
 

Case Number: CM14-0126622  

Date Assigned: 08/13/2014 Date of Injury:  09/28/2013 

Decision Date: 10/07/2014 UR Denial Date:  08/08/2014 

Priority:  Standard Application 

Received:  

08/11/2014 

 

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: 

 

The records presented for review indicate that this 56 year-old individual was reportedly injured 

on 3/28/2013. The mechanism of injury is not listed in these records reviewed. The most recent 

progress note, dated 4/10/2014, indicates that there are ongoing complaints of right shoulder 

pain. The physical examination demonstrated right shoulder: range of motion abduction 90, 

extension 40, and forward flexion 120, and external rotation 20, internal rotation at L1. Muscle 

strength right upper extremity 4/5. Positive Hawkins, positive impingement, and positive 

tenderness to palpation anterior lateral aspect of the shoulder. Diagnostic imaging studies include 

an MRI of the right shoulder dated 4/3/2014 which reveals postsurgical changes compatible with 

rotator cuff repair, tearing of the anterior and posterior supraspinatus, versus postsurgical 

changes. Postsurgical changes of the anterior labrum. Previous treatment includes right shoulder 

arthroscopy, physical therapy, steroid injection, medications, and conservative treatment. A 

request had been made for vacutherm pneumatic compression unit, DVT calf wrap and was not 

certified in the pre-authorization process on 8/8/2014. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

DME: Vascutherm Pneumatic Compression Unit X 30 Day Rental Per Request Dated 

6/3/14:  Upheld 

 



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

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

Procedure Summary 

 

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

Decision based on Non-MTUS Citation ODG -TWC/ODG Integrated Treatment/Disability 

Duration Guidelines; Shoulder (Acute & Chronic) - Continuous Flow Cryotherapy - (updated 

7/29/14). 

 

Decision rationale: Vacutherm or cold compression therapy 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 the postoperative setting, continuous-flow cryotherapy units have been 

proven to decrease pain, inflammation, swelling, and narcotic usage; however, the effect on more 

frequently treated acute injuries (eg, muscle strains and contusions) has not been fully evaluated. 

Continuous-flow cryotherapy units provide regulated temperatures through use of power to 

circulate ice water in the cooling packs. Complications related to cryotherapy (i.e, frostbite) are 

extremely rare but can be devastating. After review the medical records provided there is 

insufficient justification for the continued use of this equipment greater than 7 days status post 

surgery. Therefore, the request is deemed not medically necessary. 

 

DME: Purchase DVT Calf Wrap For Compression Unit Per Request Dated 6/3/14:  Upheld 

 

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

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

Procedure Summary 

 

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

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

and Chronic) Compression Garments. Updated 8/27/2014. 

 

Decision rationale: ODG guidelines state compression garments are generally not recommended 

in the shoulder. DVT (deep vein thrombosis) and PE (pulmonary embolism) events are common 

convocations falling lower extremity orthopedic surgery, but they are rare following upper 

extremity surgeries, especially shoulder arthroscopy. After review the medical records provided, 

there is insufficient justification from the treating physician for the necessity of this durable 

medical equipment. Therefore, this request is deemed not medically necessary. 

 

 

 

 


