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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 Family Practice and is licensed to practice in Ohio. 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 injured worker is a 54 year old male with a date of injury of July 1 1999. He has had chronic 

neck and back pain with radiation to the left thigh and numbness of the left foot. His pain levels 

have been on the order of 3/10 but worse with activity. He has achieved a reduction in the 

numbness with the use of gabapentin 300 mg twice daily. An MRI scan of the lumbar spine 

reportedly shows multilevel degenerative changes most significantly at L5-S1, with disc 

osteophyte complexes in addition to retrolisthesis of the L5 on S1. The physical exam has 

revealed diminished lumbar range of motion with paraspinal muscular tenderness and spasm. 

Lower extremity neurologic exam has revealed normal sensation. The patellar reflexes were 

symmetric and 2/4 bilaterally but the ankle jerks were  bilaterally. The diagnoses include lumbar 

intervertebral disc disease with myelopathy and cervical intervertebral disc disease with 

myelopathy. At issue is a request for nerve conduction velocity and electromyelogram testing of 

the lower extremities. These were previously denied by utilization review because of the lack 

physical findings suggesting radiculopathy. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

NCV left lower extremity: Upheld 

 

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

Complaints.   

 



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

12 Page(s): 303.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), 

Low Back, Nerve Conduction Studies 

 

Decision rationale: Nerve conduction studies are not recommended. There is minimal 

justification for performing nerve conduction studies when a patient is presumed to have 

symptoms on the basis of radiculopathy. A systematic review and meta-analysis demonstrated 

that neurological testing procedures have limited overall diagnostic accuracy in detecting disc 

herniation with suspected radiculopathy. In the management of spine trauma with radicular 

symptoms, EMG/nerve conduction studies (NCS) often have low combined sensitivity and 

specificity in confirming root injury, and there is limited evidence to support the use of often 

uncomfortable and costly EMG/NCS.Unequivocal objective findings that identify specific nerve 

compromise on the neurologic examination are sufficient evidence to warrant imaging in patients 

who do not respond to treatment and who would consider surgery an option. When the 

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

should be obtained before ordering an imaging study. Indiscriminant imaging will result in false-

positive findings, such as disk bulges, that are not the source of painful symptoms and do not 

warrant surgery. If physiologic evidence indicates tissue insult or nerve impairment, the 

practitioner can discuss with a consultant the selection of an imaging test to define a potential 

cause (magnetic resonance imaging [MRI] for neural or other soft tissue, computer tomography 

[CT] for bony structures).In this instance, we do not have an official lumbar MRI interpretation. 

There is a history suggestive of radiculopathy but a neurologic exam that does not strongly 

support it. In these instances, the guidelines support electromyelogram, assuming one month of 

conservative therapy, but do not support nerve conduction studies of the lower extremities when 

radiculopathy is suspected. Consequently, nerve conduction velocity testing of the left lower 

extremity was not medically necessary. 

 

NCV right lower extremity: Upheld 

 

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

Complaints.   

 

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

12 Page(s): 303.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), 

Low Back, Nerve Conduction Velocity studies 

 

Decision rationale: Nerve conduction studies are not recommended. There is minimal 

justification for performing nerve conduction studies when a patient is presumed to have 

symptoms on the basis of radiculopathy. A systematic review and meta-analysis demonstrated 

that neurological testing procedures have limited overall diagnostic accuracy in detecting disc 

herniation with suspected radiculopathy. In the management of spine trauma with radicular 

symptoms, EMG/nerve conduction studies (NCS) often have low combined sensitivity and 

specificity in confirming root injury, and there is limited evidence to support the use of often 

uncomfortable and costly EMG/NCS.Unequivocal objective findings that identify specific nerve 

compromise on the neurologic examination are sufficient evidence to warrant imaging in patients 

who do not respond to treatment and who would consider surgery an option. When the 



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

should be obtained before ordering an imaging study. Indiscriminant imaging will result in false-

positive findings, such as disk bulges, that are not the source of painful symptoms and do not 

warrant surgery. If physiologic evidence indicates tissue insult or nerve impairment, the 

practitioner can discuss with a consultant the selection of an imaging test to define a potential 

cause (magnetic resonance imaging [MRI] for neural or other soft tissue, computer tomography 

[CT] for bony structures).In this instance, we do not have an official lumbar MRI interpretation. 

There is a history suggestive of radiculopathy but a neurologic exam that does not strongly 

support it. In these instances, the guidelines support electromyelogram, assuming one month of 

conservative therapy, but do not support nerve conduction studies of the lower extremities when 

radiculopathy is suspected. Consequently, nerve conduction velocity testing of the left lower 

extremity was not medically necessary. 

 

EMG right lower extremity: Upheld 

 

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

Complaints.   

 

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

12 Page(s): 303.   

 

Decision rationale: Nerve conduction studies are not recommended. There is minimal 

justification for performing nerve conduction studies when a patient is presumed to have 

symptoms on the basis of radiculopathy. A systematic review and meta-analysis demonstrated 

that neurological testing procedures have limited overall diagnostic accuracy in detecting disc 

herniation with suspected radiculopathy. In the management of spine trauma with radicular 

symptoms, EMG/nerve conduction studies (NCS) often have low combined sensitivity and 

specificity in confirming root injury, and there is limited evidence to support the use of often 

uncomfortable and costly EMG/NCS.Unequivocal objective findings that identify specific nerve 

compromise on the neurologic examination are sufficient evidence to warrant imaging in patients 

who do not respond to treatment and who would consider surgery an option. When the 

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

should be obtained before ordering an imaging study. Indiscriminant imaging will result in false-

positive findings, such as disk bulges, that are not the source of painful symptoms and do not 

warrant surgery. If physiologic evidence indicates tissue insult or nerve impairment, the 

practitioner can discuss with a consultant the selection of an imaging test to define a potential 

cause (magnetic resonance imaging [MRI] for neural or other soft tissue, computer tomography 

[CT] for bony structures). 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.In this instance, we do not have an official lumbar MRI interpretation. 

There is a history suggestive of radiculopathy but a neurologic exam that does not strongly 

support it. In these instances, the guidelines support electromyelogram, assuming one month of 

conservative therapy, but do not support nerve conduction studies of the lower extremities when 

radiculopathy is suspected. In this instance, the injured worker's symptoms are left sided, not 

right sided. Consequently, an electromyelogram of the right lower extremity was not medically 

necessary. 



 

EMG left lower extremity: Overturned 

 

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

Complaints.   

 

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

12 Page(s): 303.   

 

Decision rationale:  Nerve conduction studies are not recommended. There is minimal 

justification for performing nerve conduction studies when a patient is presumed to have 

symptoms on the basis of radiculopathy. A systematic review and meta-analysis demonstrated 

that neurological testing procedures have limited overall diagnostic accuracy in detecting disc 

herniation with suspected radiculopathy. In the management of spine trauma with radicular 

symptoms, EMG/nerve conduction studies (NCS) often have low combined sensitivity and 

specificity in confirming root injury, and there is limited evidence to support the use of often 

uncomfortable and costly EMG/NCS.Unequivocal objective findings that identify specific nerve 

compromise on the neurologic examination are sufficient evidence to warrant imaging in patients 

who do not respond to treatment and who would consider surgery an option. When the 

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

should be obtained before ordering an imaging study. Indiscriminant imaging will result in false-

positive findings, such as disk bulges, that are not the source of painful symptoms and do not 

warrant surgery. If physiologic evidence indicates tissue insult or nerve impairment, the 

practitioner can discuss with a consultant the selection of an imaging test to define a potential 

cause (magnetic resonance imaging [MRI] for neural or other soft tissue, computer tomography 

[CT] for bony structures). 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.In this instance, we do not have an official lumbar MRI interpretation. 

There is a history suggestive of radiculopathy but a neurologic exam that does not strongly 

support it. In these instances, the guidelines support electromyelogram, assuming one month of 

conservative therapy, but do not support nerve conduction studies of the lower extremities when 

radiculopathy is suspected. In this instance, the injured worker does have left lower extremity 

symptoms suggestive of a radiculopathy with an essentially normal neurologic exam. There has 

been greater than one month of conservative treatment. Therefore, a left lower extremity 

electromyelogram is medically necessary. 

 


