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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 Orthopedic Surgery and is licensed to practice in Pennsylvania. 
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 claimant is a 54 year old female who dislocated her right shoulder as a result of a fall on 
01/10/14.  The clinical reports provided for review include the imaging report of a CT scan of the 
right shoulder showing no evidence of fracture, dislocation or subluxation of the bone dated 
04/28/14.  There was Type II changes at the acromioclavicular joint with impingement of the 
supraspinatus tendon with inflammation noted.  There was an irregular appearance of the inferior 
and posterior labrum.  There was no full thickness rotator cuff pathology noted.  The progress 
report of 05/16/14 describes continued right shoulder complaints with no physical examination 
being performed.  Documentation of failed conservative care since the time of the dislocation has 
included physical therapy, medication management, and immobilization. This request is for 
surgery to include an arthroscopy, subacromial decompression, labral and rotator cuff surgery as 
indicated. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

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

Right shoulder diagnostic Arthroscopy & Surgery, Subacromial Decompression (SAD) & 
tissue Repair Labrum or Rotator Cuff, as indicated and able: Upheld 

 
Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder 
Complaints Page(s): 209-211. 



MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder Complaints 
Page(s): 210-211. 

 
Decision rationale: Based on California ACOEM Guidelines, the request for right shoulder 
diagnostic arthroscopy and surgery, subacromial decompression (SAD) & tissue repair labrum or 
rotator cuff is not recommended as medically necessary.  The medical records document that the 
claimant remains symptomatic with continued complaints of pain, but the physical examination 
findings fail to document any positive findings, nor is there indication of previous conservative 
care to include injection therapy.  ACOEM Guidelines recommend surgery for impingement 
after three to six months of conservative care with injections fail to resolve symptoms.  It should 
be noted that there is also no indication of labral or rotator cuff pathology on imaging for review. 

 
Shoulder Sling with 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): 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) Treatment in 
Worker's Comp, 18th Edition, 2013 Updates: shoulder procedure -Postoperative abduction 
pillow slingRecommended as an option following open repair of large and massive rotator cuff 
tears. The sling/abduction pillow keeps the arm in a position that takes tension off the repaired 
tendon. Abduction pillows for large and massive tears may decrease tendon contact to the 
prepared sulcus but are not used for arthroscopic repairs. (Ticker, 2008). 

 
Decision rationale: The request for right shoulder diagnostic arthroscopy and surgery, 
subacromial decompression (SAD) & tissue repair labrum or rotator cuff is not recommended as 
medically necessary.  Therefore, the request for shoulder sling with abductor pillow is also not 
medically necessary. 

 
Cold Therapy Unit: 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): Cold 
Unit Therapy. 

 
MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder Complaints 
Page(s): 201-205, 555-556.  Decision based on Non-MTUS Citation Official Disability 
Guidelines (ODG) Treatment in Worker's Comp, 18th Edition, 2013 Updates: shoulder 
procedure -Continuous-flow cryotherapyRecommended as an option after surgery, but not for 
nonsurgical treatment. Postoperative use generally may be up to 7 days, including home use. In 
the postoperative setting, continuous-flow cryotherapy units have been proven to decrease pain, 
inflammation, swelling, and narcotic usage; however, the effect on more frequently treated acute 
injuries (eg, muscle strains and contusions) has not been fully evaluated. Continuous-flow 
cryotherapy units provide regulated temperatures through use of power to circulate ice water in 



the cooling packs. Complications related to cryotherapy (i.e, frostbite) are extremely rare but can 
be devastating. (Hubbard, 2004) (Osbahr, 2002) (Singh, 2001) See the Knee Chapter for more 
information and references. 

 
Decision rationale: The request for right shoulder diagnostic arthroscopy and surgery, 
subacromial decompression (SAD) & tissue repair labrum or rotator cuff is not recommended as 
medically necessary.  The request for a cold therapy unit is also not medically necessary. 

 
Pain Pump: 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; Post-operative Pain Pump. 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Treatment in 
Worker's Comp, 18th Edition, 2013 Updates: shoulder procedure -Postoperative pain pump. 

 
Decision rationale: The request for right shoulder diagnostic arthroscopy and surgery, 
subacromial decompression (SAD) & tissue repair labrum or rotator cuff is not recommended as 
medically necessary.  Therefore, the request for a pain pump is also not medically necessary. 
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