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Disclaimer

The material presented in this workshop is made
available by the Texas Department of Insurance -
Division of Workers’ Compensation (TDI-DWC)
for educational purposes only. The material is not
intended to represent the only method or
procedure appropriate for the medical situations
discussed. Rather, it is intended to present an
approach, view, statement, or opinion of the
faculty, which may be helpful to others who face
similar situations.



AGENDA - Morning

• Designated Doctor Role and Responsibilities
• Maximum Medical Improvement Concepts (MMI)
• Impairment Rating Concepts (IR)
• Spine IR
• Upper Extremity IR
• Lower Extremity IR
• Extent of Injury (EOI)
• Return to Work (RTW)
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AGENDA - Afternoon
Steps for Success When Examining the Injured 
Employee
• Understand different strategies for explaining the purpose of 

the exam to the injured employee (IE); strategies to help obtain 
a complete medical history and maximal effort from the IE.

Lecture / Discussion on Forensic Evaluation
• Discuss the concept of the FORENSIC evaluation.
• Consider the concept of clinical correlation of physical exam 

findings with symptoms, medical history, clinical studies (i.e., 
diagnostic imaging / EDX).

Practical / Hands on Break-out Sessions
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OBJECTIVES
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Designated Doctor Role and Responsibilities

• Understand the requirements for designated doctors regarding 
examinations, medical decision making (including the use of 
TDI-DWC adopted guides), referrals and testing, reporting, and 
administrative issues.

• Understand how to review what information is important from 
DWC Form-032 - Request for Designated Doctor Examination.

• Understand the importance of a thorough review and 
documentation of the medical records in preparation for the 
exam and generation of a legally sufficient report.

• The concept of and use of the combined values chart in the 
AMA Guides.

6



Maximum Medical Improvement (MMI) 
&

Impairment Rating (IR)
MMI
• Understand how to determine whether an injured employee has 

reached MMI, including use of ODG, TDI-DWC’s adopted 
treatment guidelines.

• Demonstrate the different scenarios (using graphic representation)
IR
• Review the processes for determining IR considering the Texas 

statute, TDI-DWC rules and the AMA Guides to Evaluation of 
Permanent Impairment, 4th Edition.
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Musculoskeletal IR
Upper Extremity IR
• Review UE Guides Section 3.1 and DD 101 “pearls”.
• Understand how to assign IR for the upper extremity, including the 

use of Figure 1.
Lower Extremity IR
• Review LE Guides Section 3.2 and DD 101 “pearls”.
• Understand the 13 methods for determining lower extremity IR, and 

which of the 13 methods can be combined.
Spine IR
• Review Spine Guides Section 3.3 and DD 101 “pearls”.
• Understand the structural inclusions and differentiators in applying the 

DRE (Diagnosis Related Estimates) model.
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EXTENT 
OF 

INJURY

Understand the legal 
concept of EOI and how 
to address it based on 
the information listed 
on the DWC Form 032.
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RETURN 
TO 

WORK

Understand how to 
address RTW as 
requested on the DWC 
Form 023, including use 
of the MDGuidelines, 
TDI-DWC’s adopted 
guides for disability.
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Designated Doctor Role
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Designated Doctor Role
• Objective, neutral medical expert appointed by DWC 

to answer specific questions about the medical condition 
of the injured employee

• Requires special training and testing

• DD exam may be requested by the insurance carrier, 
the injured employee, the Injured employee’s 
representative, or DWC

• May not initiate or provide treatment
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Designated Doctor's Role

Texas Labor Code (TLC) §408.0041 states the specific issues to 
be addressed by designated doctors as questions concerning:

• Attainment of Maximum Medical Improvement (MMI)

• Impairment caused by the compensable injury (IR)

• The extent of the employee’s compensable Injury (EOI)

• Whether disability is a direct result of the 
compensable injury

• Ability to return to work (RTW)

• Issues similar to those described above
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http://www.statutes.legis.state.tx.us/Docs/LA/htm/LA.408.htm


WHAT IS THE STARTING 
POINT FOR THE DD EXAM?

DWC-32
INFORMS YOU 

AS TO:
:
• Dispute you are being 

asked to resolve
• Other specific 

information related to 
that area of dispute.
o Statutory date (IR)
o Additional Claimed 

injuries (EOI)
o Date period in 

question (RTW)



DWC Form-032

REQUEST
For
DESIGNATED
DOCTOR
EXAMINATION
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Presenter Notes
Presentation Notes
The DWC-32 is basically your marching orders for the dispute you are asked to resolve.

.



Designated 
Doctor's Role

16

DWC 32
What is your exam 
assignment?

Most common 
questions asked 
are 
• MMI, 
• IR, and 
• EOI...

Presenter Notes
Presentation Notes
Box 31 is where you will find the questions you to answer....



Designated 
Doctor's Role
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DWC 32
What is your exam 
assignment?

Other questions are 
• Disability – direct 

result, 
• Return to Work 

and RTW SIBS, and 
• Other Similar 

Issues.



Designated Doctor's Role

TO ANSWER MANY OF 
THE QUESTIONS...

THE DESIGNATED DOCTOR MUST  

DEFINE THE 
COMPENSABLE 

INJURY
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Designated Doctor's Role

As the DD, you are tasked by rule with defining the 
compensable injury. You will need to do this to be able to 
answer the questions you are asked to address.

Rule 130.1(c)(3) Assignment of an impairment rating for the 
current compensable injury shall be based on the injured 
employee’s condition on the MMI date considering the medical 
record and the certifying examination.

The only exception is when the compensable injury has already 
been legally determined (by formal agreement of the parties, or 
by the Judge during the dispute resolution process)
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Presenter Notes
Presentation Notes
See next slide...





Designated Doctor's Role

20

• A Presiding Officer’s Directive (POD) is sometimes used to 
assign an exam when the compensable injury has been 
legally determined.

• In that case, the POD will provide that information
• You will learn more about PODs in the DD Certification 

Course

If you were assigned an exam via a DWC 32, you must 
determine the compensable injury per Rule 130.1(c)(3).
[More on this later.]

Presenter Notes
Presentation Notes
This rule applies to DDs and MMI/IR only certifying doctors.





Designated Doctor's 
Role

Body areas and diagnoses to 
be examined.

The Qualification Table for 
DDs can be found on the DD 
Program website at:
https://www.tdi.texas.gov/
wc/dd/index.html, 
in the Training Section, 
Supplemental information 
packet.
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Presenter Notes
Presentation Notes
Review this section when you receive the 32 to make sure it is within your qualifications, and scope of practice.
Do the same with the medical records you receive from the insurance carrier and treating doctor.
Advise DWC if the exam should be re-designated to a different DD because of a qualification or scope of practice issue. The Qualification table for DDs can be found on the DD Program website at: https://www.tdi.texas.gov/wc/dd/index.html, in the Training Section, Supplemental information packet.

Note that as of 6/5/2024, Additional Board specialties for  MDs and DOs were deemed qualified to render opinions Traumatic Brain Injury.  To ensure competency, PLEASE REVIEW the TBI Webinar and the Case Based Webinar #6 for Mental and Behavioral Disorders and TBI.

https://www.tdi.texas.gov/wc/dd/index.html
https://www.tdi.texas.gov/wc/dd/index.html


Designated Doctor's Responsibilities

• Highly regulated.
• Timeliness:
Appointment offers,
Conducting the exam,
Filing of reports,
Referrals (when needed),
Letters of clarification, etc.

• Please refer to the PRE-RECORDED administrative lecture, 
“DWC Overview” for further details.

• This is mandatory for completion of the Certification Course
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Presenter Notes
Presentation Notes
Go to the DD Program webpage: https://www.tdi.texas.gov/wc/dd/index.html
Click on Required certification course presentations, and then Pre-recorded Presentations



Designated Doctor's Responsibilities
• The DD MUST:

• Sufficiently explain how the DD determined the answer to 
each question in dispute within a reasonable degree of 
medical probability;

• Demonstrate, as appropriate, application 
or consideration of the:
American Medical Association Guides to the Evaluation 

of Permanent Impairment,
Division-adopted treatment guidelines (Official Disability 

Guidelines)
Division-adopted return-to-work guidelines 

(MDGuidelines), and
Other evidence-based medicine, if available
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Importance of the
Designated Doctor’s Opinion

•The report of the designated doctor is given presumptive weight 
in dispute resolution unless the preponderance of the evidence is 
to the contrary

•The DD's opinion has significant impact on DWC dispute 
resolution

•Insurance carrier shall be required to pay income and medical 
benefits based on the designated doctor ’s opinion during a 
pending dispute

28 TAC 127.10(h)
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Presenter Notes
Presentation Notes
Being a DD is not about trying to collect fast money.  Your decisions have significant impact on the system.



Any Questions on
Designated Doctor's 

Roles & Responsibilities?
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MAXIMUM 
MEDICAL 

IMPROVEMENT 
(MMI)

Question for designated doctor:

Has MMI been reached? If so, on what date?
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MAXIMUM MEDICAL IMPROVEMENT (MMI)

CLINICAL MMI

• The earliest date after which, 
based on reasonable medical 
probability, further material 
recovery from or lasting 
improvement to an injury can no 
longer reasonably be anticipated.

• Clinical MMI may not be later 
than the statutory MMI date

STATUTORY MMI

• The expiration of 104 weeks 
from the date on which income 
benefits began to accrue

• The date determined if the 
Commissioner orders 
an extension of statutory MMI 
for approved spinal surgery
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MAXIMUM MEDICAL IMPROVEMENT (MMI)

• Based on the records reviewed and the exam findings, you will 
have defined the COMPENSABLE INJURY for certification of 
MMI and IR and explain this in your report.

• Do NOT rely on the following for your determination of 
the compensable injury:

• ICD-10 codes or other diagnoses used by the treating doctor

• A PLN-11 submitted by the carrier

• A Carrier or other attorney analysis
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Presenter Notes
Presentation Notes
These might be starting points for your consideration, however, the treating doctor especially has no mandated treatment guideline to follow nor have to follow evidence based medicine.  Most treating doctors do not attempt to apply ANY causation.  Many if not most are caught in the trap that IF something appears on imaging – it was caused by the compensable injury.  They are then referred to a consulting MD specialist, who then falls into the same trap and starts down the road to more testing and progressively invasive treatment.  This occurs more often than NOT.



MAXIMUM MEDICAL IMPROVEMENT (MMI)
How do you determine the COMPENSABLE INJURY ?

• Perform a thorough review of the records with attention to the:

o Mechanism of injury proximate to the DOI

o Subjective complaints and objective findings proximate to the DOI

o Are there any imaging or other diagnostic studies that demonstrate 
acute / subacute findings?

• Perform your Certifying Exam (more on this in the afternoon)

• Consider what the evidence based medicine for injuries similar to this 
would inform you as to determining the compensable injury
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MAXIMUM MEDICAL IMPROVEMENT (MMI)
• Consider the Official Disability Guidelines (ODG), including 

Appendix D, to determine if, based on reasonable medical 
probability, additional treatment for the compensable injury can 
be anticipated to result in further material recovery or lasting 
improvement

• If not at MMI, why not?

• What is needed to reach MMI as per the ODG and / or other 
evidence based medicine?

Refer to the Pre-recorded MMI presentation to learn how to 
apply the defined compensable injury to the ODG and 
demonstrate exceptions with APPENDIX D

30

Presenter Notes
Presentation Notes
If not familiar with the ODG and Appendix D  and how to navigate it READILY, get access to it so you can practice looking up treatment and the EBM that is contained in the ODG.



MAXIMUM MEDICAL IMPROVEMENT (MMI)

ADDITIONAL TESTING
• The DD must perform additional testing and make 

necessary referrals (when not qualified) when 
necessary to resolve issue in question

• Testing and referrals by DD not subject to 
preauthorization or denial retrospectively based on 
medical necessity, extent or compensability

• 28 TAC §127.10(c)
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Presenter Notes
Presentation Notes
Designated doctors must perform additional testing and make necessary referrals when necessary to resolve the issue in question

For example, if a designated doctor is examining an injured employee with a suspected medial meniscal tear based on MOI and exam, and the designated doctor believes an MRI is needed, the designated doctor must order one. Failure to obtain additional testing when needed may be an administrative violation.

Also consider, if an MRI was already done proximate to the DOI, and your exam is a year later, do you really need another MRI to answer the question?


To ensure prompt receipt of a study, it is good practice to make a copy of the rule that states “no precertification is needed” and put it with the copy of the medical record and your request for testing that is sent to the imaging center.  If there are specific procedures necessary for the testing, such as measuring radiographic cartilage intervals or requesting visual fields by Goldman perimeter testing, describe those in detail.  

Testing and referrals by a designated doctor are not subject to preauthorization or retrospective review based on compensability. The insurance carrier is not allowed to refuse to pay for the testing.  
 
Remember from the earlier Disqualifying Association section of this presentation;  Rule 127.10(c) has been clarified to specify that  any additional testing or referrals required for the evaluation of an injured employee under a certified workers’ compensation network under Insurance Code Chapter 1305 or a political subdivision under Labor Code §504.053(b):
	(A) are not require to use a provider in the same network as the injured employee; and
	(B) are not subject to the network or out of network restrictions in Insurance Code §1305.101 (relating to Providing or Arranging for Health Care)


https://texreg.sos.state.tx.us/public/readtac$ext.TacPage?sl=T&app=9&p_dir=P&p_rloc=149645&p_tloc=&p_ploc=1&pg=6&p_tac=&ti=28&pt=2&ch=127&rl=5


MAXIMUM MEDICAL IMPROVEMENT (MMI)

ADDITIONAL TESTING
If additional testing or referrals are necessary, include 
in your report:
• WHY the referral was necessary to resolve the issue 

in question
• WHAT were the results – don’t just attach a copy of 

the report. Indicate what you felt to be relevant,
• HOW did the results affect your medical decision process
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Presenter Notes
Presentation Notes
If additional testing or referrals are necessary, include in your report:

Why the referral was necessary to resolve the issue in question
What were the results – don’t just attach a copy of the report.  Indicate what you felt to be relevant, 
How did the results affect your medical decision process

Failure to do so may be an administrative violation.




MAXIMUM MEDICAL 
IMPROVEMENT (MMI)
ADDITIONAL TESTING

DO NOT order additional 
testing IF:
You do not have a 
presumptive diagnosis you 
are looking for; 
Testing is too delayed from 
the DOI to provide 
meaningful information;  
Testing is being done  only 
because your scheduling 
company tells you to do it.
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Presenter Notes
Presentation Notes
The latter is very important.  There can be penalties for ordering unnecessary testing:  Examples:
Ordering an EMG / NCS when there is CLEARLY a clinical radiculopathy and testing is not needed to determine the diagnosis.
Ordering an FCE to determine a claimant's work ability for a period of time in the past.
Faculty - Any other examples?



MAXIMUM MEDICAL IMPROVEMENT (MMI)

• Once you have all data necessary - Answer the question 
from the DWC Form-032

Has MMI been reached; if so, on what date?

• If at MMI, WHY is the IE at MMI?

• If at MMI, WHAT is the date and WHY that date?

• Provide a “Yes” or “no” and a sufficient explanation why 
or why not

• A conclusion without explanation is not legally sufficient!
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MAXIMUM MEDICAL IMPROVEMENT (MMI)

We will briefly present 4 different patterns of MMI

• This is detailed at length in the Pre-Recorded MMI 
lecture.

• The MMI lecture is one of 4 that are mandatory as 
part of the Certification process to be a Designated 
Doctor

35

Presenter Notes
Presentation Notes






MAXIMUM MEDICAL IMPROVEMENT (MMI)
The FIRST Scenario is NOT AT MMI
This is when "further material recovery or improvement" is still 
anticipated.
• The graph on the following slide illustrates that there was a “relative” 

plateau of the injured employee’s condition, but based on case specific 
details, further recovery or improvement still anticipated.

This situation may be when treatment was denied based on the 
Carrier's impression of the Compensable Injury. Once YOU define 
the Compensable injury, there is clearly additional ODG treatment 
that would be anticipated to result in further material recovery.

In other situations, there may have been slow progress, but based 
on other claim related information, those factors would give 
reasonable medical probability that with additional formal 
treatment, there would be further material recovery. [Appendix D]

36

Presenter Notes
Presentation Notes






DD EXAMD/C from PT

Not at MMI

Material recovery or 
lasting
improvement

Anticipated further 
material recovery or lasting 
improvement 
with additional PT, 
consistent with Appendix D 
from ODG

Time

Presenter Notes
Presentation Notes
In this situation, the injured employee finished physical therapy ad ADDITIONAL PT was denied.  Based on your questioning, the claimant was compliant in a home exercise program, and participated in activities of daily living.  There have been some subtle changes between the last documented physical therapy visit and the designated doctor exam.  Those factors would give reasonable medical probability that with additional formal treatment, there would be further material recovery.   

Therefore, he is not at MMI on the date of your examination.  

Let’s change some of the case specific details and see how that would potentially affect MMI.




MAXIMUM MEDICAL IMPROVEMENT (MMI)
The 2nd Scenario is MMI BEFORE the date of the DD exam
The graph on the following slide illustrates that the injured employee 
reaching MMI prior to the designated doctor exam because there was no 
change in the condition and there was no anticipation that there would be 
further material recovery.
Their condition had:

• completely resolved
• resolved as fully as the defined compensable injury was likely to

• IF there was no intervening change in condition or a reasonable 
expectation of improvement from your determined date of MMI to your 
designated doctor exam, allows you to use physical exam findings from 
your designated doctor exam for determining impairment as of the MMI 
date you determined.
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Presenter Notes
Presentation Notes






MMI Before the DD Exam

Material recovery or 
lasting
improvement

Time
Clinical MMI DD EXAM

Presenter Notes
Presentation Notes
This graph illustrates an injured employee reaching MMI prior to the designated doctor exam because there was no change in the condition and there was no anticipation that there would be further material recovery.  

No intervening change in condition or a reasonable expectation of improvement from your determined date of MMI to your designated doctor exam means you may use physical exam findings from your designated doctor exam for  determining impairment as of the MMI date you determined.



MAXIMUM MEDICAL IMPROVEMENT (MMI)

The 3rd Scenario is MMI ON the date of the DD exam
This graph on the following slide represents when the earliest date there was no 
probability of further material recovery was the date of the DD exam.

• There will be occasions were even after completion of formal treatment, such 
as PT, continuation of a home exercise program, and gradual return to their 
usual activities of daily living or job duties, the injured employee could be 
reasonably anticipated to have further material recovery or lasting 
improvement .

• This might be a situation where your designated doctor exam demonstrated 
that indeed, improvement did occur.

• This might also be a situation where recovery after a nerve injury takes time, 
without formal treatment.

• If there were no other data points that gave enough objective, functional 
information to conclude that MMI was at an earlier date, the date of the DD 
exam may be chosen, and your exam findings are used.

40

Presenter Notes
Presentation Notes

This should NOT be a common situation.  Please don't automatically do this because it is "easiest". That will make your report RIPE for over-turning.




MMI on Date of DD Exam

Material recovery or 
lasting
improvement

Time

Clinical MMI = DD Exam

DD ExamCompletion of PT

Presenter Notes
Presentation Notes
This graph on this slide represents when the earliest date there was no probability of further material recovery was the date of the DD exam.  

There will be occasions were even after completion of formal treatment, such as PT,  continuation of a home exercise program, and gradual return to their usual activities of daily living or job duties, the  injured employee could be reasonably anticipated to have further material recovery or lasting improvement .
This might be a situation where your designated doctor exam demonstrated that indeed, improvement did occur. 
This might also be a situation where recovery after a nerve injury takes time, without formal treatment.
If there were no other data points that gave enough objective, functional information to conclude that MMI was at an earlier date, the date of the DD exam may be chosen and your exam findings are used.



MAXIMUM MEDICAL IMPROVEMENT (MMI)
The 4th Scenario is MMI on the Statutory date of MMI
This is a graphic representation where there was still ODG treatment 
that was reasonable to result in further material recovery that took 
place AFTER STAT MMI.
• In this case, there was surgery AFTER Stat and the DD evaluated the 

claimant AFTER that surgery.
• Their condition was altered by the surgery (or other Post-Stat 

treatment), so the DD exam findings AFTER that treatment may not 
be used.

• Only their condition at or about statutory MMI may be considered 
and preferably prior to statutory MMI.
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Presenter Notes
Presentation Notes

You will have to find SOME data in the record proximate to STAT and before any additional Post-Stat treatment that could alter the claimants condition.





DD Exam After Statutory MMI With 
Surgery After Statutory MMI 

Time

Statutory
MMI

Surgery DD Exam

Material recovery or 
lasting
improvement

Presenter Notes
Presentation Notes
The 4th Scenario is MMI on the Statutory date of MMI
This is a graphic representation where there was still ODG treatment that was reasonable to result in further material recovery that took place AFTER STAT MMI.
In this case, there was surgery AFTER Stat and the DD evaluated the claimant AFTER that surgery.
Their condition was altered by the surgery (or other Post-Stat treatment), so the DD exam findings AFTER that treatment may not be used.
Only their condition at or about statutory MMI may be considered and preferably prior to statutory MMI.  




Any Questions on 
Maximum Medical Improvement 

Concepts?
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IMPAIRMENT
RATING 

(IR)

Question for Designated Doctor

On the certified MMI date, what is the
impairment rating?
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Question for Designated Doctor:

On the certified MMI date, 
what is the impairment rating?

• Perform a thorough, relevant physical examination of all compensable 
body areas/systems

• Correlate with the findings in the prior medical records
• Make referrals, if necessary, to answer question
• Use 4th Edition of AMA Guides to rate

SHOW YOUR WORK!
46

Presenter Notes
Presentation Notes
SHOW YOUR WORK!  You may attach worksheets, BUT DO NOT do that without explaining how you arrived at your answers.



IMPAIRMENT
RATING

• Assignment of an impairment 
rating for the current compensable 
injury shall be based on the 
injured employee’s condition on 
the MMI date considering 
the medical record and the 
certifying examination [Rule 130.1]

• Assign one whole body impairment 
rating for the current compensable 
injury
• Use the rating criteria contained 
in the appropriate edition of the 
AMA Guides to the Evaluation 
of Permanent Impairment



IMPAIRMENT
RATING

Complete and 
sign the
DWC-69

• Show your work! So 
that “… any 
knowledgeable person 
can compare the 
clinical findings with 
the guides criteria and 
determine whether or 
not the impairment 
estimates reflect those 
criteria.”
AMA Guides, page 8

• Document the 
findings and explain 
the impairment rating 
in your narrative 
report, plus
o Relevant  worksh

eets
o Testing reports *

*Do NOT 
attach test results 
without explanation



Overview of the 
AMA Guides

• AMA Guides, 4th edition 
published
June 1993

• Effective in the Texas 
workers’ 
compensation system 
October 15, 2001 • 15 Chapters

• Chapters 1 and 2 
Impairment  Evaluati
on; Records 
& Reports

• BE FAMILIAR with 
advice regarding 
VALIDITY and 
COREALATION *

Presenter Notes
Presentation Notes
*More on this later in the presentation



• Chapter 3 – The Musculoskeletal System (Hand and 
Upper Extremity, Lower Extremity, Spine)

• Approximately 90% of designated doctor examinations 
involve these 3 body areas

50

Overview of the AMA Guides



DESIGNATED DOCTOR 
IMPAIRMENT CONCEPTS

WHAT IS IMPAIRMENT?

As per page 1, Chapter 1 of 
the AMA Guides, 4th Edition

• An impairment is a deviation
from normal in a body part or organ 

system and its functioning.
• Mirrors the WHO definition of "any 

loss or abnormality of psychological, 
physiological, or anatomical structure 
or function."
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DESIGNATED DOCTOR 
IMPAIRMENT CONCEPTS

WHAT IS NORMAL?
As per page 2 of the AMA 
Guides, 4th Edition
"Normal is not an absolute"

"An interpretation of normal that is too 
strict can result in an overestimation 
or underestimation of impairment.
• Certain values may be normal for a 

given person based on age, gender 
and other factors, and the 
contralateral extremity.
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Measurements

CONSISTENCY OF MEASURMENTS
(all measurements, not just ROM)
• Between examiners (C

hapter 2, pages 7, 8, and 
9)

• By the same examiner 
generally within +/- 10%, 
(Chapter 2, page 9)

• With the evidence in the 
medical records

MEASUREMENTS

• "must be plausible and relate 
to the impairment being 
evaluated,” (Chapter 2, page 
8).

• DO THE MEASUREMENTS 
MAKE SENSE?

53

Presenter Notes
Presentation Notes
The entire quote from Page 8 of Chapter 2 is
The physician must utilize the entire gamut of clinical skill and judgment in assessing whether or not the results of measurements or tests are plausible and relate to the impairment being evaluated. If in spite of an observation or test result the medical evidence appears not to be of sufficient weight to verify that an impairment of a certain magnitude exists, the physician should modify the impairment estimate accordingly, describing the modification and explaining the reason for it in writing. 




MEASUREMENTS
[Chapter 2, page 8]

• "If in spite of an 
observation or test result 
the medical evidence 
appears not to be of 
sufficient weight to verify 
that an impairment of a 
certain magnitude exists, 
the physician should 
modify the impairment 
estimate accordingly...?

Presenter Notes
Presentation Notes
The physician should describe the modification and explain the reason for it in writing. 

The impairment must make sense based on the tissue damage / injury. .. "must be plausible and relate to the impairment being evaluated,” (Chapter 2, page 8).  



MEASUREMENTS • Rounding and interpolating 
are permitted unless 
the book gives other 
directions.

• DO NOT 
round WP impairment 
rating in DWC system

• (Not as instructed in 
the AMA Guides on page 9 in 
Chapter 2)

• Active, not passive 
ROM, should be rated.

• HOWEVER, the guides 
indicate that comparing 
active with passive 
may provide 
useful information

• (Chapter 3 - Page 14.)



CONCEPT OF COMBINED VALUES

Use of the

COMBINED VALUES chart.

[Pages 322 - 324]
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Using the Combined Values Chart



Each organ system/body area should be expressed
as a whole person impairment, then

• Whole person impairments should be combined
using the Combined Values Chart (pp. 322 – 324)

• “Combining” assures that the impairment can’t exceed 
100% It reduces the remaining portion of the whole person 
that is available for the second impairment (or 3rd, 4th, etc)

58

Combined Values



• “If three or more impairment values are to be combined, select 
any two and find their combined value as above. Then use that 
value and the third value to locate the combined value of all. 
This process can be repeated indefinitely, the final value in each 
instance being the combination of all the previous values. In 
each step of this process, the larger impairment value must be 
identified at the side of the chart.” (page 322)

• Best practice - combine the largest % with the second 
largest %, then combine with third largest %, etc.

59

Combining 3 or More Impairment Values



UPPER EXTREMITY
• Whole person maximum value of one arm is 60% WP
• Example: 60% WP IR leaves 40% of the remaining WP

• 60% WP (of the remaining 40% WP) = 84% WP
• Maximum IR for both upper extremities combined is 84%

60

Combined Values

Presenter Notes
Presentation Notes
“Combining” assures that the impairment can’t exceed 100%.  It  reduces the remaining portion of the whole person that is available for the second impairment 



LOWER EXTREMITY
• Whole person value of one leg is 40% WP
• Example: 40% WP IR leaves 60% of the remaining WP

• 40% WP (of the remaining 60% WP ) = 64% WP
• Maximum value for both lower extremities combined is 64%

61

Combined Values

Presenter Notes
Presentation Notes
“Combining” assures that the impairment can’t exceed 100%.  It  reduces the remaining portion of the whole person that is available for the second impairment 



SPINE
• Example: 15% WP of the thoracolumbar spine 

[Thoracic] leaves 85% WP, c/w 10% WP of the 
lumbosacral spine [Lumbar] (of the remaining 
85% WP) = 24% WP

62

Combined Values

Presenter Notes
Presentation Notes
“Combining” assures that the impairment can’t exceed 100%.  It  reduces the remaining portion of the whole person that is available for the second impairment 



DESIGNATED DOCTOR CONCEPTS - IMPAIRMENT

GENERAL COMMENTS
• Other important pages in the AMA Guides instruct you as 

to how to approach a specific claim.
• Please review
o Section 2.2 on page 8 and 9
o Section 2.9 on page 9 and page 14

Presenter Notes
Presentation Notes
MUST USE YOUR CLINICAL JUDGEMENT.  



When there is conflict between... 

The Division of Workers’ Compensation (DWC) 
Statutes/Rules/Appeals Panel Decisions (APDs)

and, the AMA Guides

Be aware of when DWC Statutes/Rules/APDs
take precedence
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Presenter Notes
Presentation Notes
Many of these Statutes/Rules/Appeals Panel Decisions (APDs) 
 will be presented through out this presentation and will also be reiterated in the: 1. Pre-recorded presentations and 2. the Certification Course.  



Any Questions on basic
Impairment Rating Concepts?
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UPPER 
EXTREMITY 

IMPAIRMENT

66



Musculoskeletal IR

Upper Extremity IR
• Review UE Guides Section 3.1 and DD 101 “pearls”.
• Understand how to assign IR for the upper extremity, 

including the use of:
• Figure 1 – Part1 (Digits and hand)
• Figure 1 – Part 2 (Remaining UE)
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Upper 
Extremity IR

68

Presenter Notes
Presentation Notes
The HAND is the placeholder for each of the digits.  Digit impairments and their value to the hand is best done with Figure 1 – Part 1 as it tells you each step.  
THEN and impairment of the HAND is C/w the Wrist C/w the elbow c/w the shoulder c/w and other organ system of the UE (I.e. the nerves and vascular systems).



Upper 
Extremity 

IR

Relationship of Upper 
Extremity (UE) to Whole 
Person (WP):

• Upper Extremity = 60% of Whole 
Person

• Hand = 90% Upper Extremity 

• Thumb = 40% Hand 

• Index or Middle Finger = 20% 
Hand

• Ring or Little Finger = 10% Hand
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Presenter Notes
Presentation Notes
The hand considered as  90 %  of the UE makes sense – as so much of the function of the UE is based on what the hand does



Upper Extremity IR

70

The digit values must 
be converted to hand 

values by using

The hand values must
be converted to upper 

extremity values by 
using:

The upper extremity 
values must be 

converted to whole 
person values

Table 1, p. 18 Table 2, p. 19 Table 3, p. 20
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Upper Extremity IR
Table 1, p. 18
Relationship of Impairment of the 
Digits to the Impairment of the Hand.

Presenter Notes
Presentation Notes
Note that EACH digit has a relative values to the hand.
Loss of the digits value to the hand.   THUMB = 40 %.   Digit II and III have a value of 20 % of each digit.  Digit IVand V have a value of 10 % of each digit.



Table 2, p. 19
Relationship of 
Impairment of 
the Hand to 
Impairment of 
the Upper 
Extremity
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Upper Extremity IR



Table 3, p. 20
Relationship of Impairment 
of the Upper Extremity to 
the Whole Person
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Upper Extremity IR



Upper 
Extremity 
IR

Methods for Evaluating Impairment

DIGITS
• ROM
• Amputation
• Sensory loss of digits (2 –point 

discrimination)
• Other Digit Disorders (under 3.1m) - 

These DO combine with the other 
factorsof digit impairment
o Rotational deformity
o Lateral Deviation
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Presenter Notes
Presentation Notes
ALL of these variables are relevant to the highly valuable digits / hands, so other than certain exceptions to ADD, these may ALL be combined.




Upper 
Extremity 
IR

Methods for Evaluating Impairment
UPPER EXTREMITY ABOVE the DIGITS
• ROM
• Peripheral nerve disorders
 Cervical Spinal Nerve Roots (Table 13)
 Brachial Plexus (Table 14)
 Major Peripheral Nerves (Table 15)

• Vascular Disorders
• Amputation

• “Other Disorders” (Section 3.1m) - mostly 
when no other criteria above are appropriate 
– most of these DO NOT combine with other 
UE impairment

Presenter Notes
Presentation Notes
ALL of these variables are relevant to the highly valuable digits / hands, so other than o ADD, t

These may ALL be combined, other than a few certain exceptions where Section 3.1m standalone or are NOT combined with ROM, etc.
Be aware of which ones are stand-alone and which combine.




Upper 
Extremity 

IR

76

Remember this:
Use Figure 1!

AMA Guides

Pages 16 and 17



UPPER
EXTREMITY

IR

Upper
Extremity
IR

FIGURE 1 – Part 1

Presenter Notes
Presentation Notes
This has footnotes and other notes within the table that tell you what to do.  When to ADD and when o COMBINE!



Presenter Notes
Presentation Notes
This has footnotes and other notes within the table that tell you what to do.
FOR THE THUMB – ADD joint to joint
FOR ALL OTHER DIGITS – COMBINE joint to joint
ALSO See boxes to the right COMB INE 1. Abnormal ROM, 2. Amputation, 3. Sensory Loss, 4. Other Disorders



Presenter Notes
Presentation Notes
This has footnotes and other notes within the table that tell you what to do.
Blue Box = ADD digit impairments for a TOTAL Hand impairment.
                     IF hand region is the ONLY UE impairment, can convert to WP
Orange BOX = Tells you which Tables are used to convert.



Amputation
Figure 17, pg. 30

CALCULATE AMPUTATION
• DIP Joint

• = 45 % of length of digit
• = 45 % of the digit IR

• PIP Joint
• = 80 % of length of digit
• = 80 % of the digit IR

• MP joint 
• = 100% length of digit
• = 100 % of the digit IR

Presenter Notes
Presentation Notes
FINGER AMPUTATIONS ARE FIGURE 17.       THUMB AMPUTATIONS ARE FIGURE 7.
Find the level of the amputation on the schematic diagram to the left of the chart. 
 Then move vertically UP to find the amputation value, reading the numbers across the TOP of the graph.
Note the TWO inflection points in the graph.  THE DIP = 45 % of the digit and the PIP = 80 % of the digit.

IF 100 % of the digit WAS NOT amputated, must determine if there are ANY OTHER IRs, such as ROM loss, sensory loss or other disorders in the remaining portion of the digit.



Sensory Loss of Digits

Determine TYPE of Loss (CHAPTER 3 - page 21)

• TRANSVERSE

[Figures 7 and 17]

• LONGITUDINAL

• [Tables 8 and 9]]

• Use when BOTH the Radial and Ulnar 
digital nerve have loss at the SAME level

*********************************
• Use when there is:

o Only ONE of the digital nerves with loss
o When BOTH Radial and Ulnar Digital nerves 

have losses, BUT at different levels
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Presenter Notes
Presentation Notes
For total transverse sensory loss, 
TOTAL = 100 % of the value at the bottom of the amputation graph.
PARTIAL = 50 % of the value at the bottom of the amputation graph.




Sensory Loss of Digits

Determine QUALITY of Loss (CHAPTER 3 - page 21)
Determine by two-point discrimination exam

• > 15 mm = TOTAL sensory loss

• 15 mm - 7 mm = PARTIAL sensory loss

• < 6 mm = NORMAL

• 100% sensory impairment

• 50% sensory impairment

• 0% sensory impairment
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Presenter Notes
Presentation Notes
For total transverse sensory loss, 
TOTAL = 100 % of the value at the bottom of the amputation graph.
PARTIAL = 50 % of the value at the bottom of the amputation graph.




CALCULATE TOTAL 
TRANSVERSE SENSORY 
LOSS
• DIP Joint

• = 45 % of length of digit
• = 22.5 % Sensory Loss*

• PIP Joint
• = 80 % of length of digit
• = 40 % Sensory Loss*

• MP joint 
• = 100% length of digit
• = 50 % Sensory Loss*

Amputation
Figure 17, pg. 30

Presenter Notes
Presentation Notes
FINGER AMPUTATIONS ARE FIGURE 17.       THUMB AMPUTATIONS ARE FIGURE 7.
Find the level of the TOTAL TRANSVERSE SENSORY LOSS  on the schematic diagram to the left of the chart. 
This is when the level of SENSORY LOSS is exactly the SAME for the RADIAL and ULNAR Digital NErve
 Then move vertically to DOWN to find the sensory value, reading the numbers across the BOTTOM  of the graph.
Note the TWO inflection points in the graph.  THE DIP = 45 % of the digit and the PIP = 80 % of the digit.




Transverse Sensory Loss
IF the TRANSVERSE SENSORY LOSS is TOTAL
• Then use the value on the bottom of Figure 17 (or Figure 7 for 

the thumb)

IF the TRANSVERSE SENSORY LOSS is PARTIAL
• Then use the value on the bottom of Figure 17 (or Figure 

7 for the thumb) AND divide by TWO.
• The value is ½ the value at the bottom of Figure 17 / Figure 7

How do we determine if the sensory loss is
Total? Partial? Normal?

Presenter Notes
Presentation Notes
The QUALITY OF LOSS is described in the text underneath each Figure 7 and Figure 17



Longitudinal 
Sensory loss
Thumb & Little 
finger
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Presenter Notes
Presentation Notes
NOTE the different values for the Radial and Ulnar losses



Longitudinal 
Sensory Loss
Index, Middle, 
& Ring fingers
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Presenter Notes
Presentation Notes
NOTE the different values for the Radial and Ulnar losses



Upper 
Extremity Digit 
Impairment -
OTHER

87

This is from Section 3.1m, page 58 of the AMA 
Guides, 4th Edition.​

• There are TWO situations in which you may 
consider Section 3.1m for the digits and they 
will COMBINE with the other digit 
impairments

• These are for
oLateral DEVIATION, pg. 59 –
 Evaluated when the digits are fully 

extended​
oROTATIONAL DEFORMITY, pg. 59 
 Evaluated with the fingers flexed



Upper Extremity – Digit Impairment - OTHER

The degree of deviation or rotation is multiplied by the RELATIVE VALUE 
of the digit from Table 18 on page 58 to determine the digit impairment

Presenter Notes
Presentation Notes
This is from Section 3.1m, page 58 of the AMA Guides, 4th Edition.
There are TWO situations in which you may consider Section 3.1m for the digits and they will COMBINE with the other digit impairments  
These are for 
Lateral DEVIATION, pg. 59 – Evaluated when the digits are fully extended
ROTATIONAL DEFORMITY, pg. 59



• 1. Add impairment percentages for ROM within a thumb joint
• 2. Add impairment percentages for ROM from joint to joint in the thumb.

Thumb Range of Motion

• 3. Add impairment percentages for longitudinal loss of sensation is present on more 
than one side of a digit

Longitudinal Sensory Loss

• 4. Add each of the digit impairment percentages at the hand value to determine the 
total hand percentage

Digit values converting to Hand
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Upper Extremity
The Four Exceptions to Combining

Presenter Notes
Presentation Notes
Always use Figure one!  And remember the 4 exceptions to combining (in the Upper extremity). They are ALL spefici to the Digits and the HAND.



Questions about DIGIT Impairments
and Figure 1 – Part 1?
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FIGURE 1 – Part 2

UPPER
EXTREMITY

Presenter Notes
Presentation Notes
Even same for Fig1 – Part 2:  This has footnotes and other notes within the table that tell you what to do.



Upper Extremity

MOST OFTEN

• Upper Extremity Impairment will be 
addressed by active ROM

• They are recorded in the column to the LEFT 
of Figure 1 – Part 2.

• Ensure that the ROMs are plausible based on 
the other facts of the case.

Presenter Notes
Presentation Notes
Are the AROMs consitent with:
The Passive ROMs
The trend of other ROMS recorded in the claim 



FIGURE 1 – Part 2

UPPER
EXTREMITY

IR

Presenter Notes
Presentation Notes
Even same for Fig1 – Part 2:  This has footnotes and other notes within the table that tell you what to do.

Note the location for listing "Other Disorders". This will be discussed in the next several slides.



FIGURE 1 – Part 2

IF there is 
DIGIT  impairment – 
after converting to 
HAND value – insert 
under Section II.

Presenter Notes
Presentation Notes
Even same for Fig1 – Part 2:  This has footnotes and other notes within the table that tell you what to do.
NOTE the Different IMPARIMENT Sections for Consideration > > > THESE ALL COMBINE.  See the large Blue Box
Amputation
Regional Impairments of the UE  - Hand / Wrist / Elbow / Shoulder
Peripheral nerve
Peripheral Vascular
Other Disorders NOT included in the Regional Impairment
         YELLOW STARS = Remind you to take EACH upper extremity to WP value before combining
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Measuring ROM - Correct & Methods
Range of Motion

The AMA Guides:

Figure 6, pg. 23 Figure 16, pg. 29  Figure 27, pg. 37
Figure 8, pg. 25 Figure 18, pg. 32  Figure 30, pg. 39
Figure 11, pg. 27 Figure 20, pg. 33  Figure 33, pg. 40
Figure 14, pg. 28 Figure 22, pg. 34  Figure 36, pg. 42
Figure 15, pg. 29 Figure 24, pg. 36  Figure 39, pg. 43 
       Figure 42, pg. 49 
      

These will be presented in hands on format in the 
afternoon skills workshop



Upper Extremity
Section 3.1m - Other Disorders

These are not commonly used but should be 
reviewed.
• These are recorded in the column to the RIGHT of 

the column that records ROM on Figure 1 – Part 
2. Denoted as “Other Disorders”.

• In most cases, the chosen value from the Tables 19 –
30, are multiplied by the Relative Value of a specific 
joint as per Table 18



Upper Extremity 
Section 3.1m - Other Disorders

“It is emphasized that impairments from the disorders 
considered in the section are usually estimated by using 
other criteria". 

"The criteria described in this section should be used only
when the other criteria have not adequately encompassed 
the extent of the impairments.”

Section 3.1m, page 58 AMA Guides, 4th Edition

Presenter Notes
Presentation Notes
This is from Section 3.1m, page 58 of the AMA Guides, 4th Edition.

These are situations in which you may consider Section 3.1m; encompasses joint crepitation, synovial hypertrophy and joint subluxation / dislocation to name a few. EACH of these subsections under 3.1 m will let you know when the 3.1m condition stands alone (and ROM is normal and near normal) OR when you will COMBINE the 3.1m condition with the ROM.     More on next slide...



Upper Extremity Other Disorders
Section 3.1m

When to use Section 3.1m:
• Occasions that ROM losses do not adequately explain 

the functional loss to an upper extremity functional unit.
• Digit impairment assessments that allow combining 

rotational or lateral deviation deformities to ROM or 
other digit losses

• Resection or replacement arthroplasties
• Other miscellaneous considerations (a later case)



Any Questions on basic
Upper Extremity IR?
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LOWER
EXTREMITY

IMPAIRMENT
Subtitle

100



Lower Extremity IR

• Understand the 13 methods 
for determining lower 
extremity IR, and which of 
the 13 methods can be 
combined.

• Review LE Guides Section 3.2 
and DD 101 “pearls”.

101
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• An impairment for the lower extremity is derived from the following 
methods:

• ANATOMIC
• DIAGNOSTIC
• FUNCTIONAL

( Page 75)
• Like the upper extremity, impairments of different regions (foot / ankle / knee / 

hip) are combined
• Each region can be addressed by the different methods
• Different systems are combined (MSK / vascular / nerve)

Determining an Impairment Rating
for the Lower Extremity

Presenter Notes
Presentation Notes
Take your time to actually read the text of the major sections.  
READ AND UNDERSTAND THE EXAMPLES!
Some of this information is posted online in the Prior Lower extremity lecture from 2015..   
USE ALL OF THIS INFORMATION TO MASTER WHAT YOU WILL NEED TO KNOW TO BE AN EFFECTIVE DESIGNATED DOCTOR
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3

• All tables show impairment percentages in lower extremity 
(LE) and whole person (WP)

• Impairment values are expressed and combined at the 
WHOLE PERSON level, for the same LE part (i.e. ankle) or 
for different parts of the LE (i.e. ankle and knee)

• This includes combining within a joint (APD 211091-s)

Determining an Impairment Rating 
for the Lower Extremity  



10
4

• The lower extremity is weighted at 40% whole person
• The final impairment rating CANNOT exceed the amputation 

value (hip disarticulation – Table 39), as per APD 111720
• Lower extremity impairments that exceed 40% of the whole 

person are rated at the amputation value of 40% whole person
• The max value for BOTH lower extremities is 64%
o 40% WP for one LE is COMBINED with 40% WP for the 

other LE% = 64% WP

Determining an Impairment Rating 
for the Lower Extremity 



10
5

• Section 3.2, page 75
• “If the patient has several impairments of the same lower part, 

such as the leg, or impairments of different anatomic parts, 
such as the ankle and a toe, the whole person estimates are 
combined." (Combined Values Chart, p. 322)

• New APD 211091-s finds that this includes COMBINING 
ROM impairments within the same joint (lower extremity 
ONLY)

Determining an Impairment Rating 
for the Lower Extremity   

Presenter Notes
Presentation Notes
New APD 211091-s  states that combining impairments of the lower extremity includes ROM impairments of the same joint.  
(APD was effective November of 2021)

DO NOT MAKE The MISTAKE of combining within a joint for the UE!
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• The impairment is calculated according to text and tables for 
each applicable parameter of the 13 possible methods

• Determine which parameters can be combined
• Select the largest and most clinically appropriate method 

for each region
• Per 4th Edition Guides, “The physician, in general, should 

decide which estimate best describes the situation and 
should use only one approach for each anatomical part.” 
(p. 84)

Determining an Impairment Rating 
for the Lower Extremity  

Presenter Notes
Presentation Notes
Take your time to actually read the text of the major sections.  
READ AND UNDERSTAND THE EXAMPLES!



13 Methods 
for 
Determining 
Lower 
Extremity 
Impairment 
Rating

1. Limb length discrepancy (Tl35, p. 75)
2. Muscle atrophy (T. 37, p. 77)
3. Muscle strength (T. 38 and 39, p. 77)
4. Range of motion (T. 40-45, p. 78)
5. Ankylosis (T. 46-61, pp. 79-82)
6. Arthritis aka “DJD” (T. 62, p. 83)
7. Amputation (T. 63, p. 83)
8. Diagnosis Based Estimates – fractures,

deformities, dislocations, ligament
instability, bursitis, surgical procedures
(T. 64, 65, & 66, pp. 85-88)
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Presenter Notes
Presentation Notes
Take your time to actually read the text of the different methods.  
READ AND UNDERSTAND THE EXAMPLES!

Most of these are STAND ALONE impairment methods, although SOME can be combined.  

Easier to remember the exceptions rather than remember all the categories.



13 Methods 
for 
Determining 
Lower 
Extremity 
Impairment 
Rating

9. Skin loss (T. 67, p. 88)
10. Peripheral nerve injuries (T. 68, p. 89)
11. Causalgia and RSD/CRPS (p. 89)

(see p. 56 for UE RSD discussion)
13. Vascular disorders (T. 69, p. 89)

# The last 4 of the 13 are non-
musculoskeletal – OTHER body 
systems.
# Therefore they can be combined 
with one another AND with the MSK 
methods
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Presenter Notes
Presentation Notes
Take your time to actually read the text of the different methods.  
READ AND UNDERSTAND THE EXAMPLES!

The last 4 can ALL be combined with the MSK impasiment chosen.



Easier to remember the exceptions rather than remember all the categories.
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To Combine or Not to Combine...
• Range of motion impairments are not to be combined 

with impairments from atrophy (see comment, pg. 78)

• The examiner should choose the impairment that is 
most clinically relevant to the injury that is being rated.

• Explain your rationale in your report.

Presenter Notes
Presentation Notes
See comment page 78
“…If the impairment is estimated on the basis of ankle and toe loss of motion, it should not be estimated on the basis of muscle atrophy also.”
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To Combine or Not to Combine...

• An impairment due to atrophy is not to be combined with a 
diagnosis-based estimate.

• Per the comment on page 84 related to Table 64: “The 
expected muscle weakness or atrophy is included in the 
diagnosis-based estimates.”

• Explain your rationale in your report.
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To Combine or Not to Combine...
• Range of motion impairments are not to be combined with a DBE.

• There is an exception in cases of malunion or nonunion of a 
femoral neck fracture (Table 64).

• In this exception:
o The DBE impairment is assigned
o The impairment from ROM loss is COMBINED with the DBE 

impairment (see page 85)

Presenter Notes
Presentation Notes
Malunion                 12 %(30) plus range of motion criteria
Nonunion                15 % (37) plus range of motion criteria

For the rare case of Girdlestone arthroplasty, it is EITHER 20% WP OR according to clinical findings (LE ROM)  – whichever is greatest.
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• Instances where impairments can and should be 
combined include:
• DBE for an intra-articular fracture in Table 64 IS combined with 

an impairment for cartilage interval loss from Table 62 (Page 
83)

• Impairment for malalignment of a fracture with shortening of 
the affected limb due to the fracture are combined (See 
example on page 84)

• Impairments for two different body systems such as 
an acetabular fracture with a sciatic nerve injury are combined 
(Page 84).

To Combine or Not to 
Combine...
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Instances where impairments can and should be 
combined include:
• Two different ligamentous injuries (collateral AND cruciate) 

are combined
• Ligamentous injury with meniscectomy are combined
• Fracture and ligamentous injury or meniscus injury (I.e. tibial 

plateau and meniscus) are combined
• This methodology applies as long as ALL impairments 

are in Table 64 and within a specific joint.

To Combine or Not to Combine...

Presenter Notes
Presentation Notes
Another example – tibial plateau fracture with PCL and lateral meniscus such as due to dashboard injury.  
In that case, because and IA fracture can also combine the RCA of the knee from Table 64.



13 Methods for 
Determining 
Lower Extremity 
Impairment 
Rating
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Let's look at
the specific subsections

of Chapter 3.2

Presenter Notes
Presentation Notes
Can you combine ROM and DBE?  NO!
Use the greater of the two.  



Leg Length Discrepancy

Section 3.2a: Limb Length Discrepancy – Table 35, page 75

• This methodology is difficult to use 
in individuals with:
• Pelvic angulation
• Knee flexion contracture
• Significant ankle edema
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• Can assess with CT for leg 
length (CPT 77073).
• Tape measure and/or iliac 

crest level 
is not recommended.

• Discrepancy must be 2 cm or 
greater to rate > 0%

Presenter Notes
Presentation Notes
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Some Lower Extremity Tables for 
Different Impairment Methods

Limb Length, 
page 75



Gait Derangement

Section 3.2b: Gait Derangement – Table 36
• The text on page 75 states,

• “Whenever possible, the evaluator should use 
the more specific methods of those other parts in 
estimating impairment.”

• This impairment, “Does not apply to abnormalities 
based only on subjective factors, such as pain or 
sudden giving way"
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• Section 3.2b: Gait Derangement – Table 36
• The text on page 75 states,

• “Whenever possible, the evaluator should use the more 
specific methods of those other parts in estimating 
impairment.”

• This impairment, “Does not apply to abnormalities based 
only on subjective factors, such as pain or sudden giving 
way.”

Gait Derangement

Presenter Notes
Presentation Notes
This is NOT appropriate to use if the "Gait Derangement" is due to a nerve injury (use 3.2k), 
vascular injury (use 3.2m), 
stroke or head injury (use Chapter 4.1 or 4.2) 
Spinal Cord injury / disease (use Chapter 4.3) 
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• Section 3.2b: Gait Derangement – Table 36
• To be an impairment, the Guides state that it MUST be 

permanent.
• Section 3.2b does not apply to abnormalities based only on 

subjective factors, such as pain or sudden giving-way, as with, for 
example, a patient with low-back discomfort who chooses to use 
a cane to ease walking.

• This impairment is not combined with any other lower extremity 
impairment from 3.2a to 3.2i.

Gait Derangement
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Gait Derangement, 
page 76

Lower Extremity Tables

Presenter Notes
Presentation Notes
LETS LOK AT THE TABLE – Look at Mild, a.  DOcumented MODERATE to ADVANCED arthritic changes of the hip, knee or ankle.
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• Section 3.2b: Gait Derangement - Table 36
• For an impairment from Table 36 to be assigned, the first 

requirement under a MILD lower limb gait derangement (sections 
a – c) is that there is, "documented moderate to advanced arthritic 
changes to the hip, knee, or ankle”

• While not specifically stated under in the MODERATE and SEVERE 
categories, an appropriate assumption would be that the higher 
categories would require this component as well.

• The example on page 75 supports that there must at least be 
moderate osteoarthritis and specific gait changes as a result.

Issues With Using Gait Derangement 
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• Section 3.2b: Gait Derangement - Table 36
• Remember that the final lower extremity impairment cannot exceed the 

impairment estimate from amputation of 100% of one extremity = 40 % 
WPI.

• Note that ALL values in the severe category on Table 36 exceed the 
amputation value of one LE of 40 %.

• Even if both lower extremities were amputated at the level of the hip, 
the combined WP value would be 64%.

• Therefore 80% for wheelchair dependent is NOT plausible or supported 
by the Guides in the written text.

• See APD 111720

Issues With Using Gait Derangement 

Presenter Notes
Presentation Notes
This applies to ALL lower extremity impairments. Per Texas APDs the text in the Guides is more authoritative than tables. 
In addition to the GUIDES 4th, there is an APD that states that as well.



Muscle Atrophy

Section 3.2c: Muscle Atrophy (unilateral) - Table 37

• If clinically applicable assigning an impairment rating 
for unilateral muscle atrophy may be appropriate.

• For a muscle atrophy impairment to be valid, “Neither 
limb should have swelling or varicosities that would invalidate 
the measurements.” (Page 76)
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Leg Muscle Atrophy, 
page 77

Lower Extremity Tables
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• Section 3.2c: Muscle Atrophy (Unilateral) - Table 37
SPECIFIC INSTRUCTIONS

• Per Table 37, the thigh is measured at 10 cm above the patella.
• Per Table 37, the calf is measured at the “maximal circumference on 
the normal side” and “compared with the circumference at the SAME 
level on the affected side.”

• Document the location that the maximum circumference of 
the calf is obtained.

Muscle Atrophy

Presenter Notes
Presentation Notes
[Please document this distance to evaluate consistency.]



Muscle Weakness

Section 3.2d: Manual muscle testing - Table 39
• “Findings varying by more than one grade between observers, 

or such findings made by the same observer on separate 
occasions are not valid.” (Page 76)

• “Patients whose performance is inhibited by pain or fear of pain 
are not good candidates for using MMT.” (Page 76)

• AND....
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Range of Motion

Section 3.2e: Range of motion – Tables 40 to 45

Page 14 documents
• "Evaluating the range of motion of an extremity or the spine is a 

valid method of estimating an impairment. To some extent, 
however, the ROM is subject to the patient’s control".

• The results of such evaluations should be consistent and 
concordant with the presence or absence of pathologic signs and 
other evidence.”
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• Section 3.2e: Range of Motion

• This is supported by evidence elsewhere in the Guides.
• "Active range of motion is determined with the patient's 

full effort and cooperation." (Chapter 3, page 14)
• "Comparing the patient's active range of motion with the 

passive range of motion provides useful information." 
(Chapter 3, page 14)

• Don’t take the measurements obtained during your 
exam at face value.

Range of Motion

12
8

Presenter Notes
Presentation Notes
REMEMBER VALIDITY AND SPECIFICITY



12
9

• Section 3.2e: Range of motion – Tables 40 to 45
• The ROM findings must make sense based on the injury.
• Variability of ROM on any given day would be expected, BUT be 

suspicious of:
• Wide swings of ROM
• Evidence of mismatch of ROM with functional activities observed in the 

exam room or documented in the records
• Passive motion far greater than active motion without an associated 

nerve injury

Range of Motion

Presenter Notes
Presentation Notes
Explain what the last statement means, IF necessary.
As per slide 27.      What this means is..."Do these measurements make sense with the injury pattern, other evidence in the records and other evidence in your forensic exam?"
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Range of Motion
Appeals Panel Decision 132734, filed 01/09/14
• Section 3.2e does not require that a certifying doctor must only 

use the most severe impairment for range of motion within the 
same table. (Tables 40 through 43)

• There is no provision in the Act or Rules that
adopts the AMA Guides Casebook to determine the existence and 
degree of an employee’s impairment.

• “There is no specific provision in the AMA Guides in the lower 
extremity section that restricts ROM deficits in multiple directions…”

Presenter Notes
Presentation Notes
APD 132734  It is the doctor’s discretion to use more than one range of motion in a joint, or to use the most severe.
 
Document what you did and why!      Also summarized on the next slide...
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Range of Motion

• The use of one or more ROM within a joint is within the 
discretion of the certifying doctor, per APD 132734

• The impairment rating should be clinically appropriate (Pages 
8,14 and 77)

• SHOW YOUR WORK!
• Describe how you calculated the IR and why you chose the method 

you used

Remember to combine impairments - including within 
the same joint, per APD 211091-s, filed 9/10/21

Presenter Notes
Presentation Notes
WRITE these APDs down and CITE when relevant in your report.
APD 132734  
It is the doctor’s discretion to use more than one range of motion in a joint, or to use the most severe.  
Document what you did and why!
APD 211091-s 
AMA Guides on page 3/75 states that for impairments of the same lower extremity part, or different parts, the
whole person impairments should be combined.  This decision addresses that combining impairments in the 
lower extremity includes impairments within a joint.  
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Measuring ROM - Correct & Alternate Methods
Range of Motion

The AMA Guides:
• Figures 52 and 53 on page 90
• Figures 54, 55, 56 on page 91
• Figures 58 on page 92

These will be presented in hands on format in the afternoon skills 
workshop



ANKYLOSIS

Section 3.2f: Ankylosis – Tables 40 to 45
• This is NOT a common form of impairment
• However, it is important to know how to calculate.
• The hip and knee have the opportunity for joint replacement, so 

ankylosis will most often be at the ankle.
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Presenter Notes
Presentation Notes
WHOMEVER IS PRESENTING THIS – DO NOT SPEND ANY SIGNIFICANT TIME ON THIS SECTION
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• Section 3.2f: Ankylosis – Tables 40 to 45
• Each joint has a baseline position of optimum ankylosis. This is the base 

impairment value
• Deviations from the optimum are assigned additional impairment from Table 

46 to 59
• For the ankle:

• The first plane of motion with deviation from optimum is ADDED to the 
base value

• Any additional deviation in a second plane of motion is COMBINED
• See example on page 81 of the 4th Edition AMA Guides

Ankylosis

Presenter Notes
Presentation Notes
APD 211071-s says to combine ROM within a joint.  However, ANKYLOSIS IS DIFFERENT as it is a complete loss of ROM.
Best Practice is to follow the instructions in ankylosis tables to ADD impairment for deviation from optimum positions, then then combine the 2nd deviation to follow example for the ankle. 
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• Section 3.2f: Ankylosis – Tables 40 to 45

• Follow instructions on relevant Tables for the hip and knee.
• The text on page 80 for the knee states," Impairments beyond 
those of the neutral position are ADDED according to tables 51 
through 54".

• No examples to follow for the hip or knee.
• EXPLAIN WHAT YOU DID, citing relevant material from the 
Guides.

Ankylosis

Presenter Notes
Presentation Notes
APD 211071-s says to combine ROM within a joint.  However, ANKYLOSIS IS DIFFERENT as it is a complete loss of ROM.
Best Practice is to follow the instructions in ankylosis tables  and text.
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• Section 3.2f: Ankylosis – Base for:
• Hip = 20% WPI

• [25 – 40 degrees of flexion + neutral EX/IR/ER/ADD/ABD]
• Knee = 27% WPI

• [10 – 15 degrees of flexion with good alignment]
• Ankle = 4% WPI

• [Neutral without FLEX / EXT / VARUS / VALGUS]
• Foot = 4 % WPI (Hindfoot, Midfoot, Forefoot)

• [Subtalar neutral is 0 degrees without VARUS / VALGUS]

Ankylosis
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• Section 3.2f: Ankylosis – Tables 40 to 45
• Follow instructions at the bottom of the relevant Tables for the hip and 

knee.

• The Tables 46 to 50 for the hip and Tables 51 – 54 for the knee have 
footnotes that state "The appropriate ankylosis impairment is ADDED to 
the impairment percent for the ankylosis in the neutral position from the 
text".

• The text on page 79 for the hip states, "impairment estimates for extension, 
abduction and adduction are COMBINED".

Ankylosis

Presenter Notes
Presentation Notes
APD 211071-s says to combine ROM within a joint.  However, ANKYLOSIS IS DIFFERENT as it is a complete loss of ROM.
Best Practice is to follow the instructions in ankylosis tables  and text.




ARTHRITIS

Section 3.2g: Arthritis – Table 62
• Per the Guides,“ ROM techniques are of limited value 

for estimating impairment due to arthritis.”
• “For most patients, X-ray grading is a more objective and 

valid method for assigning impairment estimates than 
physical findings, such as the ROM or joint crepitation.” (Page 82)

• Table 62 is based on residual radiographic cartilage interval
• Text on page 82 describes radiographic techniques for the joints 

being rated
138

Presenter Notes
Presentation Notes
Be aware of technique so that you can inform the radiology tech and radiologist as to what you need.
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Arthritis, 
page 83

Lower Extremity Tables
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• Section 3.2g: Arthritis – Table 62
• Don’t forget the footnote of Table 62
• “In a patient with a history of direct trauma, a complaint of patellofemoral 

pain, and crepitation on physical examination, but without joint space 
narrowing on roentgenograms, a 2% whole person or 5% lower extremity 
impairment is given.”

• This impairment could be applicable for injuries such as falls onto the knee, 
dashboard impact injuries, or blunt force trauma (hit in the knee with a 
sledgehammer)

If clinically appropriate can be combined with DBE (ligamentous laxity, 
meniscus, fracture, etc.) with appropriate explanation that these are all 
STRUCTURAL injuries.

Arthritis

Presenter Notes
Presentation Notes
If you combine with OTHER structural injuries of the knee, describe and defend.



Amputation

Section 3.2h: Amputation: Table 63

• Table 63 is straightforward – rate the level of the 
amputation.

PEARL: This table can be referenced to give an idea of 
what a maximum impairment should be for injuries at 
different levels of the leg.
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Diagnosis-Based Estimates (DBE)

Section 3.2i: Diagnosis-Based Estimates - Table 64

• Diagnosis-based estimates are "stand alone" impairments *

• Diagnosis-based estimates are utilized for STRUCTURAL INJURIES; 
specific types of fractures, ligamentous injuries, joint 
replacements, deformities, and meniscus procedures

• *BE AWARE of EXCEPTIONS
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Presenter Notes
Presentation Notes
There are many forms in this TABLE that are too extensive to cover.  
SINCE this is a COMMON method of assigning impairment – be familiar with the structural injuries for the HIP / FEMUR / KNEE / TIBIA / ANKLE / HINDFOOT / MIDFOOT and MATATARSALS



DBE -
JOINT 
REPLACEMENTS

• TOTAL HIP AND TOTAL KNEE 
REPLACEMENTS

are an ADVANCED CONCEPT

• PLEASE refer to the 
DD CERTIFICATION COURSE 

for the methodology of assigning
impairment for these

Lower Extremity IR issues
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Skin Loss

Section 3.2j: Skin Loss: Table 67

• Full-thickness skin loss about certain areas in the lower extremity
results in significant impairment even when the areas 
are successfully covered with skin graft

• Note that these are VERY specific to situations such as 
decubitus ulcers and osteomyelitis.

• Seems obvious, but don't use for burns! Burns of the 
lower extremity (or any area) should be rated as per Chapter 13
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Skin Loss – Table 
67 on page 88
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Peripheral Nerve Injuries

Chapter 3 Method – Section 3.2k. pages 88 and 89 and 
Table 68.
• Three categories of nerve impairment in the LE

Motor deficits. Sensory deficits Dysesthesia
• These should be combined (text page 88)
• All values listed in Table 68 are for COMPLETE motor or sensory 

loss for named peripheral nerves
• Also, see APD 101481

146
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Peripheral Nerve Injuries (PNI)
THERE ARE SIGNIFICANT ISSUES with addressing LOWER 
EXTREMITY PNIs in the AMA Guides 4th Edition.
• Not all nerve lesions are COMPLETE as per the text on page 88

o Not much Guidance as how to approach the incomplete lesions 
or lesions that have incompletely resolved

• Table 68 has significant problems:
o Errors of Omission
o Errors of Anatomy

Presenter Notes
Presentation Notes
PLEASE REFER TO TABLE 68.  Several ERRORS or DEFICIENCIES.
SEE NEXT SLIDE…
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Peripheral 
Nerve 

Injuries

Presenter Notes
Presentation Notes
MISSING SEVERAL NERVES  ….
WHAT DO YOU SEE AS MISSING?  
 THIS IS DISCUSSED ON THE NEXT SEVERAL SLIDES
DEEP PERONEAL (sensory AND motor).  TIBIAL AFTER SPLITS FROM SCIATIC NERVE at POPLITEAL (sensory AND motor).  SAPHENOUS sensory.
ERRORS   OMITS MOTOR PORTION OF SUPERFICIAL PERONEAL (Peroneal muscles)   OMITS MOTOR PORTION OF OBTURATOR (Adductors).



Peripheral 
Nerve 
Injuries

• PERIPHERAL NERVE INJURIES ARE 
AN ADVANCED CONCEPT.

• THIS WILL BE PRESENTED IN DEPTH 
IN THE DD CERTIFICATION COURSE
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Presenter Notes
Presentation Notes
PLEASE REFER TO TABLE 68.  Several ERRORS or DEFICIENCIES.
SEE NEXT SLIDE…



Causalgia / RSD

Section 3.2 l – Text on page 89 (also see page 56 for the UE)
• This is an uncommon diagnosis that you evaluate
• Not in Qualification Table for DCs
• Appropriate Diagnosis is detailed in the ODG.

• Ensure you follow this diagnostic criteria
• Alternate diagnoses /conditions are more likely and will obviate 

the diagnosis of CRPS
Also an advanced concept

150

Presenter Notes
Presentation Notes
Also an advanced concept – REVIEW the example in the GUIDES for the upper extremity,
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Causalgia/RSD

Section 3.2L 
Causalgia / RSD -

See page 56

CRPS Type I 
(sensory / distal)

Table 68 x Table 11

CRPS Type II 
(proximal / mixed 

sensory and motor)

Table 68 x table 11

Table 68 x table 12



Vascular
Disorders

• 3.2M Vascular Disorder – Table 69
• Not a common impairment in the lower 

extremity.
• More applicable to arterial disease than 

due to venous stasis, such as due to work 
related DVT.

• Since there is a range, explain why you 
picked the IR % you did based on clinical 
evidence in the records.

• As per other non-MSK, use the ADL Table 
on page 317 to establish the value
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Any Questions on 
Lower Extremity IR?
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SPINE 
IMPAIRMENT
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Musculoskeletal IR
Spine IR

• Review Spine Guides Section 3.3 and DD 101 “pearls”.

• Understand the structural inclusions and differentiators in 
applying the DRE (Diagnosis Related Estimates) model.
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Considerations to keep in mind
• Most Spine Impairments fall in DRE I – II, and some reach the 

threshold for III
• Be aware of structural inclusions and the functional criteria 

necessary to reach the threshold for the different criteria
• DRE IV-VIII are not common

• Make sure you know how to determine the IR for these 
categories

• Some differences in how this is done for the cervicothoracic 
/ thoracolumbar vs lumbosacral

• These will be covered more in depth in the Certification 
Course
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Impairment Rating
Spine DRE I - Complaints or Symptoms
• No significant clinical findings
• No muscle guarding or history of guarding
• No documented neurologic impairment
• No loss of structural integrity on F/E x-rays
• No indication of impairment related to injury or illness
• No structural inclusions
• 0% whole person impairment
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Impairment Rating
Spine DRE II: Minor Impairment

158

Structural Inclusions
• Compression fracture

< 25%
• Non-displaced posterior element 

fractures
• Transverse or spinous process 

fracture with displacement in L and 
C spine;  T spine is unclear

Clinical Findings/Differentiators
• Significant intermittent or continuous muscle 

guarding or spasm or nonuniform loss of range of 
motion, dysmetria,  is present or has been observed 
and documented by a physician

• Non-verifiable radicular complaints
• No objective signs of radiculopathy

• loss of relevant reflex(es)
• 2 cm or greater atrophy with circumferential 

measurements
of relevant extremity

• No loss of structural (motion segment) integrity 
lateral view flexion/extension x-rays5% whole person impairment

Presenter Notes
Presentation Notes
Non-uniform loss of motion is not specifically defined in the Guides. However, limited ROM in ALL planes is NOT = non-uniform.
NOTE - While 4th Edition states “history of “, Rule 130.1 states that you rate the condition at MMI.  
So, rating history of guarding / spasm would be like rating a “History of” misaligned fracture acutely that then healed in appropriate alignment after treatment.  
No definitive APD ruling on this, so you have  to determine and defend.  Best practice is to not use Spasm as a a differentiator – BIT either way...EXPLAIN YOUR DECISION.

What is DYSMETRIA?  WHAT IS NON-UNIFORM ROM LOSS?  Not defined in Guides.  
Flexion impaired but extension loss not as significant or is relieving of pain in a person with a disc pain generator.    
Is it when all ROMS are GUARDED and LIMITED?  NO!
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Arthritis, 
page 83

Lower Extremity Tables



Guarding differentiator, Table 71, page 109

• "Paravertebral muscle guarding or spasm or non-uniform 
loss of motion, dysmetria"

• These terms are not further defined in the Guides, 4th Ed.
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Presenter Notes
Presentation Notes
NOTE - While 4th Edition states “history of “, Rule 130.1 states that you rate the condition at MMI.  
So, rating history of spasm would be like rating a “History of” misaligned fracture acutely that then healed in appropriate alignment after treatment.  
No definitive APD ruling on this, so you have  to determine and defend.  Best practice is to not use Spasm as a differentiator.





Some thoughts on non-uniform loss of ROM, 
dysmetria
• Non-uniform loss of ROM

• Does this mean asymmetry?
• One plane of motion? More than one plane?

• Dysmetria
• Lack of coordinated movement
• How does this apply to spine?
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Presenter Notes
Presentation Notes
WHAT IS NON-UNIFORM ROM LOSS? Non-uniform loss of motion is not specifically defined in the Guides. However, limited ROM in ALL planes is likely NOT = non-uniform.  More likely pain inhibition, slef-limitation or learned behavior
What is DYSMETRIA?   Not defined in Guides.  

Flexion impaired but extension loss not as significant or is relieving of pain in a person with a disc pain generator.    
Are these conditions when all ROMS are GUARDED and LIMITED?  Likely NOT.  

No definitive APD ruling on this, so you have  to determine what it means, describe and defend.  





Some thoughts on muscle guarding and spasm

• Muscle Guarding is a voluntary contraction of a muscle to 
minimize motion or agitation of the injured or diseased tissue. 
• It is not true muscle spasm because the contraction can be relaxed. 
• In the spine, it may be associated with reproducible loss of motion, 

which may be non-uniform loss.
• Muscle Spasm is a sudden involuntary contraction of a 

muscle or a group of muscles, usually associated with recent 
injury. 
• To differentiate true muscle spasm from voluntary muscle contraction, 

the individual should not be able to relax the contractions. 
• The spasm should be present standing as well as in the supine 

position.
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Presenter Notes
Presentation Notes
Not legally authoritative – means this info is FYI, do not cite or use in your report

Some sources if needed
http://www.drmccarty.com/herniated-discs.html
https://drmartinschmaltz.com/killer-exercises-for-shoulder-and-neck-pain
https://www.rickmanchiropractic.com/conditions-treated/muscular-tightness-strain/




Some thoughts on muscle guarding and spasm

• “SPASM" can be over-utilized and misused, especially 
in electronic health records (EHRs)

• Spasm is not typically seen at MMI

• Has low inter-rater reliability, sensitivity, specificity 
and poor validity
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Presenter Notes
Presentation Notes
CLINICAL FINDINGS - SPASM is mentioned in Table 71 but not in text for DRE II (muscle guarding only).  
SPASM is an overused term in EHRs and in many DD reports.  Often carried over in templated exams
SPASM = uncontrollable contraction of muscle. Related to MMI, the DD is  directed to rate the condition at MMI per 130.1 (c) (3).  EXPLAIN YOUR DECISION




DRE I: Complaints or Symptoms 
vs. 
DRE II: Minor Impairment

There are the DRE differentiators to consider,
and
Rule 130.1(c)(3) “Assignment of an impairment 
rating for the current compensable injury shall be 
based on the injured employee’s condition on the 
MMI date....”
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Presenter Notes
Presentation Notes
Are there DRE differentiators present at MMI?
Are there DRE differentiators that were documented in the IE’s history, but not present at MMI?



DRE I vs. DRE II 
What if there is a documented history of differentiators 
that are not present at MMI?

DRE I
Criteria requires “...no muscle 
guarding or history of guarding...”

• DRE I for the IE’s lack of muscle 
guarding or loss of range of motion 
at the time of MMI would comply 
with Rule 130.1(c)(3)

• But the IE’s history of muscle spasms 
and loss of ROM documented in the 
records as having occurred prior to 
MMI would potentially not meet DRE 
I criteria
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Presenter Notes
Presentation Notes
Criteria for DRE I: No significant clinical findings, no muscle guarding or history of guarding, no documentable neurologic impairment, no significant loss of structural integrity on lateral flexion and extension x-rays and no indication of impairment related to injury or illness. Structural Inclusions: NONE.  0% WPI

If there is a documented history of differentiators, but they are not present at MMI YOU MUST EXPLAIN YOUR POSITION



DRE I vs. DRE II
What if there is a documented 
history of differentiators that are 
not present at MMI?
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DRE II
Criteria states, “...may include significant 
intermittent or continuous muscle guarding 
that has been observed and documented by a 
physician, nonuniform loss of range of motion...
• The IE’s documented history of muscle spasm 

and loss of range of motion prior to MMI 
would potentially meet DRE II criteria

• The IE’s lack of muscle spasm and loss of range 
of motion at the time of MMI, would 
potentially  not comply with Rule 130.1(c)(3)

Presenter Notes
Presentation Notes

If there is a documented history of differentiators such as intermittent or continuous muscle guarding , but they are not present at MMI, YOU MUST EXPLAIN YOUR POSITION as to why  IN YOUR OPINION, the claimant DID or DID not meet threshold criteria for DRE II.



DRE I vs. DRE II
What if there is a documented history of differentiators 
that are not present at MMI?

Also consider, the Guides Differentiators in    
Table 71, page 109 include:
1. Guarding = “Paravertebral muscle guarding or 
spasm or nonuniform loss of range of motion, 
dysmetria, is present or has been documented by 
a physician” per Table 71, p. 109

167



DRE I vs. DRE II

Table 71, 1. Guarding - APD 080966-s

..”by placing the word "or" between guarding, spasm and nonuniform 
loss of ROM we read those terms in the disjunctive. We read the 
Guarding portion of Table 71 to say guarding can be used as a 
differentiator if guarding or spasm or nonuniform loss of ROM is 
present or has been documented by a physician, not that all three 
items of guarding, spasm and nonuniform loss of ROM must be present 
or documented by a physician before it can be used as a differentiator.”
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Presenter Notes
Presentation Notes
THIS MEANS THAT ANY ONE of the DRE Differentiator is all that is necessary
Other APDs: 120897 and 041462



DRE 1 vs. DRE II

Considering rule 130.1(c)(3); DRE I, DRE II; and APD 080933-s

• This is an area where there is variability in interpretation
• There may be a difference of medical opinion
• You must determine the appropriate DRE category and 

sufficiently explain this in your report, based on the 
compensable injury and case specific facts
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Presenter Notes
Presentation Notes
See next slide for “what to do..”



DRE I vs. DRE II

Simply listing the differentiators from the Guides is insufficient

• Document which specific DRE differentiator(s) are present 
at MMI
and / or

• Describe where the differentiator(s) are found:
• in the records
• on your exam
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DRE I vs. DRE II

CONCLUSION:

• The key is to sufficiently explain your rationale for 
your choice of DRE I or DRE II so that others reading 
your report, including an administrative law judge, clearly 
understand your IR and rationale.

• Failure to sufficiently explain your rationale can lead to 
receipt of an LOC, or your report being overturned.
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DRE II

DON'T FORGET THE OTHER STRUCTURAL DRE II DIFFERENTIATORS

Structural Inclusions:
• Compression fracture < 25%
• Non-displaced posterior element fractures
• Transverse or spinous process fracture with displacement in L and 

C spine; T spine is unclear
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DRE II

DON'T FORGET THE OTHER CLINICAL DRE II DIFFERENTIATOR

Clinical Differentiator:
• Non-verifiable radicular complaints
• No objective signs of radiculopathy
There may be a clinical radiculopathy, HOWEVER, it does not meet DRE III 

thresholds.
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Presenter Notes
Presentation Notes
A person may be a DRE II, WHEN they have a clinical radocualopthy, with corresponding imaging and clinical finding, BUT they do not meet the thresholds for the next higher category, the DRE III



Impairment Rating
Spine DRE III: "Radiculopathy"

Radiculopathy is a "title" for the DRE III category

• Like the DRE II Category, there are DRE III structural and 
clinical differentiators.

• Structural inclusions:
1. 25% to 50% compression of one vertebral body;
2. Posterior element fracture, but not fracture of transverse or 

spinous process, with displacement disrupting the spinal canal, 
healed without loss of structural integrity.
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Impairment Rating
Spine DRE III: Radiculopathy

• Radiculopathy may be accepted or a compensable 
condition, with corresponding clinical findings, BUT 
must reach threshold of “significant signs” to be 
ratable as DRE III

• “Significant signs” of radiculopathy
• Loss of relevant reflex(es)

• includes decreased and absent relevant reflex(es)
• 2 cm or greater atrophy (at same location)with 

circumferential measurements of relevant extremity
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Presenter Notes
Presentation Notes
Clinical vs Ratable Radiculopathy
REINFORCE: REGARDLESS OF  records stating radiculopathy as a diagnosis
or if YOUR CLINICAL EXAM is consistent with radiculopathy….
 IF  they do not meet DRE III differentiators, 
they DO NOT accrue an IR under DRE III
Clinical vs Ratable Radiculopathy
TX DWC Ratable Radiculopathy loss of relevant reflex and/or =/> 2cm atrophy
Clinical RADICULOPATHY may not equate to DRE III, but may impact decision on MMI status





Impairment Rating
Spine DRE III: Radiculopathy

• APDs 040924, 091039, 111710 - Loss of relevant 
reflex(es) includes decreased and absent
reflexes. 

• APD 030091-s  Radiculopathy requires > 2 cm
of atrophy and/or loss of relevant reflex(es).

• APD 072220-s clarified that DRE III radiculopathy 
was for  atrophy of 2 cm or more.
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Presenter Notes
Presentation Notes





Impairment Rating
Spine DRE III: Radiculopathy

Table 71 (Chapter 3, page 109) lists other differentiators.
4. * Electrodiagnostic evidence

Unequivocal electrodiagnostic evidence exists of acute nerve root 
compromise, such as multiple positive sharp waves or fibrillation 
potentials; or H-wave absence or delay greater than 3 mm/sec; or 
chronic changes such as polyphasic waves in peripheral muscles.

• HOWEVER, APDs 051456 and 980375 state that electrodiagnostic 
testing is insufficient by itself to assign impairment for radiculopathy 
in the absence of significant signs of radiculopathy (loss of relevant 
reflexes or unilateral atrophy).
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Presenter Notes
Presentation Notes

A past POSITIVE EMG / NCS for radiculopathy tells you there was an insult that resulted on axonal injury.  While this can assist in confirming a CLINICAL radiculopathy, the testing does not necessarily reflect the condition at MMI.  
Therefore, pencil through this differentiator in your AMA guides and pencil IN the APD – so that you can explain in your reports 



Impairment Rating
Radiculopathy
• A CLINICAL RADICULOPATHY may be evident in the clinical 

history, BUT at the point of MMI, the injured employee's 
condition may be a:

DRE III
DRE II
DRE I

Dependent on the severity of the RADICULOPATHY, individuals 
may not recover, recover incompletely or recover completely –
hence the variability of the DRE category.
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Presenter Notes
Presentation Notes
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Impairment Rating
Spine DRE Categories IV - VIII
SUMMARY
• Rare circumstances
• Covered more thoroughly in the Certification Course

• Refer to AMA Guides, pages 102-111

• Generally, will require HIGH ENERGY trauma mechanism; 
resulting in enough damage to the supporting structure of the 
spine and compromises the spinal canal to produce higher 
levels of neurologic compromise

Presenter Notes
Presentation Notes
Higher levels involve bowel and bladder changes.  IF these are present, would not fall in the QUAL TABLE for DC.  So be AWARE.
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Spine DRE Categories IV – VIII
Schematic Spinal Anatomy

3 Column Theory (Denis)

(ALL: Anterior longitudinal ligament, AAF: Anterior annulus fibrosus, PLL: Posterior longitudinal ligament, PAF: 
Posterior annulus fibrosus, SSL: Supraspinous ligament, ISL: Interspinous ligament, LF: Ligamentum flavum, FC: 
Facet capsule)

Presenter Notes
Presentation Notes
This is somewhat dated, but a good schematic of the spine.  This helps demonstrated that there must be significant disruption of multiple spinal stabilizing structures  to cause disruption or intrusion into the spinal canal to produce the neurologic injury patterns of MULTIPLE NERVE ROOTS, THE CAUSDA EQUINA or the SPINAL CORD .

IN GENERAL – TO ACHEIVE A GRADE IV to VIII, there should have been a significant structural injury to the spine
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Spine DRE IV
Loss of Motion Segment Integrity - FIGURE 63

Spine Loss of Motion Segment Integrity

Figure 62
Loss of Motion Segment Integrity: Translation ANGULAR MOTIONTRANSLATION

Presenter Notes
Presentation Notes
PLEASE REFER to the CERTIFICATION COURSE FOR MORE INFORMATION RELATED TO DRE IV and THE HIGHER CATEGORIES



Impairment Ratings
Cervicothoracic = 25%
Thoracolumbar = 20%
Lumbosacral = 20%

Spine DRE IV
Loss of Motion Segment Integrity or 
Multilevel Neurologic Compromise

Lumbar and Cervical
Structural inclusions

• Compression Fracture >50%
• Multilevel spine segment structural 

compromise  (fractures and 
dislocations)

Lumbar 
> 5mm translation of one vertebra on another 
(Guides state both > 5mm and > 5mm)
> 15º more angular motion at L5-S1 than L4-L5
>11º  more angular motion than adjacent 
levels

Cervical
> 3.5 mm translation of one vertebra on 
another
> 11º more angular motion than adjacent 
levels

Presenter Notes
Presentation Notes
This category would take a SIGNIFICANT FORCE or mechanism of injury.
High Speed MVA, or falls from significant height.  
Be aware that TRANSLATION and ANGULAR MOTION are COMPARATIVE to ADJACENT levels.
Thoracolumbar: > 5mm or angular motion at one motion segment that is 11º more than the angular motion at an adjacent motion segment, Same structural inclusions, IR = 20%.
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Spine DRE Categories IV – VIII

SPINAL CORD / CAUDA EQUINA / 
NERVE ROOT SCHEMATIC

and 
Nerves

Be aware of the spinal segmental 
levels where the different nerve 
roots emerge from the cord

• C8 between C7 and T1
• T12 above the conus medullaris 

(CM) starts to emerge at ~ T9
• L5 root start to emerge from the 

lumbosacral enlargement of the CM at 
~ T11 and exits the spine between L5 
and S1

• Sacral roots start to emerge from the 
lumbosacral enlargement of the CM at 
~ T12 and L1

Presenter Notes
Presentation Notes
Show position of spinal cord, conus and cauda equina.  
Need to be aware of the unique anatomy and the near vertical lumbar roots that emerge as high as ~ T10.

This will influence which roots (lumbar or sacral) or pathways of the cord (cervical or thoracic) 
would be expected to be damaged, dependent on the location of  boney spinal column damage.
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SUMMARY: Spine DRE Categories IV – VIII
Cervicothoracic / Thoracolumbar / Lumbosacral

• Refer to summary Tables:
• 73 – page 110 Cervicothoracic
• 74 – page 111 Thoracolumbar

• These show how the DRE VI to VIII Combine with the DRE II to V
• 43 % to 84 % for Cervicothoracic
• 38 % to 76 % Thoracolumbar

• LS spine DRE  II – VIII are stand alone IR.  DO NOT COMBINE WITH 
OTHER DRE.

Presenter Notes
Presentation Notes
YOU CAN USE TABLES 72 / 73 / 74 as a Cross reference.     

LS spine DRE  II – VIII are stand alone IR.  DO NOT COMBINE WITH OTHER DRE.  

Table 73 (TL) and Table 74 (CT) you will use the COMBINED VALUES for the structural lesion that led to the neuro injury  (II – V) 
AND 
the UPPER LEVEL NEURO INSULT  (VI   VII   VIII). 




COMMON
SPINE
IMPAIRMENT
ERRORS
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Not understanding
• Basic science, anatomy and 

especially neuroanatomy
• Injury mechanisms

Not understanding
• Not all SPINE complaints / clinical findings / 

imaging findings are due to a specific injury 
event [Learn the literature!]

• Findings on imaging are cumulative over a 
lifetime even in asymptomatic populations
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Nerve Injury,
potentially associated with Spine Injury

• Chapter 4 (pages 150-152) address some areas of 
nerve injury potentially associated with Spine

•  Intercostal – Sensory or motor Max 2 % per nerve
• Table 23 – “Spinal Nerves in the Head and Neck 

Region”
• Table 24 – “Inguinal and Perineal”
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Nerve Injury,
potentially associated with Spine Injury

• Associated nerve Injury
• Intercostal / Table 23 / Table 24
• Take the MAX value and multiply by 

Tables in Chapter 4 on page 151 to 
obtain the final IR:
• Table 20 – Sensory
• Table 21 - Motor



Pelvis

Section 3.4 – page 131

• Table is based on healed fractures.
• IR accrues only with displacement of the healed fracture and 

with or without residuals, dependent on the location.
• Some pelvic fractures are also addressed in lower extremity 

DREs (Table 64)
• SI joint issues?
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Presenter Notes
Presentation Notes
Be familiar with this Table.
Can discuss this as presenter sees fit.  
What about Sacroiliac Injuries WITHOUT SI JOINT FRACTURE?  
Would they be considered as DRE categories?
POTENTIALLY.  “Sprain” of the SI joint could be considered part of the Lumbosacral Spine.  
Do they meet differentiators?  (Non-uniform ROM?)
Be careful to not create a dispute and EXPLAIN  your answer




Spinal Cord Injury
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Can occur without injury to the structure of the boney spinal 
column. In this case, – Use Chapter 4 (4.3) – pages 147-149.
• Examples: Epidural Hematoma, Transverse Myelitis, Infections
• Six areas of function (7 tables)
• If multiple areas are involved, COMBINE the values.

Section 4.3

Presenter Notes
Presentation Notes
Section 4.3 is for the Spinal cord.  There may be occasions where there is NO injury to the vertebral column,
But there is evidence of spinal cord injury.
SPINAL CORD INJRY in these situations can consider ANY of the systems involved.  All are COMBINED (as per page 147).  

WHAT IF there was a BURST FRACTURE with retropulsed fragments
With Bowel and bladder changes
No lower extremity weakness?   Thois WOULD NOT meet 
Pick the highest structural DRE category, and then rate the bowel / bladder / erectile function as per Spinal Cord in section 4.3
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Check out the article, 
“Nomenclature and Classification of Lumbar 
Disc Pathology” at:

http://hbtinstitute.com/files/SPINE2001_Disk_Nomenclature.pdf  

http://hbtinstitute.com/files/SPINE2001_Disk_Nomenclature.pdf


Any Questions on 
Spine IR?
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DD Roles & Responsibilities?

Maximal Medical 
Improvement?

Impairment Rating?
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