
                                   
 OF       T  E  X  A  S   ASO, L.L.C. 

 
2211 West 34th St. ● Houston, TX 77018 

                         800-845-8982  FAX: 713-583-5943 
 

 

   

M E D I C A L  E V A L U A T O R S   
    
  

Notice of Independent Review Decision 
 
DATE OF REVIEW:  September 9, 2014 
 
IRO CASE #:    
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
 
Physical Therapy for the Right Shoulder 3 x 4 (12 visits) 
 
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:  
 

 Upheld     (Agree) 
 Overturned  (Disagree) 
 Partially Overturned   (Agree in part/Disagree in part)  

EMPLOYEE CLINICAL HISTORY [SUMMARY]: 
This is a female who sustained injury on xx/xx/xx to her right shoulder. The mechanism of 
injury is unknown. She has been diagnosed with right shoulder rotator cuff tear, bicipital 
tenosynovitis, right shoulder impingement syndrome, subacromial bursitis of right 
shoulder, adhesive capsulitis and joint pain of right shoulder. The patient has undergone 
two surgeries, the first on 05/15/2013 consisting of arthroscopic rotator cuff repair and 
biceps tendonesis, labral debridement, acromioplasty and clavicle excision. The second 
surgery was on 11/13/2013 which consisted of arthroscopic revision rotator cuff repair. 
The patient has undergone 31 physical therapy sessions after the first surgery and then 
46 additional sessions after the second surgery. She has received cortisone injections 
and treated with medications including Tramadol and Mobic. She was followed up on 
06/26/2014. The progress report is not entirely legible. It was noted that the patient 
continued to have complaints of right shoulder pain. Objective findings included muscle 
weakness in the right biceps, forward flexion 130 degrees, and ER 30 degrees. There was 
a physical therapy prescription dated 06/03/2014 for 3 x 4 weeks of physical therapy. 
 
Utilization review denied the request for 12 visits of physical therapy to the right shoulder 
on 06/24/2014 due to lack of sufficient documentation to support the request. A second 
utilization review was done on 07/07/2014 indicating the request is non-certified citing that 
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the attending physician had not requested additional physical therapy but has requested a 
functional capacity evaluation. Therefore, the request was no-certified for continued 
physical therapy.  
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, 
FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION.   
This patient had right shoulder arthroscopic surgeries x2. She has exhausted operative 
and rehabilitation options. She has undergone a total of 77 therapy sessions without any 
significant improvement in her pain level. The continued physical therapy is not likely to 
benefit him from a pain standpoint and functional standpoint. Also, the request of 
additional 12 sessions of physical therapy exceeds the ODG recommendation of 40 visits 
over 16 weeks. Therefore, the request is not medically necessary and appropriate. 
ODG – Shoulder (Acute and Chronic) 
Physical therapy 
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 
Medical treatment, partial tear: 20 visits over 10 weeks 
Post-surgical treatment (RC repair/acromioplasty): 24 visits over 14 weeks 
Superior glenoid labrum lesion (ICD9 840.7) 
Medical treatment: 10 visits over 8 weeks 
Post-surgical treatment (labral repair/SLAP lesion): 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 

http://www.odg-twc.com/preface.htm#PhysicalTherapyGuidelines
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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 scapula (ICD9 811): 
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 

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 

X 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) 

 
 


