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Notice of Independent Review Decision 
 

 
 

DATE OF REVIEW:  July 20, 2009 
 

 
 

IRO CASE #:  
 

 
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 

 
Open repair of rotator cuff left shoulder and acromioplasty left shoulder to include CPT 

code # 23420. 
 

 
 

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 

OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION: 

 
Diplomate, American Board of Orthopaedic Surgery 

 

 
 

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) 
 

 
 

PATIENT CLINICAL 

HISTORY: 

 
Medical records indicate that the patient is a xx year-old  who developed left shoulder 

pain while carrying heavy boxes.  One of the boxes was falling and she tried to grab it, 

twisting her arm. P.A. diagnosed strain of the left elbow and shoulder.  The patient 

followed up with Dr. who recommended physical therapy and light duty.  Two and a half 

months following the injury the patient had not improved.  MRI was recommended and 



disclosed an interstitchal partial thickness tear of the subscapularis. 

 
The patient returned to Dr. on January 28, 2009.  The patient had impingement signs and 

limitation of abduction and forward elevation.  An injection was performed.  The patient 

followed up on February 23, 2009, and in follow up Dr. opined that the injection had not 

helped.  He recommended an arthroscopic acromioplasty and rotator cuff repair. 

 
On March 31, 2009, Dr. performed debridement of a partial tear of the rotator cuff and 

acromioplasty.  Therapy was prescribed postoperatively.  On May 13, 2009, Dr. opined 

that the patient was improving. 

 
On June 2, 2009, Dr. recommended repeat MRI because of failure to improve.   MRI 

performed on June 9, 2009 disclosed mild tendinopathy and bursal side fraying. 

 
On June 16, 2009, Dr. noted that the patient had not gotten any better and was developing 

frozen shoulder with “tremendous amounts of pain.”  He opined that this amount of pain 

“really makes you wonder.”  He recommended open rotator cuff repair and indicated that 

it was difficult to interpret the amount of pain that the patient was describing. 
 
 

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE 

CLINICAL BASIS, FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE 

DECISION. 
 

Rotator cuff repair was denied by the carrier.  It is my opinion that this denial was 

appropriate.  There has not been sufficient diagnostics and evaluation to identify the pain 

generator.   The patient did not get better from a subacromial injection and did not get 

better  from  an  arthroscopic  acromioplasty.     Her  symptoms  are  extremely  out  of 

proportion to the MRI findings and the MRI findings do not support the need for rotator 

cuff repair.  It would be extremely difficult to justify surgery.  It is not in keeping with 

ODG Guidelines and, therefore, the denial appears to be appropriate. 

 
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) 


