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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, has a subspecialty in Pain 

Medicine and is licensed to practice in Texas and Ohio. 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 32-year-old male who reported an injury while lifting a heavy machine at 

work when he started experiencing low back pain on 09/27/2014. The clinical note dated 

07/07/2014 indicated diagnoses of stenosis spinal lumbar, lumbar disc displacement without 

myelopathy, degeneration of the lumbar and lumbosacral and cervical disc displacement.  The 

injured worker reported continued low back pain with intermittent radiation of pain into the right 

lower extremity with associated numbness and tingling.  The injured worker reported with 

medication he was able to stand and walk longer without severe pain.  The injured worker 

reported the medications helped improve his function.  The injured worker reported his pain 

continued to be a 9/10 with medications and after completing 12/12 acupuncture sessions.  The 

injured worker's treatment plan included medication management, continuous psychiatry.  The 

injured worker's prior treatments included diagnostic imaging, acupuncture, and medication 

management.  The injured worker's medication regimen included Senokot, Morphine, 

Tizanidine, Topiramate, Abilify, Cymbalta, Geodon, and Colace.  The provider submitted a 

request for Tizanidine and Topiramate.  A Request for Authorization dated 07/15/2014 was 

submitted for Tizanidine and Topiramate; however, rationale was not provided for review. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Tizanidine 4mg #60 between 5/14/14 and 7/14/14:  Upheld 

 



Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Tizanidine (Zanaflex) Page(s): 66.   

 

Decision rationale: The request for Tizanidine 4mg #60 between 5/14/14 and 7/14/14 is not 

medically necessary. The California MTUS guidelines recognize Zanaflex as a centrally acting 

alpha2-adrenergic agonist muscle relaxant that is FDA approved for management of spasticity; 

unlabeled use for low back pain.  Although the injured worker reported medication helps 

improve his function, the injured worker reported his pain 9/10 with medications and after 

completing 12/12 acupuncture sessions.  There is no indication that use of Tizanidine has 

resulted in significant diminished pain levels or functional improvement.  In addition, the injured 

worker has been utilizing Tizanidine since at least 10/2012.  This exceeds the guidelines 

recommendation for short term use.  Moreover, the request did not indicate a frequency or 

quantity for the Tizanidine.  Therefore, the request is not medically necessary. 

 

Topiramate 25mg #30 between 5/14/14 and 7/14/14:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Topamax, 

Topiramate Page(s): 16.   

 

Decision rationale: The request for Topiramate 25mg #30 between 5/14/14 and 7/14/14 is not 

medically necessary. California MTUS guidelines indicate that Topiramate is shown to be 

effective for treatment of diabetic painful neuropathy and post herpetic neuralgia and has been 

considered as a first-line treatment for neuropathic pain.  Although the injured worker reported 

increased function with the Topiramate, the injured worker continued to report his pain 9/10.  

There is no indication that use of Topiramate has resulted in significant diminished pain levels or 

functional improvement.  In addition, the request does not indicate a frequency for this 

medication.  Therefore, the request is not medically necessary. 

 

 

 

 


