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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 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: 

 

The patient is a 63 year old male with an injury date of 06/30/08.  The 09/12/14 report by  

 states that the patient presents with right shoulder pain rated 8/10.  The patient is 

temporarily totally disabled.    Examination shows decreased range of motion of the right 

shoulder along with tenderness to palpation in the following areas:   Surpasinatus-severe; Greater 

tuberosity-moderate, Biceps tendon-mild, AC joint-moderate along with positive subacromial 

tenderness.  The following tests are positive for the right shoulder: AC joint compression, 

Impingement I, II and III.  The patient's diagnosis is MRI scan (07/28/14) confirmed right 

shoulder impingement syndrome. The utilization review being challenged is dated 10/16/14.  The 

rationale is that there is lack of adequate documentation.  Reports were provided from 02/16/14 

to 09/26/14. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Cold therapy unit:  Upheld 

 

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

Complaints.   

 



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

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

Chapter, Continuous-flow cryotherapy 

 

Decision rationale: The patient presents with right shoulder pain rated 8/10 with a diagnosis of 

MRI confirmed right shoulder impingement syndrome.  The treating physician requests for cold 

therapy unit. "ODG Knee & Shoulder Chapter, Continuous-flow cryotherapy, states post-

operative use may be up to 7 days including home use." The 09/12/14 report states the patient is 

an excellent candidate for right shoulder arthroscopic evaluation, subacromial decompression 

and possible distal clavicle resection.   Authorization for this surgery is requested and it is stated 

that three months of recovery will be required following surgery.   The treater states that a 

Coolcare Cold Therapy Unit is requested post-operatively along with a Continuous Passive 

Motion Device and a Surgi-stim unit to allow for an earlier return to activities of daily living and 

facilitate post-operative rehabilitation.   In this case, the unit is intended for post-surgical use and 

continuous flow-cryotherapy is recommended by ODG.  However, the treater's request is 

indeterminate and only up to 7 days is allowed per guidelines.  Treatment is not medically 

necessary and appropriate. 

 




