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Notice of Independent Review Decision 
 
DATE OF REVIEW:  APRIL 26, 2008 
 
 
IRO CASE #:    
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
 
Work Hardening Program, 8 hrs. a day, 5 days a week for 4 weeks. 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
 
M.D., Board Certified Internal Medicine 
Member American College of Occupational and Environmental Medicine 
12 years practicing Occupational Medicine 
 
 REVIEW OUTCOME   
 
Upon independent review the reviewer finds that the previous adverse 
determination/adverse determinations should be:  
 

 Upheld     (Agree) 
 

 Overturned  (Disagree) 
 

 Partially Overturned   (Agree in part/Disagree in part)  
 
  
Upon independent review the reviewer finds that the requested Work Hardening 
Program, 8 hrs. a day, 5 days a week for 4 weeks is not medically necessary. 
 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
 
Adverse Determination Letters 2/15/08, 3/5/08 
ODG Guidelines and Treatment Guidelines 
Initial Comprehensive Evaluation 3/1/07 
Independent Review Organization Summary 4/10/08 
Request for an Appeal 2/25/08 



    

Employer’s and Employee’s Injury Reports  
External Review Notes 9/19/07, 10/18/07 
Previous Adverse Determination Letters 1/7/08, 2/11/08 
WC Request for Medical Care  
Work Status Reports From 2/19/07 to 1/2/08 
PreAuthorization Request Letter 2/14/08 
Daily Therapy Notes 
MD 2/19/07 
DO 2/22/07 
DO From 3/1/07 to 1/18/08 
MD 6/27/07 
MD 7/11/07 
MD 7/30/07, 7/31/07, 8/14/07, 9/25/07, 10/23/07, 11/8/07, 11/16/07, 1/9/08, 3/5/08, 
3/26/08 
DO 8/10/07 
M.Ed. 10/15/07, 1/29/08 
ROM/Muscle Testing 3/1/07, 5/11/07, 10/15/07, 1/29/08 
EMG/NCV 5/4/07 
MRI Shoulder 5/7/07, 6/21/07 
Functional Capacity Exams 5/18/07, 6/22/07, 7/13/07, 10/15/07, 1/29/08 
Steroid Injection 8/14/07, 12/5/07, 2/20/08 
Prescriptions Darvocet, Celebrex, Vicodin 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
 
This patient injured her right shoulder at work.  An MRI showed a torn supraspinatus. 
The patient was prescribed medicines including anti-inflammatory and pain medicines, 
underwent physical therapy and steroid injections for persistent right shoulder pain. 
Right shoulder open rotator cuff repair was performed November 13, 2007.  Post-
operatively, she has undergone physical therapy, continued prescribed medicines and 
received two more steroid injections. The current request is for Work Hardening Program 
x 20 sessions. 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.   
 
I have reviewed the ODG Guidelines concerning work hardening programs in the 
treatment of shoulder pain.  After reviewing the guidelines and the medical records 
provided, and based upon the reviewer’s clinical experience, it is unlikely that this patient 
would significantly improve her functionality with additional therapy.  The reviewer finds 
that it is beyond a degree of medical probability that the claimant would derive 
substantial benefit from the proposed treatment. The current request for 20 sessions in a 
Work Hardening Program is not medically necessary. 
 
A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR 
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 

 
 MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN 
ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS 

 
 MERCY CENTER CONSENSUS CONFERENCE GUIDELINES 

 
 MILLIMAN CARE GUIDELINES 

 
 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) 

 
 


