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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 Physical Medicine and Rehabilitation 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:

This 60 year-old male sustained an injury on 12/29/10 while employed by |
URGENT requests under consideration include cold therapy for purchase and external pain
pump for purchase. The patient is s/p right shoulder arthroscopy for labral repair on 2/19/14.
Requests were made prior to surgery. Report of 2/7/14 from |l noted patient was there
to discuss his pre-operative and post-operative surgical instructions. His symptoms have not
changed since last visit. Under objective findings, it was written "l returns continued
complaints of pain in right shoulder. He has severe pain in the subacromial space, as well as
severe pain over the acromioclavicular joint." Treatment included patient was scheduled for
shoulder arthroscopy with synovectomy, acromioplasty, and Mumford distal clavicle resection,
and probably labral repair and resection of cyst. Shoulder CPM, cold therapy unit, pain pump,
and shoulder immobilizer were requested for post-operative recovery. Report of 2/21/14 from

has diagnoses of rotator cuff tear; impingement syndrome of shoulder and
osteoarthritis of shoulder. Patient to remain off work until 4/6/14. Urgent requests were non-
certified on 2/18/14 citing guidelines criteria and lack of medical necessity.

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

URGENT COLD THERAPY FOR PURCHASE: Upheld




Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation ODG Shoulder Chapter, Continuous-flow
cryotherapy

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Shoulder-
Continuous-flow cryotherapy

Decision rationale: This 60 year-old male sustained an injury on 12/29/10 while employed by
B  URGENT requests under consideration include cold therapy for purchase and
external pain pump for purchase. Report of 2/7/14 from il noted patient was there to
discuss his pre-operative and post-operative surgical instructions. His symptoms have not
changed since last visit. Under objective findings, it was written "l returns continued
complaints of pain in right shoulder. He has severe pain in the subacromial space, as well as
severe pain over the acromioclavicular joint." Treatment included patient was scheduled for
shoulder arthroscopy with synovectomy, acromioplasty, and Mumford distal clavicle resection,
and probably labral repair and resection of cyst done on 2/19/14. Shoulder CPM, cold therapy
unit, pain pump, and shoulder immobilizer were requested for post-operative recovery. MTUS
Guidelines is silent on specific use of cold compression therapy with pad and wrap, but does
recommend standard cold pack for post exercise. ODG Guidelines specifically addresses the
short-term benefit of cryotherapy post knee surgery; however, limits the use for 7-day post-
operative period as efficacy has not been proven after. Submitted reports have not demonstrated
medical necessity outside guidelines criteria. The URGENT cold therapy for purchase is not
medically necessary and appropriate.

URGENT EXTERNAL PAIN PUMP FOR PURCHASE: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation ODG Pain Chapter, Implantable drug-delivery
systems (IDDSSs)

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Shoulder-
Postoperative pain pump

Decision rationale: This 60 year-old male sustained an injury on 12/29/10 while employed by
B  URGENT requests under consideration include cold therapy for purchase and
external pain pump for purchase. Report of 2/7/14 from ] noted patient was there to
discuss his pre-operative and post-operative surgical instructions. His symptoms have not
changed since last visit. Under objective findings, it was written |l returns continued
complaints of pain in right shoulder. He has severe pain in the subacromial space, as well as
severe pain over the acromioclavicular joint." Treatment included patient was scheduled for
shoulder arthroscopy with synovectomy, acromioplasty, and Mumford distal clavicle resection,
and probably labral repair and resection of cyst done on 2/19/14. Shoulder CPM, cold therapy
unit, pain pump, and shoulder immobilizer were requested for post-operative recovery. Per
ODG, the post-operative pain pump was intended to help considerably with postoperative



discomfort, and is removed by the patient or their family 2 or 3 days after surgery; however,
there is insufficient evidence to conclude that direct infusion is as effective as or more effective
than conventional pre- or postoperative pain control using oral, intramuscular or intravenous
measures. Submitted reports have not demonstrated indication outside the guidelines criteria.
The URGENT external pain pump for purchase is not medically necessary and appropriate.





