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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. The expert 

reviewer is Board Certified in Neurology; has a subspecialty in Neuromuscular Medicine and is 

licensed to practice in New Jersey. 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: 

 

The patient is a 64-year-old woman who sustained a work-related injury on February 24, 2012. 

Subsequently, she developed chronic shoulder, low back, and neck pain. MRI of the left shoulder 

done on April 12, 2012 showed left rotator cuff tendonitis with interstitial tearing with possible 

chronic subacromial impingement and micro-fraying of the superior labrum. MRI of the cervical 

spine done on April 12, 2012 showed multilevel degenerative disc changes with severe bilateral 

C4-5 and C5-6 foraminal stenosis. There was no cord impingement. MRI of the right shoulder 

done on August 14, 2012 showed moderate to severe supraspinatus tendinosis, moderate to 

severe infraspinatus tendinosis, and subtle fraying of the superior labrum. Treatment has also 

included: work restrictions, medications, physical therapy, acupuncture, chiropractic treatment, 

and ESIs to the neck and low back. According to the progress report dated September 24, 2014, 

the patient stated her symptoms have not changed. She has completed her acupuncture and felt it 

was somewhat helpful. On examination, there was posterior paracervical tenderness with no 

spasm. Range of motion was about 75% in all planes. Spurling's was negative bilaterally. She 

had mild bilateral shoulder tenderness. She had pain after about 120 degrees of abduction and 

flexion. She had weak but equal grips in both hands. Sensory was intact to all fingers. She had 

diffuse lumbar tenderness but no spasm. Flexion was not quite a third of the way between her 

knees and the ground. Lateral bending and extension were 50%. Reflexes in the knees were 

trace/trace and ankles 0/0. Motor was equal to both feet and ankles. Sensory was intact to light 

touch to both legs. There was no knee tenderness. Straight leg raising elicited back pain on the 

right and the left at about 80 degrees. The patient was diagnosed with bilateral shoulder 

tendonitis and strain, small rotator cuff tears bilaterally, cervical strain with degenerative disc, 

and lumbosacral strain with degenerative disc. The provider requested authorization for 

EMG/NCS bilateral upper extremities. 



 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

EMG/NCS bilateral upper extremities:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

Complaints.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Special 

studies and diagnostic and treatment considerations Page(s): 178.   

 

Decision rationale: According to MTUS guidelines (MTUS page 303 from ACOEM 

guidelines), Electromyography (EMG), including H-reflex tests, may be useful to identify subtle, 

focal neurologic dysfunction in patients with low back symptoms lasting more than three or four 

weeks.  EMG has excellent ability to identify abnormalities related to disc protrusion (MTUS 

page 304 from ACOEM guidelines). According to MTUS guidelines, needle EMG study helps 

identify subtle neurological focal dysfunction in patients with neck and arm symptoms. When the 

neurologic examination is less clear, however, further physiologic evidence of nerve dysfunction 

can be obtained before ordering an imaging study Electromyography (EMG), and nerve 

conduction velocities (NCV), including H-reflex tests, may help identify subtle focal neurologic 

dysfunction in patients with neck or arm symptoms, or both, lasting more than three or four 

weeks>> (page 178). EMG is indicated to clarify nerve dysfunction in case of suspected disc 

herniation (page 182). EMG is useful to identify physiological insult and anatomical defect in 

case of neck pain (page 179). There is no documentation of peripheral nerve damage, cervical 

radiculopathy and entrapment neuropathy that requires electrodiagnostic testing. Therefore, the 

request for EMG/NCS of bilateral upper extremities is not medically necessary. 

 


