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Answers to Your Most Pressing
Questions About Impairment
Ratings: What Every Attorney and
Claims Professional Must Know

This presentation will provide comprehensive insights into impairment ratings, a critical
component in personal injury claims and workers' compensation cases. Attendees will gain a
deep understanding of the legal and medical principles governing impairment assessments,

enabling them to make more informed decisions and effectively advocate for their clients.
Christopher R. Brigham, MD
Part One: June 25,2025
Part Two: July 9, 2025

Let's communicate. Share in chat and
use Q/A (questions answered at end) .

Why are we
here, where are
we going, and
what are we

goingtodo?

What do you want to achieve
from this webinar?

Please type (quickly) in Chat.




Why are we here?
Ensuring Accurate and

Equitable Impairment Ratings

Impairment ratings are a critical part of the workers'
compensation process, with significant implications for
injured workers, employers, and the overall system.
However, errors in these ratings can lead to substantial
human and financial costs, including unfair outcomes,
increased litigation, and higher system-wide expenses.
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Plans for June 24 and July 29
Navigating Impairment Ratings: Strategies for Accuracy and Fairness

Whatis the foundation?

Understanding the legal and medical frameworks that underpin impairment ratings

How often are impairment ratings wrong?

Studies suggest that up to 30% of impairment ratings may be inaccurate

What are the root causes of erroneous ratings?
Lack of training, biases, incomplete medical data, and improper application of the AMA
Guides

What are the red flags?
Inconsistencies in medical records, discrepancies between examinations, and failure to
follow guidelines

What are some of the specific problems?
Misir of criteria, on subjective factors, and failure to
account for comorbidities

How do | best evaluate reports?
Carefully review the medical evidence, understand the applicable guidelines, and consult
with medical experts

How do | obtain an accurate rating?
Ensure a comprehensive medical evaluation, advocate for proper application of the AMA
Guides, and consider independent reviews

What are common referral entity errors?
Inadequate communication, misalignment of incentives, and lack of oversight in the referral
process

Whatis new with the AMA Guides?
0Ongoing updates, increased focus on functional assessment, and incorporation of
technological advancements

Whatis the role of AI?
Leveraging Al to analyze medical data, identify patterns, and assist in more consistent and
accurate impairment ratings

Can you provide examples of review process?
Case studies i
ratings

gies for validating impai

What resources are you providing?
Comprehensive guides, expert training, and interactive tools to suppart accurate
impairment rating assessments

What are our goals?
Improving Impairment Rating Accuracy and Consistency

¢ Understand impact of inaccurate impairment
ratings
Discuss how inaccurate ratings can affect outcomes and costs for
individuals and organizations

e Recognize common errors and red flags
Identify common issues like incorrect measurements, outdated
guidelines, and biased evaluations

o Use a structured checklist to assess quality
Develop a comprehensive checklist to evaluate the validity and
accuracy of impairment ratings

® Take action when flaws are identified

Provide guidance on how to address inaccurate ratings through expert
review, communication, or challenge

Ensure accurate ratings from the start

Discuss strategies for selecting the right evaluators and tools to
achieve more accurate and consistent ratings

Apply key updates from AMA Guides

Highlight the latest changes and improvements in the AMA Guides and
available digital resources

Evaluate the role of Al inimproving ratings
Explore how artificial intelligence can be leveraged to enhance the
accuracy and consistency of impairment ratings

Leam from areal-world case study
Discuss a case where correcting an inaccurate rating led to a positive
outcome for the individual

Impairment

Pain

Disability
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Understanding Pain, Impairment, and Disability Impairment in Perspective

. , o ¢ Failure to Prevent Injury e Accurate, Unbiased Assessment

Pain Impairment Disability ) ) - .

Impairment reflects a failure to prevent an injury The goal should be an accurate and unbiased
An unpleasant sensory and emotional A significant deviation, loss, or I05§ of /-xn-um-brella term for a‘ct_ivit)./ in the first place assessment of impairment through efficient
experience associated with actual or use of any body structure or function limitations and/or participation RS
potential tissue damage, or described in an individual with a health restrictions in an individual with a
in terms of such damage. condition, disorder, or disease. health condition, disorder, or disease. o Failure to Assess Work-

A g
Relatedness Impairment, Not Treatment

Impairment rating should be about the end

Impairment may reflect a failure to accurately
result, not the treatment the claimant had

Pain vs Impairment Impairment vs Disability assess if a condition is work-related

Pain is a subjective experience, while impairment is an Impairment is a medical condition, while disability refers to . .
objective measure of a significant deviation or loss of body the limitations and restrictions an individual experiences in e Failureto Mltlgate |mpact

structure or function. their daily life as a result of that condition.

Impairment may reflect a failure to effectively
mitigate the impact of an injury and restore
function
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Evolution of AMA Guides

AMA Guides® Digital
for impair ‘over 50 years.
Guides 6th 2023
(effective 1/1/2023)
Guides 6th 2022 Guides 6th 2021 Guides 6th 2008 Guides 5th 2001 AMA Guides Newsletter
(effective 1/1/2022) (effective 1/1/2021) (effective 1/1/2008) (now available) (covers all versions)

® 1971 ©® 1988 ® 1993 ® 2008 ® 2024
1st Edition of AMA 3rd Edition of AMA 4th Edition of AMA 6th Edition of AMA 6th Edition 2024 et e
Guides Released Guides Introduced Guides Launched Guides Published Most current
O O O O O O O O O Permanent Impairment
AMA Guides to the Evaluation of Permanent
Impairment
© 1984 @ 1990 ©® 2000 ® 2021
2nd Edition of AMA 3rd Edition, Revised 5th Edition of AMA 6th Edition Digital ¢ t i e
Guides Published of AMA Guides Guides Unveiled 5

Issued




How often are
impairment
ratings wrong?

Respond in chat your estimate
of how often you find ratings to
be incorrect.

Why are impairment rating errors so prevalent?

Lack of standardization

Failure to follow best practices for
evaluations and managing ratings,

Insufficient training of physicians
Many physicians lack specialized training
in conducting impairment assessments, of physicians can influence impairment
leading to inconsistent and inaccurate ratings, leading to disparities in
ratings. assessments.

Physician bias
Subjective biases and personal opinions

Addressing the issues of insufficient training, physician bias, and lack of
standardization is crucial to improve the accuracy and consistency of impairment
ratings.

How often are impairment ratings wrong?

Most are inaccurate—especially
overestimated
Impairment ratings often do not accurately
reflect the true extent of a person's injury or
disability, with a tendency to overestimate the
level of impairment.

Jurisdictional variation, but consistent
trends
Accuracy of impairment ratings can vary
depending on the location or jurisdiction, but
there are generally consistent trends of
overestimation across different regions.

In summary, impairment ratings are frequently inaccurate, with a tendency to
overestimate the level of disability, and this pattern is observed across different
jurisdictions.

Failure to understand AMA Guides
Lack of familiarity with the latest edition of the AMA
Guides can lead to inaccurate impairment ratings.

Bias - Treating Physician

Treating physicians may have a tendency to
overestimate or underestimate impairment due to
personal biases or relationships with the patient.

Bias - Experts

Hired experts may have a conflict of interest or
predetermined biases that influence their impairment
ratings.

What are the root causes of erroneous ratings?

Clinical and MM Errors

Inaccurate assessment of the patient's clinical
condition or failure to determine Maximum Medical
Improvement (MMI) can result in incorrect impairment
ratings.

Causation Errors

Incorrect determination of the cause of the
impairment, whether it's work-related or pre-existing,
can lead to erroneous impairment ratings.

No Accountability

Lack of a robust system to review and validate
impairment ratings can perpetuate the issue of
erroneous ratings.



Analogy —Impairment Ratings and Taxes

Complex process.
Individuals can
provide data which
may or may not be

accurate) - however, i s M ISTH K€

What are
common errors
and what are
the "red flags?"

rating experts, using
that data, and often
software systems,
are more likely to
determine the

correct result

What are common mistakes in impairment ratings?

How do | recognize a flawed rating?

21Red Flags
in Impairment
Evaluation Reports

AN &

Confusion between pain, Faulty clinical reasoning Fifth Edition: ROM misuse, Sixth Edition: A q
impairment, disability, and and improper use of the incorrect spine method, Misdiagnosis, invalid use Key indicators of potentially flawed or
restrictions AMA Guides ml.!scle srt'crz?gth of multiple diagnoses biased impairment ratings, equipping
Differentiating between these Lack of understanding or misapp fon Potential issues in the q A
concepts is crucial for misapplication of the AMA Specific pitfalls in the application of the Sixth claims prOfeSS|ona|S’ attorneys' and
accurate impairment ratings. Guides can lead to inaccurate application of the Fifth Edition Edition of the AMA Guides. independent reviewers to Identlfy and
ratings. of the AMA Guides.

address these issues.

Avoiding these common mistakes is crucial for accurate and consistent impairment ratings.



Red Flags in Impairment Evalustion Reports wivw amadides com
Red Flagsin Impairment Evaluation Reports s amaguides com Courtesy of righam and Associates, Inc wwnchrigham.com
Courtssyof Erigham snd Associates, Inc. wwcbrigham.com

. Incomplete Clinical and Rating Documentation

Red Flags in Impairment Evaluation Reports
A e P P + RedFlag: Missing history, sxamination findings, diagnostic correlation, or causation
(For Use by Claims onals, Att i analysis

Red Flags

+ Why it Matters: Incomplete documentation undermines validity and reproducibilty.
® 1. Rating by Treating Physician or Known Blased Evaluator + Action: Reject or request supplemental detail before accepting impairment conclusion.
+ Red Flag: Report authored by treating physician or evaluator with known tigation bias

(plaintiff or defense-oriented).
@ 6. No MMI Statement or Premature Rating (<6 months)

. . o . . . . . o . Objectivity d {t
Biased Treating or Known Implausible High or Low Rating Invalid or Unreliable Clinical iherapestic allsgianee, compromiing mportiary. “ Bt Flag ey onda Rt ot s ol [ S ot
Biased Evaluator Findings ol i “ P + Why It Mtors: Ratings i to MMl are invald due o potential o clical change.
Controversial or Questionable . A

. . . N N N @ 2. Evaluation Performed Outside Specialty Scope
Outside Specialty Scope Diagnosis Basis Contradictory Report Content + Rod Flag:Evalusoracks clincal raining n the condiion assessed (e . chiropractor
)

Evaluation fating internal organ damage @ 7. Incorrect AMA Guides Citation
. . oy e . R ki led * RedFlag: Reference to incorrect edition (or vague terms like "AMA Guidelines™).
Multiple Diagnoses Without Non-Standard or Prohibited conssquences : y

+ Why It Matters: Jurisdictions mandate edition-specific use. Mislabeling may reflect

Justification Methods + Action: Verify clinical specialty. Reject de the evaluator’s inexperience.

cormein of comypetencs
* Action: Verify edition matches jurisdictional requirement and is properly cited (e.g., “AMA
Evaluator Guides, Sixth Edition, 2008°)

Missing Guides Table or Method Diagnosis Doesn't Match Injury
Disorganized or Unprofessional * Rod Flag:No format g or criicton in AMA Guides, meclelegat vauaton, o T ——

impairment

Report Disallowed or Subjective ROM Used Incorrectly . @ S + RadFlag: Whale Person impsimment (W1 105 without srong objsctive bass or <10% n

cases of significant trauma,

methodolc
Methods i < i B B e

. . *  Action: Prioritize reports from certified professionals (e.., CIME, CMLEx, CIR). Scrutinize
Missing Clinical or Rating Details Errors in Calculations teing from uncerified ources + Action: Assess consistancy with objective findings and inury complexiy.
Used Software Used Without
. .o o . . . @ 4.Poorly Constructed or Unprofessional Report
No MMI or Premature Rating Clinical Insight Pain Rated Without Basis

* Red Flag: Disorga unformatted report 1
rationale).

n: Confirm date and clinical basis of MMI. Delay rating if premature.

story, exam, @ 9. Diagnosis-Related Rating Problems.

+ RedFlag: Ratings based on e i i (eg.

Incorrect AMA Guides Citation . Whykh with CRPS, disc hemiation without raciculopatiy).

= Action: Apply high scrutiny or request re-evaluation. Use formatting as a surrogate marker + Why It Matters: These conditions are prone to over-rating and subjectivity.
for analytic rigor

+ Action: and clear

Jed Flags inimpairment Evaluation Reports wwwamaguides.com Red Flags in Impairment Evaluation Reports v amagides
ourtesy of Brigham and Associates, Inc. e cbrigham.com Courtesy of Brigham and Associates, Inc. oo corigham. com Rod Fags inImpairment Evaluation Reports W amaguides.com
Courtesy of Brigham and Associates, Inc. ww corignam.com
@ 10. Muttiple Diagnoses Rated « Red Flag: Contradiictions between history, fecords, examination, imaging. and impairment
- Red Flag: Reting multiple diagnoses, especially if acute injury with documentation that this sl
involved a single region or reported as & cumulative trauma disorder. + Why It Matters: Intemal coharence is essential for eredibility
= Why It Matters: Injuries may result in multiple problems associated with permanent « Action: Flag for peer review. Reject reports with unresolved contradictions. @ 21: st o e

impairment; however, more commonty there is a single ratable diagnosis. If multiple

« Red Flag: Omitted or misapplied Grade Modifiers (Functional History, Physical Exam,
problems are alleged to cumulative trauma, careful causation analysis is required.

Clinical Studies).

Action: Scrutinize ipl si , 5 i accuracy of ® 16. Use of Non-Standard or Jurisdictionally Prohibited Methods
and causation.

* Why It Matters: Modifiers refine the impairment within a class.
= Red Flag: Pain ratings not permitted by AMA Guides of jurisdistion (e.g., Ghapter 18

« Action: Check documentation and scoring logic for all modifiers.
inappropriately spplied; Almaraz-Guzman misuse in CA).

. Missing Tables, Figures, or Method References = Why It Matters: Ratings must be based on stancardized, accepted methods. "
1332 eing Tabhes; SEeg % = . & Recommendations for Claims Reviewers & Legal Counsel

Red Flag: No citation of Guides Table, Figure, or section used to derive impaiment. = Action: Ensure compliance with both AMA Guides and local legal standards + Implement a structured quality checklist using the above red flags.

Why It Matters: Gitations ensure transparency and reproducibility. + Require evaluator credentialing disclosure as part of report submission.

Action: Require ful citation trailfor all numerical impairment findings. @ 17. Diagnosis-Inconsistent Impairment Ratings . bi

 Red Flag: Rating derived from a diagnosis that does not match the causally related injury.

. it i jiewers to audit questionable imp tratings.
® 12.Use of Disallowed or Subjective Rating Methods. - Impairment is often dia especially with the Si
misclassification yields invalid ratings.

Edition; + Referto Brigham and Associates, Inc. for expert review if concarns

Red Flag: Strength loss ratings (without clear neurologic deficit), unvalidated hand/nerve

rating methods, = Action: Matchinjury diagnosis with rating process.

Why It Matters: AMA Guides restrict certain methods to minimize Subjective inflation.

Action: Reject or challenge methods not explicitly allowed inthe Edition used @ 15. improper Use of Range of Mation (ROM)
= Red Flag: ROM used where not permitted (e.g., spine under Sixth Edition).

@ 13.Software-Based Ratings Lacking Clinical Insight = Why It Matters: ROMis highly variable and limited in use.

« Red Flag: Rating based solely on software outputs, with no clinical reasoning.

- Action: C d PP figor
= Why It Matters: “Garbage in, garbage out” appliss—input errors or software misuse lead to
flawed outputs. Physicians may be overly rellant on software and lack knowledge o the use:
of the Guides/ @ 19. Mathematical Errors
« Action: Require narrative rationale and clinician interpretation beyond software. + RedFlag: Incorrect use of Combined Values Chart, averaging methods, or formula

application.
® 14. Invalid or Inconsistent Clinical Findings + Why It Matters: Calculation errors can materislly alter ratings.

« Red Flag: Findings not aligned with anatomy, physiology, or clinical exam principles (e.g., # Hetion: Independ sutly verkly el calculations.
sensory Loss in non-dermatomal pattems).

Why It Matters: Guides require valid and reliable objective findings. N W T e -

Action: Chaltenge inconsistencies; request clarification or second opinion.
eton: Lhellenee inconsistencies: Fequestaaiication or seeond opivon « Red Flag: Pain rated independently of functional or structural impairment.
 Whyt Matters: AMA Guides discourage pain-only ratings.
15. Internal Report Inconsistencies
L 4 portin = Action: Disallow standalone pain ratings unless jurisdictionally permitted and clearly
3 justifie




Rating by Treating Physician or Known Biased Evaluator
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Flag for secondary review Track evaluator patterns
Reports from these sources Analyze evaluator data
possess therapeutic Evaluators with a history of should be flagged for longitudinally to identify
allegiance, compromising plaintiff or defense-oriented additional scrutiny and systemic bias.
impartiality. bias may lack objectivity. review.

Evaluator with known
litigation bias

Treating physician reports
Treating physicians inherently

By identifying and addressing reports from treating physicians or known
biased evaluators, claims professionals, attorneys, and independent
reviewers can improve the objectivity and reliability of impairment ratings.

Non-Credentialed or Inadequately Trained Evaluator

Prioritize reports from certified Scrutinize ratings from uncertified

No formal training or certification in
AMA Guides, medicolegal evaluation, professionals (e.g., CIR, CIME, CMLE) sources
or impairment rating

Certified professionals have the
Ratings accuracy depends on the necessary training and expertise to
evaluator's technical understanding of provide accurate and reliable impairment

the AMA Guides methodology. ratings.

Ratings from evaluators without proper
certification may lack the required
technical knowledge and should be
reviewed with caution.

By prioritizing reports from certified professionals and scrutinizing ratings
from uncertified sources, claims professionals, attorneys, and independent
reviewers can ensure the accuracy and reliability of impairment evaluations.

Evaluation Performed Outside Specialty Scope

condition assessed appropriateness

Ensure the evaluator's specialty and training
match the condition being assessed.

Evaluator lacks clinical training in the Verify the evaluator's clinical

For example, a chiropractor rating internal
organ damage.

Ratings demand specialized knowledge
in the pathology and functional
consequences

Evaluators must have the necessary expertise
to accurately assess the condition.

Reject reports outside the evaluator's
domain of competence

Do not accept impairment ratings from
evaluators without the proper expertise.

Evaluators who lack the necessary clinical training and expertise in the condition being
assessed may not be qualified to provide accurate impairment ratings. It is crucial to verify the
evaluator's clinical appropriateness and reject reports that fall outside their domain of
competence.

Poorly Constructed or Unprofessional Report

e

Disorganized, Missing essential Use formattingasa Apply high scrutiny or
unformatted report elements surrogate marker request re-evaluation

Lack of structure and Absence of key components Sloppy presentation can be a Poorly constructed reports
formatting may indicate low like history, exam findings, proxy for lack of analytic rigor warrant closer examination or
evaluative quality rationale, etc. re-evaluation

Disorganized, unformatted reports lacking essential elements may indicate low evaluative quality.
Use formatting as a surrogate marker for analytic rigor and apply high scrutiny or request re-
evaluation.



Incomplete Clinical and Rating Documentation

Missing history 5 Absence of diagnostic correlation
8 Lack of detailed patient history undermines Qy Missing links between diagnoses and

the validity of the impairment conclusion. impairment ratings calls into question the
rationale for the conclusions.

Incomplete examination findings
Failure to document thorough physical Lack of causation analysis
examination results reduces the reproducibility Absence of a clear explanation and science for
of the assessment. how the injury or condition is causally related
to the impairment undermines the credibility of
the report.

Without comprehensive clinical documentation, the validity and
reproducibility of the impairment conclusion are compromised. Reject
or request supplemental detail before accepting the report's findings.

No MM Statement or Premature Rating (<6 months)

Ratings prior to MM are invalid
Ratings assigned before the claimant has
reached maximum medical improvement

(MMI) are invalid due to the potential for
further clinical change.

Confirm date and clinical basis of Delay rating if premature
MM If the impairment rating is assigned prior
Claims reviewers should confirm the date to MM, the rating should be delayed until
and clinical rationale for when MMI was the claimant has reached a stable clinical
determined before accepting an condition.
impairment rating.

By ensuring thatimpairment ratings are only assigned after the claimant
has reached MM, claims professionals can avoid relying on invalid ratings
and better understand the true extent of the claimant's impairment.

Incorrect AMA Guides Citation

Referencing the wrong edition of the Using vague terms like "AMA Verify the edition cited matches
AMA Guides Guidelines" jurisdictional requirements
Using the incorrect edition of the AMA Ambiguous references to the AMA Ensure the edition of the AMA Guides
Guides may reflect inexperience or lack Guides can indicate a lack of familiarity used in the report aligns with the specific
of attention to jurisdictional requirements. with the proper citation format. edition mandated by the jurisdiction.

Incorrect or vague references to the AMA Guides may signify the evaluator's
lack of experience or familiarity with the proper citation requirements. Verifying
the edition used and ensuring it matches the jurisdictional standard is crucial
for ensuring the credibility and defensibility of the impairment rating.

Unusually High or Low Impairment Values

Whole Person Impairment (WPI) WPI <10% in cases of significant Assess consistency with objective
>10% without strong objective basis trauma findings and injury complexity
Ratings that are disproportionately low The impairment rating should be
compared to the injury complexity should proportionate to the clinical evidence and
also be closely examined. the overall injury picture.

Ratings that are disproportionately high
compared to the clinical severity should
be scrutinized.

Unusually high or low impairment ratings should raise flags and prompt a closer review to
ensure the rating is consistent with the objective clinical data and the overall severity of the

injury.




Diagnosis-Related Rating Problems

Conditions with High Variability Diagnostic Controversy
Conditions like CRPS or disc herniation Conditions with diagnostic controversy
without radiculopathy are prone to over- are also susceptible to over-rating and
rating and subjectivity due to their high subjectivity in impairment evaluations.
variability.

Demand High-Level Documentation

Require comprehensive, high-level
documentation and clear diagnostic
substantiation to support impairment
ratings for these problematic conditions.

By being vigilant about diagnosis-related rating problems, claims professionals, attorneys,
and independent reviewers can ensure that impairment evaluations for conditions with high
variability or diagnostic controversy are supported by robust evidence and objectivity.

Multiple Diagnoses Rated

Why It Matters
Injuries may result in multiple
problems associated with

permanent impairment;
however, more commonly
there is a single ratable
diagnosis. If multiple problems
are alleged to cumulative
trauma, careful causation
analysis is required.

Red Flag: Multiple
Diagnoses

Especially if acute injury with
documentation that this
involved a single region or
reported as a cumulative
trauma disorder.

Action: Scrutinize Multiple
== Diagnosis Cases

Especially regarding accuracy
of the diagnoses and
causation.

Careful review of multiple diagnoses is crucial to ensure
accurate assessment and appropriate treatment for injured
workers.

Missing Tables, Figures, or Method References

No citation of Guides Table, Figure, or
section used
Lack of citations for the Guides tables,
figures, or sections used to derive the
impairment compromises transparency
and reproducibility.

Lack of transparency in rating Inability to independently verify the
methodology rating
Without citing the specific Guides
references, the process used to calculate
the impairment rating is unclear.

Without the citation trail, it is impossible
for a reviewer to replicate the impairment
calculation and assess its accuracy.

Requiire full citation trails for all numerical impairment findings to ensure
transparency, reproducibility, and the ability to independently verify the rating
methodology.

Use of Disallowed or Subjective Rating Methods

(2 &

Strength loss ratings without clear
neurologic deficit
The AMA Guides restrict the use of strength
loss ratings unless there is a clear neurologic
deficit, as this method is prone to subjectivity
and inflation.

Unvalidated hand/nerve rating methods

The AMA Guides also prohibit the use of
unvalidated hand and nerve rating methods,
as they lack the necessary scientific evidence
and standardization.

Claims professionals, attorneys, and independent reviewers should reject or
challenge the use of any rating methods that are restricted or disallowed by the
AMA Guides, as they can lead to subjective and inflated impairment ratings.




Software-Based Ratings Lacking Clinical Insight

Ratings based solely on software outputs Lack of clinician interpretation

Software outputs can be prone to errors and Software-based ratings require narrative
misuse if not accompanied by clinical rationale and clinician interpretation beyond
reasoning the software

To ensure reliability and validity of impairment ratings, require narrative rationale and
clinician interpretation beyond software-based outputs. Evaluators must be
knowledgeable about the use of the AMA Guides rather than dependent on software.

Invalid or Inconsistent Clinical Findings

Findings not aligned with
8 anatomy

Findings that do not match the
expected patterns based on
anatomy and physiology
should be challenged.

Findings not aligned with Findings not aligned with
physiology clinical exam principles

Physiologically implausible Findings that do not adhere to

findings should raise concerns established clinical

and prompt further examination techniques and

investigation. principles should be
scrutinized.

By identifying clinical findings that are not aligned with established principles of anatomy, physiology,

and clinical examination, claims professionals, attomeys, and independent reviewers can effectively

challenge the validity and reliability of the impairment evaluation. Requesting clarification or a second
opinion can help address these concemns and ensure the accuracy of the final impairment rating.

Internal Report Inconsistencies

Contradictions between history and Discrepancies in examination Conclusions not justified by clinical
records findings evidence
Impairment conclusions that are not
clearly linked to and supported by the
documented history, examination, and
test results should be rejected.

Examination findings that do not align
with the reported history or medical
records raise concerns about the
evaluator's objectivity.

Inconsistencies between the patient's
reported history and the medical records
undermine the report's credibility.

Internal inconsistencies within the report undermine the credibility and
validity of the impairment evaluation. These reports should be flagged for
peer review, and those with unresolved contradictions should be rejected.

Use of Non-Standard or
Jurisdictionally Prohibited Methods

Ratings must be based on standardized, Ensure pain ratings or other methods are
accepted methods pOf) iuriscictionally permitted

Certain pain rating methods or approaches
may be prohibited in some jurisdictions

Impairment ratings should comply with both
the AMA Guides and local legal standards. In
California, carefully evaluate Almaraz-Guzman
approaches to determine if appropriate.

By ensuring that impairment ratings adhere to standardized, accepted methods and
are compliant with jurisdictional requirements, claims professionals, attorneys, and
independent reviewers can improve the reliability and defensibility of the conclusions.




Diagnosis-Inconsistent Impairment Ratings

Mismatched diagnosis and injury In the Sixth Edition, match
A rating based on a diagnosis that does impairment class and category
not align with the causally related injury is The impairment rating must be based on
invalid. the appropriate impairment class and
category for the injury diagnosis.

Impairment is often diagnosis-driven
The impairment rating must be derived
from the diagnosis that matches the
causally related injury.

Ensure that the impairment rating is derived from the correct diagnosis that matches the
causally related injury. This helps maintain the validity and accuracy of the impairment
assessment.

Improper Use of Range of Motion (ROM)

ROM has limited use and may be

= unreliable.
Range of motion (ROM) has limited use and is
subject to edition-specific applicability. Make
sure measurements are consistent with other
documentation.

Confirm edition-specific applicability
El Confirm the edition-specific ROM applicability

and documentation rigor.

Reporting forms
E With complex hand cases, impairment rating

worksheet should always be completed.

By being aware of the proper use and documentation of Range of Motion (ROM)
inimpairment evaluation reports, claims professionals, attorneys, and
independent reviewers can ensure the accuracy and credibility of the impairment
conclusions.

Mathematical Errors

[

Incorrect use of Combined Values Averaging methods errors
Chart Mistakes in the averaging of multiple
Errors in applying the Combined Values impairment values can lead to inaccurate
Chart can materially alter the final final ratings. Maximum value is used.
impairment rating.

Formula application mistakes

Improper use of the formulas and
calculations specified in the AMA Guides
can result in invalid impairment ratings.

To ensure the accuracy of impairment ratings, it is essential to
independently verify all calculations and mathematical applications made
by the evaluator.

Pain Used as Standalone Impairment

AMA Guides generally Exception: Jurisdictionally Disallow standalone pain
discourage pain-only permitted and clearly (>Z<) ratings unless criteria met
ratings justified Claims professionals,

attorneys, and independent
reviewers should disallow
standalone pain ratings unless

The AMA Guides generally do
not recommend rating
impairment based solely on

However, there may be some
exceptions where pain-only
ratings are allowed, but these

pain, as this can lead to must be clearly justified and they meet the jurisdictional
subjective and inflated permitted by the jurisdiction. requirements and are clearly
assessments. justified.

By carefully reviewing impairment evaluation reports for the use of pain-only ratings, claims
professionals, attorneys, and independent reviewers can ensure that impairment assessments are
based on objective, standardized methods and are in compliance with jurisdictional requirements.




Evaluator Er '

Incomplete and erroneous assessment (reSuIting from lack
of knowledge and skills and incorrect and inefficient
processes)

GIGO (Garbage In — Garbage Out)

Bias

Not understanding issues from a biopsychosocial
perspective

Failure to distinguish subjective vs. objective

Not using evidence-based medicine to assess the facts

Faulty assessment of maximum medical improvement
(MMI), causation, apportionment, and other critical issues

Failure to adhere to standards and processes defined in the
AMA Guides

Spine Assessment Errors (Fifth Edition)

¢ Inadequate and unreliable clinical evaluation
(including the range of motion)

e Use of wrong method (e.g., use of Range of
Motion (ROM) when Diagnosis-Related Estimate
(DRE) method is required.)

e With DRE, selection of the wrong Category (e.g.,
Class Il when nonverifiable radicular
complaints)

e With ROM, unreliable motion assessment

Upper Extremity Assessment Errors
(Fifth Edition)

e Inadequate and unreliable clinical evaluation
(including motion and strength testing)

e Using unreliable data (e.g., inconsistent with
other documentation)

e Ratings based on strength loss

e Misuse of other disorders

e Ratings of CRPS




Lower Extremity Assessment-Errors Spine Assessment EffsréiSiXth Edition)

(Fifth Edition) /
e Inadequate’and unreliable Volume 27, Issue 4
¢ Inadequate and unreliable clinical evaluation clinical evaluation July/August 2022
e Use of the wrong method or combining * Incorrect diagnosis_ _ | AMAGuides (3
methods e Not distinguishing — == Pt
e Using gait derangement to define impairment radiculopathy vs. ». 1B °
nonverifiable radicular = v
complaints iz

Upper Extremity Assessment Errors Lower Extremity Assessment Errors
(Sixth Edition) (Sixth Edition)
e Inadequate’and unreliable Volume 27, Issue 1 ¢ Inadequate’and unreliable Volume 27, Issue 2
clinical evaluation lanuarylFebruary 2022 clinical evaluation Marchihpr 2022
* Incorrect diagnosis_ [ AMAGuides (5 * Incorrect diagnosis_ 4
e Rating for more'than one™ e Rating for more than one™
diagnosis R e diagnosis R e

e Incorrect assessments of
gait, motion loss, nerve
injuries, and CRPS.

e Incorrect assessments of
motion loss, nerve injuries,
entrapment disorders, and
CRPS.




Biased Treating or Known
Biased Evaluator

Outside Specialty Scope
Evaluation

Untrained or Uncredentialed
Evaluator

Disorganized or Unprofessional
Report

Missing Clinical or Rating Details

No MMI or Premature Rating

Incorrect AMA Guides Citation

Red Flags

Implausible High or Low Rating

Controversial or Questionable
Diagnosis Basis

Multiple Diagnoses Without
Justification

Missing Guides Table or Method

Disallowed or Subjective
Methods

Used Software Used Without
Clinical Insight

Invalid or Unreliable Clinical
Findings

Contradictory Report Content

Non-Standard or Prohibited
Methods

Diagnosis Doesn't Match Injury
ROM Used Incorrectly
Errors in Calculations

Pain Rated Without Basis

How do | best

evaluate reports?

Summary of
Red Flags
in Impairment Evaluation Reports

By being aware of these red flags in impairment evaluation reports, claims
professionals, attorneys, and independent reviewers can more effectively
identify and address issues with the accuracy, objectivity, and credibility of the
ratings. Implementing a structured quality checklist, tracking evaluator patterns,
and engaging certified medical reviewers can help ensure the reliability and
defensibility of the impairment conclusions.

corgramoom  smagudoscom  Imoaimentoom  emadicolegalcom 202506 25

corgnamoom emadicolgaloom 2075.06 25

Independent Medical Evaluation and Impairment Rating 4. Medical History
Report Checklist = Fullinjury history, including onset, symptoms, mechanism, and context

Section 1: Case Specifics = Chronological clinical timeline provided

Case/File Number listed = Pre-existing and comorbid conditions noted

= Evaluator identified = Complete medical background:
= Specialty of evaluator included = PastMedical History

= Qualifications of evaluator to perform evaluation (e.g., Certified Impairment Rater) = Review of Systems

= Type of report (e.g., IME, AME, QME, PTP) clearly indicated Family History

Requesting party identified (defense, plaintiff, employer, insurer) = Personal, Social and Occupational History

Date of injury specified 5. Medical Record Review

Date of report stated = Process: Human, Artificial Intelligence, or both

A R PR SR EEaT o = Adequate volume and relevancy of reviewed records

5 R as e e = Keyfindings integrated into the narrative

= Inconsistencies, gaps, or missing records identified

6. Physical Examination
Section 2: Narrative Critique
§ o Exam appropriate to body part and diagnosis
-Structure and Presentation
) = Objective measurements provided

= Logical organization and clear headings/subheadings

= Distinction made between subjective and objective findings
= Professional formatting, spelling, and grammar

= Assessment of non-physiologic findings (e.g., Waddel signs) included
o Tone is objective and professional

7. Conclusions and Medical Opinions

= Language is readable for non-medical stakeholders

= Diagnoses:
2.Comprehensiveness

= ICD-10codes provided

I Allkey report components included (history, medical documents, exam, analysis s —

references)
= Clinical/Case Analysis
= Levelof detail appropriate to case complexity
= Logical byfactsand ed medicine
3. Introduction
= Causation
= Purpose of the report clearly stated
= Consi MA Guides to Evaluation of Disease and Injury Causation

with,
= Referring source and scope of evaluation defined i

om) and other evidence-based medical resources.

[l

= Historian identified and corroborated with medical records o Transparent, reasoned opinion




IME/Impairment Rating Report Checklist

CasefFile Details

Include case/file number, evaluator's name and specialty,
qualifications, report type, and requesting party

Injury Details
Specify date of injury, date of report, and interval from injury to
report

Narrative Structure
Ensure logical organization, clear headings, professional
formatting, objective tone, and readable language

Comprehensive Evaluation

Cover all key report components like history, medical documents,

examination, analysis, and references

Medical History

Provide full injury history, chronological timeline, pre-existing
conditions, and complete medical background

Record Review
Integrate key findings from adequate and relevant medical
records, identify inconsistencies or gaps

Physical Examination

Conduct appropriate exam, provide objective measurements,
distinguish subjective and objective findings, assess non-
physiologic signs

Conclusions & Opinions

Justify diagnoses, provide logical clinical analysis, transparent
causation opinion, define MMI, calculate accurate impairment
rating, and assess work ability

What the best way to evaluate a

physician's impairment evaluation report?

® UseaChecklist
Develop a comprehensive checklist to guide your
evaluation of the physician's impairment report, ensuring
all key elements are thoroughly reviewed.

® | everage Al Tools
Utilize Al-powered technology tools to analyze the report,
identify inconsistencies, and flag potential issues for
further investigation.

® Review Methodologies
Carefully examine the methodologies and assessment
techniques used by the physician to ensure they align

with industry standards and best practices.

e Assess Objectivity
Evaluate the physician's objectivity and impartiality in
their assessment, looking for any potential biases or
conflicts of interest.

e Validate Findings
Cross-reference the physician's findings with other
medical records, expert opinions, and relevant guidelines
to validate the conclusions.

Identify Case Specifics and Track

Case/File
Number

Certified
Impairment
Rater

Orthopedic

ABC123 Dr. Jane Doe
Surgeon

Physical Certified
Medicine and Impairment
Rehabilitation  Rater

Dr. John

XYZ456 Smith

Certified
Impairment AME

LMN789 Dr. Sarah Occupational
Lee
Rater

Medicine

Requesting  Date of
Party Injury

Evaluator =~ Specialty Qualifications Report Type

Interval

Report Date {months)

Defense  01/15/2021 03/01/2021 . 12 pages

Plaintiff  07/01/2020 09/15/2020 X 20 pages

Employer ~ 11/20/2019 01/10/2020 ) 18 pages

*The data for this table was generated specifically for this slide and does not derive from any other work.
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Structure and Presentation

Logical Organization Professional Formatting Objective Tone Readable Language
Clearly structured with Consistent formatting, Avoids bias or personal Uses plain language and
headings and subheadings to spelling, and grammar opinions, focusing on facts avoids medical jargon to
guide the audience through conventions to maintain a and data to convey the ensure understanding by
the content polished, credible information objectively non-medical stakeholders
appearance

Well-structured, professionally formatted report more likely to reflect a
thoughtful evaluation and communicates complexinformationin a clear,

objective manner.

Comprehensive Medical Report

Complete History Thorough Physical Examination
@ Detailed account of patient's medical Detailed description of the patient's current

background, including past illnesses, physical condition, including vital signs,
hospitalizations, and surgical procedures system-specific findings, and any

abnormalities
Comprehensive Medical Documents
Inclusion of all relevant medical records, lab

results, imaging studies, and specialist reports

Detailed Analysis and References
In-depth interpretation of the case, with
citations to relevant medical literature and
guidelines

The report covers all key components in a level of detail appropriate to the case
complexity, ensuring a comprehensive understanding of the patient's condition.

Report Introduction

Introduction Referring source and scope of evaluation
@ Provides an overview of the report and its @ Defines the sources used and the extent of the

purpose evaluation

Purpose of the report Historian identified and corroborated with
Clearly states the objectives and goals of the F medical records

report Identifies the historian and verifies the

information using medical records

A comprehensive introduction to the report outlines its
purpose, scope, and the sources used, ensuring the reader
is well-informed about the key aspects of the evaluation.

Medical History Summary

® Pre-existing

® OnsetofInjury Conditions ® Family History
Mechanism and Relevant Relevant medical
context of initial injury comorbidities and conditions in family
medical background members
" O 0O O ) L
O O O O
@ Chronological @ Past Medical ® Personal, Social,
Timeline History Occupational
Progression of Comprehensive History
symptoms and review of previous Lifestyle factors and

clinical history health issues occupational details




Medical Record Review

Evaluate the process for

reviewing medical records,
whether it involves human,

artificial intelligence, or a
combination of both.

Adequate Volume
and Relevancy of
Reviewed Records

Ensure that the volume of
reviewed records is
sufficient and the records
are relevant to the
assessment or analysis
being conducted.

Key Findings
Integration

Integrate the key findings
from the medical record
review into the overall
narrative or report.

Medical Record Review Process

Inconsistencies,
Gaps, or Missing

Records
Identification

Identify any
inconsistencies, gaps, or
missing records in the
reviewed medical
documentation.

Comprehensive Medical Evaluation

¢ Diagnoses ¢ Maximum Medical Improvement
Diagnose that are justified and consistent with (MMI)

facts and evidence-based medicine Clearly defined and justified

¢ Clinical/Case Analysis e ImpairmentRating
Logical reasoning supported by facts and
evidence-based medicine

Correct AMA Guides edition used, accurate
methodology with citations to tables/figures, all
steps documented
e Causation
Consistent with AMA Guides to Evaluation of e Work Ability/Restrictions
Disease and Injury Causation and other
evidence-based medical resources.
Transparent, reasoned opinion

Functional limitations consistent with findings,
based on AMA Guides to Work Ability

Disclosures and Attestations

0 z

Disclosure of Professional Disclosure of Potential Conflicts of Commitment to Objectivity

Relationships Interest Affirm adherence to evaluation standards
Transparently share any professional and a commitment to providing unbiased,
relationships, consulting roles, or financial impartial assessments
interests that could influence the
evaluation or analysis

Openly acknowledge any personal,
financial, or organizational conflicts that
may impact objectivity

By transparently disclosing relevant relationships and affirming
objectivity, we can build trust and confidence in the evaluation process.

Bias and Tone Assessment

©

Neutral Language

No Implicit Bias Professional Tone

No references to race, gender, age, or
other protected characteristics

Objective and impartial language, no
emotional or subjective phrasing

Formal, respectful, and courteous
language towards all parties

The language used in the document is objective, impartial, and devoid
of any signs of bias or disrespect towards the claimant or legal parties.




Recommendations for Further Action: Report Critique

Strategize Report Critique
Provide specific recommendations for next @\ (cbrigham.com/ refi erral)

steps based on your initial review. Obtain a comprehensive analysis of the report

from a board-certified expert

ImpairmentCheck
e Use tool to evaluate rating for common Analysis by aboard-certified
conditins. @ impairment expert
(cbrigham.com/referral)

Engage a qualified professional to provide an
in-depth analysis of the report's findings

By implementing these recommendations, you can ensure a thorough
and informed approach to addressing the concems raised in the report.

Addressing Suspected Impairment Rating Errors

Obtain expert review Perform independent
Consult a qualified expert review or IME

to clarify the issues and

Conduct an independent

assist in developing document review or an

strategies independent medical
examination (IME) by a

Communicate with qualified physician, with

@ evaluating physicians appropriate referral letter

Use a carefully designed and standards

script to communicate

with the evaluating

physicians

Challenge physician with
cross-examination

Plan for cross-
examination with the
assistance of experts,
framing questions to
challenge the physician's
findings

By taking these steps, you can effectively address a suspected impairment rating error and ensure a fair and accurate assessment of the case.

Let's answer
more questions.

How dolincrease the likeliness
of obtaining an accurate rating?

Determine when and how to obtain a Provide clear guidance onissues to be
rating @ addressed and records

Decide if the rating will be requested from the Clearly communicate the specific information
treating physician, through a document review and documentation the expert should review
by an experienced rating physician, or an to ensure an accurate rating based on best
independent medical evaluation practices. If using an IME entity, ensure they

are selecting the appropriate provider and

Choose theright expert

Select a trained, qualified and experienced
professional to conduct the rating assessment

offering needed direction.

By following these steps, you can ensure an accurate rating from
the start and obtain the necessary information to support your case.



What are common referral entity errors?

Selecting an Inappropriate Evaluator

Choosing an assessor who lacks the necessary expertise, experience, or

qualifications to accurately evaluate the impairment and medicolegal issues.

Prioritizing Cost over Quality
Choosing a lower-cost evaluator at the expense of obtaining a
comprehensive and high-quality assessment.

What's New with the AMA Guides?

Available training through

Inadequate Knowledge, Skills, and ¢ Inadequate IME Vendor Standards

Credentials Relying on an independent medical examination (IME) vendor with

. . insufficient quality standards and processes.
Relying on an evaluator who does not possess the required knowledge,
skills, and credentials to assess impairment and other medicolegal

concerns. ® Inoomplete Medical ReOOI’dS

Failing to provide the evaluator with all the relevant medical records

Incorrect Speciaky necessary for a thorough assessment.

Selecting an evaluator whose specialty does not align with the specific

medical issues being assessed. ° Lack of Quahty Standards and Specrﬁc
] . Questions

Blased Evaluatlon Not establishing clear quality standards and specific questions to be

Allowing personal biases or conflicts of interest to influence the impartiality
and objectivity of the evaluation.

addressed by the evaluator.

Updates AMA Guides 2024
|§I Revised guidelines and assessment methods

for the upcoming year

www.amaguidesdigital.com
;] Online platform for accessing and utilizing the
AMA Guides

AMAGuides.com

Comprehensive training courses and
resources on the AMA Guides

Insights from upcoming talks (e.g.,
WCl Judiciary College)

Presentations and discussions on the latest
developments in the AMA Guides

Stay informed and prepared for the upcoming changes and enhancements to the AMA Guides.

What is the best way to master the AMA Guides?

. . o . o
e Assess your specificneeds e Prioritize interactive
Determine your learning objectives, areas of focus, and desired outcomes hoose training methods that encourage active participation, hands-on
for mastering the AMA Guides iear,mhgunmes for discussion and feedback
. o . .
e Evaluate training options e Consider costand
Consider self-study, online courses, in-person workshops, or a .
combination to find the best fit for your learning style and schedule convenlence
Weigh the direct costs of training, as well as indirect costs like travel and
time investment, to find the most cost-effective and convenient option
o
e | ook for experienced
.
trainers g

Seek out trainers with extensive knowledge of the AMA Guides, practical
experience, and a proven track record of effective instruction
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What is the role of Al in Impairment Evaluation?

Improved Consistency Nuance and Context Limitations
Al can standardize the evaluation process, Al may struggle to fully capture the nuances
reducing variability and ensuring more and contextual factors that are critical in

consistent assessments; however, it is not yet impairment evaluations, requiring human
reliable in assessing impairment. judgment.

Al-powered tools can analyze data and flag Ultimately, human expertise and decision-

potential issues or errors early in the evaluation making remain essential in interpreting the

process, allowing for timely corrections. complexity of impairment cases and making
informed determinations.

@ Early Error Detection 6 Human Judgment Importance
I

Al can enhance certain aspects of impairment evaluations, but it has challenges
in assessing impairment (more so than other areas), thus human expertise and
judgment remain crucial in delivering comprehensive and accurate assessments.

Examples of Impairment Rating Critiques

2

Hand injury Spinalinjury rating
Critique of hand injury impairment rating, with Critique of spinal injury impairment rating due
inadequate clinical assessment and to incorrect attribution of cumulative trauma
inappropriate ratings

Careful assessment and accurate attribution of
impairment is crucial for fair and appropriate
compensation.

Canyou
provide me with

examples and
demonstrate
what you do?

Case Exampile:
Severe Finger Injury
and Surgical
Treatment

Mr. Patient, a 63-year-old man, sustained a severe
injury to his left middle finger on January 31, 2023,
involving comminuted and displaced fractures of the
proximal phalanx and distal metacarpal head, with
associated tendon damage. He underwent two surgical
procedures—initial open reduction and internal fixation,
followed by tenolysis, capsulotomy, and hardware
removal. Despite rehabilitation, he experienced
persistent stiffness, pain, and ulnar deviation.




[Primary Treating Physician's Permanent and Stationary Report (PR) -
Addendum

DOL1/3112023

Trcatment:12/20120

Deseription of how injurviillness occurred:
Ieft middle finger injory

Patient's Complaint

62 y7 old REID male

8P Ieft 3rd metacarpal bead ORIF, prox: phis ORIF, & g tendon repair (2/1/23)
SIP left middle finger extensar tenolysis, PIP eapsulotomy. & pross phis hardvrare removal (69/24)
x

24:
vas nsing 2 grinder an 1/31/23, lost control of it and cotinjured left middle finger

had surgery at UCLA; underwent ORIF of 3rd metacarpal head & 3rd prosximal phalanx, and extensor
tendon repair (2-1-23)

then had post-op band therapy

eventually had Jnd surgery: L middle finger =iz, PIP capeulotomy, & hard 1 (6
19-24)

then again post-op PT as wall as Dynasplint

declared Permanent & Stationary on
now using bioffceze, wanming pads, and handheld massager
/o secasional 1eft forearm sharp pain

hand will also ache sometimes with use at wark.

somstimes hard 1o lif i e aiat
here for PD rating
CONTEXT / MECHANISM: Hurt by squipment,

LOCATION: Leit Finger and left Hand.
DURATION: 2 vears.

SIGNS / SYMPTOMS: Pain and Stiffness.
QUALITY: Comes and zoes and Constant.

Pliycical Examination:
left hand:

healed laceration/incision to dorsum of left hand by Srd MP joint, out lengitudinally to dorsum ofind PIP
jomt

‘mild swelling around incision 2nd middle finzer

The patient has stiffness of all § digits on his 1ef band. rbm\mmmmfm.nnmmaxmm
ot of 070, Accending fizure 16-15, this is worth 0% & 0% thuash MP i
respactiv
i rated om pags 436, figure 16-12, to be orth
together to give 3.5% IP joint impairment. H bas
459, table 1688 o e outh 0% b apirment. e bas 2
on paze 435, table 16-8b, to be warth 2% Hekus |
rated om page 460, akle 16-9, to be rorth 3% thur impaimment. AIl ive joint values are added together to
‘give 8 5% thum impairment. On page 438, table 16-1, this converts to 3 3% hand impairment due to

i stiffaess.

atent also has sfiffness of b lef index finger. The four fingers all used similar figures within chapte
16 of the AMA Guides to calculate disability diue fo stiffaess. The index finger MP joint has ROM of
+10/60. This s raed on page 46+, g 1 join i

5, to be worth 3% &
respectively.

v 20% 0P
ated on page 463, s 16-23, o be rorh 0% & % inds PIP impaicment, respacively. They add
togethe to zive 3% PIP joint impairment The DIP joint has ROM of 0/65. This is reted on page 461, fizwe
16-21, to be worth 0% & 2.5% DIP impairment,respectively. They add together to give 2.5% DIP joint
impairment. The thrss individual joint values pomaine tagethes to allow for 24% index finger impairment
Using pags 438, table 16-1, s comverts to 5% hand impainent dus to index fager siffaes

‘The middle finger MP joint has ROM of 0/70. On page 464, Siure 16-15 rates this 2: 5% & 11% = 16%
MP impairment The PIP joiat has ROM of -15/60. On page 463, figure 16-23 rate 5% & 4%
15 st T DI s s ROMof 2055, O pegh 49, s 16,01 res i 2244
%= 115 ,uDE impaizmet, These combias to be worth 4 7% middle fnger impaimazat du o stiffuess.

reis iom of the middle finger ot the PTP joint of 15 desrees. This is rated on page 500
tabl l&»,hbaztwﬂmd“wmd(mmn vorth 20% digit impaimment. The 47% s combined
with 20% to allow for 58% middle finger impzinment On page 433, table 16.1, this converts fo 12% hand
impairment dueto midele finger stifess 1 deformity

‘The ring finger MP joint has ROM of 0/65. On paze 46+, fizure 16-25 rates this as % & 14% = 19% MNP
impairment. The PIP jont has ROM of 0/90. On page 463, fizure 16-23 rates this as 0% & 6% = 6% PIP
Figure 1621 rates this 25 0%&5%= 5% DIP

o ring finger smpainment, which is convartad on
pag= 433, table 16-1, to e worth 3% hand impaimment dus fo ring finges stiffness,

The swall finger MP joint has ROM of +20/70. On page 464, Szwrs 16-25 rates this 2= 0% & 839

MP immpairment. The PIP joint has ROM of 0/95. On page 463, fizure 16-23 rates this as 0% &3%=3% PIP

Eupemes. Th DIP ot s KOM o070, On pege 461, s 161 e i s ik brom 05 DIP

impairmemt. The thres joint vahuss combine o be worth 1 1.5% seoall finger imprirmant, which is comverted

on page 438, able 16-1, to be worth 1% hand impairment dus fo small inger stiffaess.

Thi five dizital fons to hand fmpain are then 24 e 1o allow for 24.5% total
Onpage 439, table 162, verts to 22.5% uppe =

1o erythema or sigas of infection

non tender

uinar deviation of middle finger at leval of PIP juint, 15 degress
1o rotational deformity

1o crapitus

50 subluxation ofEDC tandon at dorsal MP joint

intact sensibility to middle finger andr
o hyperesthesia

no allodynia

ulnar deviztion

but st FEness viible o lof band
ROM:

Toint

WP jont +10/60 065 20175

FIP jont [E5 050 (e

DIF joint 063 20755 060 070

Abduction 60 dez
Adduction 25 em
Oppesition fem

Patients (EPI) History of Prasent Il
Review of Systems rev

Chronic conditions that have or could exacerbate or complicate tod
reviewed and addressed

(PMFSH) Past Medical, Social & Family History, and (ROS)
ewed prior to exam.

‘acuts symptoms have baen

E/U with PCP for the symptoms

CONSTITUTIONAL:

Distress: Negative

Lethargy: Negative

Pale Pelpcbral Conjunctiva: Negative

Discharge: Negative
Plo

ative

NEUROLOGICAL

Disoriented: Negative
Facial Palsy: Negative
‘Wealness Unilateral: Negative
PSYCHOLOGICAL:

Amdious: Nagative

Tearful: Negative

‘Thi patient also lacks full grip strangth to Jis 1o hand, While be has some stifuess of his lefthand, itis

a0t s0 much o robibit g svength esing He i able o
Furthe it has bean ovar hi

ot il et g

Ther e i e b P

ai
hmdhlgnp;x;nhcfﬁnba“ﬁﬂa.,&sl bs. The
T

resents 3

et 20% 5 18% =
fnger iy Thiscan b roumded o 3.5% vpper exremity impairment

The 22:5% uppr st ctiffness and daformity is
upper extremity imspairusent due to stenzth Loss to allow for 3 toal upper sxtremity impainmant of
. On page 439, table 16-2, this translates into 15% WEL

Pain Assessment
mild achiness occasionaly to left middle finger and kand with use

eccasicnal sharp shooting pains n lef foreama ith use

Permanent Disshility Caused

15%WPL

Comments:

future medical: repeat MD evaluation if worsening left middle finger stiffess or pain
i s work related dus fo acute frawua

of appertisament
Work Restrictions:
full duty

o rastrictions

Uncoaperative:

Pale: Negative
Taundice: Negative
Rash: Nagative
CARDIOVASCULAR:

Hypoapnea: Negative
Accessory Muscle
MUSCULOSKELETAL - FINGERS:
Site:Ioft

Deformity: Positive
15t Digit/ Thuzsb: negative
2nd Digit Tud

x: negative
3rd DigitMiddle: Swalling and Wound
4 DigitRing: nes:
Sth Digit Panky: egative
e

ative

ing
MCP: nagative
DIP: nesative
Sign of lnfection: Negative

RANGE OF MOTION: Dig:
Site:Ioft Middle (32d)
MCP Fleion:

dagrass (NL-50 degrs

MCP Extension: 0 desrees (NL-5 degrees)
DOL1AL

PIP Flexion: 6) dagress (NL-110 degress)
PIP Extension: -1 degrees (NL-5 degress)
DT Flasion: 53 degraes (NL-60 degrass)

DIP Extension: 20 degreas (NL-5 degrees
RANGE OF MOTION: Thumb

Site: et
MCP Flesion:

es (VL9 degress)

degiees)

4CP Extension

degrees (NT.-110 degreas)

IP Extension: 0 degrees (NL-5 degress)
Diagnaetic Tests Results:

DIAGNOSTIC TEST RESULTS:

The following are the test resuls for: TAMAR

Right Exremity- 53 pai (st attempt)
Right Exiremity- 76 psi (Jad atempt)
Right Extremity- 81 ps
Left Exremity-

(30 stteznpt)

i (1 st attemnpt)
LR Extremity- 4 psi (Ind attemps)
Lef Entremnity- 46 pai (3rd attemag)
Clinieian [D: ay.

t (WPT). Chapter 16 criteria fom AMA Guides, Sth edition

Thi has 15% Whole Person
s usad o dstemmina this N

ey 2s well 2s the post-

e s il Snger s bt ot th svery cf e gl

e has developad

‘compensatory stffsess i the other 4 digits ofhis 1o hand. He aleo has ubnar deviation ofthe middle
finger. Grip strength erieria were also used o determins his disab

Flawed Impairment Assessment
and Need for Comprehensive

Physician's impairment
assessment

Concluded 15% whole person
impairment (WPI) based on
deficits in left hand, grip
strength loss, and middle finger
deformity

Evaluation

Methodological flaws
identified

Lack of bilateral range-of-
motion measurements,
improper inclusion of uninjured
fingers, inappropriate grip
strength testing, and
inadequate consideration of
diabetes-related connective
tissue pathology

Comprehensive
assessment required

Need for a thorough evaluation
considering all relevant factors
to accurately determine the
extent of impairment

The initial impairment assessment was found to be methodologically flawed, highlighting the need for a
more comprehensive and accurate evaluation to determine the true extent of the individual's impairment.



Work-Related Left Middle
Finger Injury - 7% not 15%
Whole Person Impairment

Mr. Patient sustained a work-related injury to his left middle finger,

resulting in motion loss and deformity. A corrected, guideline-
conforming assessment determined that he has a 58% digit
impairment, which converts to a 7% Whole Person Impairment (WPI)
according to the AMA Guides (5th Edition). This revised rating reflects
the objective anatomical deficits, excluding any non-ratable or
unsupported elements.

Qualifr 1 Clinical Summary
Disclosur o
Medical Record Chronology "
Injury
Inde:

In summary, Mr. Patient is a 63-year-old man who had an injury on 1/31/2023. He had an
injury to his left middle finger while using an angle grinder at work. The blade slipped,
causing a laceration and fractures to his proximal phalanx and metacarpal head of the left
third finger. He Teported 10,10 pain.

Reference:

Executive Summary

Mr. Patient, a 63-year-old man, sustained a severe infury to his left middle finger on January Pre-hilelng sevs
31, 2023, involving comminuted and displaced fractures of the proximal phalanx and distal
metacarpal head, with associated tendon damage. He underwent two surgical procedures—
initial open reduction and internal fixation, followed by tenolysis, capsulotomy, and hardware
removal. Despite rehabilitation, he experienced persistent stiffness, pain, and ulnar deviation

Mr. Patient denies prior symptoms. As will be explained, Mr. Patient's diabetes is a significant
comorbidity with potential impact on his hands

An impairment assessment by Physician, MD concluded a 15% whole person impairment (WPD) L

based on deficits across all digits of the left hand, grip strength loss, and middle finger

deformity. However, this evaluation was found to be methodologically flawed. Key criticisms CUERE SHitE
included: (1) lack of bilateral range-of motion measurements; (2) improper inclusion of
impairment for uninjured fingers; (3) inappropriate application of grip strength testing in a
painful condition; and (4) inadequate consideration of the potential contribution of diabetes-
related connective tissue pathology.

M. Patient reported to Physician, MD, on December 12, 2024, the following,
niow using bigfiesz, warming pads, and hand-held massager c/c gccasiona) left forearm sharp pain. The
hand will also ache sometimes with use at work. Sometimes hard to lift heavier items, may need
assistance here for PD rating. mild achiness occaslonally to left middle finger and hand with use.
ccasional sharp shooting pains in left forearm with use. full work. no restrictions

A corrected, guideline-conforming assessment—focused solely on motion loss and deformity
of the injured middle finger—yielded a 58% digit impairment, which converts to 7% WPl using
the AMA Guides (5th Edition). This revised ratins reflects objective anatomical deficits,
excluding non-ratable or unsupported elements. Therefore, the final credible impairment

rating atributed to Mr. Patient’s work-related left middle finger injury is 7% Whole Person Clinical Timeline
Jmpairment. The clinical chronology is reflected in the fellowing timeline,
Documents

You provided 374 pages of documents for analysis; these are reflected in the document
chronology appended to this report.

June 23, 2025

Client

supervisor

ABC Insurance

Post Office Box 11111
city, state

RE,  Individual:  Patient
Date of Injury: 1/31/2023
ClsimNo.: 20230000749

Service: Impairment Rating Analysis

Dear Ms. Client,

Thank you for the opportunity 1o review the medical records and provide an evaluation of
‘permanent impairment for Mr. Patient, in accordance with the AMA Guides to the Evaluation
of Permanent Impairmen, Fifth Edition. This assessment was conducted by carefully applying
the clintcal information found in the provided records to the established processes,
procedures, and criteria outlined in the AMA Guides.

‘Throughout the evaluation, my approach has remained 1ooted in evidence based medicine,
with 2 focus on objective climical findings and adherence to the Guides’ methodelogy. All
conclusions presented are offered to a reasonable degree of medical certainty. My objective is
10 ensure that the resulting impairment determination s accurate, fair, and consistent with
the standards set forth in the AMA Guides.

As the former Editor of the Guides Newsletter, Editor of the Guides Casebook, and Senior
Contributing Editor for the musculoskeletal chapters of the AMA Guides, Sixth Edition, I bring
a deep familiarity with both the theoretical framework and the practical application of the
Guides. My intent is to provide an unbiased and clinically grounded assessment that reflects
the use of the Guides and sound medical judgment.

In the sections that fellow, I will present my analysis of Mr. Patient’s case. Should there be
any need for clarification or further discussion, I would be pleased to assist. If appropriate,
this report may also be shared with Dr. Physician as constructive feedback. Given the

owa0 a4
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Clinical Diagnoses

Eased on the review of the documents provided, these diagnoses are identified,

1. Left Middle Finger Pain with Fracture and Surgical History

a. displaced fractures of proximal third phalanx and distal third
mr;[acamal bene (left middle finger}

i S62625A- Dlsplaced comminuted fracture of proximal phalanx of left
middle fing:

i 623054 - Displaced fracture of base of third metacarpal bone, left
hand, initial encounter for closed fracture

b. Status post open reduction and internal fixation (ORIF), tendon repair -
2/1/2023 (one day post injury)

1 296.651 - Presence of left artificial joint or internal fixation device of
hand

complexity of impairment evaluations in cases such as this, my aim is to contribute
meaningfully to an equitable and medically supported determination.
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c. Extensor tenolysis, PIP capsulotomy, and hardware removal - 6/19/2024

i 747.89 - Encounter for other orthopedic aftercare

These diagnoses are also noted,
2. Diabetes Mellitus
a El1x-Tvpe 2 diabetes mellitus
b. E11618 - Type 2 diabetes mellitus with other diabetic arthropathy, probable
3. Hypertension
2. 110 - Essential (primary) hypertension
4. Hyperlipidemia
a E78.5 - Hyperlipidemia, unspecified
5. Chronic Anxiety

a. F41.1 - Generalized anxiety disorder

Clinical Analysis

Mr. Patient, a 63-year-old man, had an injury to his left middle finger on January 31, 2023,
while using an angle grinder at work. The blade slipped, causing a deep laceration that
exposed bone and resulted in comples, displaced fractures of both the proximal phalanx (the
first bone of the finger) and the metacarpal head (the knuckle bone where the finger connects
to the hand).

This type of injury usually affects multiple structures—bone, tendon, and soft tissue. No
other digits were involved the injury was solely to the proximal portion of the left middle
finger

Upon arrival at Centinela Hospital, Mr. Patient nresented with severe bleeding, visible bone,
and rated his pain at 10/10

‘The folloving is an artificial intelligence image of how this injury may have appeared, based
on the description in the records:




Upon arrival at Centinela Hospital, Mr. Patient presented with severe bleeding, visible bone,
and rated his pain at 10/10.

‘The following is an artificial ntelligence image of how this injury may have appeared, based.
on the description in the records:

X-rays confirmed the broken bones were not only fractured but also shifted out of normal
aliznment The following day, hie underwent surgery that included cleaning the wound
realigning and securing the broken benes with hardware (plates and screws), and repairing

the damaged extensor tendon (the tssue that straightens the finger). Initiel follow-up showed

£00d healing with the bones properly aligned
‘Over the next several months, Mr. Patient participated in accupationz] therapy to reduce
swelling, improve motion, and siwengthen his finger. Despire making progress, he continued
10 experience stiffness with the middle finger, particularly at the proximal mterphalangeal),
=nd developed an ulnar deviztion (finger anglng toward the little finger side). By October
2023, although improving, he still could not mzke a complete fist and reported intermittent
pain.

‘These persistent limitations led to 2 second surgery in June 2024, which addressed three
‘problems: freeing up the scarred extensor tendon (tenolysis), releasing the contracted joint
capsule (capsulotomy), and removing the hardware previously placed to stabilize the
fractures. Follewing this procedure, Mr. Patient resumed therapy and showed significant
improvement in both motion and strength. There is no documentation that there were
‘motion deficits of other digits

Treating Physician

Physician, MD s  treating physician his specialty is hand orthopedics, and his training and

qualifications on assessing permenent mpairment are not known. The impairment evaluation

in this case was performed by the treating physician. thus has had a significant ongeing
relationship with his patient. Thesefore, it is nul puss)l:le for this provider 10 be truly
ependent” or “unbizsed” in terms of this o

Section 2.1 Defining Impairment Evaluations, states:

animpairment evaluztior ustian perform

Guides to datermine permanent impsirm;

tion may include  numerical imps

rmen: parce:

onfunction, and id

fisted inTabte 1-2. Perfor
judgment. (5™ ed, 1)

‘This 15 1ot to suggest that Dr Physictan acted in anything other than good faith in attempting

to provide an accurate mmpaimment rating However, given his role as the treating physician,
the potential limitations i mainteining full independence and objectivity must be
acknowledged and [3k#R Fal9_3cconat when evaluating the validity of his impairment
assessment.

Questionable Clinical Data Used to Define Impairment

Standards of Clinical Evaluation and Decument Not Met

When performing impairment evaluations, it is critical to assess active range of motion
meticulously, bilaterally, using a goniometer Three measurements of each motion are

obtained to ensure relishiliry, and the maximum is used to assess mpatrment Motion deficits
distal

at the (MCP), proximel (PIP) an
(DIF) should be documented m degrees, and consistency bemvesn actve and passive
‘measurements should be evaluated to exclude non-orgenic findings

Crip strength should only be considered if there is nenralosic loss or structural compromise,
there are ng other conditions that would prohibit this (e.g, pain, motion lgss, etc) and the
findmes are valid and reliable

By August 2024, approximately 19 months after the mjury, his condition was deemed
‘permenent and stationary,’ meaning further significant improvement was unlikely. He was
<cleared to retumn to full-duty work. At his December 2024 evaluation, Mr. Patient reported
occasional sharp pamm m his left forearm, some difficulty lifting heavier items, and mila
aching in the finger with use

Maximum Medical Improvement

‘The best estimate of the date of achieving Maximum Medical Improvement (MM, e 2.,
permanent and stationary status, is August 20, 2024, as opined by Physician MD

MMI refers to the point at which a condition has stabilized and is unlikely to change timprove
or worsen) substantially in the next vear, with or without treatment. While symptoms and
signs of the condition may wex and wane over tme, further overall recovery or deterioration
1s ot anticipated

Impairment Assessment

Based on the facts provided and the processes defined in the AMA Guides fo the Evaluation of
Parmanent Impatrment, Fifti Edition, permanent mpamnem is evaluated. Information on.
is provided at

Critique of Physician, MD Evaluation
Physician, MD, provided the following impairment assessment on December 20, 2024:
15% Whole Person Impairmen (WP). Cha
rmine this. Not only is the efe midale fing:

erative immobilization he undanwant for fracturs healing, ha has
i the other 4 digits of his left hand. He also has uinar devition

he mid

Ratings should be grounded in reproducible, objective deficits and should account for the
combined impact of mvolvement across multiple digits Tt is essential to determine the causes
of motion deficits
Measurements were documented on the left and the reliability of the findings and
measurements are unknown
Figure 16-1a, Upper Extremity Impairment Evaluation Record (AMA Guides, 5th ed, p. 436),is
specifically designed to document the measurements and calculations required for hand
impairment assessments. This form was not completed in the present case. Given the
‘complexity of band evaluations—which often invelve numerous data points and

form is essential for clarity and transparency
Attempting to convey such detailed information solely through namative description can
obscure key elements, much ke attempting to file taxes without the use of structured forms
Proper use of the designated evaluation record enhances both accuracy and
comprehensibiliry

Ve

and Reliabil

Unknown

Dr. Physician based his rating on his observations and his understanding of the use of the
AMS Cuides. Ttis imperative that rziable sxamination findings by valid and relible, In
Section 2 S¢, Consistency, the AMA Guides reqnires that findings be consistent

fan must

designed 1o ensure reprodusiiility 2nd greater sccuracy_The piys!
cinical skils:

usiiize the entire range

nsistan spite ofany
atan impairment of

cordingly and then describe

t rasults ars plausible an
‘observation o test result the medical evidenc:
cartain magnitude exists, the physician may mo

& Impairmant rating

and explain the reason for the modif

In Section 2.5, Interpolating, Measuring, and Rounding OFF, The AMA Cuides states that

findings must be reproducible if they are to serve 2 a basis for impairment rating:
ndividuat's function

fon in'writing, {5 ed., 18]

made by
ould be cons

saminar using the Guides that involve an individual or an
idered consistent if they fail within 10% of each other. 14
sx:lrr,nggg e obssrver on two separats o

should bs consistes

assuming the indi

Patients may demonstrate less than thelr full capabilities with motion, therefore, itis
imperative to compare findings 10 other observations since at MML I thoroughly reviewed all
provided records and found no records 1o verify the Teliability of what he observed with
motion.

page 459, table
rated on page & b, to be werth 23 shumb impairment. we has left thumb oppesition of &
‘o This s rated on page 450, table 16-9, to bz worth 3% thumb impairment. Al
added together £ give 8.5% thumb mpairment. On page 438, table 16-1, T
impairment due o thumb stiffness.

patient also has stiffness of ks eft ingex fing
chapter 16 of the AMA Guid

The four fingers all used s
o calculate disability due 1o 1 x finger WP joint has ROM
0 +10/80. Trs i rated on page 464, figure 16-35, to be worth 3% & 175 index fingar M joins
impairment, respectively. They add togethr o give 20% P joint impairment. The PIP joint has ROM of
/5. This s rated on page 483, figure 16-23, to be worth 0% & 3% index B

They add tagether to give 3% PIP joint impairment. The DIP jint has ROM of 0/65. This i rsted on page
451, g 3,10 be Worth 0% & 2.5% DIP impairment, respectivaly. They add together (o give 2.5%
i joint impairment, The .nr ndividua! joint velues combing tegerher to allow for 26% index finger

16-1, this converts to 5% hand impairment due to index

.

MPimpzirment. The PIP oint has AW o
26% PIB impairment. The DIR joint has EOL of
= 11.5% 1P Impairment. These combine to be worth &7% middie
nicdle finger at the PIP foint of 15 o
table 16-20, to be considered "[gggacse deviation” worth 20% digit impairment. Tha 47% j comb
With 204 ta 2liow far 53% mice fing 00 page a3, table 16-1, this convert:
impairment du to middle finger stifiness and deformity

Thera s als ation of t

g finger MP joint has ROM of 0/65. On page 464
mgairment. The PP joint hes fan of o
impairment. The DIF cint has ROM of 0/
impairment The three jomt values co
on pags 438, table 16-1, to

gure 16-25 rate:

MP joint has ROM of $20/70. On page 364,
MPimpairment. The PIP joint has ROM of

Impairment. The DIP joint hs AOM of 0/70. On page 461, figur
impairment, The three jaint values combing to be worth 11.5% small fingerimpairment, which is
converted on page 435, table 15-1, to be worth 1% hand impairment dus to small fingsr

There is 2 discrepancy in the range of motion findings for the left middle finger during the
physical examination on September 25, 2023, before June 2024 surgery, and during the
impairment evaluation by Dr. Physician on December 20, 2024 six months after the surgery.
After the surgery, one would hope motion should fmprove; however, greater motion Aeficits
were reported by Dr. Physician.

No of. Opposite Side

There was 1o documentation of meastrements on the opposite side This is useful to
determine what is “normal” for her. The Fifth Edition discusses in Section 1.23, Impairment,
the determimation of normal The Guides states:

4c, Method for Motion Impairment Calculation, states:

The measurements reperied in

ted impairment for the invalves

The opposite extremity should serve as “mormal’; therefore, losses should be determined in
relationship to this normal

Digbeies and Hand Motion Deficits

Mr. Patient is dizbetic; information on the severity of his dizbetes is not provided in the
records I reviewed. This is likely a significant factor for Mr. Patient and recovering from his
‘middle finger injury. Diahetes has man; the impact on the

¥ the upper both and frequently
disabling. The term *disbetic hand” encompasses  spectrum of conditions, with the most
consequential and clinically relevant finding is the loss of motion—often insidious,
progressive, and functionally significent

Motion deficits in the dizbetic hand are not isolated anomalies but represent the cumulative
effeot of long-standing hyperglycemia on connective tissue swructures. The Pathophysiology is
now well established: chronic exposure to elevated glucose levels leads to non-enzymatic

jugs ars then addh ther to sllow for 24.5%
converts to 22.5% upper exre

The five digital cori s to hand impaif
total hand impairment. Gn page 43, table 162, 3
The patient 2lse lacks full rip srengeh ta his eft hand he has seme s
Rots0 much ta prohibit grip Strength testing. He i5 able 10 £rip the Jamar dynamometer.

over 10 minutes since his most racent surgery. i i nat kel
cant change in b grip Strength, 35 the original injury
n his Permanent Disability
15 & B1ths. Th ge 80 Ibs. His left (injured) hand
e 45.7 Jp5. Using the formula setaside on
warth 20% upper extremity impairment. an
page 499, table 16-13, involvement of the entire middls finger is worth a maximum of 15% upp
extramity impaitment. 20%x 18% = 3.6% upper extremi t due to grip strangth lass from his
middie finger injury. Th ounded 12 3.5% upper xtremity impaimment

Gnber

then combined with
tramity imj

2.5% upper extremity impairment from digital stifness and deformity
5.5% upper extramity impairment dus to strength &
of 25%. On page 439, table 16-2, this transiates into 15% WPt

s 10 alfow for a to

n wdie g wnall
w .

Eased on the facts provided and the processes defined in the AMA Guides 1o the Evaluation of
Permanent Impairment, Fifth Edition. T respectfully disazree with the assessment provided by
Dr. Physician. There are oppormunities for improvement, and [ appreciate the challenges that
he encountered. T am providing my critique as constructive feedback and I would be pleased.
to answer questions that Dr. Physician may have, if this is Tequested and permissible

glycation of collagen. Tesulting in the formation of advanced glycation end products (AGEs).
‘These AGEs cause cross-linking of collagen fibers, reducing tissue elasticity and mereasing
stiffness. In parallel, microvascular changes diminish perfusion to tendon and periarticular
tissues, leading to hyposaa, fibrosis, and contracture formation

Clinically, this process manifests most notably as limited joint mobility (LIM), particularly
affecting the metacarpophalangeal (MCP) and proximal interphalangeal (PIP) joints. Patients
frequently present with a subtle inability to fully extend the fingers. It often begins bilaterally
and is noticed only when performing tasks that require complete hand cpening—such as
placing the hand fiat on a suxface or grasping large ubjects These extension deficis are
‘typically non-tender, v, and progressi them from
inflammatory arthropathies.

As the condition aduances, contractures may become fixed While a 10- to 20-degree deficit in
PIP extension may seem minor, in agzregare it substantially impairs composite hand function,
‘particularly for tasks requiring coordinated digit motion. This 1s compounded when patients
develop Dupuytren's disease, which is more prevalent and more aggressive in idividuals
with diabetes. The nvolvement of the palmar fascla—most often n the ring and litle
fingers—leads to further loss of extension and functionsl grip span.

Another frequent contributor to motion loss is stenosing tenosynovitis, or trigger finger.
Glycation of the tendon sheath leads to thickening and nodularity zlong the flexor tendons,
producing the classic catching or locking sensation during finger flexion and extension.

correction. When multiple digits are involved, which 1 not Uncommon m Gizbetic patients,
the cumrulative effect on hand function is considerable

Frowm a functional standpoint, these motion deficits may limit the ability to grasp, manipulate,
and release objects, Patients may describe difficulty with dressing, tool use, or work Tequiring
fine dexterity There is 1o evidence that the impact of his disbetes was considered in the
assessment of impairment

Impairment Rating Higher Than Amputation of Entire Middle Finger

‘The rating of 15% whale person impairment is higher than would be projected for an injury
only mvelving the left middle finger. Hypothetically, if someone had total loss (amputaticn)
of that digit, the resulting 100%-digit impairment equates to 20% hand impairment, 18% upper
‘extremity, and 11% whole person. Therefore, the Tating he provided of 15% whole person is
substantially higher than a rating for totel loss of that digit.




He provided a very high impairment rating for the left hand by providing the impairment
ratings for all the digits for range of motion loss, his only left middle finger was injured, and
there was no mjury to the other fimgers of the left hand there is no other physical
examinztion for the other digits performed and presented i the previous medical records

Inappropriate to Rute Impairment for Digits Not Injured

His only left middle finger was injured, and there was no mjury to the other fingers of the left
hand. So, it was not apprapriate to provide an impairment rating for 1055 of range of motion
for all the fingers of the left hand.

IngRCoRrigts to Rate Strength Loss

Dr. Physician incorrectly combined the impairment rating for the loss of range of motion with
the loss of grip strength of the left hand.

With motion measurement he used a Jamar Dynamometer and reported three attempts at
motion. He did. not document morion 1 all five positions, 10r &id he docuntent rapid
alternating grip findings. He then extrapolated the grip strength measure losses to calculate 2
39% strength loss index and then apportioned 18% of this to the middle digit

It was inappropriate to include strength loss in the rating. In terms of Tating based on
strength loss, the Guides discuss the issues of strength evaluation and its very limited Tole in
impairment evaluation. One of the most frequent problems encountered with strength
evaluation is the application in ratin in individuals with pain
disorders; the resultant strength determination is typically limited by pain, Tather thn by
objective muscular dysfunction The primary application for strength evaluation is for the
individual who has a specific, objective muscular infury that cannot be adequat
by other means

In Section 16.8, Strength Evaluation, the AMA Cuides states:

rements. Thase who have
@ 2nd pinch seren,

In Section 16,83, Principles _ the limited role for rating by strength loss is discussed:

Figure 16-1a, Upper Extremiry Impairment Evaluation Record (5% ed., 436) illustates the
process. The rating of the digit is reflected below

Comsie st mpaiemar

Ey Table 16-1Conversion of Impairment of the Digits to Impairment of the Hand (5* edl, 438),
58% digit impairment for the left middle finger converts to 12% hand impairment. By Table
16-2 Conversion of Impairment of the Hand to Impairment of the Upper Extremity (5* ed
439), 12% hand impairment converts to 11% Upper extremiry impairment that converts by
Table 16-3 Conversion of Impairment of the Upper Extremity to Impairment of the Whale
Person (5* ed., 439) to 7% whale person impaimment

Summary

In summary, the injury to the left middle finger resulted in 7% whole person impairment. The
rating of 15% whole person is not supportable for the reasons detailed in this repert.

‘Thank you for asking us to review this case. If you have further questions, do not hesitate to
contact me

Qualifications

Christopher B. Brigham, MD, is a leading expert in impairment and disahility evaluations. He
has served as 2 major contributor to multiple editions of the AMA Guides 1o the Evaluation of
Permanent Impairment, = key reference work in this field Specifically, Dr. Brigham was t
Senior Contributing Editor for the Sixth Edition of the AMA Guides. He co-authored chapters
n evaluating impairments of the Upper extremities, lower extremities, and spime. He was also
an Advisory Committee member and contributor for the Fifth Edition

T ] D T Hand mpamen v |
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n imp3iring factor
. An example o
e leving 2 pal

Mr. Patient reports problems with “pain and stiffness® and motion deficits were documented.
‘This is  painful condition, as well documented in the material reviewed, and is ot a rare
case; therefore, the AMA Guides is clear that decrezsed strangth cannot be used in the rating
process.
Section 16.8b, Grip and Pinch Strength, emphasizes the importance of obtaining relizble
mezsurements, i, less than 20% variation in the readings with readings being "usually
repeated three times with each hand at different times during the examination * This section
describes two techniques to determine if maxinmum effort was used, e.g. by plotting out
measurements obtained in the five hand settings to determine if a bell-shaped curve was
obrained and comparing readings 10 the “rapid exchange grip technique.” Neither of these
techminues are referenced in the report
‘The issues of grip and pinch strength measurements have also been explored in depth in the
AMA Guides Newsletter *#* Fleeker discusses the multiple factors that relate to
perfamance, ncluding effort, motivation, pain,tne o day, fatiur, gender,age, sensation.
es_nntritional status, and perhap: It is recognized that grip strength
Correlates poorly with abilly to perform actvitiss of dally iving. Hieaker notes that pain
interferes with maximal effort and, if present, may mvalidate grip strength measurement.

It was not appropriate to include strength loss in the rating

summary of Critique

In summary, there are multiple opportunities for improvement i the rating provided by Dr.
Physician. The validity and reliability of the data is questionable, findings were not
documented bilaterally, it is likely that there are motion deficits Telated to his disbetes, the
magnitude of Impairment is not supportakle, impairment for tminvolved digits should not be
included, and rating for strength loss is inappropriate

In addition to his work on the AMA Guides, Dr. Brigham has many other accomplishments
related to evidence-based medicine, impainment, and disability. He is Board Certified m
Occupationzl Medicine and a Fellow of multiple professional organizations, including the
Amencas College of Occupstional ud Medicine and the
Academy of fedical Examniners, He has edited such 25 the AMA
Guides Newsletrer and served as co-author of the textbook Understanding the AMA Guides in
Workers Compensation. He hias written over 300 articles and spoken extensively on these
topics.

More details sbout his background and his curriculum vitae are availshle at
wuw cbrigham com/about-us,

closures

‘This analysis is based only on the information that the requesting party provided at this time
It assumes that the information given is accurate and complete. If additional relevant
information becomes available later, [ may provide an updated report. Such new information
could potentially change the opinions stated here

My assessment complies with the processes and procedures specified in the AMA Cuides ta
the Evaluation of Prmanent impairment Examining the claimant directly was unnecessary
since the i contained needed information. My rale focused on issues
related to causation, apportionment, impairment rating, and work abality - not clinical care.
No doctor-patient relationship was established

The comments m this report Teflect my independent professional opinions based on the
specifics of this case and the documentation reviswed. They should not be taken as generally
supportive ar critical of any providers or disciplines myolved.

The opinions expressed here do not constinite Tecommendations for specific claims acrions
or administrative enforcement. This report reflects only the informatien reviewed and my
impartial expert judgment

Laffirm that the information in this report and attachments is true and accurate to the best
of my Imowledge, except for mformation Teceived from others. Regarding such third-party
information, I affirm it accurately Tepresents what was provided to me unless otherwise
noted To the best of my knowledge, the contents of this Teport and billing are truthful and
carrect.

Impairment Analysis

Impairment in this hand mpury case is performed as directed in Chapter 16, The Upper
Extremities. Impairment is based on the range of motion deficits for the left middle finger, as
explained in Section 16 4e, Finger Motion Impairment (5% ed., 461-466), using the provided
pie charts for the DIP, PIP, and MP joints, and for deformity

‘The physical examination performed by Dr. Physician is the only one showing the range of
motion findings for the left middle finger, giving the benefit of the doubt to the patient, itis
assumed that the range of motion findings by Dr. Physician are correct. [t is Tecognized that
itis possible that deficits associated with his diabetes contribute to his motion loss. Lacking
further information about &is diabetes and bilateral measurements, I am unable to apportion
the etiology of the motion deficits, Le., those related to the Jamuary 31, 2023 myury and his
diabetes

In this case, other than motion deficits, there are no other ratable deficits, & g _digit nerve
sensory deficits, amputation, and any other ratable disorders, as described in the Guides It is
inappropriate te include strength loss in the rating. In terms of rating pn fhe bsis.of swrength
Loss, the Guides discusses the issues of strength evaluation and its very limited Tole in
impairment evaluation.

Deficits of impairment for the DIF joint are assessed using Figure 16-21, Finger Impairment
Due to Abnormal Motion at the DIP (5= ed., 461).

Sincerely.
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Christopher R Erigham, MD
3043, FACOEM, FIADVE, CEDIR,
President, Brigham and Associates, nc.

Finger motion impairment is assessed as explamed i Section 16.4¢, Fnger Motion
Impairment (5= ed., 461-466), using the provided pie charts for the DIP, PIP, and MP joints.
Deficits of impairment for the DIP joint are assessed using Figure 16-21, Finger Impairment
Due to Abnomal Motion at the DIP (5 ed, 461). These are combined witlh deficirs of

for the PIP joint, as Mustrated in Figure 16-23, Finger Dusto
Abmormal Motion at the PIP (5* ed., 463). The result is combined with deficits of impairment
for the MP jomt, s ilustrared in Figure 16-25, Finger Impairment Due to Abnormal Motion at
the MP (5= ed., 4643
‘There 15 2150 a digit impairment feformiry and I agree that this is Tated using Table 16-20
Digit Impairment Fram Active Ulnar or Radial Deviation (5 ed, 500). He has a moderate
deviation that is equal to 20% digit. The combined motion impairment is then converted to
Dand impairment using Table 16-1, Conversion of Impairment of the Digits to Impairment of
the Hand (5% ed., 438). The hand values of the digits are added. The combined motion

then converted to hand using Table 16-1, Conversion of

Impairment of the Digits to Impairment of the Hand (5% ed., 438)

Medical Record Chronology

‘The mitial organization and analysis of these Tecords was performed by artficial mtelligence
(Wisedacs) in a secure manner, consistent with HIPPA. Each record was reviewed by me with
revisions to the notes as required. This information is provided to assist the reader m
understanding the details of this case
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Upper Extremity Range of Motion Impairments
Upper

p.463)

e 16.23,p.463)

orsimilardevice for m
adequate warmup.

optimum effor by the subject during examination.

Leftthumb P flexion maximm motion of 35° = 4% eft thumb (Figure 16-12, p. 456)

Letetn 2 16-12,p. 45
Leftthumb MP flevion maximum motion of 70°= 0% aftthum (Figure 16-15, p. 457)
Leftthumb MP extension masimum motion of 0= 0% eft thumb (Figure 16-15, p. 457)

Leftthumb lack of racial abduction maximum motion of 60° = 0% ef thumb (Table 16-8a, p. 459)

16-8,p.459)

16:9,p.460)

Leftindex finger DIP lexion maximum motion of 65° = 3% et index fnget (Fgure 16-21, . 461)

L 16:21,p.461)
Leftindexfinger PIPflexion maximum motion of 95 = 3% eftindex finger (Figure 16-23, p. 463)

Leftindexfinger ure 16:23,p.463)

Leftindexfinger ot (Fgure 1625, . 464)

L = 2 16.25,p.464)

op et (Fgure 16-21,p.461)

(Figure 16-21,p.461)

lgure 16:23,p.463)

Figure 16:23, p. 463)

. 16.25,p.460)
. 16:25.p.464)

Lettring inge e 16:21,p.461)

L 16:21,p.461)

1625,p.450)

16.25,p. 454)

Lettitte 700=0%ten 16:21,p.481)
Left e finger DIP extension maximum motion of it figer (Figure 16:21,p. 461)
Left it finger PIP flexion maximum motion of 95 e finger (Fgure 16.23,p.463)
Left it fingar IP sxtansion maximum mation of 0° = 0% et te finger (Figrs 16-23, . 463)

Lettitte ot70e 16.25,p.454)

Laft e fingir MP axtansion maximum motion of +20°= 0% ft ilefinger (Fgure 16-25, p.464)
Upper Extremity Range of Motion Summary

The thum ray has three artcular unis: nterphalangeal fint (15% ofths thurmb)

L ring inger ROM summary: 19% C 6% C 55 = 2% lft ing inger
Lef it finger DIP ot summary: 0% eft e iger

Lot it fnger PIPfint summary: 3% e it fng

Lot it fingor MP ointsummary: 11% it finger

Lottt fnger ROM summary: 119 G 8% = 1456 lft Ut finger

Hand Summary

mpsin ¢

value I then converted 108 hand impairment using Table 161 on page 438
Leftthumb summary: 10% eft thum

Leftthumb conversion: 10% Lt thamb = 5 eft hand (Tabie 16-1, . 438)
Leftindex inger summry: 20% efindex fnger

Leftindex ingerconversion: 243 ef index finger = 5% e hand (Table 18-, p. 438)

100% scal.

are adde drecty to obtain the ROM value for the thumb.

Leftthum ROM summeary: 454 + 3% + 36 = 103 eft thumb

o). s PIRMP)is

Leftindex inger DIP oint summary: 3% eftndex finger
Leftindex finger PIP it summary: 354 el indiex iner
Leftindex finger MP ointsummary: 179 3% = 20% et index finger

Leftindes finger ROM summary: 20% C 3% C 9% - 24% eftindex fnger

%0 430
Left il fnger PIP ot sumimary: 24% + % = 29% eft midale inger

Leftmidle fnger MP joint summary: 19 + 5% = 16% eft middle finger

¥:29%C 16%C
Lefting finger DIP join summary: 5% oft ing finger
Lefting finger PIPjoint summry: 6% e rng fnger

Lot ing finger MP ointsummary: 145+ $% = 19% ft i finger

Lett et micdte finger

The resuliant

Left midels finger coversions 473 eft middle finger = 9% efthand (Tabla 16-1, . 498)

Letting fingersummary: 28% et ingfinger
fting finger conversion: 28% ef rng finger = 35 eft hand (Tble 16-1 . 438)
Leftlitefinger summery: 1456 ef il inger

Lot fnger conversion: 1434 ef e finger =196t hand (Tl 16-1, . 433

Lefthanc summary: 9% + 5%+ 4

162,p.439)

Summaries and Convarsions

439)0nd Table 17- p. 527)respoctvly
Leftupper extremity summery: 203 eft upper extremity

20% et upper extremity = 125 whole person

Whole person impairment (W) summay: 125 whole person

Table 16210,

Permanent impairment, Fith Edton, 2001
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Independent Medical Evaluation Report Critique for Attorneys and Claims Professionals

Disclaimer and Contextual Statement:

This review has been genel ithihe advanced artificial i {Al) systems:
developed by Brigham and Associates, Inc., designed to enhance the quality, consistency, and
evaluations. proprieta integrate specialized engineering

with localized knowledge bases that reflect current best practices.

While Al can provide structured, constructive fesdback and highlight potential arsas for
improvement, itis not a substitute for expert clinical judgment. The interpretation of medical
reports and the assignment of ratings must be ¢ aqualified ¢

substantial expertise in medicolegal issues, including the proper application of the AMA Guides ta
the Evaluation of Permanent Impairment.

Ifquestions arise or deficiencies are suggested by the Al critique, the report should be reviewed by
aphysician with specialized training evaluation, This Al-g
b the context of all availabl , andits findings should be validated by

ahuman expert before being used for clinical decision-making or claims determinations,

Section 1; Case Summary Table
Key Information Details

CasenumberorfilelD  2023-00001

Author of report John Physician, MD
Specialty of author Not specified
State Not specified (possibly California based on PR-4 form)
Primary Treating Physician's Permanent and Stationary Repart (PR-4) -
Type of report
Addendum
Requesting party Not specified
Date of injury /3112023
Data of report 12/2012024
Interval from injury to
S 28 months
report
Primary diagnosis Left middte finger injury with multiple surgeries
Score (0-
Evaluation Criteria 7 ® Erplanation
Structure and 5 Poor organization, inconsistent formatting, typos throughout
Presentation report,
c 1 essential aquality IME report.
No formal intraduction stating purpose, scope, or referral
Introduction 0
source.
Medical History 1 Minimalinjury details, no prior history documentation,
Medical Record Review 0 No svidence of records review or incorpotation into analysis.
y Detailed ROM measurements but lacking systematic
Physical Examination 3
organization.
Diagnoses 1 No formal diagnostic statements with ICD-10 cades.
Clinical/Case Discussion 1 Minimal analysis connecting findings to conclusions.
Causation Analysis 1 Single o without methodology or analysis.
MMI Determination 1 States MMI date without rationals or explanation.
Detailed caloulations but methodological concerns and
Impairment Rating 2 ;
oxcessive narrative.
Waork Ability Assessment 1 No sxplanation for full duty” conolusion despite 15% WPI
Recommendations 1 Minimal future medical recommendation
D) ions 0 s bout evaluator role or objectivity
but
Bias and Tone 2 oot
findings.
Overall Quality Rating 1 Multiple sig i i utilty,

Scoring System: 4 = Excellent, 3 =Good, 2 =Fair, 1 = Poos, 0 = Deficient
Section 6. Impairment Rating Red Flag Assessment

Red Flag Pattern Matching

Key Information Details
Length of report Approximately 7 pages
Section 2: Case Summary

This is a Permanent and Stationary (P&S) report for a 62-year-old right-hand dominant male iron
worker who sustained a left micle finger injury on 1/31/2023 while using a grinder. The injury
required twa surgeries: 1) ORIF of 3rd metacarpal head, proximal phalanx, and extensar tendan
repair on 2/1/2023, and 2) lsft middle finger extensor tenolysis, PIP capsulotomy, and hardware
removalon 6/9/2024. The p permanent 8/20/2024. The
evaluator determined a 15% Whole Person Impairment (WPI) based on the AMA Guides 5th Edition,
citing stiffiness in all five digits of the left hand, uinar deviation of the middle finger, and reduced grip

strength
Section 3: Narrative Critique

1. Report Structure and Presentation

The report follows dard clinical format but lacks th structure
expected ina high-guall report. Th i iesi i
with some secti others. The report jumps between

different elements without clear transitions or The formatting is ith

multiple typos (such as "biofrecze” “Treatment” and "prox phlx’), suggesting poor quality control

2.Comprehensiveness

The reportis incomplete comp: standard Itlacks
several essential elements including a thorough introduction, complete medical records review,
work history, and a structured clinical discussion connecting the findings to the conclusians [31.
While it includes physical examination findings and impaitment calculations, the overall

is inadequatefora report.

3. Introduction

The report Lacks a proper introduction stating the purpose, referral source, and scope of the
evaluation. There is no statement about 's role, or

case [51, It fails to establish the framewark for the evaluation or indicate what specific questions
the evaluation aims to answer.

4. Medical History

The medical history is extremely brief and disorganized. While it mentions the injury and
subsequent surgeries, it lacks detail about the initial treatment, rehabilitation course, and response.
i Th of theiinjury ism is minimal ("was using a grinder... lost

control of it and cut/injured left middle finger"). The past medical, social, and family history is

Red Fl:
# RedFlag eAFl9  Erplanation
Present?
Report s fr treati h! an (PR-4 forr
1 Treatingor Biased Physician Boportsfrom treating physiclan (PR 4 form),

creating potential bias.

Not determinable without physician specialty

2 Out-of-Scope Evaluation =}
infermation.
a Lack of Training or 2 No evidence of AMA Guides training or
Credentialing certification mentioned.
" Multiple typos, formatting issues, and poor
4 Unprofessional Report @ R e L
organization
Missing key sections including records review
5 Incomplete Documentation & & key e
and proper history.
6 NoMMI/PrematureRating 11 MM sstablished 4 months prior to report.
AHMA Guides Misnamed of Correctly identifies 5th Edition.
Incorrect Edition
15% WPI not fi i pl
—— o notexcessive for multiple surgeries
and documented ROM deficits.
Problematic Diagnasis (CRPS,
9 norla o Standard orthopedic diagnoses,
dise, etc.)
il ameaed. B Rated stiffness in all five digits without clear
causation linkage.
NoTable/Figure Citation O Provides detailed table/figure citations.
12 Disallowed or Subjective 2 Combines ROM with grip strength when ROM
** Methods Used deficits already present.
No evidence of automated software-based
13 Software-Only Rating o
rating.
14 Invalid Clinical Findings o Measurements appear cansistent with injury.
iR rafiiocontiientite I 159 WPl but "full duty, no restrictions” without

explanation

mentioned as "reviewed" but not documented. The review of systems is present but in a checklist
format without narrative integration [31.

5. Medical Records Review

There s amedical The report fails to list what medical
records were reviewed or to incorporate their findings into the narrative [6]. This ie a significant
deficiency as an impairment evaluation should include review of relevant medical documentation

to establish chronology, consistency, and support the impairment conclusions.

6. Physical Examination

The physical examination is relatively detailed for the affectad body part but lacks erganization and
context. It includes pange of motion measurements for all digits of the left hand and grip strength
testing. However, there's no clear comparison to normative values in all instances, and the findings
are not clearly related to functional limitations. The examination includes appropriate objective
findings (ROM measurements, defarmity description) but could be better organized to distinguish
subjective from objective findings

7. Conclusions and Medical Opinions
Diagnoses

The report lacks specific diagnostic conelusions with ICD-10 codes. While it references the injuries
geries, it does not the current clinical status [51.

Clinical/Case Discussion

The clinical discussion is minimal, withlittle explanation of how the clinical findings relate to the
functional limitations o impairment. There is no thoughtful analysis connecting the abjective

findings to the ultimate conclusions beyand the impairment calculation itself 1],

Causation Analysis

The causation statement is extremely brief: *injury is work related due to acute trauma” without any
analysis. There is nod of potential aggravation of pre-

existing conditions, or application of causation methodology [51.

Maximum Medical Improvement (MMI)

The raport indicates the patient was declared permanent and stationary on 8/20/2024 but provides
thi There is no di of whyth idered stabl

or whether further improvement is expected [11.

Impairment Rating

Th section is the portion of the report, using the AMA Guides 5th
Edition. Itincludes references to specific tables and figures with page numbers, which is
appropriate (5. However, there are severalissues

# RedFlag RedFlag ¢ ptanation
Prosent?

Jutisdictionally Barred Method

Used

1%

L jurisdiction inft

Rat Ly aligns with d ted digit
17 Diagnosis-Rating Mismateh  [1 At s ety Blgns Wit o emsa O
injurics.

Combines ROM deficits across all five digits

18 Improper Use of ROM
without clear causation.

®

19 Mathematical Errors =} Caleulations appear mathematically correct.

Pain Used as Standalone

20 [} Pain not used as standalone impairment,
Impairment

Clinical Validity and Legal Defensibility

This report significant and structural, undermine its.

medicolegal utility. While the impairment calculation i M

Guides, the combines ROI i causation
kage and inappropriately includes grip strength when ROM deficits are already being rated. The

report's numerous structural flaws its

defensibility.

Maod:
concerns; requires peer review.

Probability of Inaccurac,

e (9 flags) - Several moderate flags and methodological

Section 7: Recommendations for Further Action

Based on the significant deficiencies identified in this report, the follawing recommendations are
provided:

The report should be reviewed by a physician with substantial experience in medicolegal
evaluations and impairment rating, particularly regarding the appropriateness of rating all
five digits and combining ROM deficits with grip strength measurements.

»

The author would benefit from obtaining further training in independent medical and
impairment rating evaluations through programs offered at AMAGUides.com, with specific
foous on report structure, per the
AMA Guides methodology.

w

The referring party should consider requesting a supplemental report that addresses:

o Aproper tating the d scope of the eval

The narrative is verbose and sometimes difficult to follow without a clear separation of each
impairment component.

2. The svaluator combines ROM deficits across all five digits when the primary injury was to
the middle finger, which may not be appropriate without clear causation linkage.

3. The svaluator uses testing as an additional which is generally

i the AMA (suchas
ROM).

4. The explanation for including grip strength testing appears to justify its use by noting it's
been "over 10 minutes since his most recent surgery” when the Guides typically
recommends waiting until a year post-surgery.

5. The evaluator uses an unusual formula to reduce the grip strength impairment by,

multiplying it by the maximum potential impairment for the middle finger (20% ~ 18% =
3.6%), which is not a standard approach in the Guides.

Work Ability/Restrictions

The work restrictions section is extremely brief, stating only “full duty, no restrictions™ without any.
explanation of how this conclusion was reached given the documented impairments [5]. There is no
discussion of functional capabilities or how the impairments might affect different types of work
activities.

8. Disclosures and Attestations

The report lacks standard disclosures ragarding the physician's role, any potential eonflicts of
interest, or attestations about the objectivity of the evaluation [61. There is no statement about the.
physician’s qualifications or certification in impairment rating.

Section 4: Bias and Tone Assessment

The repart appears somewhat neutralin tene but shows signs of possible bias toward minimizing

functional This e disconnect between a

15% WPI rating and the conclusion of "full duty, no restrictions” without explanation. The report

also seems to Laint: detail about
affect daily activities ar Thereis defense or inthe
language, but the overall lacks the depth and analysis ina high-quality

medicolegal report.

Section 5: Summary Gritique Table

o

Documentation of medical records reviewed

o A of how relate to wark restrictions
o Amors comprehensive causation analysis
Proper rationale for the MMI determination
4. The referring party may benefit from Al-supported tools to assist in:
o Condusting structured patient interviews (e.g., SmartMedHx.ai)
@ Organizing and analyzing voluminous medical records

o quality and reports via intelligent quality assurance
systems as found at eMedicolegal. com

Confidentiality Note: This critique is to be used for internal review, peer consultation, or legal
quality assurance only.
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Summary
Improving Impairment Ratings:
Addressing Common Errors and

Enhancing Accuracy
Impairment ratings often ] Red flags identify flawed Expertreview and
@ wrong reports [Ell) standardized checklists
Common errors stem from Objective, consistent improve accuracy
poor training, bias, and methodology is essential for Early engagement of qualified
misapplication of the AMA defensible ratings evaluators reduces costly

Guides

Accurate and defensible impairment ratings require consistent
methodology, expert review, and a clear understanding of key concepts.
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Impairment Information

IMPA\RMENT
CHECK

Clinical Information

Body Part Upper Extremity
Diagnosis: Nerve - Median Nerve (Carpal Tunnel Syndrome) (354.0)

Impairment;

10% WP

Edion 5th Ediion

Entry Information

Entered O 24205

Analysis

2

Difrancs batwen susmited

ating and sersge expen atng

Impairment Analysis

Clinical

Comparison Ratings

section

Criteria

Reported (hi 10%WP s 7% WP, reflecting a
difierence of 6.3% WP

incorrect

Suggest
citeria application

Carpal tunnel syndrome is the most common peripheral nerve enfrapment. Compression of the.
median nerve at the wrist may cause symptoms such as pain, weakness, numbness, and/or
paresthesias of the hand and digits as wel as causing functional imitations.

1115 important to determine: 1. If symptoms are due fo carpel tunnel syndrome (.e., whether the.
a i etioogy ofthe carpal
(the most gender occupational

and 3. whether

factors
fndings of
Critica issues include: (

actually due @ the context ofa
speciic case, and (3) what s the extent of mpairment

. paresthesias, or

i ers and wist,
fingers, pass through a space inside the st called the carpal tunnel

‘Symptoms of pain, numbness, tinging, or buming are typicall present n the distribution of the.
median nerve. The patient may aiso report a ci f
“The only muscle in Comments
polics brevis, one of three muscies of the thenar eminence.

In advanced cases, weakness of abduction of the thumb out of the plane of the paim may b
present, P ophy. Sens usually normal, athough
observedin

r valuein

ne it
Wwho have capal tunnel syndrome from the farger popuiation of patients with

distinguishing patents

flectthe status.
of nerve fibers:

Guides Impairment Rating

‘Secton 16.5 (480-497)

the Upp Defcts or Pain
Resulting from Perpheral Nerve Deficts (432)

Table 16-15 Unilateral Sensory
to Combined 100% Deficts of he Major Peripheral Nerves (492)

Table 16-11 Detemmining Impairment of the Upper Extremity Du to Motor and Loss-of-Power

discussed in Secton 16.50
Enirapment/Compression Neuropathy (491-495), and specificaly on page 495

“The Guides notes that “only an objectively a
“The diagnosis i, oore

important on th
documented ‘and motor (499)

“The sensory deficts or pain, and/or the motor deficts and loss of power, ae evaluated according

are not given for CRPS,
are not i " (494)

“The Fith Editon states on page 495 that

1, after decompression,

£ pumal recovery tme 1o GECOMPIESSION, A NOVIGUE CONNES 10
complain of pain, paresthesias, and/or ificules in performing certain activites, tree possibie:
scenarios can be present:

1. Positve cinical indings of median nerve dysfunction and electrical conduction delay(s) the
impaiment due 1o residual CTS is rated according to the sensory andior molor defcs as
described eatlier

2 andio motor atencies or
o th henar musces
12 ko excee 5% ofthe upper extrenl may be usted
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3. Normal sensibility (two-point discrimination © Exi L)
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According to Tabe. Extremity Iy

Motor Defcits of to Combined 100% Defcts of the Major Peripheral Nerves (492) the maximum

foss or the median nerve is 39% upper exiremity impairment fo sensory deficts and 10% upper
for motor deficts, ded by Table

Impaiment of the Upper or Pain Resulting from
Deficts (482).

nerve
upper extremity impairment. Motor defics are graded by Table 16-11 Determining Impaimnent of
the Upper Extremity Due to Motor and Loss-oF-Power Deficits Resuling from Peripheral Nerve
Disorders Based on Indvidual Muscle Rating (434).
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Not objectiying diagnoss (

for “The diagnosis

more importart, on the presence of positive clinical findings and loss of function. The diagnosis
well as sensory conducion

studes” [493]

ng pr (Postoperatively

or clinical finding may take 1102
vears for maximal recovery." [493))

Rating unrelable sensory findings ('This table [Table 16-10fs o be used for pain that is due to
nerve injury or disease that has been documented with objectve physical findings or
electrodiagnostic abnomaiites.” [483)

of30%

more mportant.on he presence ofpotive cirica indngs and lossofunction. Tho dagnasis

stus" 1403
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yearsfor maomairocovey” [453)

“Ths tatie (able pain
nerve I o dicease na s boen documented i ofecive phyicl Sndngs o
electodagnostec abnomaites. 453).
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doctoasad grp stengih* [194).

are not v for decreased mofon. (5 ed. (494).
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What
questions do
you have?




Questions and Answers

Answers to Your Most Pressing
Questions About Impairment
Clarifying Doubts Reinforcing Understanding Ratlngs: What Every Attorney and

Encourage participants to ask questions and Offer opportunities for participants to

resolve any uncertainties. demonstrate their comprehension. ClaimS PrOfeSSionaI MUSt KnOW

Exploring Perspectives post Event Contact Christopher R. Brigham, MD
Invite diverse viewpoints and encourage

. . Support@cbrigham.com
discussion.

Next Session
Building Knowledge cbrigham.com
pgq Provide thorough explanations and share amaguides.com Part TWO: JUIy 9, 2025 at1 pm Er
(Need to register)

relevant information.
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Plans for June 24 and July 29
Navigating Impairment Ratings: Strategies for Accuracy and Fairness

e Whatis the foundation? How do | obtain an accurate rating?
Understanding the legal and medical frameworks that underpin impairment ratings Ensure a comprehensive medical evaluation, advocate for proper application of the AMA
Guides, and consider independent reviews

® How often are impairment ratings wrong?

Studies suggest that up to 30% of impairment ratings may be inaccurate ® What are common referral entity errors?
Inadequate communication, misalignment of incentives, and lack of oversight in the referral
© What are the root causes of erroneous ratings? process
Lack of training, biases, incomplete medical data, and improper application of the AMA

Whatis new with the AMA Guides?
Ongoing updates, increased focus on functional assessment, and incorporation of
o Whatare the red flags? technological advancements
Inconsistencies in medical records, discrepancies between examinations, and failure to .
Whatis the role of AlI?

follow guidelines
Leveraging Al to analyze medical data, identify patterns, and assist in more consistent and
© What are some of the specific problems? aceurate impairment ratings
i i criteria, on subjective factors, and failure to

Guides

account for comorbidities

Can you provide examples of review process?
C: gies for revi validating i

e How do|best evaluate reports? ratings
Carefully review the medical evidence, understand the applicable guidelines, and consult
with medical experts

What resources are you providing?
Comprehensive guides, expert training, and interactive tools to support accurate
impairment rating assessments




