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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to a physician reviewer.  He/she has no 

affiliation with the employer, employee, providers or the claims administrator.  The physician 

reviewer is Board Certified in Physical Medicine & Rehabilitation has a subspecialty in Sports 

Medicine, and is licensed to practice in Texas.  He/she has been in active clinical practice for 

more than five years and is currently working at least 24 hours a week in active practice.  The 

physician reviewer was selected based on his/her clinical experience, education, background, and 

expertise in the same or similar specialties that evaluate and/or treat the medical condition and 

disputed items/services.  He/she is familiar with governing laws and regulations, including the 

strength of evidence hierarchy that applies to Independent Medical Review determinations. 

 

CLINICAL CASE SUMMARY 

The expert reviewer developed the following clinical case summary based on a review of the 

case file, including all medical records: 

 

The patient is a 61-year-old male who reported an injury on 04/24/2006, after an equipment 

malfunction reportedly caused injury to the patient's right wrist and right arm.  The patient's 

treatment history included right shoulder surgery x, and right wrist open repair for a triangular 

fibrocartilage complex (TFCC) tear.  The patient also developed a left knee injury that was 

conservatively treated with injections, physical therapy, and activity modifications.  The patient 

does have a history of left knee surgery.  The patient's most recent clinical evaluation 

documented that the patient had limited range of motion of the right knee described as 0 degrees 

in extension to 120 degrees in flexion, and left knee restricted range of motion described as 0 

degrees in extension and 110 degrees in flexion, with a positive McMurray's test of the left knee, 

and a positive patellofemoral grind test of the left knee.  The patient's diagnoses include status 

post right carpal tunnel release, status post right shoulder cuff repair, right shoulder rotator cuff 

syndrome, left knee osteoarthritis, right full thickness triangular fibrocartilage tear, and joint 

pain.  The patient's treatment plan included physical therapy for the right shoulder and left knee 

as the patient has not had any physical therapy in over a year, and continuation of medication 

usage. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

The Final Determination was based on decisions for the disputed items/services set forth below: 

 

Additional physical therapy sessions, 2 times a week for 4 weeks , QTY: 8:  Upheld 

 



Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder 

Complaints, Chapter 13 Knee Complaints Page(s): 203,337-339.  Decision based on Non-MTUS 

Citation Official Disability Guidelines (ODG) 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Section 

Physical Medicine Page(s): 98-99.   

 

Decision rationale: The clinical documentation submitted for review does support that the 

patient has previously participated in physical therapy.  The California Medical Treatment 

Utilization Schedule recommends that patients be transitioned into a home exercise program to 

maintain improvement levels obtained during skilled physical therapy.  The clinical 

documentation submitted for review does not provide any evidence that the patient is currently 

participating in a home exercise program.  Therefore, 1 to 2 visits to re-establish and re-educate 

the patient in a home exercise program would be appropriate.  However, the requested 8 visits 

are considered excessive.  As such, the requested additional physical therapy sessions 2 times a 

week for 4 weeks is not medically necessary or appropriate. 

 

Omeprazole (Prilosec) 20mg, #60:   
 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Page(s): 22, 67 68.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Section 

Nonsteroidal anti-inflammatory drugs (NSAIDs), Gastrointestinal (GI) symptoms & cardiova.   

 

Decision rationale: The California Medical Treatment Utilization Schedule recommends 

gastrointestinal protectants for patients who are at risk for developing gastrointestinal 

disturbances related to medication usage.  The clinical documentation submitted for review does 

provide evidence that the patient has been on this medication since at least 11/2012.  However, 

the patient's most recent clinical documentation does not provide any assessment of the patient's 

gastrointestinal system to support that the patient is at risk for developing gastrointestinal 

disturbances related to medication usage.  Therefore, continued use of this medication would not 

be supported.  As such, the requested omeprazole (Prilosec) 20 mg #60 is not medically 

necessary or appropriate. 

 

 

 

 


