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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 and Rehabilitation 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 patient is a 51-year-old male who reported an injury on 12/10/2004.  The mechanism of 

injury was not provided in the medical records.  The patient was diagnosed with carpal tunnel 

syndrome.  The patient reported heartburn, nausea, and occasional vomiting and reflux due to 

pain medications.  The patient currently takes Flexeril and melatonin to sleep. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

TEROCIN PATCH DIS 4-4%, 30 DAY SUPPLY, #30:  Upheld 

 

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

Topical Analgesics.   

 

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

Analgesics Page(s): 111-113.   

 

Decision rationale: According to the California MTUS Guidelines, topical analgesics are largely 

experimental in use, with few, randomized controlled trials to determine efficacy or safety; also, 

they are primarily recommended for neuropathic pain when trials of antidepressants and 

anticonvulsants have failed.  Many agents are compounded as monotherapy or in combination 

for pain control; however, there is little to no research to support the use of many of these agents.  

Any compounded product that contains at least 1 drug (or drug class) that is not recommended is 



not recommended.  The use of these compounded agents requires knowledge of the specific 

analgesic effect of each agent and how it will be useful for the specific therapeutic goal required.  

While the guidelines support the use of Lidocaine for neuropathic pain, they fail to reveal any 

guidelines or scientific evidence to support the use of menthol.  The documentation submitted for 

review failed to provide evidence of the need for a combination topical analgesic.  As the 

requested medication is a compounded product that contains at least 1 drug that is not 

recommended, the request is not supported.  The request for Terocin patch DIS 4/4%, 30 day 

supply, #30 is not medically necessary and appropriate. 

 

COMPOUNDED TOPICAL CREAM CONTAINING FLURBIPROFEN, LIDOCAINE, 

AMITRIPTYLINE, 20 DAY SUPPLY, #180:  Upheld 

 

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

Topical Analgesics.   

 

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

Analgesic Page(s): 111-113.   

 

Decision rationale: According to the California MTUS Guidelines, topical analgesics are largely 

experimental in use, with few randomized controlled trials to determine efficacy or safety; also, 

they are primarily recommended for neuropathic pain when trials of antidepressants and 

anticonvulsants have failed.  Many agents are compounded as monotherapy or in combination 

for pain control; however, there is little to no research to support the use of many of these agents.  

Any compounded product that contains at least 1 drug (or drug class) that is not recommended is 

not recommended.  The use of these compounded agents requires knowledge of the specific 

analgesic effect of each agent and how it will be useful for the specific therapeutic goal required.  

The guidelines also state that nonsteroidal anti-inflammatory agents have limited demonstrated 

efficacy in clinical trials and have been in consistent with most studies being small and of short 

duration.  The documentation submitted for review failed to provide evidence of the need for a 

combination topical analgesic.  As the requested medication is a compounded product that 

contains at least 1 drug that has not been proven to be effective, the request is not supported.  

The request for compounded topical cream containing Flurbiprofen, Lidocaine, Amitriptyline 20 

day supply, #180 is not medically necessary and appropriate. 

 

SOMNICIN CAPSULES, 30 DAY SUPPLY, #30:  Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation 

http://googleads.g.doubleclick.net/pagead/ad?client=ca-pub. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain, Insomnia 

 

Decision rationale: According to the Official Disability Guidelines, insomnia is defined as 

difficulty in sleep initiation or maintenance, and/or early awakening, also characterized by 

impairment in daily function due to sleep insufficiency.  The requested medication appears to be 



a natural sleep aid; however, the documentation submitted for review indicates the patient is 

currently taking an over-the-counter sleeping medication.  Somnicin has not been adequately 

proven with regards to overall efficacy and safety.  Therefore, as the patient is noted to currently 

be taking an over-the-counter sleeping medication, the need for an additional sleep aid is not 

supported.  The request for Somnicin capsules, 30 day supply #30 is not medically necessary and 

appropriate. 

 


