
 
 

IRO# 5356 
5068 West Plano Parkway Suite 122 
Plano, Texas 75093 

Phone: (972) 931-5100 
 
 

DATE OF REVIEW:  03.21.2008 
 

IRO CASE #: 
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
 

Right shoulder arthroscopy, RCR, SAD, Biceps Tenodesis, Pain Cath Inseration, Platelet Gel autograft 
 

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 

 

This  case  was  reviewed  by  a  Texas  licensed  MD,  specializing  in  Preventive  Medicine/Occupational 
Medicine.  The physician advisor has the following additional qualifications, if applicable: 

 
ABMS Preventive Medicine: Occupational Medicine 
TX DWC ADL 

 
REVIEW OUTCOME: 

 

Upon independent review the reviewer finds that the previous adverse determination/adverse determinations 
should be: 

 

Upheld 

 
Health Care Service(s) 

in Dispute CPT Codes Date of Service(s) Outcome of 
Independent Review 

Biceps Tenodesis, Pain 
Cath Inseration, Platelet 

Gel autograft 

29827,  29826,  29999, 
23430 

- Upheld 

 

INFORMATION PROVIDED TO THE IRO FOR REVIEW: 
 
 

No Document Type Provider or Sender Page Count Service Start Date Service End Date 
1 Office Visits  2 06/28/2007 06/28/2007 
2 Office Visits  8 11/27/2007 11/27/2007 

3 Office Visits Medical Center 2 12/18/2007 12/18/2007 
4 Diagnostic Testing Open MRI 2 08/10/2007 08/10/2007 
5 FCE P.T. 6 10/02/2007 10/02/2007 

 

 

PATIENT CLINICAL HISTORY [SUMMARY]: 



This is a patient with a date of injury of x/xx/xxxx. There patient apparently had a right shoulder injury. There 
is a request for: Right shoulder arthroscopy, RCR, SAD, Biceps Tenodesis, Pain Cath Inseration, Platelet 
Gel autograft 

 
This is an IRO level request. Initial review with UR date of 1/15/08 has been provided and reviewed. Appeal 
from 2/4/08 reviewed. Note from Dr. reviewed. Designated Doctor exam reviewed. Shoulder MRi from 
12/18/07 reviewed. Arthrogram from 12/18/07 reviewed. MRI from 8/10/07 reviewed. 

 
 

 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS AND 
CONCLUSIONS USED TO SUPPORT THE DECISION: 

 

 
No part of the requested surgical procedure is reasonable. This conclusion is reached as follows: 

 
Most recent gadolinium MRI shows, at worst, some UNDERsurface rotator cuff tearing (partial). There is no 
full thickness tear of the RC. The acromion is mentioned to be type 2 but not downsloping. So there is no 
impingement. THUS NO NEED FOR shoulder ARTHROSCOPY, RCR or SAD. 

 
The gadolinium arthrogram MRI and the original shoulder MRI show no biceps tendon pathology at all - SO 
NO NEED FOR a BICEPS TENODESIS. 

 
Both MRIs document only mild AC joint arthropathy and there is no noted impingement by the AC joint - SO 
NO NEED FOR a DCR. 

 
Since there is no need for shoulder surgery of any type there is no need for a pain catheter nor platelet gel 
autograft. 

 
So, the patient does not have structural pathology of the shoulder as demonstrated by 2 separate imaging 
studies that necessitates any type of a surgical intervention. 

 
Also, one must consider that the patient is able to fulfill a very heavy PDL as far as RTW ability is 
concerned. Lastly one has to consider that the DD assigned a 1% WP IR to the right shoulder. The reason 
that these two issues are important is that if a person can work a very heavy PDL and only has shoulder 
AROM deficits that yield 1% WP impairment, that means that the patient has almost no FUNCTIONAL 
DEFICITS. 

 
In conclusion, there is no objective evidence of STRUCTURAL shoulder pathology and there is no evidence 
of FUNCTIONAL shoulder deficits of any clinical significance and this the requested shoulder surgery is not 
medically necessary, warranted or recommended and will not benefit the patient. 

 
 

 
ODG-TWC shoulder chapter - 

 
Recommended as indicated below. Repair of the rotator cuff is indicated for significant tears that impair 
activities by causing weakness of arm elevation or rotation, particularly acutely in younger workers. 
However, rotator cuff tears are frequently partial-thickness or smaller full-thickness tears. For partial- 
thickness rotator cuff tears and small full-thickness tears presenting primarily as impingement, surgery is 
reserved for cases failing conservative therapy for three months. The preferred procedure is usually 
arthroscopic decompression, but the outcomes from open repair are as good or better. Surgery is not 
indicated for patients with mild symptoms or those who have no limitations of activities. (Ejnisman-Cochrane, 

2004) (Grant, 2004) Lesions of the rotator cuff are best thought of as a continuum, from mild inflammation 
and degeneration to full avulsions. Studies of normal subjects document the universal presence of 
degenerative changes and conditions, including full avulsions without symptoms. Conservative treatment 
has results similar to surgical treatment but without surgical risks. Studies evaluating results of conservative 
treatment of full-thickness rotator cuff tears have shown an 82-86% success rate for patients presenting 

http://www.odg-twc.com/odgtwc/shoulder.htm#Ejnisman2
http://www.odg-twc.com/odgtwc/shoulder.htm#Ejnisman2
http://www.odg-twc.com/odgtwc/shoulder.htm#Grant


within three months of injury. The efficacy of arthroscopic decompression for full-thickness tears depends on 
the size of the tear; one study reported satisfactory results in 90% of patients with small tears. A prior study 
by the same group reported satisfactory results in 86% of patients who underwent open repair for larger 
tears. Surgical outcomes are much better in younger patients with a rotator cuff tear, than in older patients, 
who may be suffering from degenerative changes in the rotator cuff. Referral for surgical consultation may 
be indicated for patients who have: Activity limitation for more than three months, plus existence of a 
surgical lesion; Failure of exercise programs to increase range of motion and strength of the musculature 
around the shoulder, plus existence of a surgical lesion; Clear clinical and imaging evidence of a lesion that 
has been shown to benefit, in both the short and long term, from surgical repair; Red flag conditions (e.g., 
acute rotator cuff tear in a young worker, glenohumeral joint dislocation, etc.). Suspected acute tears of the 
rotator cuff in young workers may be surgically repaired acutely to restore function; in older workers, these 
tears are typically treated conservatively at first. Partial-thickness tears are treated the same as 
impingement syndrome regardless of MRI findings. Outpatient rotator cuff repair is a well accepted and cost 
effective procedure. (Cordasco, 2000) Difference between surgery & exercise was not significant. (Brox, 
1999) There is significant variation in surgical decision-making and a lack of clinical agreement among 
orthopaedic surgeons about rotator cuff surgery. (Dunn, 2005) 

 
Revision rotator cuff repair: The results of revision rotator cuff repair are inferior to those of primary repair. 

While pain relief may be achieved in most patients, selection criteria should include patients with an intact 
deltoid origin, good-quality rotator cuff tissue, preoperative elevation above the horizontal, and only one prior 
procedure. (Djurasovic, 2001) 

 
ODG Indications for Surgery™ -- Rotator cuff repair: 

 
Criteria for rotator cuff repair with diagnosis of full thickness rotator cuff tear AND Cervical pathology and 

frozen shoulder syndrome have been ruled out: 
1. Subjective Clinical Findings: Shoulder pain and inability to elevate the arm; tenderness over the greater 

tuberosity is common in acute cases. PLUS 
2. Objective Clinical Findings: Patient may have weakness with abduction testing. May also demonstrate 
atrophy of shoulder musculature. Usually has full passive range of motion. PLUS 
3. Imaging Clinical Findings: Conventional x-rays, AP, and true lateral or axillary views. AND Gadolinium 
MRI, ultrasound, or arthrogram shows positive evidence of deficit in rotator cuff. 
Criteria for rotator cuff repair OR anterior acromioplasty with diagnosis of partial thickness rotator cuff repair 

OR acromial impingement syndrome (80% of these patients will get better without surgery.) 
1. Conservative Care: Recommend 3 to 6 months: Three months is adequate if treatment has been 
continuous, six months if treatment has been intermittent. Treatment must be directed toward gaining full 
ROM, which requires both stretching and strengthening to balance the musculature. PLUS 
2. Subjective Clinical Findings: Pain with active arc motion 90 to 130 degrees. AND Pain at night 

(Tenderness over the greater tuberosity is common in acute cases.) PLUS 
3. Objective Clinical Findings: Weak or absent abduction; may also demonstrate atrophy. AND 
Tenderness over rotator cuff or anterior acromial area. AND Positive impingement sign and temporary relief 
of pain with anesthetic injection (diagnostic injection test). PLUS 

 
4. Imaging Clinical Findings: Conventional x-rays, AP, and true lateral or axillary view. AND Gadolinium 

MRI, ultrasound, or arthrogram shows positive evidence of deficit in rotator cuff. 
 
 

 
A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL BASIS 
USED TO MAKE THE DECISION: 

 

ODG: 

http://www.odg-twc.com/odgtwc/shoulder.htm#Cordasco
http://www.odg-twc.com/odgtwc/shoulder.htm#Brox
http://www.odg-twc.com/odgtwc/shoulder.htm#Brox
http://www.odg-twc.com/odgtwc/shoulder.htm#Dunn
http://www.odg-twc.com/odgtwc/shoulder.htm#Djurasovic

