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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 Rehab, has a subspecialty in Pain 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: 

 

This is a patient with a date of injury of 10/24/00. A utilization review determination dated 

11/11/14 recommends non-certification/modification of  membership, TENS, H-Wave 

stimulator for the earlobes, tramadol, and cyclobenzaprine. 9/23/14 medical report identifies 

headaches and pain in the neck, shoulders, hands/wrists, and back. There is radiating pain into 

the legs with tingling. There is also insomnia secondary to pain. On exam, there is tenderness, 

limited ROM, and "diffuse areas of skin hypersensitivity on right and left." The patient's ability 

to ambulate and get around has diminished and she has become more sedentary. She had good 

results from TENS in reducing hypersensitivity of the skin in the mid and upper back. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

One year membership to the :  Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines, Low Back-

Lumbar & Thoracic (acute & chronic) 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 46-47 OF 127.  Decision based on 

Non-MTUS Citation Official Disability Guidelines (ODG), Low Back Chapter, Gym 

Memberships. 



 

Decision rationale: Regarding request for  membership, Chronic Pain Medical 

Treatment Guidelines state that exercise is recommended. They go on to state that there is no 

sufficient evidence to support the recommendation of any particular exercise regimen over any 

other exercise regimen. ODG states the gym memberships are not recommended as a medical 

prescription unless a documented home exercise program with periodic assessment and revision 

has not been effective and there is a need for equipment. Plus, treatment needs to be monitored 

and administered by medical professionals. With unsupervised programs there is no information 

flow back to the provider, so he or she can make changes in the prescription, and there may be a 

risk of further injury to the patient. Within the documentation available for review, there is no 

indication that the patient has failed a home exercise program with periodic assessment and 

revision. Additionally, there is no indication that the patient has been trained on the use of gym 

equipment, or that the physician is overseeing the gym exercise program. In the absence of such 

documentation, the currently requested  membership is not medically necessary. 

 

One H-wave stimulator for the earlobes:  Upheld 

 

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

H-wave stimulation (HWT).   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 114, 117-118 OF 127.   

 

Decision rationale: Regarding the request for H-Wave unit, Chronic Pain Medical Treatment 

Guidelines state that electrotherapy represents the therapeutic use of electricity and is another 

modality that can be used in the treatment of pain. Guidelines go on to state that H-wave 

stimulation is not recommended as an isolated intervention, but a one-month home-based trial of 

H-wave stimulation may be considered as a noninvasive conservative option for diabetic 

neuropathic pain, or chronic soft tissue inflammation if used as an adjunct to a program of 

evidence-based functional restoration, and only following failure of initially recommended 

conservative care, including recommended physical therapy and medications plus transcutaneous 

electrical nerve stimulation. Within the documentation there is not indication that the patient has 

failed a 30-day TENS unit trial and had significant improvement after a trial of H-Wave. In the 

absence of such documentation, the currently requested H-Wave device is not medically 

necessary. 

 

Cyclobenzaprine (Flexeril) 10mg #30:  Upheld 

 

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

Cyclobenzaprine (Flexeril, Amrix, Fexmid, generic available).   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 63-66 OF 127.   

 

Decision rationale: Regarding the request for cyclobenzaprine, Chronic Pain Medical Treatment 

Guidelines support the use of nonsedating muscle relaxants to be used with caution as a 2nd line 



option for the short-term treatment of acute exacerbations of pain. Within the documentation 

available for review, the request is for a sedating muscle relaxant and it does not appear that this 

medication is being prescribed for the short-term treatment of an acute exacerbation, as 

recommended by guidelines. In the absence of such documentation, the currently requested 

cyclobenzaprine is not medically necessary. 

 




