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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 Physical Medicine & Rehabilitation and Pain Medicine, and is 

licensed to practice in Texas and Oklahoma. 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: 

 

The injured worker is a 50-year-old female who reported an injury on 01/05/2007 due to an 

unknown mechanism. Diagnoses were opioid type dependency, depressive disorder, chronic 

idiopathic pain, disorder sacrum, lumbalgia, and unspecified thoracic/lumbar. Past treatments 

reported were right sacroiliac joint steroid injection, physical therapy, TENS Unit, massage, 

trigger point injections, and aquatic therapy. Diagnostic studies were not reported. Surgical 

history was status post anterior, posterior L4-S1 decompression and fusion, status post 

arthroscopic knee surgery x 2. Physical examination on 04/30/2014 revealed complaints of right 

low back pain that radiated posteriorly to the right leg. Examination of the lumbar spine 

revealed positive for muscle pain/spasm, lumbar pain in lower extremity. There was decrease in 

range of motion all planes, tenderness to palpation on the lumbar paraspinous area, and 

decreased range of motion with extension. Medications were Cymbalta 60 mg, Topamax 50 mg, 

Valium, Wellbutrin, pantoprazole. Treatment plan was to request a lumbar MRI and continue 

medications as directed. The rationale and Request for Authorization were not submitted for 

review. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Tizanidine HCL 4mg QTY: 60 D.S. 30: Upheld 



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

Muscle Relaxants-Antispasmodic Drugs. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Tizanidine Page(s): 66. 

 

Decision rationale: The request for Tizanidine HCl 4 mg quantity 60 DS 30 is not medically 

necessary. The California Medical Treatment Utilization Schedule Guidelines recommend 

Tizanidine (Zanaflex), as a nonsedating muscle relaxant with caution as a second line option for 

short-term use of acute exacerbations in injured workers with chronic low back pain. The 

efficacy of this medication was not reported. The request does not indicate a frequency for the 

medication therefore, the request is not medically necessary. 


