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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: Texas, California 

Certification(s)/Specialty: Family Practice 
 
 

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 is a 40 year old female patient who sustained an industrial injury on 4-11-2015. She 

sustained the injury due to tripping over the edge of bed frame. Diagnosis includes right shoulder 

bursitis. Per the Physician notes from the orthopedic surgeon dated 7-28-2015 she had 

complaints of right shoulder pain. She had temporarily relief to the right shoulder with prior 

injection. The physical examination of the right shoulder revealed range of motion- forward 

flexion 0 to 170, external rotation 0 to 40 degrees and internal rotation up to T12 and positive 

Hawkins sign for impingement. The medications list includes ibuprofen and cyclobenzaprine. 

She has had right shoulder MRI dated 6/3/2015 which revealed supraspinatus and infraspinatus 

tendinosis without rotator cuff tear. She has had physical therapy and right shoulder injections 

for this injury. Patient was authorized for right shoulder arthroscopic surgery. Recommendations 

include surgical intervention with post-operative physical therapy and follow up in four weeks. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
Deep vein thrombosis (DVT): prophylactic compression cuffs: Upheld 



Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Shoulder chapter 

updated 8/6/15. 

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

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

Shoulder (updated 09/08/15) Venous thrombosis. 

 
Decision rationale: This device-compression cuffs has been prescribed for DVT prophylaxis. 

Per the cited guidelines: "Recommend monitoring risk of perioperative thromboembolic 

complications in both the acute and subacute postoperative periods for possible treatment, and 

identifying subjects who are at a high risk of developing venous thrombosis and providing 

prophylactic measures such as consideration for anticoagulation therapy. In the shoulder, risk is 

lower than in the knee and depends on: (1) invasiveness of the surgery (uncomplicated shoulder 

arthroscopy would be low risk but arthroplasty would be higher risk); (2) the postoperative 

immobilization period; & (3) use of central venous catheters. Upper extremity deep vein 

thrombosis (UEDVT) may go undetected since the problem is generally asymptomatic. The 

incidence of UEDVT is much less than that of the lower extremity DVT possibly because: (a) 

fewer, smaller valves are present in the veins of the upper extremity, (b) bedridden patients 

generally have less cessation of arm movements as compared to leg movements, (c) less 

hydrostatic pressure in the arms, & (d) increased fibrinolytic activity that has been seen in the 

endothelium of the upper arm as compared to the lower arm. It is recommended to treat patients 

of asymptomatic mild UEDVT with anticoagulation alone and patients of severe or extensive 

UEDVT with motorized mechanical devices in conjunction with pharmacological thrombolysis, 

without delay beyond 10-14 days". Patient has been authorized for right shoulder arthroscopic 

surgery. Evidence that the patient was at a very high risk for deep vein thrombosis in the bilateral 

arms, is not specified in the records provided. Rationale for not using anticoagulation therapy 

alone for DVT prophylaxis is not specified in the records provided. The request for Deep vein 

thrombosis (DVT): prophylactic compression cuffs are not medically necessary or established 

for this patient. 

 
Q-Tech cold therapy unit rental: Overturned 

 
Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Shoulder chapter. 

Official Disability Guidelines, Knee chapter. 

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

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

Shoulder (updated 09/08/15)Continuous-flow cryotherapy Chapter: Knee & Leg (updated 

07/10/15)Continuous-flow cryotherapy. 

 
Decision rationale: Per the cited guidelines continuous flow cryotherapy/cold therapy unit is 

"Recommended as an option after surgery, but not for nonsurgical treatment. Postoperative use 

generally may be up to 7 days, including home use". In addition per the cited guidelines "As 

the cryotherapy apparatus is fairly inexpensive, easy to use, has a high level of patient 

satisfaction, and is rarely associated with adverse events, we believe that cryotherapy is



justified in the postoperative management...." The cited guidelines recommend a cold therapy 

unit as an option, for a short period of time, for post operative use after shoulder surgeries. 

Patient has been approved for right shoulder surgery. The request of Q-Tech cold therapy unit 

rental is medically necessary and appropriate for this patient. 


