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DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:  

 

6 physical therapy visits 3x2 weeks for the XX XX 

 

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER 

HEALTH CARE PROVIDER WHO REVIEWED THE DECISION:  

 

MD, Board Certified Orthopedic Surgeon 

 

REVIEW OUTCOME: 

 

Upon independent review, the reviewer finds that the previous adverse determination/adverse 

determinations should be: 

 

X Upheld (Agree) 

 

Provide a description of the review outcome that clearly states whether medical necessity exists 

for each of the health care services in dispute. 

 

PATIENT CLINICAL HISTORY [SUMMARY]: 

 

The patient is a XXXX whose date of injury is XXXX.  On this date a XXXX.  XXXX has 

competed XX physical therapy visits for the XX XX.  Office visit note dated XXXX indicates 

that XX XX range of motion is XX XX, XX XX, XX XX and XX XX degrees. Strength is rated 

as XX/5.  Office visit note dated XXXX indicates that the patient is not taking any medications. 

The patient reports the XX XX is progressively feeling better.  The patient reached XX% of 

XXXX goals at this visit.  Range of motion is XX XX, XX XX.  Motor strength remains XX/5.  

Office visit note dated XXXX indicates that the patient sustained a XX XX XX XX.  On 

physical examination XX to XX, XX XX degrees.  The patient received an injection to the XX 

on this date. Initial request was non-certified noting that the Official Disability Guidelines 

support up to 8 visits over 8 weeks and outlier status has not been described. The ODG also do 

not support passive modalities such as electrical stimulation.  There is no clinical information 

that warrants the continuation of PT as submitted.  The denial was upheld on appeal noting that 

the ODG recommends 10 visits of physical therapy over 8 weeks for sprains of the XX.  The 

ODG indicates electrostimulation is not recommended for XX pain.  The documentation 

indicates XX therapy sessions were completed with some improvement.  Given that the ODG 

recommends 10 visits of therapy and XX sessions of therapy were completed with improvement, 
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an additional XX therapy visits would be appropriate.   

 

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, 

FINDINGS, AND CONCLUSIONS USED TO SUPPORT THE DECISION: 

 

Based on the clinical information provided, the request for 6 physical therapy visits 3x2 weeks 

for the XX XX is not recommended as medically necessary, and the previous denials are upheld.  

The patient has completed XX physical therapy visits to date.  Current evidence based guidelines 

support up to 8 sessions of physical therapy for the patient's diagnosis, and there is no clear 

rationale provided to support exceeding this recommendation. When treatment duration and/or 

number of visits exceeds the guidelines, exceptional factors should be noted.  There are no 

exceptional factors of delayed recovery documented.  There is no documentation of significant 

and sustained improvement as the patient’s range of motion and strength are unchanged from 

initial session to the XX session.  The patient has completed sufficient formal therapy and should 

be capable of continuing to improve strength and range of motion with an independent, self-

directed home exercise program.  

 

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER 

CLINICAL BASIS USED TO MAKE THE DECISION: 

 

X MEDICAL JUDGEMENT, CLINICAL EXPERIENCE, AND EXPERTISE IN 

ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS 

X ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES 

 

Official Disability Guidelines Treatment Index, 23nd edition online, 2018-XX Chapter updated 

08/22/18 

 

Physical therapy Recommended. XX (limited evidence).  

Also see specific physical therapy modalities by name.See the XX XXBack Chapter for more 

information. See also more specific listings: Activity restrictions; Acupuncture; Bipolar 

interferential electrotherapy; Biofeedback; Biopsychosocial rehab; Cold lasers; Cold packs; 

Continuous-flow cryotherapy; Continuous passive motion (CPM); Cutaneous laser treatment; 

Deep friction massage; Diathermy; Dynasplint system; Electrical stimulation; Ergonomic 

interventions; ERMI Flexionater®/ Extensionater®; Exercises; Flexionators (extensionators); 

Game Ready™ accelerated recovery system; Graston instrument assisted technique (manual 

therapy); Home exercise kits; Ice packs; Interferential current stimulation (ICS); Iontophoresis; 

Kinesio tape (KT); Low level laser therapy (LLLT); Manipulation; Massage; Mechanical 

traction; Neuromuscular electrical stimulation (NMES devices); Occupational therapy; Polar 

care (cold therapy unit); Range of motion; Return to work; Static progressive stretch (SPS) 

therapy; TENS (transcutaneous electrical nerve stimulation); Thermotherapy; Ultrasound, 

therapeutic; Work; Work conditioning, work hardening. 

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.  

 



Rotator cuff syndrome/Impingement syndrome: 

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 

Sprained shoulder; rotator cuff tear: 

Medical treatment, sprain: 10 visits over 8 weeks 

Medical treatment, tear : 20 visits over 10 weeks 

Post-surgical treatment, arthroscopic: 24 visits over 14 weeks 

Post-surgical treatment, open: 30 visits over 18 weeks 

Massive rupture of rotator cuff: 

Post-surgical treatment, arthroscopic: 30 visits over 18 weeks 

Post-surgical treatment, open: 40 visits over 18 weeks 

Adhesive capsulitis: 

Medical treatment: 16 visits over 8 weeks 

Post-surgical treatment: 24 visits over 14 weeks 

Dislocation of shoulder: 

Medical treatment: 12 visits over 12 weeks 

Post-surgical treatment (Bankart): 24 visits over 14 weeks 

Acromioclavicular joint dislocation: 

AC separation, type III+: 8 visits over 8 weeks 

Post-surgical treatment: 24 visits over 14 weeks 

Superior glenoid labrum lesion: 

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): 

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): 

Medical treatment: 14 visits over 6 weeks 

Post-surgical treatment: 20 visits over 10 weeks 

Fracture of clavicle: 

8 visits over 10 weeks 

Fracture of scapula: 

8 visits over 10 weeks 

Fracture of humerus: 

Medical treatment: 18 visits over 12 weeks 

Post-surgical treatment: 24 visits over 14 weeks 

 

Impingement syndrome: For impingement syndrome, significant results were found in pain 

reduction and isodynamic strength. (Bang, 2000) (Verhagen-Cochrane, 2004) (Michener, 2004) 

Self-training may be as effective as physical therapist-supervised rehabilitation of the shoulder in 

post-surgical treatment of patients treated with arthroscopic subacromial decompression. 

(Anderson, 1999) A recent structured review of physical rehabilitation techniques for patients 

with subacromial impingement syndrome found that therapeutic exercise was the most widely 



 

studied form of physical intervention and demonstrated short-term and long-term effectiveness 

for decreasing pain and reducing functional loss. Upper quarter joint mobilizations in 

combination with therapeutic exercise were more effective than exercise alone. Laser therapy is 

an effective single intervention when compared with placebo treatments, but adding laser 

treatment to therapeutic exercise did not improve treatment efficacy. The limited data available 

do not support the use of ultrasound as an effective treatment for reducing pain or functional 

loss. Two studies evaluating the effectiveness of acupuncture produced equivocal results. 

(Sauers, 2005) Both physical therapy and corticosteroid injections significantly improve 

symptoms in patients with shoulder impingement syndrome (approximately 50% improvement in 

Shoulder Pain and Disability Index scores maintained through 1 year), but physical therapy may 

be more efficient. (Rhon, 2014) 

 

Rotator cuff: There is poor data from non-controlled open studies favoring conservative 

interventions for rotator cuff tears, but this still needs to be proved. Considering these 

interventions are less invasive and less expensive than the surgical approach, they could be the 

first choice for the rotator cuff tears, until we have better and more reliable results from clinical 

trials. (Ejnisman-Cochrane, 2004) External rotator cuff strengthening is recommended because 

an imbalance between the relatively over strengthened internal rotators and relatively weakened 

external rotators could cause damage to the shoulder and elbow, resulting in injury. (Byram, 

2009) 

 

Adhesive capsulitis: For adhesive capsulitis, injection of corticosteroid combined with a simple 

home exercise program is effective in improving shoulder pain and disability in patients. Adding 

supervised physical therapy provides faster improvement in shoulder range of motion. When 

used alone, supervised physical therapy is of limited efficacy in the management of adhesive 

capsulitis. (Carette, 2003) Physical therapy following arthrographic joint distension for adhesive 

capsulitis provided no additional benefits in terms of pain, function, or quality of life but resulted 

in sustained greater active range of shoulder movement and participant-perceived improvement 

up to 6 months. (Buchbinder, 2007) Use of the Shoulder Dynasplint System (Dynasplint 

Systems, Inc., Severna Park, MD) may be an effective adjunct "home therapy" for adhesive 

capsulitis, combined with PT. (Gaspar, 2009) The latest UK Health Technology Assessment on 

management of frozen shoulder concludes that based on the best available evidence there may be 

benefit from stretching and from high-grade mobilization technique. (Maund, 2012) 

 

Active Treatment versus Passive Modalities: The use of active treatment modalities instead of 

passive treatments is associated with substantially better clinical outcomes. The most commonly 

used active treatment modality is Therapeutic exercises (97110), but other active therapies may 

be recommended as well, including Neuromuscular reeducation (97112), Manual therapy 

(97140), and Therapeutic activities/exercises (97530). Physical modalities, such as massage, 

diathermy, cutaneous laser treatment, ultrasonography, transcutaneous electrical 

neurostimulation (TENS) units, and biofeedback are not supported by high quality medical 

studies, but they may be useful in the initial conservative treatment of acute shoulder symptoms, 

depending on the experience of local physical therapy providers available for referral. 

 


