
 
 

 
 

Notice of Independent Review Decision 
 
 
 
 

DATE OF REVIEW:  OCTOBER 26, 2010 
 

 
 

IRO CASE #:  
 

 
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
 
PT RT shlder. 

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

 
This reviewer is a Board Certified Orthopedic Surgeon with 42 years of 
experience. 

 
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) 
 

 
 

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 



On xx/xx/xx, the claimant was evaluated at and Rehabilitation Center LP.  She 
had complaints of decreased sleeping with pain when turning over and 
decreased extension.  Impression:  Right shoulder impingement with bursitis. 

 
On July 22, 2010, , M.D. performed a peer review.  determined that carrying a 
10-pound to 15 pound box and twisting her arm could have caused impingement 
syndrome that is found on the MRI scan of 5/28/10.  Continued treatment would 
be appropriate.  The plan of treatment should include physical therapy as well as 
a subacromial injection. 

 
On, the claimant was evaluated by, PT and M.D.  Physical therapy was 
recommended 3 visits per week for 4 weeks. 

 
On August 20, 2010, M.D., an occupational medicine physician, performed a 
utilization review on the claimant.  Rational for Denial:  Based on the fact that the 
injured worker has had 7 sessions of physical therapy and is well past the sub 
acute phase and considering request in now for very extensive 12 additional 
sessions of PT the request is not medically necessary.  Therefore, it is not 
certified. 

 
On September 28, 2010, , D.O., an orthopedic surgeon, performed a utilization 
review on the claimant Rational for Denial: Review of PT notes on claimant’s last 
visit show she has fully range of motion in flexion and abduction with minimal 
loss of internal and external rotation. She has reached the maximum therapy as 
recommended by the ODG Guidelines with normal shoulder girdle strength. 
Therefore, it is not certified. 

 
PATIENT CLINICAL HISTORY: 

 
On, the claimant reported that she felt pain to the right shoulder after moving 
supplies and boxes. 

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

 

The previous decisions are upheld, additional physical therapy is not indicated 
based on the ODG Guidelines due to the fact the claimant has full range of 
motion in flexion and abduction with minimal loss of internal and external rotation. 
Furthermore, the claimant has all received the maximum number of physical 
therapy visits recommended by the ODG Guidelines. 



 

ODG Physical Therapy Guidelines – 
Allow for fading of treatment frequency (from up to 3 visits per week to 1 or less), 
plus active self-directed home PT. Also see other general guidelines that apply to 
all conditions under Physical Therapy in the ODG Preface. 
Rotator cuff syndrome/Impingement syndrome (ICD9 726.1; 726.12): 
Medical treatment: 10 visits over 8 weeks 
Post-injection treatment: 1-2 visits over 1 week 
Post-surgical treatment, arthroscopic: 24 visits over 14 weeks 
Post-surgical treatment, open: 30 visits over 18 weeks 
Complete rupture of rotator cuff (ICD9 727.61; 727.6) 
Post-surgical treatment: 40 visits over 16 weeks 
Adhesive capsulitis (IC9 726.0): 
Medical treatment: 16 visits over 8 weeks 
Post-surgical treatment: 24 visits over 14 weeks 
Dislocation of shoulder (ICD9 831): 
Medical treatment: 12 visits over 12 weeks 
Post-surgical treatment (Bankart): 24 visits over 14 weeks 
Acromioclavicular joint dislocation (ICD9 831.04): 
AC separation, type III+: 8 visits over 8 weeks 
Sprained shoulder; rotator cuff (ICD9 840; 840.4): 
Medical treatment: 10 visits over 8 weeks 
Post-surgical treatment (RC repair/acromioplasty): 24 visits over 14 weeks 
Arthritis (Osteoarthrosis; Rheumatoid arthritis; Arthropathy, unspecified) 
(ICD9 714.0; 715; 715.9; 716.9) 
Medical treatment: 9 visits over 8 weeks 
Post-injection treatment: 1-2 visits over 1 week 
Post-surgical treatment, arthroplasty, shoulder: 24 visits over 10 weeks 
Brachial plexus lesions (Thoracic outlet syndrome) (ICD9 353.0): 
Medical treatment: 14 visits over 6 weeks 
Post-surgical treatment: 20 visits over 10 weeks 
Fracture of clavicle (ICD9 810): 
8 visits over 10 weeks 
Fracture of humerus (ICD9 812): 
Medical treatment: 18 visits over 12 weeks 
Post-surgical treatment: 24 visits over 14 weeks 

http://www.odg-twc.com/preface.htm#PhysicalTherapyGuidelines


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) 


