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Notice of Independent Review Decision

DATE OF REVIEW: April 2,2014

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE
Left shoulder arthroscopy, subacromial decompression with acromioplasty,
arthroscopic distal clavicle resection and arthroscopic rotator cuff repair

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

This case was reviewed by a physician who holds a board certification in orthopedic
surgery and is currently licensed and practicing in the State of Texas.

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

EMPLOYEE CLINICAL HISTORY [SUMMARYT:

This is a male who sustained work-related injury on xx/xx/xx while he was attempting
overhead reaching and lifting. He had an MRI done on 12/16/2013 that showed
Osteoarthritis changes at the AC joint; partial-thickness, near complete full width articular
surface rim-rent tears of the supraspinatus, subscapularis and teres minor tendons; full
thickness, partial width tear of the supraspinatus tendon; and subacromial/subdeltoid
bursitis. He was seen on 01/16/2014 and on exam of the left shoulder showed slight loss
of motion in all planes secondary to pain, supraspinatus isolation test revealed pain and
significant weakness. There was tenderness over the subacromial interval with positive
impingement test, and tenderness over the AC joint with positive crossed arm test. had
radiographs done that showed degenerative changes of the AC joint, subacromial
spurring and no acute changes noted. He was diagnosed with left shoulder rotator cuff
tear with AC joint degenerative arthritis. Treatment plan was left shoulder arthroscopy,
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subacromial decompression with acromioplasty, arthroscopic distal clavicle resection and
arthroscopic rotator cuff repair.

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

In review of this case, it is apparent that surgery has been recommended to address the
full thickness rotator cuff tear noted by MRI. The patient has correlating clinical exam
findings to corroborate his MRI findings. The acromioplasty and distal clavicle resection
are recommended as concurrent procedures to be addressed in the same setting. In
applying the ODG criteria for rotator cuff tear, the patient meets subjective criteria for
shoulder pain, weakness, and loss of range of motion. He has objective clinical and
imaging findings for rotator cuff tear per clinical exam and MRI results. A 3-6 month
course of conservative treatments which would likely include physical therapy,
subacromial injections, and work restrictions is recommended per ODG. Reviewing the
attached records, | did not find supporting documentation that this patient has undergone
any conservative modalities as described above. As such, | would agree with the
previous adverse determination and find this case noncertified until such time that the
patient undergoes an adequate course of conservative treatments.

ODG Indications for Surgeryéa -- Acromioplasty:

Criteria for anterior acromioplasty with diagnosis of 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. 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 impingement.

ODG Indications for Surgeryéa -- 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
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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.

(Washington, 2002)

For average hospital LOS if criteria are met, see Hospital length of stay (LOS).

ODG Indications for Surgeryé -- Partial claviculectomy:

Criteria for partial claviculectomy (includes Mumford procedure) with diagnosis of post-
traumatic arthritis of AC joint:

1. Conservative Care: At least 6 weeks of care directed toward symptom relief prior to
surgery. (Surgery is not indicated before 6 weeks.) PLUS

2. Subjective Clinical Findings: Pain at AC joint; aggravation of pain with shoulder motion
or carrying weight. OR Previous Grade | or Il AC separation. PLUS

3. Objective Clinical Findings: Tenderness over the AC joint (most symptomatic patients
with partial AC joint separation have a positive bone scan). AND/OR Pain relief obtained
with an injection of anesthetic for diagnostic therapeutic trial. PLUS

4. Imaging Clinical Findings: Conventional films show either: Post-traumatic changes of
AC joint. OR Severe DJD of AC joint. OR Complete or incomplete separation of AC joint.
AND Bone scan is positive for AC joint separation.

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

[1 ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL & ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE


http://www.odg-twc.com/odgtwc/shoulder.htm#Washington2
http://www.odg-twc.com/odgtwc/shoulder.htm#Hospitallengthofstay
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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
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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)



