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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 Occupational 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 61year-old male patient with a 9/17/07 date of injury. A 2/19/13 progress report 

indicates persistent neck pain, low back pain and right shoulder pain.  The patient has been made 

permanent and stationary.  Physical exam demonstrates limited right shoulder range of motion, 

low back spasm.  A 4/10/13 progress report indicates persistent neck pain and low back pain.  

Physical exam demonstrates positive compression test. Treatment has included medication and 

home exercise. A 8/14/13 progress report indicates persistent neck and low back pain.  Physical 

exam demonstrates tenderness over lumbar hardware.  X-rays of the cervical spine show 

adequate position of hardware C5-6 and C6-7, x-rays of the lumbar spine show hardware at L4-5 

and L5-S1.  A 11/13/13 progress report indicates persistent neck and low back pain.  Physical 

exam demonstrates low back spasm and positive straight leg raise test. Treatment to date has 

included L4-5 and L5-S1 decompression and fusion and C5-6 and C6-7 decompression and 

fusion. A 11/30/07 electrodiagnostic testing demonstrates left L5 and bilateral S1 lumbar 

radiculopathy. There is documentation of a previous 12/26/13 adverse determination for lack of 

guidelines support for therapeutic ultrasound. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

ULTRASOUND UNIT WITH ALCOHOL SWABS AND GEL FOR LUMBAR SPINE:  
Upheld 

 



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

Ultrasound, Therapeutic.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Ultrasound, therapeutic Page(s): 123.   

 

Decision rationale: CA MTUS states that therapeutic ultrasound is not recommended since there 

is little evidence that active therapeutic ultrasound is more effective than placebo ultrasound for 

treating pain or a range of musculoskeletal injuries or for promoting soft tissue healing. The 

patient suffers from chronic complaints that are essentially unchanged over the course of several 

years. There is no evidence that lower levels of care were exhausted recently. There is no 

discussion as to why the patient would be expected to benefit from therapeutic ultrasound despite 

insufficient evidence to support its efficacy. Therefore, the request for ULTRASOUND UNIT 

WITH ALCOHOL SWABS AND GEL FOR LUMBAR SPINE was not medically necessary. 

 


