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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 Pain Medicine and is licensed to
practice in Florida. 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 expert reviewer developed the following clinical case summary based on a review of the
case file, including all medical records:9/17/13 note indicates pain in the hand and there is
history of diabetes. There was triggering in the index and long finger of the right hand. There
was a negative nerve compression sign in the hands, which is normal. There was no neuropathy
or radiculopathy reported. Assessment was that the insured was status post carpal tunnel release
with right index and long trigger finger. 10/29/13 note indicated same findings with negative
median nerve compression, ulnar nerve compression tests, and no finding of neuropathy or
radiculopathy. 12/3/13 note indicated persistent hand symptoms with same physical findings.
Treatment recommendation was for physical therapy is not medically necessary.

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

EMG Left Upper Extremity: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back
Complaints Page(s): 308-310. Decision based on Non-MTUS Citation Official Disability
Guidelines: Low Back (Updated 03/18/14).

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) arm,
EMGRecommended (needle, not surface) as an option in selected cases. The American




Association of Electrodiagnostic Medicine conducted a review on electrodiagnosis in relation to
cervical radiculopathy and concluded that the test was moderately sensitive (50%-71%) and
highly specific (65%-85%). (AAEM, 1999) EMG findings may not be predictive of surgical
outcome in cervical surgery, and patients may still benefit from surgery even in the absence of
EMG findings of nerve root impingement. This is in stark contrast to the lumbar spine where
EMG findings have been shown to be highly correlative with symptoms.Positive diagnosis of
radiculopathy: Requires the identification of neurogenic abnormalities in two or more muscles
that share the same nerve root innervation but differ in their peripheral nerve supply.Timing:
Timing is important as nerve root compression will reflect as positive if active changes are
occurring. Changes of denervation develop within the first to third week after compression
(fibrillations and positive sharp waves develop first in the paraspinals at 7-10 days and in the
limb muscles at 2-3 weeks), and reinervation is found at about 3-6 monthsAcute findings:
Identification of fibrillation potentials in dennervated muscles with normal motor unit action
potentials (usually within 6 months of symptoms: may disappear within 6 weeks in the
paraspinals and persist for up to 1-2 years in distal limbs).Chronic findings: Findings of motor
unit action potentials with increased duration and phases that represent reinnervation. With time
these become broad, large and polyphasic and may persist for years.Anatomy: The test primarily
evaluates ventral (anterior) root function (motor) and may be negative if there is dorsal root
compression (sensory) only. Only C4-8 and T1 in the neck region have limb representation that
can be tested electrodiagnostically. The anatomic basis for this lies in the fact that the cervical
nerve roots have a motor and a sensory component. It is possible to impinge the sensory
component with a herniated disc or bone spur and not affect the motor component. As a result,
the patient may report radicular pain that correlates to the MRI without having EMG evidence of
motor loss.Paraspinal fibrillation potentials: May be seen in normal individuals and are
nonspecific for etiology. The presence of these alone is insufficient to make a diagnosis of
radiculopathy and they may be absent when there is a diagnosis of radiculopathy secondary to
sampling error, timing, or because they were spared. They may support a diagnosis of
radiculopathy when corresponding abnormalities are present in the limb muscles.Indications
when particularly helpful: EMG may be helpful for patients with double crush phenomenon, in
particular, when there is evidence of possible metabolic pathology such as neuropathy secondary
to diabetes or thyroid disease, or evidence of periphe

Decision rationale: The medical records indicate a history of carpal tunnel syndrome status post
release. There is no indication by physical exam of any abnormal neurologic finding in support
of necessity for study therefore, this request is not medically necessary.

NCV Left Upper Extremity: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Not recommended to demonstrate radiculopathy if
radiculopathy has already been clearly identified by EMG and obvious clinical signs, but
recommended if the EMG is not clearly radiculopathy or clearly negative, or to differentiate



radiculopathy from other neuropathies or non-neuropathic processes if other diagnoses may be
likely based on the clinical exam. There is minimal justification for performing nerve conduction
studies when a patient is already presumed to have symptoms on the basis of radiculopathy.
(Utah, 2006) (Lin, 2013) While cervical electrodiagnostic studies are not necessary to
demonstrate a cervical radiculopathy, they have been suggested to confirm a brachial plexus
abnormality, diabetic neuropathy, or some problem other than a cervical radiculopathy, with
caution that these studies can result in unnecessary over treatment. (Emad, 2010) (Plastaras,
2011) (Lo, 2011) (Fuglsang-Frederiksen, 2011) See also the Shoulder Chapter, where nerve
conduction studies are recommended for the diagnosis of TOS (thoracic outlet syndrome). Also
see the Carpal Tunnel Syndrome Chapter for more details on NCS. Studies have not shown
portable nerve conduction devices to be effective.

Decision rationale: The medical records indicate a history of carpal tunnel syndrome status
post release. There is no indication by physical exam of any abnormal neurologic finding in
support of necessity for study. There is no indication by the treating physician of neuropathy or
radiculopathy therefore this request is not medically necessary.

EMG Right Upper Extremity: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back
Complaints Page(s): 308-310. Decision based on Non-MTUS Citation Official Disability
Guidelines: Low Back (Updated 03/18/14).

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) arm, EMG.

Decision rationale: Recommended (needle, not surface) as an option in selected cases. The
American Association of Electrodiagnostic Medicine conducted a review on electrodiagnosis in
relation to cervical radiculopathy and concluded that the test was moderately sensitive (50%-
71%) and highly specific (65%-85%). (AAEM, 1999) EMG findings may not be predictive of
surgical outcome in cervical surgery, and patients may still benefit from surgery even in the
absence of EMG findings of nerve root impingement. This is in stark contrast to the lumbar
spine where EMG findings have been shown to be correlative with symptoms. Positive
diagnosis of radiculopathy: Requires the identification of neurogenic abnormalities in two or
more muscles that share the same nerve root innervation but differ in their peripheral nerve
supply. Timing is important, as nerve root compression will reflect as positive if active changes
are occurring. Changes of denervation develop within the first to third week after compression
(fibrillations and positive sharp waves develop first in the paraspinals at 7-10 days and in the
limb muscles at 2-3 weeks), and reinervation is found at about 3-6 months Acute findings:
Identification of fibrillation potentials in dennervated muscles with normal motor unit action
potentials (usually within 6 months of symptoms: may disappear within 6 weeks in the
paraspinals and persist for up to 1-2 years in distal limbs). Chronic findings: Findings of motor
unit action potentials with increased duration and phases that represent reinnervation. With time,
these become broad, large and polyphasic and may persist for years. Anatomy: The test
primarily evaluates ventral (anterior) root function (motor) and may be negative if there is

dorsal root compression (sensory) only. Only C4-8 and T1 in the neck region have limb
representation that can be tested electrodiagnostically. The anatomic basis for this lies in the fact
that the cervical nerve roots have a motor and a sensory component. It is possible to impinge the
sensory component with a herniated disc or bone spur and not affect the motor component. As a
result, the patient may report radicular pain that correlates to the MRI without having EMG
evidence of motor loss. Paraspinal fibrillation potentials: May be seen in normal individuals and



are nonspecific for etiology. The presence of these alone is insufficient to make a diagnosis of
radiculopathy and they may be absent when there is a diagnosis of radiculopathy secondary to
sampling error, timing, or because they were spared. They may support a diagnosis of
radiculopathy when corresponding abnormalities are present in the limb muscles. Indications
when particularly helpful: EMG may be helpful for patients with double crush phenomenon, in
particular, when there is evidence of possible metabolic pathology such as neuropathy secondary
to diabetes or thyroid disease, or evidence of peripheral compression such as carpal tunnel
syndrome. H-reflex: Technically difficult to perform in the upper extremity but can be derived
from the median nerve. The test is not specific for etiology and may be difficult to obtain in
obese patients or those older than 60 years of age therefore, this request is not medically
necessary.

NCV Right Upper Extremities: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. Decision
based on Non-MTUS Citation Official Disability Guidelines (ODG) -arm, NCVNot
recommended to demonstrate radiculopathy if radiculopathy has already been clearly identified
by EMG and obvious clinical signs, but recommended if the EMG is not clearly radiculopathy or
clearly negative, or to differentiate radiculopathy from other neuropathies or non-neuropathic
processes if other diagnoses may be likely based on the clinical exam. There is minimal
justification for performing nerve conduction studies when a patient is already presumed to have
symptoms on the basis of radiculopathy. (Utah, 2006) (Lin, 2013) While cervical
electrodiagnostic studies are not necessary to demonstrate a cervical radiculopathy, they have
been suggested to confirm a brachial plexus abnormality, diabetic neuropathy, or some problem
other than a cervical radiculopathy, with caution that these studies can result in unnecessary over
treatment. (Emad, 2010) (Plastaras, 2011) (Lo, 2011) (Fuglsang-Frederiksen, 2011) See also the
Shoulder Chapter, where nerve conduction studies are recommended for the diagnosis of TOS
(thoracic outlet syndrome). Also see the Carpal Tunnel Syndrome Chapter for more details on
NCS. Studies have not shown portable nerve conduction devices to be effective.

Decision rationale: The medical records indicate a history of carpal tunnel syndrome status
post release. There is no indication by physical exam of any abnormal neurologic finding in
support of necessity for study. There is no indication by the treating physician of neuropathy or
radiculopathy therefore, this request is not medically necessary.



