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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. 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/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

The Expert Reviewer has the following credentials: 

State(s) of Licensure: New York 

Certification(s)/Specialty: Pediatrics, Internal Medicine 

 

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 42 year old male who sustained an industrial related injury on 10/15/13 

due to pulling heavy objects.  The injured worker had complaints of low back pain that radiated 

to bilateral lower extremities with numbness and tingling.  Diagnoses included lumbar 

radiculopathy and lumbar disc protrusion.  Treatment included physical therapy and chiropractic 

therapy.  The treating physician requested authorization for Somnicin #30, Genicin 500mg #90, 

Gabacyclotram, Flurbi (NAP) cream-LA, and a vitamin B-12 injection.  On 12/26/14, the 

requests were non-certified.  Regarding the B-12 injection, the utilization review (UR) physician 

cited the Official Disability Guidelines and noted vitamin B-12 is not recommended for the 

treatment of chronic pain.  Regarding Somnicin, the UR physician noted there is no guideline 

support for the use of this medication.  Regarding Genicin, the UR physician cited the Medical 

Treatment Utilization Schedule (MTUS) and Official Disability Guidelines.  The UR physician 

noted this medication is not recommended for low back pain.  Regarding Gabacyclotram, the UR 

physician cited the MTUS guidelines and noted this medication is not recommended for topical 

use.  Regarding Flubi (NAP) cream, the UR physician cited the MTUS guidelines but no rational 

was noted in the provided information. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 



Somnicin #30: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation www.rxwiki.com/somnicin. 

 

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

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

Insomnia treatment. 

 

Decision rationale: Per ODG, pharmacological agents for insomnia should only be used after 

careful evaluation of potential causes of sleep disturbance for the etiology. Ambien is indicated 

for the short-term treatment of insomnia with difficulty of sleep onset (7-10 days). First-line 

treatment is recommended to be non-benzodiazepine sedative-hypnotics such as Ambien, 

Ambien CR, Sonata and Lunesta. Sedating antidepressants (e.g., amitriptyline, trazodone, 

mirtazapine) have also been used to treat insomnia; however, there is less evidence to support 

their use for insomnia, but they may be an option in patients with coexisting depression. There 

was no mention in the case file of evaluation for insomnia or failure of first line treatment 

options. This request in not medically necessary and appropriate. 

 

Genicin 500 mg #90: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation www.drugs.com/mtm/genicin.html. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Glucosamine (and Chondroitin Sulfate) Page(s): 50.   

 

Decision rationale: Glucosamine is recommended as an option given its low risk, in patients 

with moderate arthritis pain, especially for knee osteoarthritis. The case file does not indicate the 

IW had arthritis. The request is not medically necessary and appropriate. 

 

Gabacyclotram: 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: Topical NSAID's are indicated for treatment of osteoarthritis and tendinitis, 

in particular, that of the knee and elbow or other joints that are amenable to topical treatment. 

They are recommended for short-term use. Any compounded product that contains at least one 

drug (or drug class) that is not recommended is not recommended. Tramadol, cyclobenzaprine 

and gabapentin are not FDA approved for topical use. This request is not medically necessary 

and appropriate. 

 



Flurbi [NAP] cream-LA: 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 Topical 

Analgesics Page(s): 1111-113.   

 

Decision rationale:  According to MTUS guidelines topical lidocaine is indicated for 

neuropathic pain. It is recommended for localized peripheral pain after there has been evidence 

of a trial of first-line therapy (tri-cyclic or SNRI anti-depressants or an AED such as gabapentin 

or Lyrica). Any compounded product that contains at least one drug (or drug class) that is not 

recommended is not recommended. Amitripyline, flurbiprofen are not FDA approved for topical 

use.  This request is not medically necessary and appropriate. 

 

Vitamin B-12 injection: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Treatment 

in Workers' Compensation, 12th Edition, Pain (updated 11/21/14), Vitamin B. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain (Chronic) - B 

vitamins & vitamin B complex. 

 

Decision rationale:  Per ODG guidelines, B vitamins are not recommended for the treatment of 

chronic pain unless this is associated with documented vitamin deficiency. Treatment of vitamin 

B12 deficiency is generally parenteral. There was no laboratory testing included in the 

documentation showing a low B 12 level. The request is not medically necessary. 

 


