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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. 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/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

The Expert Reviewer has the following credentials: 

State(s) of Licensure: California 

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine 

 

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 injured worker is a 58 year old male, who sustained an industrial injury on April 14, 2014, 

incurring right shoulder injuries. He was diagnosed with rotator cuff syndrome and right 

shoulder sprain. Treatment included pain medications, anti-inflammatory drugs, proton pump 

inhibitor, chiropractic sessions, acupuncture therapy, shoulder injections and work restrictions. 

Currently, the injured worker complained of persistent right shoulder pain aggravated by 

activities such as reaching overhead, pulling, pushing and lifting. Magnetic Resonance Imaging 

of the right shoulder performed in January, 2105, revealed a partial thickness tear and anterior 

labral tear. He also complained of difficulty sleeping due to constant pain. Upon examination, 

there was noted tenderness and spasms over the right rotator cuff muscle and decreased range of 

motion of the right shoulder. The treatment plan that was requested for authorization included a 

cold compression unit with a shoulder wrap and set-up, 30 days rental. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Cold compression unit with shoulder wrap and set-up, 30 days rental: 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) Treatment 

Index, 11th Edition (web), 2014, Shoulder, Cold compression therapy. 



 

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

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

and Shoulder (Acute & Chronic), Continuous-flow cryotherapy. 

 

Decision rationale: The Official Disability Guidelines recommend continuous-flow cryotherapy 

as an option after surgery, but not for nonsurgical treatment. Postoperative use generally may be 

up to 7 days, including home use. However, the effect on more frequently treated acute injuries 

(eg, muscle strains and contusions) has not been fully evaluated. The available scientific 

literature is insufficient to document that the use of continuous-flow cooling systems (versus ice 

packs) is associated with a benefit beyond convenience and patient compliance. The request for 

cold compression unit with shoulder wrap and set-up, 30 days rental is not medically necessary. 


