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MDR Tracking Number:  M5-02-2208-01 
 
Under the provisions of Section 413.031 of the Texas Workers' Compensation Act, Title 
5, Subtitle A of the Texas Labor Code, effective January 1, 2002 and Commission Rule 
133.305 and 133.308 titled Medical Dispute Resolution by Independent Review 
Organizations, the Medical Review Division (Division) assigned an IRO to conduct a 
review of the disputed medical necessity issues between the requestor and the respondent.   
 
The Division has reviewed the enclosed IRO decision and determined that the requestor 
did not prevail on the issues of medical necessity.  The IRO agrees with the previous 
determination that treatment/services, CPT codes 95900 (x4), 95904 (x6), 95935 (x4), 
and 95925, rendered was not medically necessary.   
 
Based on review of the disputed issues within the request, the Division has determined 
that the requested CPT codes 95900 (x4), 95904 (x6), 95935 (x4), and 95925 fees were 
the only fees involved in the medical dispute to be resolved.  As the treatment was not 
found to be medically necessary, reimbursement for date of service 4/9/01 is denied and 
the Division declines to issue an Order in this dispute. 
 
This Decision is hereby issued this 19th day of June 2002. 
 
Carol R. Lawrence 
Medical Dispute Resolution Officer 
Medical Review Division 
 
CRL/crl 
 
This document is signed under the authority delegated to me by Richard Reynolds, Executive Director, pursuant to the Texas 
Workers’ Compensation Act, Texas Labor Code Sections 402.041 - 402.042 and subsequently re-delegated by Virginia May, Deputy 
Executive Director. 
 
June 17, 2002 
 
Texas Workers’ Compensation Commission 
Medical Dispute Resolution 
4000 South IH-35, MS 48 
Austin, TX 78704-7491 
 
Attention:  Carol Lawrence  
 
Re: Medical Dispute Resolution 
 MDR #:  M5-02-2208-01 
 IRO Certificate No.: IRO 5055 
 
Dear  
 
___ has performed an independent review of the medical records of the above-named 
case to determine medical necessity.  In performing this review, ___ reviewed relevant 
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medical records, any documents provided by the parties referenced above, and any 
documentation and written information submitted in support of the dispute. 
 
The independent review was performed by a matched peer with the treating health care 
provider.  This case was reviewed by a Doctor of Chiropractic Medicine. 
 
THE REVIEWER OF THIS CASE AGREES WITH THE DETERMINATION MADE 
BY THE INSURANCE CARRIER.  THE REVIEWER NOTES THAT NO 
RATIONALE WAS GIVEN BY THE TREATING DOCTOR IN SUPPORT OF 
NCV/SSEP OF THE UPPER EXTREMITIES.  IN ADDITION, HE/SHE IS OF THE 
OPINION THAT AN EMG WOULD HAVE BEEN MORE APPROPRIATE TO 
IDENTIFY CERVICAL RADICULOPATHY.  
 
I am the Secretary and General Counsel of ___ and I certify that the reviewing healthcare 
professional in this case has certified to our organization that there are no known conflicts 
of interest that exist between him and any of the treating physicians or other health care 
providers or any of the physicians or other health care providers who reviewed this case 
for determination prior to referral to the Independent Review Organization. 
 
We are forwarding herewith a copy of the referenced Medical Case Review with 
reviewer’s name redacted.   
 
Sincerely, 
 

MEDICAL CASE REVIEW 
 
This is for ___.  I have reviewed the medical information forwarded to me concerning 
TWCC Case File #M5-02-2208-01, in the area of Chiropractic. The following documents 
were presented and reviewed: 
 
A. MEDICAL INFORMATION REVIEWED: 
 

1. Medical Dispute Resolution Request, 2/19/02. 
2. EOB’s with nonpayment, dates of service 4/09/01. 
3. Impairment rating, 6/29/01, by ___ with MMI date of 6/29/01 and 5% 

whole-person impairment. 
4. Letter of medical necessity, 11/07/01, requesting NCV/DSEP/SSEP of the 

upper extremities. 
5. MDR physician statement, 2/07/02, by ___. 
6. Medical evaluation, ___, 1/09/02, with impression of right shoulder 

impingement. 
7. Medical evaluation/RME by ___, neurologist, 7/23/02. 
8. Medical evaluation, ___ , 4/12/01. 
9. Medical consultation, ___, M.D., 3/11/01. 

          10. Initial narrative reports, ___, 3/08/01. 
          11. Doctor’s notes, 3/02/01 to 2/18/02, ___.  
         12. Functional capacity evaluation, 5/08/01, ___. 
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         13. NCV/neurodiagnostic study, 4/09/01, ___. 
         14. Medical evaluation, ___, 5/03/01. 
         15. MRI of the right shoulder, ___, 2/15/02. 
         16. Right shoulder x-ray report, A-P projections of right shoulder with 

internal/ external rotation, ___, 2/05/02. 
         17. Cervical spine x-ray report, APOM, APLC, lateral cervical in neutral, 

flexed, and extended excursions, and oblique cervical spine projections, 
___, 3/01/01. 

         18. MRI of the cervical spine, ___, 3/05/01. 
         19. MRI of the lumbar spine, ___, 3/08/01. 
 
B. SUMMARY OF EVENTS: 
 

The patient injured his cervical, thoracic, and lumbar spine and right shoulder 
at work on ___ when he was doing maintenance work on a computer and 
fell backwards, landing on another computer.  He was taken to the E.R., treated 
and released.  He was diagnosed with cervical-thoracic-lumbar, right shoulder 
strain, myofascial pain syndrome, and right shoulder impingement, as well as 
closed head injury without loss of consciousness. 

 
Conservative treatment was administered, and trigger point injections given to the 
upper trapezius musculature.  On 3/08/01, an MRI of the cervical spine was 
performed and was found to be negative.  On 3/08/01, an MRI of the lumbar spine 
was performed with the impression of partial disk degeneration and 2-3 mm focal 
protrusion at L-5 disk.   

 
On 4/09/01, the patient underwent electrodiagnostic study of an NCV which 
showed prolonged distal median and ulnar latencies of sensory studies, 
concluding bilateral entrapment of these nerves at the wrists.   

 
On 2/15/02, a right shoulder MRI demonstrated mild capsular hypertrophy of the 
AC joint with Type II acromion process, tendinosis/tendinopathy.   

 
On 6/29/01, MMI was given by the treating doctor with 5% whole-person 
impairment.  

 
C. OPINION: 
 

I AGREE WITH THE DETERMINATION MADE BY THE INSURANCE 
CARRIER ON THIS CASE.  

 
No true abnormal findings of sensory or motor were identified in the treating 
doctor’s clinical exam.  No rationale for testing of neurodiagnostics of the upper 
extremities was noted.  The patient stated that he had no neurological deficits 
associated with his pain such as numbness or weakness to the upper extremity. 
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___ stated on 4/12/01 complaints from patient to the neck, upper back, low back, 
with persistent pain to the right upper back, shoulder-blade, and shoulder region. 
Occasional radiation component of pain to right upper shoulder.  Patient denies 
any neurological deficit associated with the pain, numbness or weakness of the 
upper extremity. Neurologic exam was negative. ___ impression was multiple 
trigger points with myofascial pain syndrome.  No recommendations were made 
for upper extremity neurodiagnostics in his report. 

 
No other doctors’ reports noted upper extremity signs or symptoms, with 
recommendations to perform upper extremity neurodiagnostic testing.  

 
Finally, this is not an appropriate testing procedure for a cervical radiculopathy 
without signs or symptoms supported in clinical exam, by the neurologist or 
treating doctor.  An EMG would have been more appropriate to identify cervical 
radiculopathy. No documentation supporting this course of action was submitted. 

 
Source of screening criteria:  17 years of clinical experience, medical records and 
recommendations submitted and reviewed.  

 
IN SUMMARY: 

1. There were no abnormal clinical findings to support NCV testing.  
2. There were no second-opinion doctor exam recommendations for 

NCV/SSEP testing of the upper extremities. 
3. NCV/SSEP is not an appropriate test for clinical findings 

established and reviewed.  
4. No rationale was given by the treating doctor in support of these 

tests (NCV/SSEP of the upper extremities).  
  
D. ADDITIONAL COMMENTS: 
 
 None.  
 
E. DISCLAIMER: 
 

The opinions rendered in this case are the opinions of this evaluator. This  
medical evaluation has been conducted on the basis of the documentation as 
provided to me with the assumption that the material is true, complete and correct.  
If more information becomes available at a later date, then additional service, 
reports or consideration may be requested.  Such information may or may not 
change the opinions rendered in this evaluation.  My opinion is based on the 
clinical assessment from the documentation provided.  

 
_________________ 
 
Date:   11 June 2002  


