 

 

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, 

Continuous Passive Motion (CPM). 

 

Decision rationale: The requested continuous passive motion machine is not medically 

necessary or appropriate. Official Disability Guidelines do not recommend the use of this type of 

equipment in the management of rotator cuff injuries. The clinical documentation submitted for 

review does not provide any evidence of exceptional factors to support the need to extend 

treatment beyond guideline recommendations. As such, the requested continuous passive motion 

unit is not medically necessary or appropriate. 

 

SURGI-STIM UNIT: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation ODG Guidelines (NMES devices). 

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines TENS, 

post-operative pain (transcutaneous electrical nerve stimulation) Page(s): 16.   

 

Decision rationale:  The requested surgical simulation unit is not medically necessary or 

appropriate. The California Medical Treatment Utilization Schedule does recommend a surgical 

stimulation unit in the postsurgical management of a patient for up to 30 days. Although a 30 day 

rental period may benefit this patient during the postsurgical management phase; the request as it 

is written does not clearly identify the duration of treatment requested. As such, the requested 

surgical stimulation unit is not medically necessary or appropriate. 

 


