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EXECUTIVE SUMMARY

Impairment ratings are often required of
physicians by employers, patients,
governmental agencies, and insurance
companies. These ratings carry significant
social, legal, and financial ramifications.
Physicians providing impairment ratings
are required to carefully justify their
impairment calculations. However, the
methodology and criteria that physicians are
mandated to use are often confusing and
arbitrary, leading to a high degree of
outcome variability, unnecessary
administrative and patient frustration,
increased litigation and higher costs. This
article will review current impairment
methodologies and describe the state of
Utah’s impairment rating system and how
it has significantly reduced impairment
rating variability and litigation within the
workers’” compensation system. This has
contributed to Utah now being the least

costly state for an employer to obtain

workers’ compensation coverage, while
maintaining its medical fee schedule and
wage replacement at approximately the
national average. As other states review
their impairment and disability programs,
the Utah Labor Commission’s impairment
methodology provides an improved model

for serious consideration.

INTRODUCTION

The concept of compensating people for
injuries received “on the job” has been
around for a long time. Even pirates
who roamed and plundered in the
Seventh Century had their own
elaborate code of ”“compensation.”? It
wasn't until the early Twentieth Century
that “workers’ compensation” became a
legislated right in the United States.
Each system has been designed to
ensure the worker prompt, but limited
benefits, and to assign to the employer
sure and predictable compulsory
liability insurance with established
parameters. The principal components
that have received legislative expression
in all systems include: (1) A statutorily
program. (2) Expeditious resolution of
disputed issues. (3) Limited liability
without fault: Because workers’
compensation is a no-fault insurance
program, determining negligence or
blame is often irrelevant. (4) Automatic

benefits which include: (a) Medical
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treatment coverage, including: the
medical care, services, and supplies as
necessary to cure or relieve the effects of
an on-the-job injury. This means that the
employee does not incur any deductible
or out-of-pocket expense for the medical
treatment of a work-related injury or
illness. (b) Indemnity payments
replacing wages while the injured
employee recovers from an industrial
injury and or reaches medical stability.
All states have varying formulas for the
calculation of these indemnity
payments, which are often tax-free.

(c) Death benefits, providing weekly
payments to the surviving spouse and
dependent children of a worker whose
work-related injury results in death.
Burial and funeral expenses are also
paid. (d) An impairment settlement
giving compensation to an injured
worker for permanent physical loss from
a work-related injury (i.e., scars,
disfigurement, amputation, etc.),
according to a defined compensation
schedule. As with the other benefits,
there are significant differences between
the states on the value of settlement
amounts and the methodology utilized to
calculate permanent partial and

disability benefits.34>

By 1949, all 50 states had adopted some
form of workers’ compensation

legislation®. The scope and amount of



payments for these agreed upon
services are determined by the
individual state, and in some cases by
federal law. It is to be noted that these
systems that are put in place to assist
injured workers have become a
significant cost for doing business and
paradoxically and have been shown to
adversely affect recovery,”#10 actually
-increase disability,>131* and decrease
'the potential to return to work.!51617
1960 to $171 billion dollars in 1997.18
In some states, the cost of an average
workers’ compensation claim can be
$13,182, with lost-time claims costing
$20,000. Prevention of litigation along
with safety programs is now essential
for employers. A small company with
20 workers may pay an extra $60,000 or
more in annual premiums if it doesn’t
prevent accidents and avoid litigation.'
Of particular concern are common
musculoskeletal injuries. Of all work-
related injuries, 28 percent are for
soft-tissue musculoskeletal strains, which
account for approximately 40 percent of
all lost-time injuries.? Models have now
been developed to prevent costly,
system-induced disability.! The most
severely injured workers are those who
are left with some permanent loss,
qualifying for an impairment rating.
This loss has been shown to
significantly impact future wage
income. Texas reports that 83 percent of
injured workers receiving impairment
ratings in the range of 1 to 14 percent

reported experiencing personal

hardships.?? Of those workers receiving
an 8 percent rating, 11 percent never
returned to work, whereas 22 percent of
workers with a 14 percent rating did not
return to work.? Likewise a study of
California’s vast workers’ compensation
system found that workers who suffer
workplace injuries resulting in a
permanent disability experience large

and sustained wage losses.?*

The inconsistencies that can result from
calculating the entitled settlement for
an injured worker’s residual loss or
impairment can be frustrating for
patients, physicians, risk managers, state
administrators, and payers.?> One major
problem with impairment ratings, and
therefore a significant patient and
administrative burden, is the lack of
consistency.?6?” This phenomenon was
illustrated in California, where a single
hypothetical case was sent out to 65
independent medical examiners with
experience in rating under the California
system. After being supplied full
consultation reports on the specifics of
the case, physicians were asked to
estimate the level of disability. The
resulting degree of disability awarded
differed as much as 85 percentile
points.? Unfortunately, this variability
becomes a source of dispute, which is
both costly to the employer and stressful
to the employee. Currently California
employers and insurers are requesting a
more consistent and prédictable rating
system, arguing that the current system

increases litigation and costs.?
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To calculate impairment ratings, 40 state
workers’ compensation systems require
some utilization of the different editions
of the AMA Guides.3*3! Originally
published as a series of articles in
JAMA, the Guides have been revised
periodically.323334%5 The AMA Guides
are a tool that can be used to convert
medical information about permanent
impairments into numerical values.
Each chapter focuses on a single organ
system and provides a description of
the diagnostic and evaluative methods
for assessing specified impairments.
Each impairment is assigned a rating,
expressed as a percentage of loss of
function for that system. Organ-based
ratings are then translated into

impairment ratings for the whole person.

Those states that utilize the Guides have
noted difficulty and confusion in coming
to a consistent rating between different
raters for the same condition.?® This lack
of consistency has provoked calls for
serious revisions of the Guides to
address this issue.?”8 In 1995, Texas
surveyed doctors as to their feelings
about the state’s required utilization of
the AMA Guides. Of those responding,
32 percent felt the Guides provided
accurate ratihgs with 30 percent
reporting that they did not and

32 percent indicated they felt the Guides
only provided an accurate impairment
rating some of the time.?® Some states
have disallowed parts of the 4th Edition
of the AMA Impairment Guides in that it

violated their state compensation



laws.40 A number of studies have
demonstrated poor reliability of the
American Medical Association Guides’
spinal range of motion model to
estimate impairment in chronic low-
back pain patients.#42434445 Further
studies have shown that spinal range
of motion is nonreliable and dependent
on the age and sex of the patient,47
osteoarthritis,*® the time of the day the
measurements were taken,* and have
no relationship on disability.>° Texas
reported significant variation using the
Guides for workers receiving more than
one rating of impairment for the same
condition, showing 25 percent of these
ratings could differ more than

10 percent,>! with 65 percent of those
who disputed their ratings, doing so on
the methodology of how the rating was
calculated.? Other studies have
demonstrated lack of relationship of an
impairment rating and true residual

physical function.>5

These state reported disparities
demonstrate a lack of consensus on the
criteria physician use, the objectivity of
the criteria, and the understanding of
how it is to be applied. They also
suggest that calculated ratings often
take into account factors other than just
clinical findings. These factors may
include the competency and experience
of the examiner, the patient’s

personality, and even financial motives.

Some states, such as Minnesota and

California, have adopted their own

methodology for calculating the
residual impairment or disability loss.
In recent years, California has
confirmed a steady inflation for the
average Disability Evaluation Unit
rating, even though there was not an
official change in rating guidelines.
From 1992 to 1996, there was an
overall 14 percent increase for the
impairment rating of backs, 16 percent
increase for upper-extremity ratings,
with about a 3 percent difference noted
in ratings for the same condition in
northern California compared to

southern California.5

Litigation and increased expense is the
natural consequence of poor reliability,
with its associated costs. California
found that 45 percent of all indemnity
cases go to litigation.% Currently,
California reports a lower-back claims
litigation rate of 98 percent, costing an

additional $5,292 per case.”’

In 1994, Utah noted that, with the
utilization of the Third Edition of the
AMA Impairment Guides, there was a
significant amount of variability in the
impairment ratings being reported for
what appeared to be the same physical
loss. As with other states, this
variability facilitated unnecessary
patient anger, suspicion, hostility,
litigation, and costs. This variability
was attributed to several non-medical
factors, such as the rating process, the
individual examining physicians and

examiner training, medical reports, and
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apportionment processes. It was
believed that improving the criteria
that physicians were required to utilize
could lessen variability for the
impairment ratings. It was also noted
that experience and a certain skill level
was necessary to accurately and
consistently calculate impairment

ratings.

For these reasons, the Utah Labor
Commission appointed a committee to
review the rating process for the most
common, costly, and litigated
impairments and to make
recommendations to reduce variability.
The committee understood that before
inconsistencies could be corrected, it
was necessary to standardize the rating
process, require uniform criteria for
all raters, and provide training for
physicians doing ratings of
impairment. After reviewing different
rating systems, utilizing examples and
different unique models, the committee
developed, and the state of Utah
adopted the American Medical
Association’s 4th Edition of the Guides
with a completely new Utah
impairment rating system to be used in
place of the AMA Guides for spinal
conditions, upper-extremity peripheral
neuropathies, tempromandibular joint
dysfunction, dental loss, and painful

upper extremity conditions.%®

The new rating system more objectively
describes the rating process, report

writing, and defines standard



methodology to be used in apportioning
impairments. To help facilitate report
writing and consistency, the Labor
Commission also published
standardized worksheets for the spinal
calculations and described 26 examples
of impairment ratings a physician
would most commonly encounter with
descriptions of how these new rating
guides were to be applied. Since
adopting these impairment guides,
it is estimated that litigation over
impairment ratings has reduced to less
than 1 percent.® This reduction of
litigation has assisted in making Utah
the least costly state in the nation for an
employer to obtain workers’
compensation insurance,’ while
maintaining the medical fee schedule
above the national average,® and a

weekly wage replacement at $529.00.

UTAH’S 1997
IMPAIRMENT GUIDES

The clarifying properties and
methodology that has been developed
and adopted by the Utah Labor
Commission’s impairment guidelines

are listed:

UTAH’S IMPAIRMENT RATING
OVERVIEW, CLARIFYING
COMPONENTS

The Utah Guides state that the examining
physician is responsible for the final
rating. Reasons for deviations should be
very unusual and supported by medical

determination based on reasonable

Chart 1: RECOVERY GRAPH, NO IMPAIRMENT

Injury No Residuals
e No Impairment
0% Imp
100% Imp
Time ——»

Chart 2: RECOVERY GRAPH, IMPAIRMENT

Injury

A
T Impairment
100%

Well Y

100% Imp

Time

_—

medical probability and supported by
objective considerations that either Utah’s
1997 Impairment Guides or the AMA
Impairment Guides 4th Edition, have failed
to properly consider. In report writing,
various assumptions are made, based on
reasonable medical probability, generally
considered as greater than 50 percent
chance, rather than opinions based on

surmise, speculation, or conjecture.

UTAH IMPAIRMENT REPORT
WRITING

The Utah impairment process

standardizes what should be discussed

in the medical report at stability. This is
a comprehensive report prepared after
the injured worker is medically stable,
or has reached maximum medical
improvement (MMI). As this is an
administrative document, the final report
of the reporting physician should include

the following information:

Diagnosis: The physician examiner
needs to clearly state the diagnosis as
substantiated from the medical record.
The examiner should also define, as
clearly as possible, the relationship of
the diagnosis to the industrial event. In

many cases, specific pathologic




Chart 3: RECOVERY GRAPH, APPORTIONING PRIOR RATABLE CONDITIONS

Injury

Prior Impairment

100%
Well

100% Imp

Time

_—

diagnoses are not clearly evident. The
examiner has the responsibility to
provide a diagnostic impression that is
as closely correlated to the clinical

findings as possible.

Stability: The physician must declare the
patient medically stable, defined as
having reached maximum medical
improvement (MMI), stating that it is
his/her medical opinion that the
condition is well stabilized and unlikely
to change substantially in the next year
with or without medical treatment.®3
It is important to note that “medical
stability” may not be used to terminate

physician care.

Calculation of Impairment: Using valid,
standardized-rating criteria, the
examiner should calculate the residual
impairment, based on clinical findings
established during the medical
examination, and information found in

the medical records (See Charts 1 and 2).

Apportionment: The examiner must
identify and list any factors—
occupational and non-occupational—

that caused or significantly contributed

to the injury or disease and existing

impairment® (See Chart 3).

Capabilities Assessment: Effective
accomplishment of returning impaired
individuals to work often requires the
combined efforts of the individual,
health-care provider, and the employer,
to carefully evaluate the patient’s ability
and then, if necessary, consider efforts to

provide reasonable accommodations.*54

Chart 4:

Determining who is at risk of future
injury can be problematic and especially
challenging if more that one system is
involved.’” Medical specialties differ in
their approach and assessment of
capability.® If requested, the physician
should make a statement as to the
current functional capacity of the patient.
Not only does this clearly establish
physical abilities, but also facilitates the
patient/employer relationship for return
to work. The Workplace Functional Ability
Medical Guidelines, published by the Utah
Medical Association® and reviewed in the
Journal of Occupational Medicine,0
provides an excellent, comprehensive
system where severity of diagnosis has
been standardized within each specialty
and appropriate weights applied. A more
comprehensive publication on

determining comprehensive capability

WHAT SCHEDULE TO USE WHEN APPORTIONING PRIOR RATABLE CONDITIONS




and risk statements has recently been

published.”

Future Medical Treatment: If requested,
the examiner should be specific in
identifying what medical treatment may
be required in the future as a direct

result of the industrial accident.

Utah Impairment Rating for Pre-existing
Conditions: The terminology "a prior
impairment” was adopted by Utah and
is to be used, replacing various other
descriptors, such as: pre-existing
conditions, pre-existing symptomatic
conditions, previously existing
conditions, and previously existing

symptomatic conditions.

When and How Impairment Benefits are
Apportioned: When a permanent
impairment results from the addition or
combination of a prior impairment with
the existing impairment from the
industrial accident, then thé permanent
impairment is apportioned (or
distributed) between the current injury
and the prior impairment condition(s).
Apportionment generally means that the
employer is not required to pay for that
portion of the total impairment that is

due to a prior impairment.

Within workers” compensation,
physicians must understand that,
generally, apportionment applies only
to permanent impairments. It does not
apply to medical care or to
compensation for lost time. Before
apportioning impairment ratings, the

physician should identify the prior

Chart 5:
SOFT TISSUE, DEVELOPMENTAL AND DEGENERATIVE SPINE CONDITIONS
' (WHOLE PERSON)
Schedule | should only be used if no surgery has been performed.
Schedule | requires a minimum of six months’ duration of symptoms from the time of
the injury to the impairment rating.
The rater is to use only one condition from 1A category through IE, one time.

" Pain Behaviors: 1. embellishment of medical history, 2. exaggerated pain drawings, 3. providing responses on the

physical examination inconsistent with known physiology. (>3,/5 Waddells) Simulation-Tenderness-Overreaction-Regional

vs. Dermatomal, Distraction

impairment that existed before the
industrial injury and clearly show how
the current permanent impairment is
greater because of the prior impairment.
This must be based on reasonable medical
probability (i.e., greater than 50 percent)

before it is subject to apportionment.
21

Apportionment of the final rating is
necessary if there is objective medical
documentation that a prior ratable
impairment existed before the industrial
event for the same anatomical area,
structure or condition, and the two

combines to a greater impairment than



Chart 6:
SCHEDULE Il. SURGICALLY TREATED SPINE CONDITIONS (WHOLE PERSON)
For conditions found in Schedules Il and Ill, no amount of time is required from the injury and
the calculation of an impairment.
Apportionment for conditions listed below is direct and Table \'s methodology does not apply.
(See Examples)

would be present from the industrial event
alone. (In other words, in order to
apportion any condition as a prior
impairment, the condition would need to
have been ratable by either the AMA Guides
or Utah's 1997 Impairment Guides before the
industrial event.) The total impairment is
calculated and then the prior impairment is
calculated and deducted. The remaining
amount would then be due to the

industrial accident.

Apportionment cannot be based solely on
the existence of a disease, abnormality, or
disorder. If a person has an occult disorder
(spondylolysis, spondylolisthesis, or
significant degenerative changes, etc.) that
would not have qualified for a rating
before an event, then the final rating is not

subject to apportionment. (Such a
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condition, while not clearly increasing the
incidence of injury, does increase the
morbidity, lessen the degree of recovery,
and increases the likelihood of
surgery.’27374757677 Those issues that
cannot be measured in any reasonable
way as to objectively qualify for an

apportionment.)

What Schedule to Use When
Apportioning Pre-existing Conditions:

If an individual has received a prior
rating from the 4th Edition of the AMA
Guides or Utah’s New 1997 Impairment
Guides, involving the same anatomical
area as the industrial accident, then this
prior rating would be subtracted from the
new rating. If the person has received a
prior rating for conditions from any other
schedule than those listed above, the
rater is to subtract the prior rating from
the new rating, up to the amount they
would have received for the same
condition under this schedule. If the
person has a preexisting condition that is
listed in these guidelines and has not
been rated for this problem, the raters
should use these guidelines to document,
as best they can, a rating for the
preexisting conditions, which is then

subtracted from the current rating.

If the person has preexisting conditions
that are not found in the Utah
guidelines and has not been rated for
these prior problems, the raters are to
use the Fourth Edition of the AMA

Guidelines to document, as best they can,



a rating for the preexisting conditions,
which is then subtracted from the
current rating. (See Chart 4-

Apportioning Prior Ratable Conditions.)

Listing Derivations of the Ratings and
Rounding Numbers: In addition to
obtaining the necessary skills and
experience, examiners must be
accountable for their rating decisions. If
ratings fall outside an acceptable range,
the examiner should be required to
credibly document the reason for the
variance. Physicians should express a
rating as a “whole” person impairment,
stating the specific derivations used in
calculating the rating, i.e., percent hand
to percent of upper extremity to
percent whole person. Physicians must
report the impairment to the nearest
whole number, rounding up or down,
i.e., 12.3 percent = 12 percent;

12.5 percent = 13 percent.

Who Is Qualified to Perform
Impairment Rating?

There is significant controversy as to who
is qualified to do impairment ratings.
Within the medical profession, physicians
of various specialties argue that their field
of medicine best qualifies them for the
rating process. Added to this are
impairment ratings given by alternative
health-care providers, including
chiropractors, physical therapists or
physician extenders. In the state of Utah,
only physicians are qualified to provide

impairment ratings.

Chart 7:
SCHEDULE V. SEVERITY INDEXING FOR APPORTIONMENT OF SCHEDULE |
(This applies only to the Impai t P )

1-2 pts.=no Apportionment

3pts.=10% may be apportioned off as prior ratable condition
4pts.=20% may be apportioned off as prior ratable condition
5pts.=30% may be apportioned off as prior ratable condition
Bpts.=40% may be apportioned off as prior ratable condition

SOFT TISSUE SPINE AND
PELVIS CONDITIONS

The Utah guidelines divide spine and
pelvis conditions into three categories:

1) Soft Tissue, Developmental, and
Degenerative Spine Conditions;

2) Surgically Treated Spine Conditions;
and 3) Vertebral Fractures. Physicians are
to use these charts to rate patients with
residual spinal problems from an

industrial accident.

Regardless of the cause of back pain,
approximately 70 percent of affected
people recover in 2 to 3 weeks and

90 percent in 6 weeks.”878081 Therefore,
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7pts.=50% may be apportioned off as prior ratable condition
8pts.=70% may be apportioned off as prior ratable condition
9pts.=80% may be apportioned off as prior ratable condition
>10 pts.=100% may be apportioned off as a prior ratable
condition

before considering any patient with
residual soft tissue, developmental and
degenerative spine complaints for a rating
of impairment, their symptoms must have
been present for a minimum of six
months. (See Chart 5-"Soft Tissue,
Developmental and Degenerative Spine
Conditions,” Schedule One.) (See Chart 6—
Surgically Treated Spine Conditions,
Schedule 2.) (See Chart 7- Surgically
Treated Spine Conditions, Schedule 2.)

Apportionment of Soft Tissue
Schedule 5

Arriving at apportionment in the soft-
tissue spine impairments has been

extremely variable and unreliable. For



Chart 8: reporting impairment related to the

RADICULOPATHY SCHEDULE
(Must have a score greater than or equal to 3 to qualify as a radiculopathy)

temporomandibular joint.

Loss of Teeth Secondary to an Industrial
Event (Impairment in Whole Person)

Upper incisors .. ..... 1 percent (each)

All other teeth. . .. ... % percent (each)

UPPER EXTREMITY
NEURON/MUSCULAR
IMPAIRMENTS

Upper Extremity Entrapment
Neuropathies

To assist those doing impairment

ratings of the upper extremities, it was

that reason, Schedule 5, Severity bone, the mandible, which moves as a

the Impairment Committee’s
Indexing for Apportionment of unit with complex motions. This joint is

recommendation that objective criteria
Schedule I, has been developed to not comparable to the situation of

be established for the categories found
on Table 16, page 57, of the AMA
Guides—4th Edition. Due to significant

standardize the way apportioning is to  bilateral joints of the extremities that are
be done. While the severity indexing of ~ independent from each other. The

Schedule 5 may have some following schedule should be used in
differences in awards between those

shortcomings, many variables have
been considered, and it has been found Chart 9:

) SCHEDULE VI. TEMPOROMANDIBULAR JOINT IMPAIRMENT (WHOLE PERSON)
to be a reasonable and 10glca1 aPProaCh Use either the Range of Motion or the Structural Change Model, whichever is greater*
to improve uniformity and reliability.
(See Chart 7, Apportionment of Soft

Tissue Injuries.)

Spine with Associated

Neurological Injuries

For consistency in evaluating spinal
impairments with associated
neurological deficits, Schedule 5 is
utilized to assess the severity of true

radiculopathy (See Chart 8).

Temporomandibular Joint (Impairment

in Whole Person)

* |n severe cases, the range of motion model 1 Saunders, D, Krauss, S, Evaluation, Treatment and
The temporomandibular joint is unique or the structural change model may be com- Prevention of Musculoskeletal Disorders, pg 181.
bined with weight loss,? speech impediment,3 2 AMA Guides, 4th Edition, p. 236.
in that it is a bilateral joint, but or disfigurement* as defined in the AMA 3 AMA Guides, 4th Edition, p. 232.
Guides, 4th Edition. 4 AMA Guides, 4th Edition, p. 279.

functions in relationship to only a single
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Chart 10:
TABLE 16B. GUIDELINES FOR PLACEMENT OF PATIENTS WITHIN TABLE 16

1. Normal Strength - Abnormal Strength
Normal Strength

= % of Strength loss Index

These tests should be done with validation of effort as described on page 65 of the

AMA Guides-4th Edition.

2. For nerve conduction testing, the Impairment Committee recommends uniform adoption of

the AAE M Criteria.
patients with no residual symptoms and

those with “mild” symptoms, the
Committee recommends a fourth
category be established termed
“minimum.” Table 16B was developed
to assist raters in the placement of
patients within these four categories. It
should be noted that healed entrapment
neuropathies might have no
impairment. (See Chart 10-Table 16b.
Guidelines For Placement Of Patients
Within Table 16.) (See Chart 11-Table 16.
[Modified] Upper Extremity Impairments
Due To Entrapment Neuropathy.)

Upper Extremity Strength Evaluations
Because of the controversy that

continues to exist for strength

evaluations, the Utah Labor
Commission adopted the provision that
the measurements of upper extremity
strength, (grip and pinch strength)
should only be used as described in the
listed Table 16B. Until further validation
of grip and pinch testing is reported, the
rater is not to award grip strength alone

or in combination with other ratings.

Upper Extremity Painful Organic
Syndromes That Are Not Otherwise
Accounted for Within These Guides or
the AMA Guides — 4th Edition
Musculoskeletal conditions
characterized by pain (and weakness)
with use of the affected member,

attributed to a lesion in the soft tissue
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(capsule, ligament, tendon, fascia,
muscle) and documented by clinical
findings that have been present for
longer than six months. (See Chart
12-Upper Extremity Painful Organic
Syndromes [Upper Extremity].)

SUMMARY

Impairment is defined as “the loss, loss
of use, or derangement of any body
part, organ system or organ function.®2
Although an impairment rating may
have been derived from a well-
structured set of observations, it does
not convey any information about an
individual’s capacity to meet personal,
social, or occupational demands,?
referred to as a disability. Evaluation

of disability requires nonmedical
judgments that are generally outside
the scope of physicians’
expertise.84858687888,9091 Only until there
is accepted impairment methodology
that objectively and reliably measures
physical loss, can the economic
implications of the impairment ratings
can be addressed effectively in the
administrative, legislative, and political
arenas®?. Utah is now the least-costly
state for an employer to obtain workers’
compensation, while maintaining its
medical fee schedule above the national
average and wage replacement at $529
per week. Contributing to this cost-
effective outcome has been the support
from the medical and professional

community in developing, and the



Chart 11:
TABLE 16. (MODIFIED) UPPER EXTREMITY IMPAIRMENTS DUE TO
ENTRAPMENT NEUROPATHY

Chart 12:

UPPER EXTREMITY PAINFUL ORGANIC SYNDROMES (UPPER EXTREMITY)

Labor Commission adopting of the
above impairment methodology. This
paper is an example of the significant
positive impact professionals involved

in workers’ compensation can make in

improving a state compensation system.

In that there appears no major
clarifications or revisions in the new
5th edition of the AMA Guides,”® the
Utah Labor Commission’s impairment
methodology provides an improved
impairment model for workers’
compensation systems to give serious

consideration.

ACKNOWLEDGMENT

Special acknowledgment is given to
Boyd Holbrook, MD, Co-Task Force
Chairman, and Richard Johns, Jr., MD,
Daniel Sellers, MD, Roger Stuart, MD,
Jonathan Horne, MD, Blaine Austin, DDS,
Bart Fotheringham, MD, Glen
Momberger, MD, Terry Sawchuk, MD,
Wallace Hess, MD, Richard Sumsion,
Esq., Benjamin Sims, Esq., Joyce Sewell,
Director, Division of Industrial
Accidents, Utah Labor Commission,
Jeffery States, DC, Esq., Kathleen
Switzer, Esq., Timothy Allen, Esq.,
Jan Moffitt, Esq., Dennis Lloyd, Esq.,
David Parker, Esq.

26

References

1 Journal of American Insurance, 2nd Quarter, 1986.

2 The Guides to the Evaluation of Permanent
Impairment, 5th ed. Chicago, IL: American
Medical Association; 2000. Pg 2.

3 Burton, ] F, “Workers’ Compensation Benefits
Paid to Workers,” John Burfon's Workers’
Compensation Monitor, Vol. 9. No 2, Mar Apr 1996.

4 Swezey, CL. Workers’ compensation law.
Occupational Medicine, Ladou, Joseph editor. 1990
Appleton & Lange. East Norwalk, Connecticut. p.17

5 U.S. Chamber of Commerce: Analysis of Workers’
Compensation Laws - 1988 Edition, ISBN No.
0-89834-5.xxxx

6 U.S. Chamber of Commerce, “1997 Analysis of
Workers” Compensation Laws,” 1997.

7 Greenough CG, Fraser RD. The effect of compen-
sation on recovery from low back injury. Spine
1989; 14-.947-55.

8 Hunter SJ, Shaha S, Flint DF, et al. Predicting
Return to work, A lon% term follow-up study o
railroad workers after low back injuries. Spine
1998, Vol 23 No 21, pp 2319-2328.

9 Sander RA, Meyers JE. The relationship of dis-
ability to comg)ensation status in railroad work-
ers, Spine 1986; 11:141-3

10 Rainville ], Sobel JB , Hartigan C , Wright A.
The effect of compensation involvement on the
reFortin of pain and disability by patients
referred Tor rehabilitation of chronic low back
pain. Spine 1997 Sep 1;22(17):2016-24

11 Guest GH, Drummond PD. Effect of compensa-
tion on emotional state and disability in chronic
back pain. Pain 1992; 48:125-30.

12 Jamison RN, Matt DA, Parris WCV. Effects of
time, limited vs. unlimited compensation on pain
behavior and treatment outcome in low back
pain patients. | Psychoses Res 1988; 32:277-83.

13 Leavitt F. The physical exertion factor in com-
pensable work injuries; a hidden flaw in previ-
ous research. Spinte 1992; 17:307-10.

14 Milhous RL, Haugh LD, Frymoyer H’W, et al.,
Determinants Of Vocational Disability In
Patients With Low Back Pain. Arch Physical
Medicine Rehabilitation 1989; 70:589-93.

15 Fredrickson BE, Trief PM, Van Beveren P, Yuan
HA, Baum G., Rehabilitation Of The Patients
With Chronic Back Pain: A Search For Outcome
Predictors. Spine 1988; 3:351-3

16 Guck TP, Meilman PW, Skultery FK Dowd ET.
Prediction Of Long-Term Outcome Of
Multidis;/i[plinary ain Treatment. Arch of
Physical Mediciné and Rehabilitation 1986, 67 233-6.

17 Milhous RL, Hau%]h LD, Frymoyer JW, et al.
Determinants Of Vocational Disabi itz In
Patients With Low Back Pain. Arch Phys Med
Rehabil 1989; 70:589-93.

18 Leigh JP , Markowitz SB, etal., Occupational
Injury And Illness In The United States. Arch
Internal Medicine 1997, Jul 28; 157(14):1557-68.

19 Attending Doctor’s Handbook, Department of
Labor and Industries, Revised June, 1999,

" Olympia, Wa pp. 4.

20 National Safety Council, Accident Facts, 1998
Edition, Itasca, Il

21 Colledge AL, Johnson, HI, SPICE-A Model for
Reducing the Incidence and Costs of
Occupationally Entitled Claims. Occupational
Medicine: State of the Art Reviews, 723-739 Vol
15, No. 4 Oct - Dec 2000. P 734.

22 Economic Outcomes of Injured Workers with
Permanent Impairment, Texas Workers’
Compensation Research Center, 3:27Aug 1995, p.1.

23 Workers Return To Work Patterns For
Permanently Impaired, Texas Monitor, Vol. 1 No
4, Winter, 1996, p.1-3.

24 Peterson M A , Reville R T, et al. Compensating
Permanent Workplace Injuries: A Study of the
California Sgstem, Institute for Civil Justice,
RAND MR920ICJ, 1998, 228 pp.

25 Spieler EA, Barth PS, Burton JF Jr, Himmelstein J,

udolph L. Recommendations to guide revision
of the Guides to the Evaluation of Permanent
Impairment. JAMA. 2000;283:519-523.

26 Gloss DS, Wardle MG Reliability and validity of
American Medical Association’s guide to ratings of
permanent impairment. JAMA. 1982;248:2292-2296



27 Nitschke JE, Nattrass CL, Disler PB.Reliability of
the American Medical Association Guides’
model for measuring spinal range of motion.
Spine. 1999;24:262-268.

28 Clark WL, Haldeman S, Johnson P, et al: "Back
Impairment And Disability Determinations,
Another Attempt At Objective, Reliable Rating,”
Spine, 1988, 12:332-341.

29 Peterson M A , Reville R T, et al. Comc{aensating
Permanent Workplace Injuries: A Study of the
California Sgstem, Institute for Civil Justice,
RAND MR920IC], 1998, 228 pp.

30 The Guides to the Evaluation of Permanent
Impairment, 4th Edition, Chicago, IL, American
Medical Association; 1993. p. 1-4.

31 Bavon A.The Use of Impairment Ratings Systems
In Workers’ Compensation. Tallahassee, Fla:
Workers’ Compensation Research Reports; 1993.

32 Guides to the Evaluation of Permanent Impairment.
Chicago, Ill: American Medical Association; 1971

33 Guides to the Evaluation of Permanent Impairment,
Second Edition. Chicago, Ill: American Medical
Association; 1984.

34 Guides to the Evaluation oIf Permanent Impairment,
Third Edition. Chicago, Ill: American Medical
Association; 1988.

35 Guides to the Evaluation of Permanent Impairment,
Third Edition Revised. Chicago, Ill: American
Medical Association; 1990.

36 Impairment Ratings Trends in the Texas
Workers’ Compensation System. Texas Monitor,
Vol 4, No 3, Fall 1999, pp 7-9.

37 Spieler EA, Barth PS, Burton JF Jr, Himmelstein J,

udolph L. Recommendations to guide revision
of the Guides to the Evaluation of Permanent
Impairment. JAMA. 2000;283:519-523.

38 Findings and Recommendations on California’s

Permanent Partial Disability System:

Executive Summary, Rachel Kaganoff Stern,
Mark A. Peterson, Robert Reville, Mary E.
Vaiana, published 1997 by RAND

1998 Compensating Permanent Workplace
Injuries: A Study of the California System. MR-
920-IC]

39 ”Return to Work Patterns for Permanently
Impaired Workers,” Texas Monitor, Vol 1 No 4
Winter 1996. p.9-12.

40 BNA's Workers’ Compensation Report,

Bureau of National Affairs, Inc, Washington DC,
Vol. 8 No. 19, September 15, 1997
page 472.

41 Nitschke JE , Nattrass CL et al, ”Reliability of
the American Medical Association Guides
Model for Measuring Spinal Range of Motion. Its
Implication For Whole-Person Impairment
Rating. Spine 1999, Feb 1; 24(3):262-8

42 Madson TJ , Youdas JW , Suman VJ,
Reproducibility of lumbar spine range of motion
measurements using the back ranFe of motion
device. | Orthopedic%ports Physical Therapy 1999
Aug, 29(8):470-7

43 Shirley FR , O’Connor P, Robinson ME ,
MacMillan M Comparison of lumbar range of
motion using three measurement devices in
patients with chronic low back pain. Spine 1994,
Apr 1; 19(7): 779-83

44 Sullivan MS , Dickinson CE , Trou}i JD, The
Influence Of Age And Gender On Lumbar Spine
Sa%ittal Plane Range Of Motion.” (A study of
1,126 healthy subjects.) Spine 1994 Mar 15;
19(6):682-6

45 Mayer RS, Chen IH , Lavender SA , et al,
“Variance In The Measurement Of Sagittal
Lumbar Spine Range Of Motion Amon
Examiners, Subjects, And Instruments.” Spine
1995 Jul 1; 20(13):1489-93

46 Nilsson N , Hartvigsen J , Christensen HW,
Normal ranges of passive cervical motion for
women and men 20-60 years old. | Manipulative
Physical Therapy 1996 Jun; 19(5):306-9

47 Russell P, Pearcy MJ , Unsworth, "A
Measurement O?, The Range And Coupled
Movements Observed In The Lumbar Spine.” Br
J Rheumatol 1993 Jun; 32(6):490-7

48 Weiner DK , Distell B, et al, “Does Radiographic
Osteoarthritis Correlate With Flexibility Of The
Lumbar Spine?” American Geriatrics Society, 1994
Mar; 42(3):257-63

49 Ensink FB , Saur PM , Frese K, Seeger D,
Hildebrandt J. “Lumbar Range Of Motion:
Influence Of Time Of Day And Individual
Factors On Measurements.” Spine 1996 Jun
1;21(11):1339-43

50 Poitras S, Loisel P, Prince F, Lemaire ] Disability
measurement in persons with back pain: a valid-
ity study. of spinal ran%e of motion and velocity.
Arch Phys Med Rehabil 2000 Oct;81(10):1394-400

51 Return to Work Patterns for permanently Impaired
Workers, Texas Monitor, Austin Tx Vol T No 4
Winter 1996, p. 7-8.52 “Return to Work Patterns for
Permanentl K}aired Workers,” Texas Monitor,
Austin Tx Vol 1 No 4 Winter 1996, p 1-3.

53 McCarthy ML , McAndrew MP , MacKenzie EJ
Correlation between the measures of impair-
ment, according to the modified system of the
American Medical Association, and function, |
Bone Joint Surg Am 1998 Jul;80(7):1034-42

54 Rondinelli RD , Dunn W , Hassanein KM , A
simulation of hand impairments: effects on
upper extremity function and implications
toward medical impairment rating and disability
determination. Arch Phys Med Rehabil 1997
Dec;78(12):1358-63

55 California’s Workers’ Compensation Institute
Bulletin, October 31, 1997. No 97-20

56 California’s Workers’ Compensation Institute Bulletin,
No. 91-12. California Workers’ Compensation
Institute, San Francisco, 26 Sept. 1991, p

57 California’s Workers’ Compensation Institute Bulletin,
No. 91-12, California Workers’ Compensation
Institute. San Francisco, 26 Sept. 1991, p 9

58 The 1997 Utah Labor Commission’s Impairment
Rating Guide. Published by the Utah Labor

Commission, P.O. Box 146610, SLC,Ut, 84114-6610.

59 As per Joyce A. Sewell, Director, Div of
Industrial Accidents, Utah Labor Commission

60 Workers” Compensation State Ranking,
Manufacturing Industry Costs and Statutory
Benefit Provisions, Actuiarial & Technical
Solutions, Inc, 1998 Ed. p5.

61 Burton, ]. Workers’ Compensation Benefits Paid
to Workers, John Burton’s Workers” Compensation
Monitor, Vol. 9, No 2, April 1996.

62 Thc Guides to the Evaluation of Permanent
Impairment, 4th Edition. Chicago, IL: American
Medical Association; 1993. p. 318.

63 The Guides to the Evaluation of Permanent
Impairment, 5th ed. Chicago, IL: American
Medical Association; 2000. Pg 2.

64 The Guides to the Evaluation of Permanent
Impairment, 5th ed. Chicago, IL: American
Medical Association; 2000. Pg 599

65 Americans with Disabilities Act 42 USC
12101 (1991).

66 A Technical Assistance Manual on the
Employment Provision (Title I) of the Americans
with Disabilities Act. Washington, DC: US Equal
Employment ngortunity Commission;
1992:Section VI7.

67 RE Johns, Bloswick DS, Elegante JM, Chronic,
recurrent low back pain, a methodology or ana-
lﬁzing fitness for duty and managiné risk under
the Americans with Disability Act. JOM Vol 36,
N.o 5, May 1994.

68 Cocchiarella L, Turk, M Andersson G Improvin
the Evaluation of Permanent Impairment ]AM}
January 26, 2000 Vol. 283 No. 4.

69 Thomas MH. Workplace Functional Ability
Guidelines. Salt Lake City, UT: Utah Medical
Association; 1994.

70 Colledge AL, gohns RE, Thomas MH.
“Functional abilities assessment: Guidelines for
the workplace.” JOEM. 1999; Vol. 41, No 3, Mar
1999; pp. 172-180.

71 Colledge AL, Johns RE Jr. Unified Fitness Report
for the Workplace, State of the Art Reviews, Vol.
15, No. 4, Oct.-Dec. 2000, pp. 723-737, Hanley &
Belfus., Inc.

27

72 Bigos, S], Hansson T, Castillo RN, Beecher PJ,
Wortley MD. The value of preemployment
roentgenographs for predicting acute back
in]jury claims and chronic back disability.
Clinical Orthopedic Rel Pes, 1992 Oct, 283:124-9.0

73 Marora A, Schwartz A. Relation between the low
back pain syndrome and x-ray findings. 1.
Degenerative osteoarthritis. Scand | Rehab Med
1976; 8: pp.115-25.

74 Splithoff CA. Lumbosacral junction:
Roentgenographic comparison of patients with
and without backaches. JAMA 1953 Aug 22;
152(17): 1610-3.

75 Torgenson WR, Dotter WE. Comparative
roentgenographic study of the asymptomatic
and symptomatic lumbar spine. J Bone Joint
Surgeons 1976 Sept; 58(6):850-3.

76 Fullenlove TM, Williams AJ]. Comparative roent-
Een findings in sifmgtomatic and asymptomatic

acks. Radiology 1957; 68:572-4.

77 LaRocca H, Macnab 1. Value of pre-employment
radiogra hic assessment of the lumbar spine.
Industrial Medicine 1970 June; 39(6):253-8.

78 Choler U. Larsson R. Nachemson A. et al. Back
aindattempt at a structured treatment program
or patients with low back pain (in Swedish).
SPRI Report 188, Social Planeringsoch Rational
Isesings Institute Rapport, Stockholm, 1985:188.
79 Bergquist-Ullman M, Larsson U. Acute low back
ain in industry. Acta Orthop Scand
FSupplement). 977170:9103.
80 Nachemson AL. The natural course of low baek
Bain. White AA, Gordon SL, eds. Idiopathic Low
ack Pain. St Louis: CV Mosby, 1982.
81 Andersson GBJ, Svensson HO, Oden A. The
intensity of work recovery in low back pain.
Spine. 1983 8:880884.

82 The Guides to the Evaluation of Permanent
Impairment, 5th ed. Chicago, IL: American
Medical Association; 2000. P'2.

83 Cocchiarella L, Turk, M Andersson G Improvin
the Evaluation of Permanent Impairment ]AMAg
January 26, 2000 Vol. 283 No. 4.

84 Burkhauser RV, Daly MC. Employment and eco-
nomic well-being following the onset of a dis-
ability. In: Mashaw JL, Reno V, Burkhauser RV,
Berkowitz M, eds. Disability, Work and Cash
Benefits. Kalamazoo, Mich: WE Upjohn Institute
for Employment Research; 1996:59-101.

85 Nﬁfi SZ. Disabilit concegts revisited. In: Pope
AM, Tarlov AR, eds. Disability in America:
Toward a National Agenda for Prevention.
Washington, DC: National Academy Press;
1991:309-327.

86 Nagi SZ. Some conceptual issues in disability
and rehabilitation. In: Sussman MB, ed.
Sociology and Rehabilitation. Cleveland, Ohio:
Case Western Reserve University; 1965:100-113.

87 Howards I, Brehm HP, Naﬁi SZ. Disability: From
Social Problem to Federal Program.

New York, NY: Praeger; 1980.

88 Brandt EN Jr, Pope AM. Enabling America:
Assessing the Role of Rehabilitation Science and
Engineenr})g. Washington, DC: National
Academy Press; 1997.

89 Pope AM, ed, Tarlov AR, ed. Disability in
America. Washington, DC: National Academy
Press; 1991:1-31.

90 National Center for Medical Rehabilitation
Research. Research Plan for the National Center
for Medical Rehabilitation Research. Washington,
DC: National Institutes of Health; 1993.

91 Engelberg AL, Matheson LN. Impairment, dis-
ability, and functional capacity. In: Rom WN, ed.
Environmental & Occupational Medicine. 3rd ed.
Philadelphia, Pa: Lippincott-Raven; 1998:67-79.

92 Spieler EA, Barth PS, Burton JF Jr, Himmelstein J,
Rudolph L. Recommendations to guide revision
of the Guides to the Evaluation of Permanent
Impairment. JAMA. 2000;283:519-523.

93 Lipold AG. Use of AMA guides as rating tool
remains controversial as changes loom. BNA’s
Workers’” Compensation Report. 1998;9(21):545-546.



