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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: Minnesota, Florida 

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 50-year-old male, with a reported date of injury of 05-28-2014. The 

diagnoses include status post right shoulder dislocation and relocation and severe adhesive 

capsulitis of the right shoulder and SLAP (superior labral anterior and posterior) tear. The 

progress report dated 09-29-2015 indicates that the injured worker was seen for orthopedic re- 

evaluation. He had ongoing complaints of right shoulder pain, stiffness, and weakness (08-18- 

2015 and 09-29-2015). It was noted that a specialist has recommended surgery (shoulder 

arthroscopic acromioplasty with distal clavicle resection and possible labral debridement versus 

repair, including pre and postoperative necessities). The injured worker's rating of the pain was 

not indicated. The objective findings documented by the specialist include active and passive 

forward flexion of the right shoulder was to 150 degrees; abduction in external rotation of the 

right shoulder was to 150 degrees; external rotation of the right shoulder was to 60 degrees; a 

positive apprehension test; and weakness shown when testing the supraspinatus tendon against 

resistance. It was noted that the injured worker remained temporarily totally disabled. 

Utilization review certified the surgery but non-certified the CPM and modified the cold therapy 

unit request. The diagnostic studies to date have not been included in the medical records 

provided. Treatments and evaluation to date have included Norco. The treating physician 

requested post-operative continuous passive motion machine for fourteen days for the right 

shoulder and post-operative cold therapy unit with compression for fourteen days for the right 

shoulder for pain control postoperatively. On 10-15-2015, Utilization Review (UR) non-

certified the request for post-operative continuous passive motion machine for fourteen days for  



the right shoulder and post-operative cold therapy unit with compression for fourteen days 

for the right shoulder. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
Post-Op CPM 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 (ODG). 

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

Decision based on Non-MTUS Citation ODG: Section: Shoulder, Topic: Continuous passive 

motion. 

 
Decision rationale: With regard to the request for continuous passive motion, ODG guidelines 

are used. The guidelines do not recommend using continuous passive motion after rotator cuff 

surgery. Considering the good range of motion preoperatively, and the Consultant's diagnosis of 

traumatic impingement syndrome, distal clavicle arthrosis, partial thickness rotator cuff tear and 

superior labral tear, the medical necessity of the requested postoperative continuous passive 

motion machine has not been substantiated. 

 
Post-Op Cold Therapy Unit with Compression for 14 Days for The Right Shoulder: 
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). 

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

Decision based on Non-MTUS Citation ODG: Section: Shoulder, Topic: Continuous flow 

cryotherapy. 

 
Decision rationale: With regard to the request for continuous flow cryotherapy, ODG guidelines 

are used. The guidelines recommend continuous-flow cryotherapy as an option after shoulder 

surgery for 7 days. It reduces pain, swelling, inflammation, and the need for narcotics after 

surgery. Use beyond 7 days is not recommended. The request as stated is for a 14 day rental 

which is not supported. As such, the medical necessity of the request has not been substantiated. 


