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Notice of Independent Review Decision 
 
DATE OF REVIEW:  10/18/2010 
 
IRO CASE #:   
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE  
The item in dispute is the prospective medical necessity of 12 visits of physical 
therapy over 4 weeks for the left shoulder (CPT 97110, 97112, & 97032). 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION  
The reviewer is a Medical Doctor who is board certified in Orthopedic Surgery. 
The reviewer has been practicing for greater than 15 years.  
 
 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)  
 
The reviewer agrees with the previous adverse determination regarding the 
prospective medical necessity of 12 visits of physical therapy over 4 weeks for 
the left shoulder (CPT 97110, 97112, & 97032). 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
Records were received and reviewed from the following parties:  
Group and MD 
 
These records consist of the following (duplicate records are only listed from one 
source):  Records reviewed from Mutual Group:  Letter – 9/29/10; Denial letters – 
9/1/10 & 9/10/10; DO Review – 8/31/10; MD Review – 9/10/10; Physical Therapy 
Pre-auth Request – 8/27/10, PT Evaluation – 8/19/10; MD PT Script – 7/16/10; 
and letter – 9/7/10. 



 
Records reviewed from MD:  Follow-up Exam notes – 3/13/09-12/11/09; T. MD 
Surgical Pathology Report – 5/27/09; and various DWC73’s. 
 
A copy of the ODG was not provided by the Carrier or URA for this review. 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The claimant is status post left forearm amputation, a tennis elbow and rotator 
cuff repair with acromioplasty. The claimant underwent PT and then a pain 
management program. After a gap of 7 months (and on 7/16/10) the claimant 
was re-evaluated by the AP for shoulder pain, pectoral spasm, a protracted 
shoulder, triceps tendonitis and elevation to 120 degrees. The claimant was 
treated with an injection and therapy. On 8/18/10, flexion and abduction were 80 
and 72 degrees respectively. Therapy and a prescribed home program were 
administered on 8/19/10. 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.   
After post-op therapy and a pain management program, the claimant didn’t have 
a severity of objective physical findings to have supported resumption of therapy, 
as per guideline-associated PT criteria. The claimant would already have 
certainly been well versed in a home therapy program. A valid rationale had not 
been submitted that would have supported medical necessity other than a 
prescribed and self-administered home therapy program, as per applicable 
guidelines. ODG guidelines do not support essentially repeat-therapy for a 
condition similar to one that has been already previously treated. 
 
Reference: ODG 
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 
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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 
 
 
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) 
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 OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME 
FOCUSED GUIDELINES (PROVIDE A DESCRIPTION) 

 


