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Independent Medical Evaluation Best Practices

Christopher Brigham, MD, Lorne K. Direnfeld, MD, Steven Feinberg, MD, MPH, Les Kertay, PhD, and James B. Talmage, MD

n independent medical evaluation (IME) is “a

usually one-time evaluation performed by an

independent medical examiner who is not treating

the patient or claimant, to answer questions posed
by the party requesting the IME” (6th ed, 612). Standards
are “a required or agreed level of quality or attainment” and
“are used as measure, norm or model in comparative evalu-
ations.”! Adherence to best practice standards is essential to
achieving excellence. Standards may change over time; and
this article updates work published in 2000, 2002, and 2005
in the AMA Guides Newsletter.>3*

The tangible result of an IME is the report. An IME
report may contain more elements than an impairment
evaluation, as explained in the Sixth Edition, Section 2.7,
Preparing Reports (6th ed, 28-29) and the Fifth Edition,
Section 2.6, Preparing Reports (Sth ed, 21-22). Assessing
impairment and disability in the pain patient, one of the
most common IME scenarios, is particularly challenging.’
High-quality IME reports that are based on thorough and
accurate evaluations, are valuable and assist with appropri-
ate case and litigation management and closure. However,
obtaining an excellent IME is difficult for many clients.®

IME Standards

IME standards are essential to the evaluating physician and
all other stakeholders including the examinees, treating
providers, benefit payers, employers, fact finders, and/or
attorneys. These standards include the following:

e Definition of IME and principles,

*  Examiner qualifications,

e Evaluation methodology (preevaluation, evaluation,
and post-evaluation),

*  Report structure, and

*  Quality assurance.

There is variability in the needs of an IME based on the
jurisdiction and the specifics of the case; therefore, these are
recommended guidelines and not necessarily absolutes for
all evaluations.

Definitions and Principles

An IME is a unique and specialized evaluation that is per-
formed by a physician who preferably has special training
and experience in the IME field. Although IMEs are similar
in some ways to conventional medical evaluations, there are
also distinct differences.

An IME is:

I: Independent (Impartial). The physician (evaluator)
must arrive at his or her own diagnosis and opinion,
independent of the referral source, remuneration, or

others’ opinions. We all have personal biases that are
based on our experiences and knowledge. For example,
in assessing causation, a physician may base conclu-
sions on the facts and current science and another
physician may base conclusions solely on a temporal
sequence (ie, “‘since event Y followed event X, event

Y must have been caused by event X”). These differ-
ing approaches may be perceived as more favorable to
certain stakeholders but may not necessarily represent a
bias in favor of those stakeholders. Physicians who are
biased for the defense or the plaintiff are not impartial.

The examiner cannot have been or be involved in the
examinee’s (evaluee’s, patient’s, claimant’s, or plaintiff’s)
care in the past, present, or future. No physician—patient
relationship is created by these evaluations.

M: Medical. An IME involves the essential elements
of a medical assessment, including history, examina-
tion, and review of relevant records and diagnostic
studies. If the examinee is not directly seen and hence
no interview or physical examination is performed, the
term “independent medical (record or file) review” may
be used. Although most evaluations are performed by
medical (allopathic or osteopathic) physicians, in some
circumstances, they may be performed by a psycholo-
gist, neuropsychologist, oral surgeon or other dentist,
chiropractor, naturopath, podiatrist, or physical or
occupational therapist. Those evaluations share many
of the same features outlined herein, but there may also
be specialty-specific considerations that are outside the
scope of this article.

E: Evaluation (Examination). The purpose of an IME
is to evaluate issues relevant to the claim and answer
the referring client’s questions.

Impartiality, objectivity, and an understanding of both
clinical and medicolegal issues are required. In many
jurisdictions, the IME report may be considered part of
a requesting attorney’s work product, and access to the
report may initially be restricted to the requesting source.
However, if legal issues remain unresolved, the report is
usually made available to all parties in the dispute under
court rules of discovery. It is then likely to be read by many
stakeholders in the claim and should be easily understood
by nonmedical personnel.

Research on the reliability of medical evaluations of
disability for work is limited and indicates high variation
in judgments among assessing professionals. Standardizing
the evaluation process could improve reliability; therefore,
structured best practice approaches are needed.’

September/October 2017 | AMA Guides Newsletter



Independent Medical Evaluation Best Practices, continued

Arenas

An IME is an integral part of case and litigation manage-
ment and is used widely, both in the United States and
internationally, by insurers, claims administrators, employ-
ers, and attorneys in a variety of arenas. These include
automobile casualty, workers’ compensation, personal
injury, medical malpractice, and long-term disability, as
illustrated in Figure 1.

FIGURE 1. Independent Medical Evaluation Areas

* Automobile casualty
* Personal injury (civil litigation)
* Workers’ compensation
o State
= Example: California: Agreed
Medical Evaluation and Qualified
Medical Evaluation
o Federal-Office of Workers
Compensation Program
= Federal Employee’s Compensation
= Energy Employees’ Occupational
Injury Compensation
= | ongshore and Harbor Workers’
Compensation
= Division of Coal Mine Workers’
Compensation
* Disability
o Long term
o Short term
o Social Security
o Retirement disability
* Railroad

* Medical malpractice

The arena is determined by the contractual or regulatory
context of the subject case and by jurisdiction, for exam-
ple, state or provincial, or federal. The context determines
specific standards for the evaluation, the types of issues
addressed, and the report. For example, causation is often
important in workers’ compensation, personal injury, and
automobile casualty cases but is typically irrelevant in a
long-term disability claim. Because of the variability in
arenas and the specific requirements of each case, it is
impossible to define all requirements of a specific IME
report.

IME vs Traditional Clinical Evaluation

An IME has many features in common with a conventional
medical evaluation, including taking a history, performing a
physical examination, obtaining or reviewing relevant diag-
nostic studies, and making a diagnosis. However, an IME
report differs from conventional medical chart notes and
consultation reports in several important ways, as illustrated
in Table 1.
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TABLE 1. Independent Medical Evaluation vs Conventional
Medical Report

ASP A ND ) RA 0 A
MEDICA CLINICA
VALUATIO VALUATIO
Goal Case management | Clinical care
and evaluation
Physician Independent Treating or
consulting
Visits, prior or No Yes, possible
future, with physician
Physician—patient No (or limited) Yes
Relationship
Visits One Multiple possible
Reader Claims professionals, | Health care
attorneys, fact finder | providers
History Comprehensive Focused on chief
complaints
Record review Detailed Limited, if at all
Physical examination | Detailed, with Focused on
documentation of complaints and
negative, positive diagnoses

and non-physiologic
findings; when ap-
plicable, compliant
with AMA Guides

standards

Issues Multiple potential Clinical assessment,
evaluation and
treatment

Report Detailed, written Concise, often
electronic record

Testimony High (depending on | Low

probability arena)

The purpose of an IME is to clarify issues associated with
a claim, generally by answering questions submitted by the
referral source. By contrast, a conventional medical report is
produced by the treating physician, with the primary goals
of diagnosis and treatment. The IME is performed by an
independent evaluator who has no clinical relationship with
the examinee, and its purpose is determined by the arena
and specific case requirements. A physician who performs
an IME should have no relationship with the examinee apart
from the evaluation. Specifically, the examiner should not
treat or offer to treat the examinee, have provided treatment
in the past, or do so in the future. Ideally, the examiner
should not have a close relationship with any of the examin-
ee’s health care providers.

The treating physician has a patient advocate role (as
is appropriate) and may have little desire or experience to
comment on claims issues such as causation, apportionment,
disability, impairment, and work ability. As the patient’s
advocate, the treating physician may be unable to assess
these issues without bias.®



In an IME there is usually only one opportunity for a
history and physical examination. Therefore, the IME needs
to include a complete and objective description of the exam-
inee’s condition at that time, in the context of prior health,
physical and vocational capabilities, and social functioning.
In contrast, the treating physician’s opinions are typically
based on multiple, shorter encounters over time.

The history in an IME is more comprehensive than the
conventional history obtained by a treating or consulting
physician. It usually includes a detailed history of the mech-
anism of injury or contributors to an illness, such as type
and extent of occupational exposure, types and results of
evaluation and treatment rendered since, plus past medical,
occupational, and psychosocial histories. The examiner also
reviews health care and perhaps administrative records and
is usually provided a more complete set of these records
than is available to the treating physician. Treating physi-
cians may not have access to any prior medical records and
are therefore dependent on the historical information pro-
vided by the patient, which frequently contains inaccuracies.

The IME physical examination is a one-time examina-
tion. The purpose is to objectively document the examinee’s
clinical status, confirm the diagnosis, and evaluate the
individual’s functional status, including documentation of
positive, negative, and nonphysiologic findings. According to
accepted protocols, specific measurements may be used to
provide the basis for impairment ratings. If the jurisdiction
uses the AMA Guides, these measurements must comply
with the standards provided in the applicable edition and sec-
tion. By contrast, the purpose of a physical examination by a
treating or consulting physician is to diagnosis, treat, and/or
document the clinical course over time.

There are often several, sometimes multiple, issues to be
addressed in an IME; whereas the evaluation by a treating
or consulting physician usually ends with diagnoses and
treatment recommendations. The IME report often answers
specific questions posed by the referring source.

Referring sources for IMEs include insurers, employers,
attorneys, and others involved in case management. Since
the individuals who read these reports are usually not in
the medical field, the language must be understandable to a
lay reader. This means the examiner should avoid or define
eponyms and abbreviations. IME reports must be well orga-
nized, clear, and precisely written.

Depending on the arena and jurisdiction, IME physicians
will likely need to defend their opinions in deposition or
testimony.

Examiners must understand concepts and terminology
that are encountered with IMEs but typically not in clinical
care.’ Section 2.5, Concepts Important to the Independent
Medical Examiner (6th ed, 25-27), provides useful insights,
including legal vs medical possibility and probability,
causation and apportionment analysis, maximum medical
improvement, permanency, and cultural differences. The
IME report must include specific terminology that is appro-
priate for the applicable jurisdiction.!” For example, while

Independent Medical Evaluation Best Practices, continued

the AMA Guides refers to maximum medical improvement,
synonymous phrases including “fixed and stable,” “maxi-
mum cure,” “medically stable,” “permanent and stationary,”
and “stable and ratable” are used in various jurisdictions.

In summary, IMEs and the reports thereof are distinct from
conventional medical evaluations and records in how they

are requested, performed, reported, and used.

No or Limited Physician—Patient Relationship
With a physician—patient relationship, the physician is
legally obligated to act in the best interests of his or her
patient and is held to a standard of medical care defined
by the accepted standards of practice. In such a fiduciary
relationship, mutual trust and confidence are essential. In
most jurisdictions, performance of an IME does not result
in a physician—patient relationship. However, in some states
there are assertions that a limited relationship exists, and
there is a duty to avoid harm.! In the evaluator-examinee
relationship, challenging and controversial issues may arise,
including the duty of care, disclosure of important med-
ical findings, and the right of the examinee to access the
report.12: 1314

The AMA Principles of Medical Ethics states in
Section 1.2.6, Work-Related and Independent Medical
Examinations, that '°

Physicians who are employed by businesses or insur-
ance companies, or who provide medical examinations
within their realm of specialty as independent con-
tractors, to assess individuals’ health or disability face
a conflict of duties. They have responsibilities both to
the patient and to the employer or third party. Such
industry-employed physicians or independent medical
examiners establish limited patient-physician relation-
ships. Their relationships with patients are confined to
the isolated examination; they do not monitor patients’
health over time, treat them, or carry out many other
duties fulfilled by physicians in the traditional fidu-
ciary role.

In keeping with their core obligations as medical
professionals, physicians who practice as industry
employed physicians or independent medical examiners
should:

(a) Disclose the nature of the relationship with the
employer or third party and that the physician is acting
as an agent of the employer or third party before gather-
ing health information from the patient.

(b) Explain that the physician’s role in this context is to
assess the patient’s health or disability independently
and objectively. The physician should further explain
the differences between this practice and the traditional
fiduciary role of a physician.
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Independent Medical Evaluation Best Practices, continued

6

(c) Protect patients’ personal health information in
keeping with professional standards of confidentiality.

(d) Inform the patient about important incidental find-
ings the physician discovers during the examination.
When appropriate, the physician should suggest the
patient seek care from a qualified physician.

Examiner Qualifications

Required qualifications for an IME provider vary by arena,
jurisdiction, and issues. A summary is provided in Figure 2.

FIGURE 2. Examiner Qualifications

* Professional licensure: full and unrestricted

* Physicians board-certified by a specialty board
recognized by the American Board of Medical
Specialties

* Special credentials in performing IMEs and, as
applicable, impairment rating

* Report-writing skills
* Deposition and testimony skills

* No adverse history of events that would
compromise the ability to perform an IME

Abbreviation: IME, independent medical evaluation.

The requirements to perform an impairment rating may
differ from requirements to perform an IME that focuses on
other issues.

The Sixth Edition states, in Section 2.3a, Who Performs
Impairment Ratings?, that

Impairment evaluation requires medical knowledge;
therefore, mostly doctors who are qualified in allopathic
or osteopathic medicine or chiropractic medicine use
the Guides to evaluate permanent impairment. For the
purpose of determining impairment, the appropriate
health regulatory agency in a given jurisdiction is the
best-suited authority to determine the definition of doc-
tor in regard to who uses the Guides to rate impairment
in that jurisdiction. (6th ed, 24)

2-1, Fundamental Principles of the Guides, explains in
that

Rule 6. Impairment evaluation requires medical knowl-
edge. Physicians duly recognized by an appropriate
jurisdiction should perform such assessments within
their applicable scope of practice and field of expertise.

Rule 8. The evaluating physician must use knowledge,
skill, and ability generally accepted by the medical
scientific community when evaluating an individual, to
arrive at the correct impairment rating according to the
Guides. (6th ed, 20)
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The Fifth Edition specifies in Section 2.2, Who Performs
Impairment Evaluation, that impairment evaluations are
performed by a licensed physician that

A state may restrict the type of practitioner allowed to
perform an impairment evaluation, and some require
additional state certification and other criteria, such

as a minimum number of hours of practice, before the
physician is approved as an impairment evaluator. (Sth
ed, 18)

Several factors need to be considered in determining
who is the most appropriate person to perform an IME. The
weight given to these factors is also dependent on the case.
For example, if the issue is whether a patient should have a
specific surgical procedure, it would be appropriate to have
the person examined by a physician who has significant
clinical experience in treating that condition. If the issue is
a complex impairment rating, it would be most appropriate
to involve someone who is highly skilled in use of the AMA
Guides.

Professional Licensure

If the examination is medical in nature, it should be per-
formed by an allopathic or osteopathic physician with a
full and unrestricted license to practice medicine. There
should be no current adverse actions that would impede
on professional licensure status, eg, probation, monitoring,
restrictions, and/or sanctions. Depending on the arena and
jurisdiction, licensure in the state where the examinee is
seen and/or the principal jurisdiction of the case may be
required.

In some cases, other practitioners such as a psychologist,
chiropractor, or dentist may produce a report and examina-
tion. However, if the examiner is not a medical doctor or a
doctor of osteopathy, the report should be clearly labeled
with this information (eg, “independent psychological
examination,” “independent chiropractic examination,”
“independent dental examination”). Less commonly, other
health care providers such as podiatrists, naturopaths, or
physical therapists and sometimes other professionals, eg,
life care planners and vocational rehabilitation specialists,
are asked to perform an independent evaluation.

Professional Qualifications and Certification
IME physicians should have qualifications in both of the
following:
*  Medical knowledge and/or training in the specific
area or areas pertinent to the subject case and
e Experience, training, and additional credentials in
performing independent medical examination per se.

Experience and qualifications in only 1 of these 2 areas
are insufficient for producing a quality report.

Physicians must perform assessments within their
applicable scope of practice and field of expertise. The



scope may be narrow, eg, a complex visual problem would
be most appropriately evaluated by an ophthalmologist.
However, if the clinical problem is a musculoskeletal injury,
the physician might be an orthopedic surgeon, physiatrist,
neurologist, occupational medicine physician, pain medicine
physician, or other practitioner with experience and train-
ing in the evaluation and management of musculoskeletal
injuries. It is usually not necessary that the examiner be of
the same specialty as the treating physician for the problem
principally addressed in the IME if the examiner possesses
skill, experience, and knowledge in the appropriate med-
ical area. The examiner should consider if the case is out

of his or her area of expertise before agreeing to do the
examination.

Medical evaluators should be board certified in one of
the boards associated with the American Board of Medical
Specialties or a board recognized as equivalent in a specific
jurisdiction.

Clinical skills are important but not the only skills
needed to perform a high-quality IME. Examiners must
also demonstrate the ability to perform a quality IME. IME
skills are acquired by training and experience. Examiners
can obtain a special credential issued by a nationally
recognized IME association, eg, the American Board
of Independent Medical Examiners or the International
Association of Independent Medical Evaluators. If the
physician is performing impairment assessments, it is best
to be able to demonstrate competency in the use of the AMA
Guides. Training and certification programs, both live and
Web-based, are listed in Figure 3, and recommended read-
ings are listed at the end of this article.

FIGURE 3. Independent Medical Evaluation Training and
Certification

Physicians who perform IMEs should consider

participating in IME training activities and/or

obtaining certification offered by:

* American Academy of Orthopaedic Surgeons
(www.aaos.org)

* American Board of Independent Medical
Examiners (www.abime.org)

* International Academy of Independent Medical
Evaluators (www.iaime.org)

Training on practical aspects of performing IMEs
is also provided by:

* SEAK (www.seak.com)

Information about Web-based training on
performing IMEs is available at www.imetools.com
and impairment at www.impairment.com.

Abbreviation: IME, independent medical evaluation.

Independent Medical Evaluation Best Practices, continued

IME physicians may not necessarily need to be involved
in active clinical care; however, this requirement varies by
arena and jurisdiction. If the issues are primarily guidance
on clinical care, the physician must have strong clinical
skills and be familiar with current evidence-based medicine.
Special credentials are desirable but not necessary for an
individual who performs IMEs.

Following is a list of potential examiners in order of what
may be most desirable to least desirable:

1. Specialist or generalist with expertise and famil-
iarity with the most current medical evidence in
the medical area in question; demonstration of
previous experience in producing excellent reports;
and a special credential;

2. Specialist or generalist with medical expertise in
the medical area in question; demonstration of
previous experience in producing excellent reports;
and training and education in performing IMEs;

3. Specialist in area of problem (“same specialty”); no
special credential; and

4. Generalist or not “same specialist” with relevant
medical knowledge of the area in question; no
special credential.

Those in the first category would appear to be more
likely to produce a high-quality IME report. However, no
studies have been performed that demonstrate that a phy-
sician with a special credential produces a higher-quality
report than another physician experienced in performing
IMES who does not have that credential.

Report Writing Skills

Specific skills in IME report writing are also required,
including principles and style. Because the report will be
read by many and become part of a permanent record, it
must be clearly written, logical, understandable, and orga-
nized. A well-written report should reflect the quality of the
evaluation.

Testimony Skills
If required, the skilled evaluator must be able to support
written opinions and conclusions in deposition or testimony,
which may be required as the case progresses. The expert
should have a general understanding of the legal system,
including the nature of discovery and discovery deposi-
tions, and be skilled as an expert witness, eg, being truthful
and responding directly (and typically briefly) to questions
asked.

Federal rules of evidence require the expert witness
to list all publications authored in the previous 10 years,
all other cases during the previous 4 years in which the
witness testified as an expert at trial or by deposition, and a
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Independent Medical Evaluation Best Practices, continued

statement of the compensation to be paid for the study and
testimony in the case.®

Standards of Conduct

In addition to the qualifications listed above, it is imperative
that the examiner demonstrate the highest possible stan-
dards of ethics, objectivity, and impartiality. Personal bias,
prejudice, slanting, or partiality are not tolerated. Indications
of bias may disqualify the evaluator.

Additional Requirements

The IME physician should not have any contractual rela-
tionships with the stakeholders that would reflect conflict of
interest and/or interfere with the ability to be independent
and unbiased.

Clients who request an evaluation, whether as the direct
referral source or an independent medical evaluation com-
pany or broker, may also require the following from the
potential independent examiner:

(4 Malpractice claims history, which includes a
review of any past significant malpractice claims,
particularly any substantiated claims that involved
criminal fraud, sexual misconduct, or gross
negligence. These, if present, generally are not
acceptable.

(4 Malpractice insurance and/or errors and omissions
insurance.

(4 Disclosure of whether the physician has been
convicted of or plead guilty to any violation of any
laws relating to the use, manufacturing, distribu-
tion, or dispensing of controlled substances or has a
personal history of drug addiction and/or treatment
for drug or alcohol abuse.

[ Disclosure of convictions or guilty pleas to any
criminal offense, misdemeanor (other than minor
traffic violations), or felony.

[ Disclosure of being excluded, suspended, or barred
from participating in federal or federally assisted
programs, eg, Medicare and Medicaid.

In certain cases, clients may perform an expert witness
background search, either as a screen or comprehensive
analysis, to assess testimonial history, challenge history
(based on rules of evidence regarding the admissibility
of expert, ie, Daubert and/or Frye standards), and obtain
other critical information. These searches are performed by
trained attorneys who use large legal research databases,
including semiprivate and proprietary databases. Expert
witnesses must be aware that testimonial history, transcripts
of depositions and testimony, challenge history, disciplinary
actions, and other extensive data are permanent and accessi-
ble online.
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Evaluation Methodology

It is the responsibility of the client who requests the IME

to define the scope of the report, ie, the specific issues to be
addressed. The examiner must define an evaluation process
that will result in a quality report that addresses these issues.
The process varies depending on the setting, eg, it is differ-
ent if a physician sees an examinee directly upon referral
from the client vs sees the person while working with an
IME company or broker who serves as an interface between
the physician and the ultimate client.

Simply, the process is “data in” and “data out.” Data in
is information specific to the case (obtained from history,
medical records, other documents, physical examination,
and diagnostic studies) and information used to assess that
data (evidence-based medicine, other current science, appli-
cable guidelines). Depending on the arena, jurisdiction, and
scope, different data may be required. The data must be
correctly analyzed. Data out is the report. It is essential that
accurate and appropriate data are used since the quality of
the output (the report) is determined by the quality of the
input. The computer science and mathematics concept of
“GIGO” (garbage in, garbage out) is equally applicable to
performing IMEs; flawed or nonsense input data provides
nonsensical output. The evaluator must know what data
to obtain, how to obtain and analyze the data, and how to
produce the report. Successful examiners use best practice
approaches that enhance the quality and efficiency of their
work.

Preevaluation

Request

The request for services usually is in the form of a cover let-
ter, but requests also can be made via phone, form, or online.
It is imperative that the referral specify the requirements
relevant to the individual case, including case information
(name, date of injury, and context) and specific questions
and issues. If this information is not available, the examiner
should contact the referring source prior to proceeding with
the evaluation.

Appointment and Notification

Upon receiving a request, an appointment is made. The
examiner needs to schedule appropriate time for the
evaluation, including adequate time to complete needed
questionnaires and inventories and conduct the interview
and physical examination. The evaluation should be in an
appropriate setting (professional office). Since the examinee
must be notified, typically IMEs are not scheduled sooner
than 2 to 3 weeks in advance of the evaluation. However,
with some examiners, scheduling an appointment may take
months. The client (requesting source or agency), whether
it is a direct referral or via an IME company, is responsi-
ble for the appointment notification, which is sent either
directly to the examinee or to his/her attorney.



Records and Documents

The client should provide the records and documents at
least 2 weeks in advance of the evaluation. It is important
to review records before performing an evaluation. AMA
Guides Section 2.7a, Clinical Evaluation (6th ed, 28),
explains that reviewing the records before performing an
evaluation enable the examiner to, among other things, do
the following:

(4 Clarify or at least document inconsistencies, if any,
between the history provided by the patient and the
history contained in the medical records;

(4 Reconcile inconsistencies, if any, between the
patient’s history during the examination and other
previous medical records. It is necessary to clarify
historical inconsistencies because several issues,
including causation, are primarily determined by
the history; and

(4 Focus on the portions of the history pertinent to the
impairment rating.

Records may be provided as paper copies or in digital
format. Historically, examiners have received paper doc-
uments; however, today most clients have documents in a
digital format (usually .pdf) and simply print them for the
examiner. There are advantages to using digital records,
including being easy to manage, store, organize, share, and
view (especially with use of multiple monitors). Digital
documents can be converted to text documents using optical
character recognition (OCR). This permits copying and
pasting content to reports, searching for key words, and
preparing automated indexes. It is essential that the records
be secured, including password protection and encryption,
as appropriate. If paper records are provided, they can be
scanned to create .pdf documents.

Often, records provided to the examiner are poorly
organized, and most examiners prefer to read records in
chronological order. This may be done internally or exter-
nally (if digital records are provided); an evaluator may
consider use of vendors who can sort, organize, and remove
duplicate documents. If a document management firm is
used, it is important to assess security and infrastructure,
US registration, disaster and business recovery, experi-
ence, size, turnaround time, and pricing. Services range
from indexing records (ie, organizing and providing .pdf
records in chronological order), preparing a chronological
listing of the documents (in MS Word), and listing records
by source to preparing detailed medical chronologies and
summaries (typically performed by a nurse or physician).
Examiners may prepare their own medical chronology and
summary; others may have their office staff perform this
task. Regardless of the approach, the examining physician
must personally read all records and documents provided
and assume full responsibility for the report’s content.

If someone else prepares the chronology, the examining
physician must ensure that the content provided is accurate

Independent Medical Evaluation Best Practices, continued

and inclusive. It is important to document in the report
any outside services or individuals involved in the report
generation.

The conventional method for reviewing written records
has been for the reviewer to manually read the written
records, dictate a summary, and have the summary tran-
scribed. However, unless done carefully, inaccuracies or
paraphrasing may change the meaning of the original
records. One electronic method that can be used to avoid
this is to perform OCR of the records, organized by date,
and insert the appropriate text verbatim into the IME report.
Indenting and using a different font for direct quotes helps
the reader identify a verbatim quote vs the examiner’s
summary.

Forms and Templates
Most evaluators use forms and templates to ensure uni-
formity and a quality, efficient evaluation. Forms include
engagement letters, examinee notification letters with
instructions (if the examiner is notifying the examinee or to
be provided via the client), consent forms, questionnaires,
inventories, checklists, and satisfaction surveys.

The use of report templates has become an integral
and necessary part of IME evaluations and report writ-
ing. Templates provide an organizational structure for the
report and may ensure that the examiner does not omit
critical information. Prior to the evaluation, some examiners
customize an applicable template that includes the medi-
cal chronology (based on the record review) and use this
to facilitate performance of the IME. Appropriate use of
technological tools can help to ensure quality, uniformity,
completeness, accuracy, and efficiency; therefore, rationale
use of new technology is encouraged.

Evaluation

The evaluation process must be thoughtful and thorough.
Dignity and respect for all involved is essential, particularly
for the examinee who may be apprehensive about the IME
and unsure about the role of the evaluator.

Specific standards for impairment evaluations are
provided in the Sixth Edition in Section 2.7a, Clinical
Evaluation (6th ed, 28), and in the Fifth Edition in Section
2.7a, Clinical Evaluation (5th ed, 21 22). Principles of
assessment are provided at the beginning of each chapter,
focusing on the assessment of organ system or regional
impairment.

Informed Consent

Before beginning the examination, it is imperative that

the physician explain to the examinee the purpose of the
examination, who is requesting the examination, and where
the report will be sent. The examiner must explain that there
is no physician—patient relationship involved, the evaluation
is not a comprehensive medical evaluation, the examinee
must advise the examiner immediately if any problems

are encountered during the evaluation, and a report will be
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provided to the requesting client. Unless jurisdictionally
not permitted, written informed consent should be obtained
before proceeding with the examination.

Questionnaires and Inventories

Many physicians use questionnaires, inventories, and pain
drawings; however, these may not be allowed in all juris-
dictions or may be specifically excluded by the examinee’s
attorney. Questionnaires may be used to obtain a complete
history, including of the subject injury or illness, preexist-
ing status, clinical course, past medical history, review of
systems, family history, personal and social history, and
occupational history. Inventories assist in understanding
activities of daily living and behavioral, psychological,
and disability factors. Along with the Sixth Edition, use of
a Pain Disability Questionnaire (PDQ), QuickDASH (for
upper extremity problems), and the American Academy of
Orthopaedic Surgery’s lower limb questionnaire (for lower
extremity problems) is recommended. If a pain drawing is
used, it should be attached or included in the report.

Ground Rules

Ground rules about who may participate in the evaluation
and recording must be explained. The requesting agency
also should be informed of these ground rules in writing and
in advance, and they should forward them to the examinee.
In certain jurisdictions, there may be additional judicial
rules or statutes regarding audio or videotaping and who
may attend the examination.

Participants
Physicians should use their own customary procedures when
taking the history and performing the physical examination.
Typically, the only people who are present during the exam-
ination are the examinee, the examiner, and, as needed, a
chaperone of the appropriate gender. Provisions must be
made for appropriate draping as required for modesty.
Among those generally excluded from the examination
are family members, legal representatives, other health care
professionals, and other representatives of the examinee.
There are exceptions to this rule, such as when a translator
is needed (only professional translators should be used) or
the jurisdiction stipulates or allows the examinee to have a
representative present. In some cases, an immediate family
member, such as husband, wife, sister, or brother, may be
appropriate. It should be clearly explained that if other peo-
ple are present, they should not contribute to the history (or
interfere with the evaluation) in any way.

Recording

The use of any recording devices, audio and/or video, by
the examinee typically is prohibited; however, this may
vary dependent on the type of examination and the juris-
diction. At times, a court order requires recording of the
examination.
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History

The physician performs the interview; however, others may
obtain a preliminary history. The physician asks questions
and documents the examinee’s responses. The examiner
should be thoughtful and curious in understanding the
history and the examinee’s perspective, rather than being
limited by preconceived biases. Whenever possible, the
exact words used by the examinee should be quoted. The
history must be thorough and systematic and should use
neutral and professional language. The use of pejorative
terms and editorializing when documenting subjective com-
plaints and other portions of the history are inappropriate.

The premise that examinee reports are accurate has
repeatedly failed scientific testing.!” Studies have demon-
strated that in addition to exaggerating their preexisting
health status, claimants tend to minimize their current
health status, ie, they tend to report that they are better than
they were prior to an injury and to overreport symptoms
and functional difficulties after the injury. Some examinees
are “coached” prior to their evaluation by their attorney.
The IME physician should be aware of this potential symp-
tom bias when taking the examinee’s history. Examiners
should always base their opinions on their physical exam-
inations and clinical assessments.

In obtaining the history and analyzing a case, the IME
physician must understand the critical importance of psy-
chosocial issues and/or comorbid psychiatric conditions.
Scientific knowledge clearly indicates that psychological
and social factors commonly play a more significant role
than the direct/primary physical effects of the condition
in the development of chronic pain; therefore, the eval-
uator must consider these factors. Subjective complaints
are reinforced by the context of litigation, and scientific
findings have indicated that eligibility for compensation is
a risk factor for chronic pain claims.'* Adverse childhood
experiences (ACEs)" and personality disorders have also
been identified as significant risk factors for aggravated
symptoms and delayed recovery.?-21:22.23

Physical Examination
The physical examination commences as soon as the
evaluator sees the examinee, including observations of pain
behaviors, movements, and consistency.

Most physical examination sections include documenta-
tion on the following:

(4 General appearance, behavior;

[ Formal and informal observations of the examinee,
description of correlation or lack of correlation
with other physical findings;

1 Who was present, eg, chaperone, translator, or other
participants;

1 Appearance, grooming, and nutrition;



[ Observations about examinee’s affect, attitude,
cooperation, and mental status;

[d Objective observations of behavior or statements
that the examiner believes relevant to reliability
and/or credibility of the examinee;

(d  Pain behavior and/or reported comfort or discom-
fort levels;

(1 Use of assistive devices or braces;

L

Vital signs and/or weight, as appropriate; and

(4 Detailed clinical examination findings, including
all pertinent positive, negative, and nonorganic
findings.

Observations must be thoroughly and consistently
documented.

If an impairment rating is being performed, the physical
findings must be documented in a manner that is consis-
tent with the requirements of the applicable edition of the
AMA Guides or other impairment rating guide used in the
jurisdiction. Findings must be documented in a manner
that allows the reader to easily make comparisons between
appropriate tables and figures listed in the applicable
impairment guide. Measurements should be documented
as carefully as possible but should not be presented in a
manner that suggests a level of precision that is not pos-
sible to obtain in clinical physical examination (eg, joint
motion cannot be reliably measured to single degrees and
should be mathematically rounded off). The examiner also
should refer to normal variability of measurements and
consistency.

The Sixth Edition, in Section 2.7a, Clinical Evaluation
(6th ed, 28), provides the following guidance:

The physical examination should be performed in

a manner and setting that facilitates the effective
communication between the patient and the examiner,
thereby decreasing anxiety and increasing concentra-
tion and effort. If the examiner believes the patient
may be giving an inconsistent effort during the phys-
ical examination, the patient should be encouraged to
give a full effort. For extremity impairment evalua-
tions, findings should be documented bilaterally; if the
contralateral extremity is uninjured, this may serve

as the baseline for defining “normal” for the impaired
extremity. The results of specific measurements must
be reproducible to be valid. Review of all available
diagnostic studies and laboratory data is critical in
this step.

It is also appropriate to measure passive range of motion.
This cannot be used to establish impairment; however, it
may be useful if active motion appears nonphysiologically
inhibited.

Although no physician—patient relationship exists
in the IME process, if a not previously documented
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health-threatening condition is discovered during the exam-
ination, the examiner should bring this information to the
examinee’s attention, instruct him or her to seek appropriate
medical care, and document accordingly.

Diagnostic Studies

Available diagnostic studies should be reviewed, and the
evaluator should limit analysis to those areas where the
evaluator is competent.

Concluding the Visit

At the end of the visit, the examinee should be asked if he or
she wishes to make any additions or corrections to informa-
tion provided and recorded previously. Depending on the
jurisdiction, the examinee is not provided any medical opin-
ions or the results of the IME. It is reasonable to have the
examinee complete a satisfaction survey, but this may not be
allowed or wise depending on the nature of the case and the
jurisdiction. Where permitted, this information can be used
for quality improvement and risk management.

Post-Evaluation

The report should be completed as soon as possible after the
evaluation; a reasonable timeframe is within 5 to 10 working
days. Report delays make case management more difficult
and reduce the value of the report. There are situations in
which the referral source may not want a written report until
they have communicated verbally with the examiner.

The report must be complete, well organized, and profes-
sional in appearance. In preparing the report, the author may
include standardized discussions; however, these should be
specific to the issues related to the case. The examiner needs
to ensure, via proofreading and editing, that the document
is correct in content, grammar, and style. If speech recog-
nition software is used, it is important to review the report
with an eye to misinterpretations of the spoken word. The
IME report may be used in court or in other adjudication
situations, so it should be written with that mind. It should
be clearly written as free from errors as possible, and the
opinions should be medically defensible.

The IME is a confidential document. The report should
be released only to the requesting agency, unless mandated
by judicial authority or other circumstances.

Report Structure

The actual structure of the written report varies from exam-
iner to examiner. It also depends on the arena or context,
jurisdiction, and type of examination. Guidance on prepar-
ing impairment assessment reports is provided in the Sixth
Edition in Section 2.7, Preparing Reports (6th ed, 28), and in
the Fifth Edition, Section 2.6, Preparing Reports (5th ed, 21-
22). Principles of Assessment are provided at the beginning
of each chapter, focusing on the assessment of organ system
or regional impairment.

The following is a general outline of the topics that
should be covered in a thorough report.
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Introductory Information, Descriptive Data

a

I TR TNE S

U U

History
o

a

Name of examinee with appropriate identifying
data;

Date of birth;

Date of injury;

Referring source;

Date, time, and location of examination;

Purpose of examination (IME, impairment rating,
or other);

Brief synopsis or executive summary of the report;
List of all records reviewed;

Hand dominance, right, left, or ambidextrous, if
upper extremity evaluation;

History source, including reliability; and

Time involved in record review, interview, physical
examination, and preparation of report.

History obtained from written records and

History obtained from the examinee.

Record Review

a

a

12
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Record review should be thorough, complete, and
accurate.

Data sources should be identified, eg, the provider’s
name and date of service.

Verbatim quotes should be used when possi-
ble to avoid possible change of meaning when
paraphrasing.

Intellectual honesty when summarizing records
and recording history is essential. Both should be
recorded completely and without attempt to color
or bias the history. Selective editing that unfairly
slants the history negates the value of the report.

Comparison of current oral history with that
provided previously and recorded in health care or
other records should be provided in the opinion/
discussion section, not in the history or record
review section.

It is helpful to start the record review with the date
of the current injury and list subsequent data in
chronological order.
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Alternative formats for record review organization
are acceptable if they present the history in a clear
and nonprejudicial manner.

It is important to use precise language in relay-

ing information from records. For example, “the
examinee did x” is not the same as “the examinee
reported x,” which in turn differs from “the exam-
inee is noted in the records as having reported x.”
Be clear in differentiating what is observed, what is
reported, and what is noted in the records.

Current Interview (Oral History)

A
A

J

Documentation of chief complaint(s) and concerns;

Description of how and when the injury/illness
occurred (mechanism of injury), if applicable;

Preexisting status, including prior injuries,
illnesses, litigation, medical conditions, and func-
tional limitations and specifically if the examinee
was symptomatic or not before the subject inci-
dent. If there were preexisting symptoms similar
to those attributed to the current injury or illness,
it is mandatory to describe the location, severity,
and frequency of those complaints before and after
the subject incident and to describe their course
over time;

Chronologic clinical course, including provid-

ers involved, diagnostic studies, treatments and
responses thereto, and any change in symptoms
and limitations over time. If subsequent injuries,
exposures, recurrences, exacerbations, or aggrava-
tions occurred, obtain and record a history thereof,
specifically documenting to what extent they
contributed to the examinee’s symptoms and any
limitations;

Current systems:

O Pain description, including location and radia-
tion, frequency and duration, character, severity,
and exacerbating and alleviating factors and

O Other symptoms such as numbness; tingling;
weakness; and bladder, bowel, or erectile
dysfunction.

Description of current functional status, including
how the examinee’s condition affects activities

of daily living, work, sports, hobbies, and social
functioning;

Occupational history, including any time off work
due to the subject injury or illness. Include job



duties relevant to current injury, with comparison
of prior and subsequent job activities. Reported
occupational duties should be from a written job
description, rather than the examinee’s report,
whenever possible;

(4 Past medical history, including previous medical
conditions, surgeries, and allergies;

[d Review of systems, especially relevant systems and
including psychological;

(4 Family history, particularly for relevant disorders;

(4 Personal and social history, including activities
of a usual day, social setting, substance (alcohol,
tobacco, and drug) use, exercise, and diet;

Physical Examination

(4 Document findings in a clear, organized man-
ner. s to document range of motion may improve
readability.

(4 If an impairment rating is required, findings
must be documented in a manner consistent with
the requirements of the impairment guide being
used (commonly the Guides to the Evaluation of
Permanent Impairment).

Other Objective Data

(4 If radiologic or other imaging studies are reviewed,
list the tests and identify the official written inter-
pretation vs that of the examiner.

(4 Functional, laboratory, and any other tests should
be reviewed and documented.

Discussion

Conclusions must be based on both the facts of the indi-
vidual case and evidence based medicine, current science,
and appropriate guidelines. References to evidence based
guidelines or specific medical journal articles should be
listed in footnotes or endnotes in the same format as they
would appear in a medical journal. If appropriate these
references and articles can be appended to the report. The
examiner must be mindful in performing the evaluation and
coming to conclusions. The rationale for conclusions should
be clearly explained and understandable to a non-medical
reader.

The opinion section should generally include the
following:

Independent Medical Evaluation Best Practices, continued

Impressions (Diagnoses)

Most evaluators will numerically list diagnoses. It is helpful
to identify conditions related to the subject episode and
those due to other unrelated causes.

The basis for impressions (diagnoses) should be clearly
explained. This includes correlation of all the data, i.e. his-
tory, past and current subjective complaints, written records,
physical examination, and objective tests (including imaging
and laboratory studies). If physical finding or test results
are misleading or equivocal, the reason for this should
be explained. Inconsistencies in data or history should be
discussed. If there is disagreement with another physi-
cian’s opinions, the reason(s) therefore should be stated. If
information necessary to render well-informed or complete
opinions is missing, state this.

Comments on Past Medical Treatment

A discussion of appropriateness, reasonableness, and/

or medical necessity of prior evaluation and treatment is
usually, but not always, required. It is preferable to cite
relevant evidence-based guidelines such as the Occupational
Medicine Practice Guidelines published by the American
College of Occupational and Environmental Medicine
(ACOEM),** guidelines published by the American
Academy of Orthopedic Surgeons,? state-specific guide-
lines (eg, Colorado Division of Workers Compensation
Treatment Guidelines?), and/or other professionally
developed guidelines, most of which are available from the
National Guideline Clearinghouse (Agency for Healthcare
Research and Quality).?” Other largely consensus guidelines
may also be useful such as the Official Disability Guidelines
(ODG) Evidence-Based Treatment Guidelines? published
by the Work Loss Data Institute, rather than simply the
examiner’s personal opinion. If standards are not available,
a discussion of common local practice is still preferable to
the examiner’s personal opinion.

Comments on Future Medical Treatment

A discussion of recommendations for further evaluation
and/or treatment supported by evidence-based guidelines
and what is customarily done in similar cases may be appro-
priate. It should be clearly explained, in neutral language,
that the examiner’s opinions are advisory in nature only, are
not meant to constitute a physician patient relationship, and
that additional testing and/or treatment must be ordered or
done by the attending physician.

Prognosis

General comments about prognosis may be appropriate
based both on the diagnoses and other factors such as
comorbidities that may be present.

September/October 2017 | AMA Guides Newsletter

13



Independent Medical Evaluation Best Practices, continued

14

Causation and Apportionment.

Causation and apportionment are often critical issues.

The evaluator may be asked to determine if the problem,
whether a symptom, finding, impairment, and/or disability
was preexisting, caused or worsened by the subject injury
or illness, and/or worsened by a subsequent occurrence. If
there was worsening of a preexisting condition it is often
necessary to determine if the worsening was temporary
(an exacerbation) or permanent (an aggravation). Multiple
factors, including occupational and non-occupational, may
contribute to the development of a clinical problem. Legal
standards for causation may differ from medical standards
and vary by jurisdiction. Causation analysis must be based
on the facts and current science and fully explained in the
report.

The AMA Guides to the Evaluation of Disease and
Injury Causation provides guidance on causation and
apportionment analysis including understanding work-re-
latedness, methodology, and causality examination and
includes chapters that deal with specific body regions.”

Causality requires determination that each of the
following has occurred to a reasonable degree of medical
certainty:

(4 A causal event took place.

(4 The patient experiencing the event has a condition
(injury or illness).

[d  The event could cause the condition.

(4 The event caused or medically contributed to the
condition within medical probability.

The evaluator must be able to distinguish between an
aggravation and exacerbation. Some jurisdictions use these
as two distinct terms, with definitions consistent with the
Glossary of the AMA Guides, while others use these terms
interchangeably. An aggravation occurs when an event or
injury causes permanent worsening, hastening, or dete-
rioration of a preexisting condition. An exacerbation is a
temporary increase in the symptomatology of a pre-exist-
ing condition; in some jurisdictions, this is referred to as a
temporary aggravation. To avoid potential confusion, the
IME report should define and use exacerbation and aggra-
vation as in the AMA Guides, even if the jurisdiction treats
these terms as synonyms, or explain, in the report, exactly
what is meant (ie, Mr. X had a temporary worsening of
his pre-existing condition, which returned to his baseline
status in 4 months).

Apportionment

Medical apportionment is an estimate of the extent to
which 2 or more probable factors caused an injury or dis-
ease. The reasoning for apportionment must be carefully
explained. A list of all factors considered by the exam-
iner when addressing the apportionment issue should be
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documented. The actual methodology for apportionment
varies widely, depending on jurisdiction and arena. In

some jurisdictions apportionment does not occur legally,
and thus this section may not be present in some reports.

Maximum Medical Improvement

If appropriate, a comment on maximum medical
improvement and when this occurred should be made.
As mentioned, synonyms specific to certain jurisdictions
include fixed and stable, permanent and stationary, and
stable and ratable.

Impairment

If impairment is rated, the explanation must be exact

with specific reference to objectively measurable crite-
ria. Findings should be correlated accurately with the
appropriate rating guide, including citation of the relevant
page numbers, table numbers, and methodology. Absolute
precision in utilizing the appropriate rating guide is
essential. With the AMA Guides, it is essential to follow
the procedures defined in the Sixth Edition in Chapter 1,
Conceptual Foundations and Philosophy and in Chapter 2,
Practical Applications; in the Fifth Edition in Chapter 1,
Philosophy, Purpose, and Appropriate Use of the Guides
and in Chapter 2, Practical Application of the Guides, and
the applicable chapters.

Work Ability and Functional Status

Work ability is defined by consideration by of the fol-
lowing 3 factors: risk, capacity, and tolerance.*® The IME
physician needs to assess each factor when discussing
work ability and explain the rationale in the report. Risk
refers to the chance of harm to the examinee, co-workers,
or the public if the examinee engages in specific work
activities. Substantial harm means objective worsening

of the examinee’s condition, not merely an increase in
previously present symptoms such as pain or fatigue. Thus,
risk addresses what the examinee can do but should not
do because of risk, commonly described as “restrictions.”
Capacity refers to concepts such as strength, flexibility,
and endurance. These are measurable with a fair degree
of scientific precision. Current capacity may increase with
exercise or the passage of time. Capacity addresses what
the examinee can and is not objectively capable of doing
(e.g. cannot reach the overhead control button for a press
due to limited shoulder motion). Tolerance is a psycho-
physiological concept that refers to the ability to tolerate
sustained work or activity at a given level. Symptoms such
as pain and/or fatigue are what limit the ability to do the
task(s) in question. Tolerance is dependent on the rewards
available for doing the activity in question. Tolerance is
the basis for the examinee to choose if he or she will doing
an activity for the rewards available (typically rate of pay;
nonmonetary rewards from work, such as recognition or
sense of accomplishment; or social interaction).



Answers to Specific Questions

Usually, the requesting agency asks specific questions. The
verbatim questions should be restated, and direct answers
should be included.

References

In some reports, references to published literature are
appropriate. However, it is essential that intellectual hon-
esty be paramount in citing a fair and balanced view of the
literature. Individual references should not be selected to
unfairly support a one-sided opinion.

Disclosures and Signature

IME physicians commonly provide disclosures at the
beginning or end of their reports, including statements
such as:

The above analysis is based on the available informa-
tion at this time, including the history given by the
examinee, the medical records and tests provided,

the results of pain status inventories, and the physical
findings. It is assumed that the information pro-

vided to me is correct. If more information becomes
available later, an additional report may be requested.
Such information may or may not change the opinions
rendered in this evaluation.

Comments on appropriateness of care are professional
opinions based on the specifics of the case and should
not be generalized nor necessarily be considered
supportive or critical of the involved providers or
disciplines.

Any medical recommendations offered are provided
as guidance and not as medical orders. The opinions
expressed do not constitute per se a recommendation
that specific claims or administrative action be made
or enforced.

Physicians may provide, and jurisdictions may require,
other disclosures.

The evaluating physician must always read and sign the
final report.

Quality Assurance

Assuring the quality of an IME report maximizes its value
to all parties. The examiner bears the primary respon-
sibility for the quality of the IME report. However, the
requesting agency also can assist in improving quality by
providing a constructive review process and feedback to
the examiner. Therefore, a methodology for quality review
is helpful to all parties.

The following basic questions are helpful in ensuring
the quality of the IME report:

(4 Is it well organized and written in a clear manner
for a non-medical reader?

Independent Medical Evaluation Best Practices, continued

(4 Does it address the specific questions asked, with
supporting conclusions?

4 Is the report’s length and detail consistent with
the complexity of the case?

(4 Does the report provide the information needed
by the requesting agency?

4 Is the report presented in a fair, unbiased, and
impartial manner?

[ If an impairment rating is required, does the
report comply with the appropriate rating guide?

Figure 4 is a checklist that can be used within a practice
or by others who assess the quality of a report. Although
use of the basic methodology listed above provides a good
starting point, it also is useful to perform a more sophis-
ticated analysis of quality. If the requesting agency has
an in-house system for IME quality assurance review, the
system can provide a method for feedback to the examiner,
as well as a constructive comparison to other examiners.
If the requesting agency does not have the resources avail-
able in-house for an IME quality assurance program, an
alternative would be to use an outside party with special
expertise in the area.

Feedback is helpful to both the examiner and the
requesting agency. It helps the examiner continue to
improve the quality of the report and service and it helps
the requesting agency evaluate the effectiveness of the
report. It also can assist in better case management. The
thoughtful use of modern technology, when judiciously
applied, can aid in this process.

In the workers’ compensation arena, there is a national
trend toward the use of evidence-based guidelines for
treatment, as well the traditional use of guidelines in
impairment rating. The examiner is often asked about the
appropriateness of past treatment. It is strongly recom-
mended that examiners, along with all individuals involved
in the claims process, attend training courses in the use of
treatment and impairment guidelines in states where they
are mandated.

A quality IME serves all parties. Quality assurance is
an essential component of the IME process.

Summary

The evaluation of issues encountered with an IME is often
complex and multifaceted. Quality IME reports are the
result of thoughtful, thorough evaluations performed by
physicians who have knowledge, skills, and experience in
both clinical medicine and the assessment of medicolegal
issues. The evaluator must always maintain impartiality
and provide conclusions that are supportable. A thought-
ful and thorough evaluation is of considerable value to all
involved.
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FIGURE 4. Independent Medical Evaluation Checklist

ITEM YES NO NOT -Functional (interference with activities of
APPLICABLE daily living)

DESCRIPTIVE DATA -Impairment, if any (documented, method-
ology used)

Examinee name

-Disability, if any (duration and extent)

Examinee identification number -Legal/claims, if any (legal representation,

Examinee birth date litigation, settlement)
Prior traumatic episodes, if any (physical,

psychosocial, psychological from childhood
Examiner name to present)

Evaluation date

Examiner specialty Prior similar problems, if any (not limited to
prior injuries or claims)

Location of examination

-Clinical (clinical chronology from event to
Referral source (client) current)

MEDICAL RECORD REVIEW -Functional (interference with activities of
daily living)

Organized by date

Prior chiropractic care, if any (providers,
Content provided regions involved, outcomes, duration,
frequency, date of most recent visit)

Summary and interpretation
INJURY

Analytical comment on the quality and .
Type (acute, recurrence, exacerbation,

accuracy of the prior records .
aggravation, gradual onset)
BACKGROUND INFORMATION

Age (years)

Mechanism (forces involved)

Symptoms (at that time)

Hand dominance (right, left, ambidextrous) Initial medical events (emergency care

Purpose and context of examination dates, providers, signs, studies, diagnoses,
and treatments)

Informed consent provided (verbal,

written, signed) Signs (objective findings at that time)

Consistency of reports (initial documenta-
tion, reports by other examiners, report by
Examinee identity verified (identification examinee)

card, photo) CLINICAL CHRONOLOGY

Oth_ers accompanying examinee (if any) and Clinical history from onset to current
their role, behavior

Examiner identified herself or himself

Providers (physicians, chiropractic,

Quality of history provided by examinee psychologists, therapists)

Consistency of examinee as historian Diagnostic studies (results, clinical
(consistency with other documentation) significance)

Credibility of examinee Treatments (modalities, durations, and
Cooperation level (during entire evaluation results)

process) CURRENT STATUS

Chaperone during examination, if any

X Chief complaint
(as appropriate)

No adverse consequences (problems Perception of problem

reported during examination) Pain

Time spent (with examinee and entire -Location

process) -Description

Other participants in evaluation and report -Aggravating factors

preparation, if any (record reviewers, inter-

. X -Relieving factors
viewers, writers)

-Severity (numeric [0 = no pain to 10 =
excruciating], current, past month:
average, low, and high)

Record reviewed (listing of providers and
dates)

Radiographic and diagnostic studies re-
viewed, if any (listing of studies and dates)

Symptoms

-Description

Other information reviewed, if any (eg, job

analyses, correspondence, transcripts) -Aggravating factors

Missing information, if any (listing of Relieving factors

providers and dates) -Severity

HISTORY PSYCHOSOCIAL HISTORY

PREEXISTING STATUS Childhood (eg, normal, dysfunctional,
abuse)

Prior injuries or claims, if any (including

work related, automobile, liability,
disability, recreational, and athletic) Household structure and accessibility issues

Marital status

-Event (type and problems) Living arrangements

- I, Activities of daily livin
-Clinical (clinical chronology from event fvrtt Iy fiving
to current) Recreational pursuits

Exercise regimen
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Diet

Tobacco usage (past and present)

Ilicit drug usage (past and present)

Marijuana usage (past and present)

Alcohol usage (past and present)
OCCUPATIONAL HISTORY
Job at injury

-Employer

-Title and role

-Length of employment

-Functional demands

-Job satisfaction

Interval employment status

-Partial or total disability

Independent Medical Evaluation Best Practices, continued

Questions asked by the client are fully an-
swered by the evaluator, with supportable
conclusions

DIAGNOSES

Problem list

Discussion of clinical and functional
relevancy

Discussion of relationship to an injury

Opinion consistent with facts in the case
and medical logic/probability

CAUSATION
Causation based on having a medically

probable cause, effect, and relationship
between cause and effect

Current employment status

-Employer

-Title and role

-Functional restrictions

-Functional demands

Previous employment (prior to injury)

Educational background

Functional restrictions (date, provider
imposing restrictions, functional capacity
evaluations, if any)

Medical

PAST MEDICAL HISTORY

Surgical

Psychiatric

Accidents (automobile, work-related, other)

Consistent with facts in the case and evi-
dence-based data (science)

PROGNOSIS

Outlook based on facts in the case and
evidence-based data (science)

MAXIMUM MEDICAL IMPROVEMENT
Determination of permanent and
stationary status based on facts in the
case, what is medically probable, and
evidence-based data (science)

PERMANENT IMPAIRMENT

Discusses how specific findings relate to
criteria in the AMA Guides

Explanation of each impairment value with
reference to the applicable criteria (eg,
table, figure, and page number)

Medications (including dosage and fre-
quency)

Appropriate combining and/or reporting of
final impairment

Allergies

Disease

FAMILY HISTORY

Disability

REVIEW OF SYSTEMS

PHYSICAL EXAMINATION

Height, weight

Vital signs

Observations

General appearance

Behavioral

Structural

Negative findings

Positive findings (quantitative when
feasible)

Nonphysiologic findings

Consistent with required assessment as
defined in the AMA Guides

PAIN, BEHAVIORAL, AND PSYCHOLOG
Pain drawing

ICALI

VENTORIES

Pain inventories

Disability inventories

Personality inventories

Depression/anxiety inventories

Description of actual studies reviewed

RADIOGRAPHIC STUDIES

Description of reports reviewed

Consistency of findings

Apportionment, if applicable, appropriately
performed, supported by facts, current
science, and jurisdictional rules.

Consistent with facts in the case, what
is medically probable, and evidence-

based data (science)
APPROPRIATENESS OF CARE

Consistent with facts in the case, what
is medically probable, and evidence-
based data (science)
RECOMMENDATIONS

Consistent with facts in the case, what
is medically probable, and evidence-
based data (science)

QUALIFICATIONS

Examiner’s qualifications as applicable
to the case

DISCLOSURES

Analysis based on available informa-
tion

FUNCTIONAL ABILITIES/WORK CAPACITY

Recommendations offered as guid-
ance not as medical orders

Declarations under penalty of perjury
(depending on jurisdiction)
ORIGINAL SIGNATURES

Physician has personally reviewed and
signed report
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Independent Medical Evaluation Best Practices, continued
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Recommended Readings

AMA Guides Publications

Brigham CR, ed. AMA Guides Newsletter.
Bi-monthly.

Kertay L, Eskay-Auerbach M, Hyman M. AMA
Guides to Navigating Disability Benefit Systems.
Chicago: American Medical Association; 2016.
Melhorn M, Talmage JB, Ackerman WE, Hyman
NH. Guides to the Evaluation of Disease and Injury
Causation, 2nd ed. Chicago: American Medical
Association.

Rondinelli RD. Guides to the Evaluation of
Permanent Impairment, 6th ed. Chicago: American
Medical Association; 2008. Also the Edition perti-
nent to your jurisdiction.

Talmage JB, Melhorn JM, Hyman MH. AMA
Guides to the Evaluation of Work Ability and Return
to Work, 2nd ed. American Medical Association:
Chicago; 2011.

Other Recommended Publications

Babitsky S, Mangraviti JJ, Melhorn JM. Writing and
Defending Your IME Report: The Comprehensive
Guides. Falmouth, MA: SEAK; 2004.

Brigham CR, Mangraviti J, Babitsky S. Independent
Medical Evaluation Report: A Step by Step Guide
with Models. Falmouth, MA: SEAK; 1997.

Demeter SL, Andersson GBI. Disability Evaluation,
2nd ed. Chicago: American Medical Association;
2003.

Gerhardt J, Cocchiarella L, Lea R. Practical Guide
to Range of Motion Assessment. Chicago: American
Medical Association; 2002.

Mayer TG, Gatchel RJ, Polatin PB, eds.
Occupational Musculoskeletal Disorders: Function,
Outcomes & Evidence. Philadelphia, PA: Lippincott,
Williams & Wilkins; 2001.

Rondinelli RD, Katz RT. Impairment Rating and
Disability Evaluation. Philadelphia, PA: WB
Saunders; 2000.
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QUESTION: Using the AMA Guides,
Sixth Edition, how would | rate
impairment for motion loss of upper
extremity joints when there is also
diminished range of motion on the
opposite, uninjured side.

A right wrist injury resulted in
decreased flexion of 30 degrees
vs 50 degrees of the left wrist and
decreased extension, also 30 degrees
vs 50 degrees on left. Radial and ulnar
deviation are normal and equal for
both wrists.

In the Sixth Edition, Section 15.7a,
Clinical Measurements of Motion, it
states that “if the opposite extremity is
neither involved nor previously injured,
it must be used to define normal for
that individual; any losses should be
made in comparison to the opposite
normal extremity” (page 461).

How should | rate impairment for
the right wrist using the opposite,
uninjured wrist as normal?

ANSWER: The AMA Guides, Sixth
Edition, does not provide specific instruc-
tion on how to do this, but the Fifth
Edition does. In the Fifth Edition, it states
that “if a contralateral ‘normal’ joint

has a less than average mobility, the
impairment value(s) corresponding to the
uninvolved joint can serve as a baseline
and are subtracted from the calculated
impairment for the involved joint. The
rationale for this decision should be
explained in the report” (5th ed, 453).

In jurisdictions that use the Fifth
Edition, this is easy. Using Table 16-28,
Pie Chart of Upper Extremity Motion
Due to Lack of Flexion and Extension
of Wrist Joint (5th ed, 467), the injured
right wrist with 30 degrees of flexion
has 5% upper extremity impairment
(UEI), with an additional 5% UEI for the
extension of 30 degrees. The uninjured
left wrist with 50 degrees of flexion
has 2% UEI, while the extension of 50

degrees would be an additional 2%
UEI. With radial and ulnar deviation
being normal in both wrists and with
the unstated assumption that prona-
tion and supination are also normal in
each wrist/forearm, the total right wrist
impairment is 10% UEI, or 6% whole
person impairment (WPI); while the
total left wrist impairment is 4% UEI, or
2% WPI.

Per instruction IX (5th ed, 512), when
both upper extremities are involved, the
impairments of each are combined at
the whole person level. This implies that
the subtraction should also occur at the
whole person level. Thus, 6% WPI for
the right wrist minus 2% WPI for the
left equals a final right wrist impairment
of 4% WPI. In jurisdictions that require
extremity, not whole person, impair-
ment ratings for injuries or illnesses that
involve the limbs, the calculation would
be 10% UEI for the right wrist minus 4%
UEI for the left, which equals 6% UEI.

In jurisdictions that use the Sixth
Edition, apportionment of impairment
is more difficult. In Table 15-32, Wrist
Range of Motion (6th ed, 473), both
30 and 50 degrees of flexion fall in the
Mild or Grade Modifier 1 column and
both have the same 3% UEI rating.
Similarly, both 30 degrees and 50
degrees of extension have the same
3% UEI rating. The total impairment
would be 3% plus 3% equals 6% UEI
or 4% WP, for both right and left
wrists. Subtracting the left wrist rating
from the right would result in a net
right wrist impairment of 0%. However,
this rating does not make sense for a
wrist that was injured and now has
decreased motion. The rationale for
including a range of measurements
within the same impairment percentage
in the Sixth Edition is that variables such
as body weight, blood pressure, and
range of motion are not the same every
day of the year. Additionally, different
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Rating Upper Extremity Motion Loss,
Comparison to the Opposite Side

James B. Talmage, MD, J. Mark Melhorn, MD, and Christopher R. Brigham, MD

examiners may use different techniques
when they measure joint motions, so
the reliability and reproducibility thereof
is only fair. The Sixth Edition has only 4
categories of severity for motion loss in
the tables (mild, moderate, severe, and
ankylosis), as opposed to 10-degree
increments in the Fifth Edition (or 5
degrees in the case of radial and ulnar
deviation), making it far more likely
that 2 examiners will obtain and report
the same motion-derived impairment
percentage. The increased likelihood

of interrater reliability should decrease
controversy, minimize delays in claim
resolution, and reduce the adminis-
trative costs associated with disputes
regarding differing ratings from “duel-
ing doctors.”

Hypothetically, if motions of the
injured right wrist were worse, with only
20 degrees each of flexion and exten-
sion, the right wrist would have 7 plus 7
equals 14% UEI, or 8% WPI, per Table
15-32. Subtracting the 4% WPI for the
left wrist would yield a final rating of
4% WPI for the right wrist. This makes
more sense than the net 0% rating.

Another option is to rate the wrist
injury by diagnosis, which is the
preferred method in the Sixth Edition.
Depending on the diagnosis and grade
modifiers, the final rating may be more
or less than the Fifth Edition rating of
4% WPI.

If the diagnosis is not listed in the
Sixth Edition, a third option would
be to follow the instruction provided
in Section 2.5e, Maximum Medical
Improvement (6th ed, 26). This instruc-
tion states that “in certain instances,
the treatment of an illness may result
in apparent total remission of the per-
son’s signs and symptoms. However, if
the examiner concludes that with such
permanent treatment based on

(CONTINUED ON PAGE 20)
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objective findings, the patient has
actually not regained his or her previ-
ous function, and if the Guides has not
provided specific criteria to rate such
impairment, the physician may choose
to increase the impairment estimate by
a small percentage (eg, 1%—3%). Such
a discretionary impairment is provided
only once and is not to be duplicative of
impairment provided for BOTC [burden
of treatment compliance].” One might
argue that this instruction is not entirely
applicable. Treatment in this case did
not result in “total remission of the
person’s signs” as the patient still had
limited wrist flexion and extension.
Presumably the wrist injury, unlike

diabetes mellitus, eg, does not require
permanent treatment. Additionally,
since active range of motion (that
used for impairment rating in the AMA
Guides) depends on patient effort, it is
objective only to the extent motion is
demonstrated. Generally, an examiner
does not know whether with decreased
pain, further effort, or other change
the patient could have achieved greater
motion. Finally, in this case one is
attempting to derive a rating de novo,
not increase a rating that underrep-
resents the patient’s true impairment.
However, assuming the wrist
motion losses were reproducible on
repeat measurements and consistent

with other objective evidence of wrist
pathology, it would be reasonable to
conclude that “based on objective
findings” the patient has “not regained
his or her previous function” and use
the approach on page 26 (6th ed).
Since the Fifth Edition rating for this
injury would be 4% WP, it would be
appropriate to select the 3% WPI from
the range of 1%—3% permitted.

Regardless of the approach to
impairment rating that is used, the
rationale for doing so and the method-
ology must be explained in the report,
thereby increasing the likelihood that
the rating will be accepted.
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