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HOW THE IMR FINAL DETERMINATION WAS MADE 
 

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

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

reviewer is Board Certified in Occupational Medicine and is licensed to practice in California. 

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 expert 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: 

 
Patient is a 41 year-old male with date of injury 03/09/2009. The medical document associated 

with the request for authorization, a primary treating physician's progress report, dated 

08/22/2014, lists subjective complaints as pain in the bilateral knees. Patient is status post right 

knee arthroscopic surgery in 2009. Objective findings: Examination of the bilateral knees 

revealed range of motion 0-130 degrees with painful patellofemoral crepitus, but no patellar 

instability. Tender to palpation about the knee with no sign of effusion. No sight on DVT. No 

sign of infection. Stable to varus and valgus stress at 0 and 30 degrees. Negative Lachman. 

Negative anterior drawer. Negative posterior drawer. 2+ popliteal pulse. 5/5 quad strength. 5/5 

hamstring strength. Diagnosis: 1. Right knee degenerative joint disease 2. Left knee degenerative 

joint disease. The medical records provided for review were insufficient to be able to determine 

how long the patient has been prescribed the following medications. Medications:1.Norco 

10/325mg, #60 SIG: 1 p.o. b.i.d. p.r.n.2.Pantoprazole 20mg, #30 SIG: 1 p.o. daily. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
Norco 10/325mg #60:  Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

74-94. 

 
Decision rationale: The Chronic Pain Medical Treatment Guidelines state that continued or long-

term use of opioids should be based on documented pain relief and functional improvement or 

improved quality of life. Despite the long-term use of narcotics, the patient has reported very 

little, if any, functional improvement or pain relief while taking Norco. Norco 10/325mg #60 is 

not medically necessary. 

 
Pantoprazole 20mg #30: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

68. 

 
Decision rationale: Protonix is a proton pump inhibitor. According to the Chronic Pain Medical 

Treatment Guidelines, and prior to prescribing a proton pump inhibitor, a clinician should 

determine if the patient is at risk for gastrointestinal events: (1) age > 65 years; (2) history of 

peptic ulcer, GI bleeding or perforation; (3) concurrent use of ASA, corticosteroids, and/or an 

anticoagulant; or (4) high dose/multiple NSAID. There is no documentation that the patient has 

any the risk factors needed to recommend a proton pump inhibitor. Pantoprazole 20mg #30 is not 

medically necessary. 

 
 program for 90 days: Upheld 

 
Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

Complaints, Chapter 13 Knee Complaints,Chronic Pain Treatment Guidelines. 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 

Decision based on Non-MTUS Citation Aetna Clinical Policy Bulletin: Weight Reduction 

Medications and Programs, Number: 0039, last reviewed: 03/21/2014 

 
Decision rationale: The MTUS and the Official Disability Guidelines are silent on the topic of 

medical weight loss programs. The Aetna Clinical Policy Bulletin: Weight Reduction 

Medications and Programs was referenced in regard to the request. This policy is supported by 

NHLBI Guidelines on Diagnosis and Management of Obesity. Aetna considers the following 

medically necessary treatment of obesity when criteria are met:1. Weight reduction medications, 

and2. Clinician supervision of weight reduction programs.The request does not contain 

documentation that the above criteria are met.  program for 90 days is not 

medically necessary. 




