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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: California 

Certification(s)/Specialty: Physical Medicine & Rehabilitation 

 

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 male, who sustained an industrial injury on 6-09-2014. The 

injured worker is being treated for knee osteoarthritis status post left total knee arthroplasty (9- 

23-2014), left shoulder impingement, right knee internal derangement, left shoulder partial tear 

of supraspinatus tendon, right knee chondromalacia patella, and ACL tear of the knee. 

Treatment to date has included medications, physical therapy, bracing and acupuncture. Per the 

Primary Treating Physician's Progress Report dated 7-30-2015 the injured worker presented for 

reevaluation. He reported pain in the left shoulder rated as 7 out of 10 and unchanged and right 

knee pain rated as 7 out of 10 and unchanged. He has not taken pain medication today and the 

severity is without medication. He also reported popping, grinding and clicking in the left 

shoulder. He has difficulty falling asleep and he wakes up due during the night due to pain. 

Objective findings included nonspecific tenderness in the left shoulder with decreased ranges of 

motion. Palpation of the right knee revealed non-specific tenderness. There was crepitus and 

mild swelling to the medial aspect of the knee on the right. Per the medical records dated 4-23- 

2015 to 7-30-2015 there is no documentation of improvement in symptoms, increase in activities 

of daily living or decrease in pain level with the current treatment. Work status was temporarily 

totally disabled. The plan of care included acupuncture, orthopedic consultation and physical 

therapy. Authorization was requested on 7-31-2015 for home H-wave device purchase. On 8- 

25-2015, Utilization Review non-certified the request for a home H-wave device purchase. 

 

IMR ISSUES, DECISIONS AND RATIONALES 



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

 

Home H Wave Device Purchase: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Knee Complaints 2004, and 

Chronic Pain Medical Treatment 2009. Decision based on Non-MTUS Citation Official 

Disability Guidelines (ODG), Knee & Leg (Acute & Chronic). 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Transcutaneous electrotherapy. 

 

Decision rationale: The current request is for a home H-wave device purchase. The RFA is 

dated 07/31/15. Treatment to date has included left total knee arthroplasty (9-23-2014), 

medications, physical therapy, bracing and acupuncture. Work status was noted as temporarily 

totally disabled. MTUS Guidelines, Transcutaneous Electric Nerve Stimulation section, page 

117 under H-Wave stimulation has the following: "H-wave is not recommended as an isolated 

intervention, but a 1-month home-based trial of H-wave stimulation may be considered as a non- 

invasive conservative option for diabetic, neuropathic pain, or chronic soft tissue inflammation if 

used as an adjunct to a program of evidence-based functional restoration and only following 

failure of initially recommended conservative care and only following failure of initially 

recommended conservative care, including recommended physical therapy (i.e., exercise) and 

medications, plus transcutaneous electrical nerve stimulation (TENS)." MTUS further states trial 

periods of more than 1 month should be justified by documentations submitted for review. Per 

report 07/30/15, the patient presents with left shoulder pain. He also reported popping, grinding 

and clicking in the left shoulder. He has difficulty falling asleep and he wakes up due during the 

night due to pain. Objective findings included nonspecific tenderness in the left shoulder with 

decreased ranges of motion. Palpation of the right knee revealed non-specific tenderness. There 

was crepitus and mild swelling to the medial aspect of the knee on the right. The treater made 

recommendations for medications, PT and acupuncture. The Utilization review letter dated 

08/25/15 listed an H-wave patient delivery evaluation form dated 04/22/15 as part of the medical 

records. This report was not provided for my review, and the 35 page medical file provides no 

discuss regarding this request. It appears that this patient has trialed the H-wave unit in the past, 

with no documentation of efficacy. MTUS states that trial periods of more than 1 month should 

be justified by documentation of functional improvement or decrease in pain. The patient does 

not meet the criteria for further use. Therefore, the request is not medically necessary. 


