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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 Texas. 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 58 year old female whose date of injury is 01/27/2009.  On this date a 

shelf fell and struck the right side of the injured worker's head and shoulder.  Treatment to date 

includes right shoulder arthroscopy, bursectomy, distal clavicle resection on 06/08/10.  Doctor's 

first report of occupational injury or illness dated 04/01/14 indicates diagnoses are status post 

blunt head injury, posttraumatic cephalgia, status post facial contusion with laceration, cervical 

spine disc herniations with radiculopathy, thoracic spine myofasciitis, lumbar spine disc disease, 

status post right shoulder surgery, right wrist carpal tunnel syndrome and right hand strain. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Extracorporeal Shock Wave Therapy MS NOS:  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 Index, 12th Edition (web), 2014, Shoulder Chapter, Extracorporeal shock wave 

therapy (ESWT) and Continuous flow cryotherapy. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Shoulder chapter, 

Extracorporeal shock wave therapy (ESWT). 

 



Decision rationale: The request is nonspecific and does not indicate the frequency and duration 

of requested treatment.  There is no comprehensive assessment of treatment completed to date or 

the injured worker's response thereto submitted for review. There is no current, detailed physical 

examination submitted for review and no specific, time-limited treatment goals are provided.  

The submitted records fail to establish the presence of calcifying tendinitis as required by the 

Official Disability Guidelines.  The Official Disability Guidelines require documentation of at 

least 3 conservative treatments prior to the performance of extracorporeal shockwave therapy. 

Therefore, the request is not in accordance with the Official Disability Guidelines, and not 

medically necessary. 

 


