Federal Services

Case Number: CM14-0019038

Date Assigned: 04/23/2014 Date of Injury: 04/18/2012

Decision Date: 07/03/2014 UR Denial Date: | 02/04/2014

Priority: Standard Application 02/14/2014
Received:

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 Physical Medicine and Rehabilitation, has a subspecialty in Pain
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:

Prior treatment history has included chiropractic treatment. The patient has had previous
shoulder surgery. Medications include Relafen, Protonix and Tylenol #3. An Occupational Pain
Management follows up noted dated 10/23/2013 documents the patient has difficulty falling and
staying asleep secondary to shoulder pain. The PR-2 dated 12/03/2013 documented the patient
with complaints of pain in the neck, bilateral shoulders and bilateral elbows. Objective findings
on examination of the left shoulder reveal limited ranges of motion. There is weakness 3.5 of the
abductors and flexors 4/5 on all other muscles. The right shoulder is tender at the right
acromioclavicular joint and anterior deltoid. There is positive impingement test on the right.
Muscle testing is 4/5 on flexion, abduction and internal and external rotation. Diagnoses:
Cervical intervertebral disc disorder, recurrent rotator cuff tear on the left, Status post left rotator
cuff repair on 01/31/2013, and Right shoulder impingement syndrome. Treatment Plan: The
patient is having difficulty sleeping at night. I am requesting authorization for a Sleep Study to
rule out insomnia/sleep apnea.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
SLEEP STUDY:: 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 Official Disability Guidelines (ODG), Pain (Chronic),
Polysomnography.

Decision rationale: The CA MTUS guidelines do not address the issue in dispute and hence
ODG have been consulted. As per ODG, sleep study is recommended after at least six months of
an insomnia complaint (at least four nights a week), unresponsive to behavior intervention and
sedative/sleep-promoting medications, and after psychiatric etiology has been excluded. Not
recommended for the routine evaluation of transient insomnia, chronic insomnia, or insomnia
associated with psychiatric disorders. In this case, this patient reported difficulty sleeping at
night and the provider has requested sleep study to rule out insomnia/sleep apnea. However, the
sole complaint of difficulty sleeping is not enough evidence to warrant the requested sleep study.
There is no documentation of patient's sleep pattern or hygiene or the patient has been treated
with first-line treatment as recommended by guidelines. Thus, the medical necessity has not been
established and the request is not medically necessary.



