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NOTICE OF INDEPENDENT REVIEW DECISION 
 

DATE OF REVIEW:    Dec/26/2008 
 
IRO CASE #:      
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
Right shoulder Arthroscopy--Synovectomy, Partial repair of Slap Lesion and Claviculectomy 
Tenodesis long tendon--biceps, poss repair RCR 
 
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
Doctor of Medicine (M.D.) 
Board Certified in Orthopaedic Surgery 
Fellowship Training in Upper Extremities  
 
REVIEW OUTCOME: 
 
Upon independent review, the reviewer finds that the previous adverse 
determination/adverse determinations should be: 
 
[ X ] Upheld (Agree) 
 
[   ] Overturned (Disagree) 
 
[   ] Partially Overturned (Agree in part/Disagree in part) 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
OD Guidelines 
Denial Letters 12/2/08 and 11/21/08 
PT Notes 8/5/08 and 8/18/08 
Eval Note 7/24/08 
Progress Notes 8/7/08 thru 11/3/08 
Discharge Summary 8/22/08 and 11/14/08 
Records from Dr.   10/2/08 thru 11/11/08 
 
 
PATIENT CLINICAL HISTORY SUMMARY 
The patient has right shoulder pain after a work related injury.  She also has neck pain and 
arm paresthesias that are persistent, but respond temporarily to traction.  An AC joint 
injection and glenohumeral injection gave temporary relief.  An MRI shows AD DJD and 
partial supraspinatus tear. 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 
The requested procedures: partial repair of SLAP lesion and biceps tenodesis make this 



surgery request not medically reasonable or necessary.  The work up and clinical notes do 
not support the diagnosis.  In addition, the Reviewer’s medical assessment is that the cervical 
symptoms have been adequately worked up prior to recommending shoulder surgery. 
 
A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL 
BASIS USED TO MAKE THE DECISION 
 
[   ] ACOEM-AMERICA 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 ERVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A 
DESCRIPTION) 
 
[   ] OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES 
(PROVIDE A DESCRIPTION) 
 


