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IRO CASE #:    
 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
Arthroscopy – Shoulder, Surgical with Rotator Cuff Repair 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
M.D. Board Certified in Orthopedic Surgery 
 
 REVIEW OUTCOME   
 
Upon independent review the reviewer finds that the previous adverse 
determination/adverse determinations should be:  
 
 Upheld     (Agree) 
 
X Overturned  (Disagree) 
 
Partially Overturned   (Agree in part/Disagree in part)  
 
  
Provide a description of the review outcome that clearly states whether or not 
medical necessity exists for each of the health care services in dispute. 
 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
 
 
Adverse Determination Letters –  8/13/07; 9/20/07 
Case Reports –  8/13/07; 8/20/07 
MRI Right Shoulder - Imaging:  8/3/07 
Clinical Notes – Orthopaedic Specialists:  7/3/07; 7/24/07; 8/7/07 
Progress Note –Medical Center:  6/21/07 
 
 
 

 
 



 

 
 
 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
 
This case involves a xx year-old male who injured his right shoulder at work in 
xx/xx.  He suffered a direct blow to the right shoulder and suffered immediate 
pain as well as chronic pain.  He was treated conservatively with 2 steroid 
injections as well as physical therapy, activity modification and anti-inflammatory 
medications.  Because of persistent pain, an MRI was obtained and showed 
diffuse pathology, surgery has been recommended.    
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.   
 
I disagree with the benefit company’s decision to deny the requested services.  
The patient is over 3 months post injury and has active care and continues to 
have symptoms.  He has met both imaging criteria for all of the recommended 
procedures, as well as the failure of conservative treatment of all modalities.  
Based on ODG guidelines, this patients’ request for surgery is appropriate. This 
opinion does not diverge from ODG guidelines. 
 
 
OTHER CLINICAL BASIS USED TO MAKE THE DECISION: 
 
 

 ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL &   
ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE 

 
 AHCPR- AGENCY FOR HEALTHCARE RESEARCH & QUALITY 
GUIDELINES 

 
 DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR 
GUIDELINES 

 
 EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW 
BACK PAIN  

 
 INTERQUAL CRITERIA 

 
X MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN 

ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS 
 

 MERCY CENTER CONSENSUS CONFERENCE GUIDELINES 
 

 MILLIMAN CARE GUIDELINES 
 



 

X ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT 
GUIDELINES 

 
 PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR 

 
 TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & 
PRACTICE PARAMETERS 

 
 TEXAS TACADA GUIDELINES 

 
 TMF SCREENING CRITERIA MANUAL 

 
 PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE 
(PROVIDE A DESCRIPTION) 

 
 OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME 
FOCUSED GUIDELINES (PROVIDE A DESCRIPTION) 


