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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 anesthesiology, has a subspecialty in Pain Management 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: 

 

The injured worker is a 42 year old female who sustained an injury on 11/15/06.  No specific 

mechanism of injury was noted.  The injured worker had prior bilateral carpal tunnel releases 

which provided relief; however, the injured worker had persistent symptoms from ulnar nerve 

distribution in the left upper extremity.  The injured worker was also followed for bilateral 

shoulder complaints despite arthroscopy.  The injured worker was seen on 01/14/14 with 

continuing complaints of bilateral pain in the wrists and hands with paresthesia in the right ulnar 

forearm and hand.  The injured worker was prescribed medications including valium 10mg as 

needed Norco 10/325mg four times a day ibuprofen 800mg twice daily and soma 350mg twice 

daily.  Other medications included Abilify, Pristiq, and Ambien.  Physical examination noted 

limited range of motion in the bilateral shoulders with positive impingement signs.  Continued to 

have complaints of neck pain despite recent cervical facet blocks.  The injured worker was 

recommended for a Ketoprofen topical cream and continuation of other medications.  The 

requested soma 350mg #60 and Ketoprofen cream for the right shoulder were denied by 

utilization review on 01/30/14. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Soma 350mg one tablet by mouth twice a day as needed #60:  Upheld 

 

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

Soma (Carisoprodol).   



 

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

Relaxants Page(s): 63-67.   

 

Decision rationale: In regards to the use of Soma 350mg quantity 60, this reviewer would not 

have recommended this medication as medically necessary based on the clinical documentation 

provided for review and current evidence based guideline recommendations. The chronic use of 

muscle relaxers is not recommended by current evidence based guidelines.  At most, muscle 

relaxers are recommended for short term use only.  The efficacy of chronic muscle relaxer use is 

not established in the clinical literature.  There is no indication from the clinical reports that there 

had been any recent exacerbation of chronic pain or any evidence of a recent acute injury.  

Therefore, this request is not medically necessary for ongoing use of this medication. 

 

Ketoprofen cream for right shoulder:  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: In regards to the use of Ketoprofen cream, this reviewer would not have 

recommended this medication as medically necessary based on the clinical documentation 

provided for review and current evidence based guideline recommendations. The CA MTUS 

Chronic Pain Treatment Guidelines and US FDA note that the efficacy of compounded 

medications has not been established through rigorous clinical trials. The FDA requires that all 

components of compounded topical medication be approved for transdermal use. This compound 

contains Ketoprofen which is not approved for transdermal use. The clinical documentation 

provided did not indicate that there were any substantial side effects with the oral version of the 

requested medication components.  Therefore, this compound cannot be supported as medically 

necessary. 

 

 

 

 


