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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: Orthopedic Surgery

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 54 year old male, who sustained a work related injury on 12/3/12. The
diagnoses have included right shoulder rotator cuff tear, right shoulder impingement/bursitis and
right biceps tendon tear. Treatments to date have included MRI right shoulder and activity
modifications. In the Agreed Medical Evaluation dated 11/11/14, the injured worker complains
of right shoulder, right leg, low back and left big toe pain. .Exam note 12/23/14 demonstrates
report of pain in the bilateral shoulder and right knee. Exam demonstrated flexion of 90 degrees,
extension of 60 degrees, 90 degrees of abduction and 45 degrees of external rotation.
Recommendation for right shoulder arthroscopy with rotator cuff repair, subacromial
decompression, distal clavicle resection and open biceps tenodesis. On 1/16/15, Utilization
Review non-certified requests for brace, boots and crutches. The ODG was cited. On 1/16/15,
Utilization Review modified a request for a cold therapy machine x 6 weeks to a cold therapy
machine for 7 days rental. The ODG was cited.

IMR ISSUES, DECISIONS AND RATIONALES

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

Cold Therapy Machine: 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 (Acute
and Chronic).

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

Decision rationale: CA MTUS/ACOEM is silent on the issue of shoulder cryotherapy.
According to ODG Shoulder Chapter, Continuous flow cryotherapy, it is recommended
immediately postoperatively for upwards of 7 days. In this case there the request is for an
unspecified amount of days. Therefore the determination is for non-certification.

DME: Brace, Boot, and Crutches: Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines, Knee and Leg, Durable
Medical Equipment.

Decision rationale: CA MTUS/ACOEM guidelines are silent on the issue of DME. Per the
ODG Knee and Leg section, Durable medical equipment, is generally defined as a device that
meets Medicare definition. The term DME is defined as equipment which: (1) Can withstand
repeated use, i.e., could normally be rented, and used by successive patients; (2) Is primarily
and customarily used to serve a medical purpose; (3) Generally is not useful to a person in the
absence of illness or injury; & (4) Is appropriate for use in a patient's home. In this case there is
lack of medical necessity for the use of the requested DME items of a brace, boot and crutches
There is no evidence from the exam note of 12/23/14 of objective criteria such as instability,
fracture or impairment in gait that meets medical necessity. Therefore the determination is for
non-certification.



