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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 

Nevada. 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: 

 

Patient is a 47-year-old female with a 10/16/12 date of injury to her spine and left shoulder when 

the car which was driving struck a large post and she struck the hinge pillar.05/07/14 follow-up 

evaluation report states that the physical examination of the left shoulder reveals positive type I 

and type II impingement tests, isolated supraspinatus and tenderness over the AC joint.  Backed 

by the MRI finding of partial thickness rotator cuff tear of the supraspinatus tendon,  

submitted a request for left shoulder arthroscopy, subacromial decompression and distal clavicle 

resection with evaluation of the rotator cuff.The review of the prior determination dated 06/09/14 

states the following: "per UR nursing note, left shoulder arthroscopy subacromial decompression 

with possible distal clavicle has been authorized". The request is for cold therapy unit left 

shoulder. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Cold Therapy Unit Left Shoulder.:  Upheld 

 

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

Complaints.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Medical Treatment Guidelines, ODG Shoulder Chapter, Continuous-flow cryotherapy. 

 



MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints 

Page(s): 299, 308..  Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Shoulder Chapter and Knee Chapter, Continuous-Flow Cryotherapy. 

 

Decision rationale: MTUS/ACOEM guidelines support local applications of cold in the acute 

phase and thereafter local applications of heat or cold. ODG states that continuous-flow 

cryotherapy is recommended for postoperative use up to 7 days, including home use.  The DWC 

Form IMR dated 06/23/14 states a request for "Cold Therapy Unit Left Shoulder". However, the 

provided RFA for shoulder arthroscopy, dated 05/09/14, states the request for "Cold unit: 

purchase or 7day rental." The guidelines do not support the request for cold therapy unit as it was 

stated in the IMR form, since it assumes acquisition of the unit, as opposed to a temporary use 

limited to 7 days. Therefore, it is not recommended as medically necessary. 

 




