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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, has a subspecialty in 

Interventional Spine 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 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: 

 

This case involves a 34-year-old female with a 4/24/2008 industrial injury claim. She has been 

diagnosed with osteoarthritis in the left shoulder joint. According to the 10/9/13 orthopedic 

report from , the patient presents for pre-operative surgical instructions for a left 

shoulder hemiarthroplasty. She has pain rated 7/10, and weakness with left shoulder external 

rotation. On 12/12/13, the utilization review (UR) modified a cold therapy unit purchase, to 

allow a 7-day rental; and denied a post-operative pain pump and continuous passive motino 

(CPM) machine times thirty (30) day rental. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

COLD THERAPY UNIT (CTU) PURCHASE:  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), KNEE 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: According to the 10/9/13 orthopedic report, the patient presents for pre-

operative surgical instructions for a left shoulder hemiarthroplasty. The Official Disability 

Guidelines indicate that cold therapy units for the shoulder are "Recommended as an option after 

surgery, but not for nonsurgical treatment. Postoperative use generally may be up to 7 days, 

including home use" The utilization review (UR) decision for a 7-day rental is in accordance 

with the guidelines. The guidelines do not recommend use of the cold therapy unit longer than 

the 7-days already approved, so the purchase of the unit does not appear to be in accordance with 

the guideline recommendations. 

 

POSTOPERATIVE PAIN PUMP PURCHASE:  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), SHOULDER CHAPTER (ACUTE AND CHRONIC), PROCEDURE SUMMARY-

SHOULDER, PROCEDURE TOPIC-POSTOPERATIVE PAIN PUMPS. 

 

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 (ONLINE), POSTOPERATIVE PAIN PUMP. 

 

Decision rationale: According to the 10/9/13 orthopedic report, the patient presents for pre-

operative surgical instructions for a left shoulder hemiarthroplasty. The Official Disability 

Guidelines indicate that postoperative pain pumps for the shoulder are not recommended. The 

request is not in accordance with ODG guidelines. 

 

THIRTY (30) DAY RENTAL OF A CONTINUOUS PASSIVE MOTION (CPM) 

MACHINE:  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); ODG-

TWC GUIDELINES, SHOULDER CHAPTER (ONLINE), CONTINUOUS PASSIVE 

MOTION (CPM). 

 

Decision rationale: According to the 10/9/13 orthopedic report, the patient presents for pre-

operative surgical instructions for a left shoulder hemiarthroplasty. The patient had been 

diagnosed with left shoulder osteoarthritis. The Official Disability Guidelines indicate that 

continuous passive motion (CPM) units are recommended for adhesive capsulitis, but not rotator 

cuff problems. The patient is not reported to have adhesive capulitis, and the physician has not 

reported the shoulder range of motion. The request for the CPM unit without documentation of 

adhesive capsulitis or decreased range of motion, is not in accordance with the guidelines. 

 




