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3250 W. Pleasant Run, Suite 125 Lancaster, TX 75146-1069
Ph 972-825-7231 Fax 972-274-9022

Notice of Independent Review Decision
DATE OF REVIEW: 6-6-2011
IRO CASE #:
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE
The item in dispute is the prospective medical necessity of EMG/NCV of the left lower
extremity.
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER
HEALTH CARE PROVIDER WHO REVIEWED THE DECISION
The reviewer is a Medical Doctor who is board certified in Orthopedic Surgery. This reviewer
has been practicing for greater than 10 years.
REVIEW OUTCOME

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

<] Upheld (Agree)
[ ] Overturned (Disagree)
[ ] Partially Overturned  (Agree in part/Disagree in part)

The reviewer agrees with the previous adverse determination regarding the EMG/NCYV of the
left lower extremity.

INFORMATION PROVIDED TO THE IRO FOR REVIEW
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PATIENT CLINICAL HISTORY [SUMMARY]:

Records from and Dr. were reviewed. The claimant was injured while lifting in xx/xx. An MRI
from 6/06 revealed a large disc herniation at L5-S1, with a mild disc bulge at L4-5. After a
failure of non-operative treatment, the claimant underwent a laminectomy, medial
facetectomy, neuroforaminotomy with partial discectomy at the left L5-S1, in 8/06. Aside from
post-op medications and therapy, there has been no significant treatment until 2011. On x-
xX-XX; the claimant reported increasing back, left hip and leg pain. There was + left straight
leg raise. The left ankle reflex was absent and, the left EHLongus motor power was slightly
decreased. Lumbar x-rays revealed narrowing at L5-S1. The working diagnosis was a
recurrent HNP, with a consideration for a work-up.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS.
EINDIN AND NCLUSION EDT PPORT THE DECISION,

The requested service is not recommended. EMG is a guideline-associated consideration
after at least a month of conservative treatment. The later has not been documented since
the reported new onset of pain and weakness. In addition, deterioration in the patient's
neurologic status has not been definitively documented. Evidence based guidelines also do
not support EMG/NCYV if radiculopathy is clinically obvious, such as in this case.

Reference: ODG Lumbar Spine Chapter

EMGs (electromyography) Recommended as an option (needle, not surface). EMGs
(electromyography) may be useful to obtain unequivocal evidence of radiculopathy, after 1-
month conservative therapy, but EMG's are not necessary if radiculopathy is already clinically
obvious. (Bigos, 1999) (Ortiz-Corredor, 2003) (Haig, 2005) No correlation was found between
intraoperative EMG findings and immediate postoperative pain, but intraoperative spinal cord
monitoring is becoming more common and there may be benefit in surgery with major
corrective anatomic intervention like fracture or scoliosis or fusion where there is significant
stenosis. (Dimopoulos, 2004) EMG’s may be required by the AMA Guides for an impairment
rating of radiculopathy. (AMA, 2001) (Note: Needle EMG and H-reflex tests are
recommended, but Surface EMG and F-wave tests are not very specific and therefore are not
recommended. See Surface electromyography.)

Nerve conduction studies (NCS) Not recommended. There is minimal justification for
performing nerve conduction studies when a patient is presumed to have symptoms on the
basis of radiculopathy. (Utah, 2006) See also the Carpal Tunnel Syndrome Chapter for

more details on NCS. Studies have not shown portable nerve conduction devices to be
effective. EMGs (electromyography) are recommended as an option (needle, not surface)

to obtain unequivocal evidence of radiculopathy, after 1-month conservative therapy, but
EMG's are not necessary if radiculopathy is already clinically obvious.

A DESCRIPTION AND THE RCE OF THE SCREENIN RITERIA 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
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[ ] 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

<] 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)
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