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Notice of Independent Review Decision 
 

 
 

APRIL 7, 2008 
 

 
 

IRO CASE #: 
 
 
 
 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
RIGHT/LEFT EMG/NCV UPPER AND LOWER EXTREMITY 

 

 
 

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
M.D. Board Certified in Neurological Surgery 

 
REVIEW OUTCOME 

 

Upon independent review the reviewer finds that the previous adverse 
determination/adverse determinations should be: 

 
X  Upheld  (Agree) 

Overturned (Disagree) 

Partially Overturned (Agree in part/Disagree in part) 
 

 
 

Provide a description of the review outcome that clearly states whether or not 
medical necessity exists for each of the health care services in dispute. 

 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 

 

Table of Disputed Services 
Determination Letters: 12/21/07; 1/14/08; 3/12/08 
MRI Report - Cervical and Lumbar Reports 3/7/08 
MRI Report – Right Shoulder 9/20/03; 3/20/07 
MRI Report – Right Knee 9/20/07 
Electrodiagnostic Testing Report – M.D. 4/1/02 



Operative Reports – Lumbar Spine, Right Knee and Cervical Discogram 
Reports –12/3/07 – 2/22/08 
Psychological Evaluation Testing –Ph.D; 8/31/04 
Pain Specialty Consultant Report –M.D.  1/24/03 
Reports –M.D. 2/20/03; 4/11/03 
Clinical Reports – M.D. 2005,2006,2007 

 
Clinical Reports – 8/29/03 
ODG Guidelines 

 

 
 

PATIENT CLINICAL HISTORY: SUMMARY OF EVENTS: 
 
This case involves a xx year old female who in xx/xx was in a motor vehicle accident in 

which she lost consciousness.  When she woke up she noticed shoulder pain with neck 

pain that was worse on the right side.  This pain persisted. The cervical spine MRI done 

on  9/7/2001 revealed C5-6 and C4-5 disc protrusions.  Electrodiagnostic testing on 

4/1/02 showed lower extremity testing to be normal. The patient’s low back and lower 

extremity pain persisted.  On 12/12/05 lumbar laminectomy with discectomy and fusion 

was carried out at the L4-5 and L5-S1 levels.  Before that procedure was done, a 5/3/04 

cervical discogram was positive at the C5 and C6-7 levels.  At ll/22/06 cervical procedure 

was carried out on her neck consisting of multi level anterior cervical discectomy and 

fusion.  The patient has had epidural steroid injections, multiple physical therapy sessions 

and multiple medications.  Her discomfort has continued intermittently. Most recently it 

has involved the right upper extremity in a different way with tingling, feeling of burning 

and also the right lower extremity which was thought to be more in the L4 distribution at 

the level above her fusions.  Recent cervical and lumbar MRI evaluations were carried 

out on 3/7/08 and revealed chronic changes in both the cervical and lumbar spine with 

evidence of fusions as mentioned above. But there was nothing specific in regard to 

difficulty that was surgically correctible.  There were changes in the lumbar spine, which 

suggests the potential of infection, and in that area it was suggested an enhanced study 

might be beneficial to come to conclusions about any additional pathology 
 

 
 

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION. 

 

I agree with the benefit company’s decision to deny the requested electrodiagnostic 

testing of all the extremities.  In looking for surgically correctible pathology, or 

pathology that might be dealt with by injections to specific areas, a more logical test 

would be as suggested by the radiologist, an enhanced study of the lumbar spine.  If that 

test showed something on the right side compatible with new symptoms, the 

electrodiagnostic testing of the right lower extremity might be indicated with the hopes of 

coming to a conclusion as to what might be most involved.  The results of the 

electrodiagnostic testing of all extremities at this time would not lead to any finding that 

would help in therapeutic recommendations. 



 

 
 
 
 
 
 
 
 
 
 

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR 
OTHER CLINICAL BASIS USED TO MAKE THE DECISION: 

 

 
 

ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL & 
ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE 

 

AHCPR- AGENCY FOR HEALTHCARE RESEARCH & QUALITY 
GUIDELINES 

 
DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR 
GUIDELINES 

 

EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW 
BACK PAIN 

 
INTERQUAL CRITERIA 

 
X MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN 

ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS 
 

MERCY CENTER CONSENSUS CONFERENCE GUIDELINES 

MILLIMAN CARE GUIDELINES 

X ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT 
GUIDELINES 

 

PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR 
 

TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & 
PRACTICE PARAMETERS 

 

TEXAS TACADA GUIDELINES 
 

TMF SCREENING CRITERIA MANUAL 
 

PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE 
(PROVIDE A DESCRIPTION) 



OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME 
FOCUSED GUIDELINES (PROVIDE A DESCRIPTION) 


