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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 Family 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 41-year-old male who reported an industrial injury on 10/15/2013, 11 months ago, 

attributed to the performance of his usual and customary job tasks reported as pulling pallets as a 

delivery driver and felt a pain to the lower back. The patient was diagnosed with chronic low 

back pain with a 1-2 mm disc protrusion. The MRI of the lumbar spine documented evidence of 

1 mm broad-based disc protrusion at L3-L4, A 2 millimeter broad-based disc protrusion an 

annular fissure at L4-L5 and 1 mm broad-based disc protrusion at L5-S1. The patient complained 

of low back pain radiating to his right lower extremity with numbness and tingling. The patient 

was progressively treated and released to full duty, however, complained of a return of his low 

back pain radiating to the right lower extremity. The objective findings on examination included 

nerve root tension is 70 bilaterally; diffuse tenderness to palpation; decreased range of motion 

towards terminal. The diagnosis was chronic low back pain with disc bulges. The patient 

received physical therapy; activity modification; and medications. The patient was prescribed the 

topical compounded cream Gabapentin 10%, Amitriptyline 10%, Dextromethorphan 10% 210 

GM. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Compound: Gabapentin 10%, Amitriptyline 10%, Dextromethorphan 10% 210GM (30mg 

applied):  Upheld 

 



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

Topical Analgesics Page(s): 111.   

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 3 Initial Approaches to 

Treatment Page(s): 47,Chronic Pain Treatment Guidelines topical analgesics ; anit-inflamatory 

medications  Page(s): 112-13; 22; 67-68.  Decision based on Non-MTUS Citation Official 

Disability Guidelines (ODG) Pain chapter--topical analgesics; topical analgesics compounded 

American College of Occupational and Environmental Medicine (ACOEM), 2ndEdition, (2004) 

pain chapter 2008 pages 128 

 

Decision rationale: The use of compounded topical cream Gabapentin 10%, Amitriptyline 10%, 

Dextromethorphan 10% 210 GM not supported by the applicable evidence-based guidelines. The 

continued use of topical NSAIDs for the current clinical conditions is not otherwise warranted or 

demonstrated to be appropriate. There is no documented objective evidence that the patient 

requires both the oral medications, and the topical analgesic medication for the treatment of the 

industrial injury.   The prescription for compounded topical cream Gabapentin 10%, 

Amitriptyline 10%, Dextromethorphan 10% 210 GM is not medically necessary for the treatment 

of the patient's chronic pain complaints. The prescription of compounded topical Gabapentin 

10%, Amitriptyline 10%, Dextromethorphan 10% 210 GM is not recommended by the CA 

MTUS, ACOEM guidelines, and the Official Disability Guidelines. The continued use of topical 

NSAIDs for the current clinical conditions is not otherwise warranted or appropriate - noting the 

specific comment, "There is little evidence to utilize topical NSAIDs for treatment of 

osteoarthritis of the spine, hip, or shoulder." The objective findings in the clinical documentation 

provided do not support the continued prescription of for the treatment of chronic pain to the 

lower back. This request is considered not medically necessary. 

 


