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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: Iowa, Illinois, Hawaii 

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine, Public Health & Gen 

Prev Med 

 

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, who sustained an industrial injury on 3/23/2007. The 

diagnoses have included lumbar spine disc rupture and status post left shoulder surgery. 

Treatment to date has included physical therapy, acupuncture and pain medications.  According 

to the Primary Treating Physician's Progress Report form 12/4/2014, the injured worker 

complained of pain in the left shoulder and lower back. Objective findings revealed light touch 

sensation intact to right mid-anterior thigh, right mid-lateral calf and right lateral ankle. 

Authorization was requested for shockwave treatment to the lumbar area one time a week times 

six weeks. On 12/24/2014, Utilization Review (UR) non-certified a request for shockwave, 

lumbar, one time a week times six weeks, noting there were no current notes with detailed and 

objective exam findings. The ODG was cited. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Shockwave therapy:  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) 

 



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

Decision based on Non-MTUS Citation Low Back - Lumbar & Thoracic (Acute & Chronic), 

Electric Shockwave therapy 

 

Decision rationale: MTUS does not specifically refer to Electric Shockwave therapy. ODG 

states in reference to therapy of the lumbar spine, "Not recommended. The available evidence 

does not support the effectiveness of ultrasound or shock wave for treating LBP. In the absence 

of such evidence, the clinical use of these forms of treatment is not justified and should be 

discouraged."Guidelines do not recommend shock wave therapy for lumbar spine. The treating 

physician has not provided extenuating circumstances that warrant the requested therapy.  As 

such, the request for Shockwave therapy is not medically necessary. 

 


