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Workers’ Compensation Overview

INTRODUCTION

The concept of compensating people for injuriegirad “on the job” has been present for many ydawen pirates
who roamed and plundered in the 7th century haid ofnen elaborate code of “compensatian” It wasn't until the
early 20th century that “workers' compensation”dee a legislated right in the United States. Eadbdiction has
been designed to ensure the worker prompt, butdahrdenefits and to assign to the employer sureegutictable
compulsory liability insurance with establishedgraeters. The principal components that have reddegislative
expression in all systems include: (1) A statujomygram. (2) Expeditious resolution of disputediéss (3) Limited
liability without fault: Since workers' compensatits a no-fault insurance program, determining igegice or
blame is often irrelevant. (4) Automatic benefitsieh include: (a) Medical treatment coverage inigdthe
medical care, services and supplies as necessatydar relieve the effects of an on the job ipjdihis means that
the employee does not incur any deductible or dyecket expense for the medical treatment of ekwelated
injury or illness. (b) Indemnity payments replacingges while the injured employee recovers frormédastrial
injury and or reaches medical stabili;| states have varying formulas for the calcuatdf these indemnity
payments, which are often tax-free. (c) Death hengdroviding weekly payments to the surviving spe and
dependent children of a worker whose work-relatgary result in death. Burial and funeral expersesalso paid.
(d) An impairment settlement giving compensatioandanjured worker for permanent physical loss frmork-
related injury (i.e. scars, disfigurement, ampotatietc.), according to a defined compensationdidbe The most
severely injured workers are those who are leftvwime permanent loss, qualifying for an impairnatibg.
Studies have shown that those who incur impairmieate a significant impact on their future wageoime. *
As with the other benefits, there are significaiffedences between the states on the value oesatiht amounts
and themethodology utilizetb calculate total disability benefits®

34

By 1949, all 50 states had adopted some form okerts’ compensation legislatién. The scope and amount of
payments for these agreed upon services are degsirby the individual state and in some cases dyréd law.

The inconsistencies inherent with current ratingtems used to calculate injured worker’s residosd lor
impairment can be frustrating for patients, phyasisi risk managers, state administrators and pay@rse of the
major problems with impairment ratings and therefasignificant patient and administrative burdehe lack of
consistency between physician raters of impairméhts *2  Unfortunately, this variability becomes a s@uoé
dispute, which is both costly to the employer ainessful to the employee.

Impairment / Disability Relationship

An impairment rating is given for financial compatien for the residual deficits that remain becanfsihe injury
or event, after an injured worker reaches medizdiility, (See Glossary). The standard impairnsshtedule
considers percentage of loss on an arbitrary coatmwith 0% reflecting no residual or loss and 108§@aling a
state approaching deatfi. This would mean that complete amputation of thg dr little finger equals 6% Whole
Person. For the compete loss of an eye, oneasd®d 24% and for the complete loss of a leg ahifine40% is
awarded.

In order to understand impairment ratings, it soahecessary to understand the relationship betiegairment
and disability. Although the impairment rating nuenlis derived from a structured set of observatiitndoes not
convey information about the impact of the impainthen the worker’s capacity to meet personal, $paca
occupational demands, referred to disability. The Guides define disability as an alterationaof individual's
capacity to meet personal, social, or occupati@®hands or statutory or regulatory requirementsalmee of
impairment:* Therefore, impairment percentages estimate thenexof the impairment of Whole Person
functioning and account for basic activities oflgdiving, not including work disability. The comgkity of work
activities requires individual analysis. Impairmassessment is a necessary first step for detewgnitisability.*

AMA Impairment Guides
To calculate impairment ratings, 40 state workemhpensation systems require some utilization efdifferent
editions of theAMA Impairment Guides® '’ California, the most populace state in the natione other states and
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the federal government’s Social Security Administra disability program do not recognize the AMAgairment
guides for rating impairment. Although not univahg accepted by all disability programs, the AMipairment
guides attempts to provide a reasonable methodHighwto evaluate impairment and attempts to mingmiter-
rater variability. Originally published as a sariof articles iNIAMA, the Impairment Guidedave been revised
periodically.'®*°2°2! The AMA impairment Guides are a tool that can bedito convert medical information about
permanent losses into numerical values. Each chaptee Guides focuses on a single organ systedrpeavides a
description of the diagnostic and evaluative meshémt assessing specified impairments. Each impitnis
assigned a rating, expressed as a percentage ofofoRunction for that system. Organ-based ratiags then
translated into impairment ratings for the WholesBa.

Those states that utilize the impairméntideshave noted difficulty and confusion in coming taansistent rating
between different raters for the same conditforThis lack of consistency has provoked calls &mias revisions

of the impairmenGuidesto address this issd&** Some states have disallowed parts of4h&dition of the AMA
Impairment Guidein that it violated their state compensation I&WsA number of studies have demonstrated poor
reliability of theAmerican Medical Association Guideginalrangeof motion model to estimate impairment in the
spinal chapter?® 2 28 293031 pyrther studies have shown that spinal range diomds non reliable and dependent
on the ag¥ and sex of the patient ** osteoarthritis® the time of the day the measurements were takemd has

no relationship to disability’’

The Utah Impairment Guides

In 1994, Utah noted that with the utilization ofetfhird Edition of the AMA Impairment Guidethere was
unnecessary reporting variability in the impairmeating for what appeared to be the same physisa.| This
variability facilitated unnecessary patient angeispicion, hostility, litigation and costs and vedisibuted to several
non-medical factors, such as the rating processintividual examining physicians and examinemiraj, medical
reports and apportionment processtswyas believed that by improving the rating aitiephysicians were required
to utilize would reduce variability for the impaiemt ratings. It was also noted that experienceandrtain skill
level was necessary to accurately and consisteattulate impairment ratings.

For these reasons, the Utah Labor Commission, afggbia committee to review the rating process of fost
common, costly and litigated impairments and to enakcommendations on how to reduce physician-rigyprt
variability. The committee understood that befeoreonsistencies could be corrected, it was necessatandardize
the rating process and provide training for physisi doing ratings of impairment. It was not thenouttee’s
purpose to be unduly critical of the existing impaént systems, as all attempt to classify and conicate about
this rather complicated problem, fraught with ditfity. However, the inherent weaknesses necessittte
development of a system, which represented cumexlical science and was as objective as possiblen gurrent
technological limitations. In 1994, after reviewidifferent rating systems, utilizing examples aifferent unique
models, the committee developed and the state atfi dtlopted the American Medical Associatioff’'sEdition of
the Guideswith a completely new Utah impairment rating syst® be used in place of thVA Guidesfor spinal
conditions, upper-extremity peripheral neuropathtesnpromandibular joint dysfunction, dental los&l gainful
upper extremity condition’.

The 1994 and 1997 Utah rating systems were evéytealeloped and adopted in Utah, objectively dbsct the
rating process, report writing and defined standaethodology to be used in the calculation of impants.Since
adopting these Utah 1994 and 1997 impairment guides is estimated that litigation over impairment ratings
has reduced to less than 1% This reduction of litigation has assisted in makiftah the least costly state in the
nation for a manufacturer to obtain workers’ congaion insuranc& while maintaining the medical fee schedule
above the national averade.



Utah's 2002 Impairment Guides

Introduction

In January 1994, the Industrial Commission of Wadbpted the American Medical Association’s Guidethe
Evaluation of Permanent Impairment, Fourth Editiith the 1994 Utah Modifications. These werdéoused for
impairment ratings that were calculated after M&8ch994. Now in 2002, with the release of the Alg/&"
edition, more medical input and experience, thehUhapairment Committee has continued to expanden t
previous efforts, culminating in the this new eatiti'Utah’s 2002 Impairment Guides”. Initiation big expanded
work was in response to a rather widely held behaf modifications could be made to improve repaility of
impairment ratings in a more universal and equitabbanner. The committees reviewed the guidesraghrd to
its strengths and weaknesses and have made recaatioers to the Labor Commission regarding the most
effective way to facilitate reliability and congsicy and to continue to provide fair ratings.

The committee’s options were limited to the follogi
1. Do nothing and continue using th® ddition with the 1997 Utah Guides.
2. Adopt the §' edition in place of the"and continue to use the current 1997 Utah Modifica.
3. Adopt parts of the Bedition, with the current 1997 Utah modifications.
4. Adopt parts of the Bedition and update the Utah 1997 Modifications.

After considerable discussion, study and work,udaig utilization of models, the Committee has raotended
adopting parts of the AMA"edition and updating the Utah 1997 Modificatioreplacing them with new 2002
edition of the Utah Modifications that further dfaas how impairment ratings are to be conductedtah.

We believe that what is now presented will quiteacly encompass all but some of the most unussakcaAs
always, the Labor Commission is anxious to receipet regarding the methods of classification, rodtiiogy and
specific impairment percentages.

Rules for the Calculation of Impairment Ratings

R612-7. Impairment Ratings for Industrial Injuressd Diseases.

R612-7-1. Authority.
This rule is being enacted under the authorityexft®®n 34A-1-104 and 34A-2-412.

R612-7-3 Method for Rating.
A. For rating all impairments, which are not exgitgdisted in Section 34A-2-412, the Commission@do
Utah’ s 2002 Impairment Guides as published bydbmmission for all ratings of impairments on oeaft
January 15, 2002. For those conditions or exchssimt found in Utah’ s 2002 Impairment Guides, the
American Medical Association's "Guides to the Ewadilbn of Permanent Impairment, Fifth Edition” aoe t
be used.

Medical Evidence Needed in the Calculation of Impament Ratings

As stated in Utah Code ' 34A-2-102(8), "impairmieista purely medical condition reflecting any amatcal or
functional abnormality or loss. Impairment may émporary or permanent, industrial or non-industrlatah
Administrative Rule R612-7-3. sets forth the metfardrating and the Labor Commission has adopted th
American Medical Association’s Guides to the Eviluraof Permanent Impairment - 5th Edition (AMA @as),
as modified and supplemented by guidelines the L&anmission may from time to time adopt and publis
(Commission Guidelines).

According to Utah Code ' 34A-2-412 (C), in ratindgremities, "permanent and complete loss of us# bha
deemed equivalent to loss of the member. Partial dw partial loss of use shall be a percentagieeofomplete loss
or loss of use of the member." Physicians shouptess a rating as a Whole Person impairment, gtiiim specific
derivations used in calculating the rating, i.e.h&hd to % of upper extremity to % Whole Persorysiiians must
report the impairment to the nearest whole numioemding up or down, i.e., 12.3% = 12%; 12.5. %3%0l



An impairment rating is a critical piece of medieaidence. Nevertheless, the final benefit awarg reflect other
factors, including settlement, adjudicatory decisior statute, i.e., Utah Code ' 34A-2-412.

Impairment Ratings for Conditions not found in the Utah 2002 Edition or the AMA’s 5"
Edition

As always, the physician should use the approppates of the guides to evaluate impairment. fifrimation in the
guides is lacking, the physician may derive an iimmpeant percent based on the severity of the effadtdescribe in
detail their methodology for calculating an impaémh rating. In certain instances, the treatmetoilness may
result in apparently total remission of the persa@igns and symptoms, yet it is debatable whetteewbrker has
actually regained the previous status of normabguoealth. Such examples would be individuals dikp vein
thrombosis requiring chronic anti-coagulants forenthan a year, or organ transplant recipients wiie treated
with immunity suppressing pharmaceuticals. Inéhesses the physician may increase the impairnséimage by
three percent?

A Patient Who Declines Surgical, Pharmacological,rol herapeutic Treatment of an

Impairment. If the patient declines recommended treatmentridnaury or iliness, that decision neither
decreases nor increases the estimated percentigeinflividual’s impairment. However, the phyaitiis to make
a written comment in the medical evaluation repdudut the suitability of the therapeutic approaath describe the
basis of the individual's refusal. The physiciatt 9 need to address whether the patient is nalgistable
without treatment and the degree of anticipatedawgment that could be expected with treatnf&nt.

Reporting of Impairment Ratings

The impairment rating should be based solely orotljective maximum condition achieved by the patighe
calculation of an impairment rating is consideredsonable and necessary for those workers whorbaidial loss
secondary to an industrial event. The impairmatihg is not considered a portion of any medicalise
previously rendered and is not included in theinmupost-operative care. There are special codéatsrfor
payment for this service. Unless treating physiiare uncomfortable with this process, they are@rged to
complete the case, declare the patient stablefamgplicable, calculate an impairment rating.

If, for any reason, the attending physician prefersto make this evaluation, they should notify thsurance
carrier. The treating physician may then referghgient to another physician, or request thattreer refer the
patient to a physician that has training and exgeertith the patient’s condition and Utah’s impagmhrating
methodology. The physician needs to ensure tla¢thminee understands that the evaluation’s perigasedical
assessment, not medical treatment. However, ifdiagnoses are discovered, the physician has acaledi
obligation to inform the requesting party and indial about the condition and recommend furtheriozd
assessment’

The attending physician is the person most knovdabite regarding the condition, progress and fiteus of the
injured employee. Therefore the treating physitsaencouraged to render the final impairment ratighen the
physician is uncertain about which method to ughéncalculation of an impairment rating, or if mdhan one
method can be used, the physician should calctilatanpairment rating using different alternatiaesl choose the
method or combination of methods that gives thetmlisically accurate and highest impairment rafthg

The history should be based primarily on the irdlingl’s own statements rather than secondhand ifitom The
physician should consider information from souréesluding medical records, however caution shdaddused in
the interpretation of subjective information. dtriot appropriate to question the individual's gnity. If
information from the individual is inconsistent tvitvhat is known about the medical condition, cirstances, or
written reports, the physician should simply comtremthe inconsistencie¥.

The Medical Report at Stability:
The medical report at stability is a comprehensegort prepared after the injured worker is medsétable,
sometimes referred to maximum medical improvemieid), or fixed state of recovery. (See definitioalow. *%)
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As this is an administrative document, the finaldisition of the examiner should include the follogv
information.

Diagnosis:

The examiner needs to clearly state the diagnssssilastantiated from the medical record. The exanshould
also define, as clearly as possible, the relatipnshthe diagnosis to the industrial event. Itdsognized that, in
many cases, specific pathologic diagnoses arel@atlg evident. The examiner has the responsibtititgrovide a
diagnostic impression that is as closely correlédeithe clinical findings as possible.

Stability:

Medical stability, (MMI), or fixed state of recower*® refers to a date in which the period of healing @aded and
the condition of the worker is not expected to mally improve or deteriorate by more than 3% Whekrson in
the ensuing year:°**%2°33* |t js important to note that medical stability ymaot be used to terminate necessary
medical care. The date of medical stability anddate when the worker qualifies for an impairmexting can be
two separate dates.

Calculation of Impairment:
Using this rating criteria, the examiner shoulccoddte the residual impairment, based on clinicalihgs
established during the medical examination andmétion found in the medical records.

Apportionment:
The examiner must identify and list any factors;uggational and non-occupational, which add to reraapart of,
the impairment, but are not directly resultant fritva injury.(see apportionment section)

Capabilities Assessment:

If requested, the physician should make a stateaetd the current functional capacity of the putit is the
physician's responsibility to determine if the inmp@ent results in functional limitations and toonfn the employer
about an individual’s ability and limitations. istthe employer's responsibility to identify andetenine if
reasonable accommodations are possible to enabledividual's performance of the essential joliviis. >° Not
only does this clearly establish physical abilitiest also facilitates the patient/employer relasioip for return to
work. The Workplace Functional Ability Medical Gaiihes,* *” published by the Utah Medical Association
provides an excellent, comprehensive system reaiveport form. Functional ability evaluations glloonly be
performed or requested if the carrier or self-issuemployer makes a specific request for this servi

Future Medical Treatment:
If requested, the examiner should be specific @midying what medical treatment may be requirethe future as
a direct result of the industrial accident.

Time Periods for certain conditions to reach MedichStability:
Those who do impairment ratings must be aware ftinaome conditions, there is a certain time gktimt must
have passed before a condition is considered Mbteof these time periods are listed below:

Soft Tissue Spinal Complaints

The majority of patients with soft tissue spinahgmaints resolve without any permanent residual,
therefore, before considering any patient withdeal soft tissue, developmental and degeneratives sp
complaints for an impairment, their symptomast have been present for a minimum of six continous
months.

Upper and Lower Extremity Painful Organic Syndromes



A musculoskeletal condition characterized by paimd(weakness) with use of the affected member,
attributed to a lesion in the soft tissue (capdidament, tendon, fascia, muscle) and documenyed b
clinical findings that have begaresent for longer than six months

Who are to do Impairment Ratings

Only qualified physicians, who are licensed in ¢kegte of Utah and have attended advanced Utahfispeaining
should perform impairment ratings as it relateth#&r specialty. When the treating physician ishiear
uncomfortable in performing the impairment ratiiids recommended that the those involved withithpairment
evaluations see that they are performed by physidiaat have training and expertise with the p##erondition
and Utah'’s impairment rating methodology.

The Labor Commission recommends that physiciansgioipairment ratings attend specialty trainingttos 5"
edition of the AMA guides. While such courses agsigned to improve skills in the area of impairnmtings for
the 5" edition, they all vary considerably in the lengtbppe and quality. Since not one of these catifios is
universally recognized, the Utah Labor Commissioagdnot accept certification from these or otherses and
does not certify physicians as raters. In thahWias it's own comprehensive rating guidelines igiang of
certifications by these or other agencies, suctietlew”, or “board certified impairment rater” isonfusing to
payers and employers and therefore it is recomnuktide these titles not be listed on Utah'’s injunextkers’
reports.

Billing for Impairment Ratings

The physician is not entitled to reimbursement urtlde following codes if their report does not aanmh with the
established criteria as outlined in these guidds.However required that the physician list lisere after signature
such as M.D., D.O., D.C., D.P.M,, etc., so thatgrayare fully aware of the physicians licensure.

Billing for Impairment Ratings Done by the Treating Physician

The following codes are used to report physiciaa@ation and management services when the treplipgician
provides an impairment rating to the insuranceieaand/or employer. This is an extension or cargtion of the
treatment process. Codes for impairment ratinglide the usual evaluation and management of/this a review
of the medical records and diagnostic studies wieaessary, current physical findings on which #ig is based
and the written report.

Codes 99461, 99462, 99466 and 99467 are to behyseldysicians on the visit when stability is deetirThese
codes are to be used alone amlude the concurrent evaluation and managementices on that day

99461 Impairment rating by the treating physician thetiudes diagnosis, stability, calculation of impaént,
apportionment, future medical treatment and malude; if requested, capabilities assessment.
Initial 30 minutes 2.15 Unitshetmedical conversion factor

99462 each additional 30 minutes 1.77 Units x theliced conversion factor

Billing for Impairment Ratings Done by Someone othethan the Treating Physician
A Rating Physician
99466 Impairment rating by the treating physician thafudes diagnosis, stability, calculation of impagmt
apportionment, future medical treatment and malude; if requested, capabilities assessment.
Initial 30 minutes 2.65 Units x the medicahgersion factor

99467 Each additional 30 minutes - 1.77 Units x thedioal conversion factor

General Rules for Calculating Impairment Ratings:
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The following rules are provided in order for thekiator to properly execute an impairment ratifigese rules can
be applied to all systems of the body.

1. The final impairment value, whether the restith single or combined impairment, shall be rounoido the
nearest whole number percentile.

2. There is no difference between dominant or prefeside and the non-dominant extremity.

Rules for When to Combine and When to Add Impairmemn Values:
Always combine all of the ratings of a region--dligiand and upper extremity-- prior to convertiadtte next
higher level, the hand-upper extremity-Whole Perddre same process is used in the lower extremity.

In other words, when there is more than one impaitnof a member, such as abnormal motion, neurcdb@piss
and amputation, the impairments must be combindigedbwest level before conversion to the nexgdaunit.

Range of motion loss in the same joint is added.

Range of motion loss in multiple joints is combined
Exception: CMC, MP and IP are added in the thumtabse they are each a portion of a complex motion

Ankle and subtalar are also added for the samemeas

Impairment percentages for the thumb, index, middhg and the little fingers are added, not corelin
Ankylosis: If multiple ankyloses are present in Hagne joint or area, use the largest figure foratieg.
Spinal impairments for multiple regions are combine

Everything else is combined.

PAIN
As with the 3 and 4" editions of the AMA Guides, the 5th,edition coniis with the traditional statement that,
“The impairment ratings in the body organ systempttrs make allowances for any accompanied pafh.”

Unique to the B edition of the AMA guides, is a new and lengthyppgter on pain, along with the different
methodology found in the neurological, upper angeloextremity and spine sections, which allows toldal
ratings for subjective pain. This new methodologyvides the rating physician leeway to add up tadditional
3% Whole Person if the rater believes the individadave a pain-related impairment that has “iasesl the
burden of his or her condition slightly>®

The basic challenge for a system of rating paiateel impairments is to incorporate the subjectiaiggociated with
pain into an impairment rating system, whose funglatal premise is that impairment assessment shreulsthsed
on objective findings. The inherent subjectivifypain is incongruent with the guides attemptsdseas impairment
on the basis of objective measures of organ dysifumcas it requires that determinations of patersity and the
restrictions imposed by it must be largely basedjective patients reporf8.Yet subjective pain has been shown
to be influenced by beliefs, expectations, rewaattention and training. These markers reflectsd@nd
environmental factors as much as they reflect Paitrospective studies consistently show that thetoofs
disabling pain is highly associated with issuedhsagjob dissatisfaction, lack of support at waetkess and
perceived inadequacy of income. Once initiated iogression of pain to chronicity is contingepom similar
factors. Financial compensation, receipt of walated sickness payments and compensation reltiggdion are
also associated with chronicity, as are socialerahomic factors as poor education, language prabénd low
income. Chronicity is also favored by individuahtiencies to be preoccupied with one's body angyms.

Even those individuals with clear-cut radicularrpiom disk herniation, application for retiremextsix months
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was best predicted by depression and daily haasl@srk. In the case of injured workers, perforaaon
functional capacity evaluation is reduced if therkew is informed that the test results will be usedetermine
work classification. Industrial injuries and compation situations appear to provide a dispropoati® number of
individuals with such issué$.

After reviewing the various philosophies, chaptend charts on pain, the Utah Impairment Rating ciitees
expressed considerable concerns that this newctivgenethodology for awarding percentages of impant for
pain related behaviors has not been used and testadvidespread basis, as have other impairméngsa
systemg$? The committee felt that adopting this subjectivetmodology would increase interrater variabilitglan
secondary litigation. Therefore it was the conbeeits belief that the methodology found in the paditions
adequately considered pain and recommendedthatditional award will be allowed for pain underChapters
13, 16, (except for CRPS, 16.5¢), 17 and 18 of th®IA 5™ edition of the Guides until advances in diagnostic
technology and clinical experience make pain rdlatgairment ratings feasible for individuals wjhin
syndromes.

Myofascial Pain Syndrome, Fibromyalgia and Chronid=atigue Syndrome:

The diagnoses of fibromyalgia, CFS, and myofaguééh syndromes are based on an individual’s regfort
widespread subjective pain and reports of tenderdesng physical examination. Despite extensigeaech, no
specific underlying biological abnormality has bekscovered to explain the reports of these pedplthat the
medigfl community has not achieved consensus ond@anstrue such conditions, these conditionsatdo be
rated.

Deviations from Standard Impairment Procedures:

The examining physician is responsible for thelfiating. Reasons for deviations should be verysualiand
supported by medical determination based on reasomaedical probability and supported by objective
considerations that the guides (either Utah’ $1erAMA) have failed to properly consider.

Physicians are reminded that their report shoulddsed on medical probability, (greater than 508)er than
opinions based on surmise, speculation, conjecturensubstantiated clinical methods.

Apportionment Overview

To conform with the Utah Code, the terminold@®IOR IMPAIRMENT will be used and replaces various other
descriptors, such as: pre-existing conditions, yistiag symptomatic conditions, previously existicmnditions,
previously existing symptomatic conditions.

It must be recalled that the awarding for permaimapairment and allocation to prior impairing catimhis is not a
precise and exact formulation. Various assumptayasnade and included, based on reasonable medical
probability, generally considered as greater tha# Shance. There will be varying responses of idd&ls who
seemingly fit the same condition or category. Nespnt method or knowledge is available to makedifftiations,
which may include a myriad of other factors. Therage or usual person must be considered togettiethe
results one anticipated from an accepted treatpr@gram. Thus, ratings are considered a best dstjifased upon
a complex study of all the factors involved. Taarat the most valid conclusion, one must havélaie all of the
applicable information that can be obtained. Assgssonclusions on incomplete data should be adhideless
such data is unobtainable. If one believes additidata may alter the conclusions, it would be wisso state.

When and How Impairment Benefits are Apportioned:

When a permanent impairment results from the amiditr combination of a prior impairment with thesting
impairment from the industrial accident, then tleenpanent impairment is apportioned (or distributeetiveen the
current injury and the prior impairment conditign@@hysicians must understand that apportionmemtrgdly
applies only to permanent impairments. Apportionntérthe final rating is necessary if there is alijee medical
documentation that a prior ratable impairment exisiefore the industrial event for the same anaialnairea,
structure or condition. In order to apportion @oyndition as a prior impairment, the condition wbaoked to have
been ratable by either the AMA Guides or Utah’ 820mpairment Guides before the industrial evert ruust be
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based on reasonable medical probability (i.e.,tgrehan 50%). The total impairment is calculated then the
prior impairment is calculated and deducted. Timeaiaing amount would then be due to the industaident.

Not all cases can be apportioned. If the physicemot, with a reasonable degree of medical piibtyalestimate
the level of impairment that would have existedsaatt the injury, then the physician cannot apportie final
impairment.

Apportionment cannot be based solely on the exister a disease, abnormality, or disorder. If spehas an
occult disorder (spondylolysis, spondylolisthesisignificant degenerative changes, etc.) that diowolt have
qualified for a rating before an event, then timalffirating is not subject to apportionment. (Saawondition, while
not clearly increasing the incidence of injury, slé@crease the morbidity, lessen the degree ofergand
increases the likelihood of surgery. Those isshascannot be measured in any reasonable, olgestly cannot
qualify for an apportionment.)

What Schedule to Use When Apportioning Pre-existingonditions:

If an individual has received a prior rating fronetUtah’s 1994 Modification of the AMA Guides, thih Edition
of the AMA Guides, the Utah 1997 Guides, or the Ne®®2 Impairment Guides, involving the same anataimi
area as the industrial accident, then this pritngavould be subtracted from the new rating. & gerson has
received a prior rating for conditions from anyetlkchedule than those listed above, the raterdalitract the
prior rating from the new rating, up to the amotlmy would have received for the same conditioreuttus
schedulelf the person has a preexisting condition théisted in these guidelines and has not been fatetthis
problem, the rater should use these guidelinestament, as best they can, a rating for the preéegisonditions,
which is then subtracted from the current ratigpd Spine Example 24)

If the person has preexisting conditions that atefound in these guidelines and has not been fatetiese
problems, the rater should use the Fifth Editiothef AMA Guidelines to document, as best they eamating for
the pre-existing conditions, which is then sub&ddrom the current rating.

Table 2
What Schedule to Use When Apportioning Prior Ratald Conditions
Patient has a prior ratable condition for the samebody area What schedule to apply
being rated
Prior impairment was calculated from:
a The AMA’s # Edition Guides, or Subtract prior impairment directly for the new cdited
b. The 1994 or the 1997 Utah Modifications to tHeAts 4" impairment.
Edition, or

c. This “2002 Utah's Impairment Guides" or the ated portions
of the AMA’s 5" edition

Prior impairment was calculated from: Establish what the rating would have been undesthedule,
Any schedule other than the above: "Utah’s 2002 Impairment Guides". If the conditianlte rated
is not included there, use the AMA'h 3 dition

Subtract this % impairment from the total impairin&n

A prior condition existed that was never rated, butcontributes | Establish what the rating would have been undesrgtiedule,
to the final rating. "Utah’s 2002 Impairment Guides". If the conditiantie rated
is not included here, use ththEdition

Subtract this figure from the new calculated tatgbairment.
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Spine And Pelvis Conditions

Utah’s 2002 Impairment Guides

Physicians are to use the following sections te pattients with residual spinal problems from atustrial accident
and not the AMA Editions. With this Utah’s 2002 laipnent Guide, the patient is placed in the categiuat best
describes their condition. The physician shoulden@ombine two impairments for the same spinal ssgnexcept
for completely different problems, which would brusual. For example, if one has an L1 compressawitre and
a herniated disc at L4, these would be regardearatgly and combined. There will be unusual casasdo not fit
these categories which should be rated in relatiprte and utilizing these categories for guidedinas with other
sections of the Utah or AMA Guides, before an impaint rating is considered, the patient must beicatig
stable.

The majority of patients with soft tissue spinahgmaints resolve without any permanent residu&efore, before
considering any patient with residual soft tissleyelopmental and degenerative spine complaintarfor
impairment, their symptomsust have been present for a minimum of six continous months

It is recognized that all impairment ratings afgeat estimate. Arriving at apportionment in the-$isSue spine
impairments has been extremely variable and ufnelidVhile Schedule V, Severity Indexing For

Apportionment of Schedule | may have some shortcomings, many variables heee bonsidered and Schedule V
appears to be a reasonable and logical approaoiptove uniformity and reliability.

Each spinal area involved--the cervical-thoracid #oracic-lumbar in Schedule | and the cervidadracic and
lumbar in Schedule Il is each considered a onerosgatem. All numbers within Schedules | or Il torde added.
When other organ systems are involved such as logical loss, their values are combined with thmep

Spine Impairment Clarification Concepts:

» If a person has a disc herniation or excisionpfe#éd by a stabilized period and then later incurs a
recurrent disc at the same level treated surgictidly new herniated disc would be rated accortbng
Schedule Il and the rating scheduled for the ihitisc would be apportioned off the total. Whethés the
same lateralization makes no difference. Thislis even though the circumstances that precipited
recurrence may be minimal. There is no additiomalairment for a recurrent disc treated conseretiv
unless there is evidence of additional residuattddpathy. [See Example 15]

» If a person has a disc herniation or excision feid by a stabilization period and then, later, iscu
herniation of a disc at a different level, the aiddial rating for the second herniation would beaxding to
this schedule. If one includes the prior everthmrating, it would be apportioned off so the mestult
would be the same. [See Example 15, 16, 24, 25]

» Add-ons for additional levels Il B, 1l D and Il Fan be applied only one time for the same level.

» If prior problems are not related, they must beutteld (apportioned), if it is required or requestest
they be listed.

* Repeat explorations at the same level, or repsairfa at the same level, only increase the impaitme
rating by 2%/per surgery. (See II-C)

» If a person only had degenerative changes, (nbletmnditions on Schedule V) and sustains a specif
pathological condition, such as a herniated die@pportionment to the degeneration is made, as the
specific injury is rated and the previous conditags not ratable.

« Two completely different spinal areas involved dddae calculated separately and combined.
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SOFT TISSUE, DEVELOPMENTAL and DEGENERATIVE SPINE

CONDITIONS SCHEDULE ONE

Should only be used if no surgery has been perforrde

SCHEDULE |. SOFT TISSUE, DEVELOPMENTAL and DEGENERA TIVE SPINE CONDITIONS (Whole Person)

Schedule | should only be used if no surgery hagén performed

Schedule | requires a minimum of six months duratn of symptoms from the time of the injury to the mpairment rating.
The rater is to use only one condition from 1A cagory through IE, one time.

Placement of a patient within one of these cateigsris dependent primarily on the history and phyei
findings. The examiner should also consider aApain behaviors” that may be preserit.

CERVICAL- THORACIC-
THORACIC LUMBAR

I-A. Medically documented injury and subjective symptors persisting for a minimum of six months
with a clinical history of aelative minor injury event. No evidence of acute changes on imagingreoe
to minimal activity modifications required.

0%

I-B. Medically documented injury and subjective symptors persisting for a minimum of six months
with a clinical history of anoderate injury event May have evidence afild degenerative changesn
imaging andmay- have permanent activity restrictions

3%

I-C. Medically documented injury and subjective symptors persisting for a minimum of six months
with a clinical history of aignificant injury event. May have imaging evidencd moderate to severe
degenerativechanges including spondylolysis. Should have permanent activity restrictions.

5%

I-D. Medically documented injury and subjective symptors persisting for a minimum of six months
with a clinical history of &ignificant injury event. This would include imaging evidence of objectifia,
disc herniation (s) that displaced nervous tigseated without surgery, spondylolisthesis or segmental
instability. Should have permanent activity restrictions

7%

I-E. Medically documented injury and subjective synptoms persisting for a minimum of six months
with a clinical history of &ignificant injury event and a spondylolisthesis, Grade Il or IV.

8%

ADD-ONS for above conditions in Schedule I(Whole Person)

I-F. Medically documented injury and subjective synptoms persisting for a minimum of six months
with continued pain, rigidityand Imaging evidenceof objectifiable, disc herniation that displacesvwous
tissue and has occurred fromsubsequent injury, at another level other thanfitet and was treated
without surgery.

3% per level

I-G. Neurological: Radiculopathy * (If , after one year the neurological deficits exceed 3% WP, then
calculate the deficits as described from table4086-11,16-13,17-37,15-17,15-18 aswinbinethe new
radiculopathy ratingin placeof the 3% listed hergSee Radiculopathy Schedule V]

3% for each
involved nerve root (Combined

1 AMA 5™ edition
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SCHEDULE II. SURGICALLY TREATED SPINE CONDITIONS

(Whole Person)

SCHEDULE Il. SURGICALLY TREATED SPINE CONDITIONS (W hole Person)
For conditions found in Schedules Il and Ill, no anount of time is required from the injury and the cdculation of an impairment.
Apportionment for conditions listed below is directand Table V's methodology does not apply.

(See Examples)

CERVICAL -THORACIC-
LUMBAR

II-A. First spinal surgery at one level in a given spifaegion, including herniated discs, severe
degenerative or post traumatic changes, foramteabsis, spondylolysis, spondylolisthesis, segnienta
instability and spinal stenosis. (Assigned ametper patient)

10% (one time per patient)

ADD-ONSfor Schedule 1I-A . (Whole Person)

II-B. Medically documented injury, with continued pamdaigidity and imaging evidenceof objectifiable,
disc herniation that displaces nervous tissue ascblecurred fronthe same osubsequenhjury, at another
level other than the firsdind was treated either conservatively or surgicatis would also includsurgery
for severe degenerative or posttraumatic changesninal stenosis, spondylolysis, spondylolisthesis
segmental instability and spinal stenosis. (Thiagplied only one time per level per patient aoicto be
applied to levels explored.)

Add 3%
(one time per level per patient)

II-C. Second or subsequent spinal operation in given spinal region,including herniated discs, severe
degenerative or post traumatic changes, foramteabsis, spondylolysis, spondylolisthesis, segntenta
instability and spinal stenosis.

Add 2% per operation

II-D. Spinal Fusions ( For the first level fused)

Add 3% for first level (use one
time only)

II-E. Fusions: Additional level (s) (i.e. 3 segments = 2 levels)

Add 2% for each additional leve|\.
This is to be used only one time
per level

II-F. Neurological: Radiculopathy * (If , after one year the neurological deficits exceed 3% WP, then
calculate the deficits as described from table23 3 13-24 anccombinethe new radiculopathy rating
placeof the 3% listed her¢See Schedule Below]

Combine 3%
for each involved nerve root

II-G. Minor procedures or operations, such as hardwanevel

0%

* Radiculopathy Schedule (see next page)

16



* Radiculopathy Schedule
(Must Have A Score Greater Than or Equal to 3 tali®y

Objective Testing Documented Objective Findings at the Time of Rating Score
Imaging Significant Disc ProtrusionEhat Displace Nerve Tissue And Or Bony/Mechanical 2
Encroachment OnThe Imaging Which Correlates Anatomically With Tiedings On
The Neurological Examination

Muscle Involvement Objective Myotomal Weakness And/Or
Atrophy >2cm Compared To Uninvolved Limb 2
EMG Changes Findings Of Fibrillation Potentials In The Distritian Of Myotome 2
Sensory Involvement Objective Alteration Of Sensation (Sharp/Dull, HEbld, Light Touch, ) Consistent 1

With Specific Dermatomal Distribution
Reflex Changes Loss Of/Or Diminished Deep Tendon Reflexes,( Bieépseps-Brachioradialis- 1
Patellar-Or Ankle Jerk ) As Compared To Non-Affec&de.

Tension —Compression Signs Spurling's or Straight Leg Raise 1
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SCHEDULE Ill. VERTEBRAL FRACTURES (Whole Person)

SCHEDULE Ill. VERTEBRAL FRACTURES (Whole Person)
The impairments listed below are the same with ithiaut surgery.
If a fracture(s) is healed without functional impaént, there is no rating given.
Rater is to use only the highest ratings from eigteetions IlI-A or IlI-B or IlI-C.
Non-adjacent fractures at distinctly different @rezay be rated separately and combined.
Accompanying impairments to other organ systemsal®ilated separately and combined with the fradmpairment.

IlI-A: COMPRESSION FRACTURE(s), THAT REMAIN AT MEDICAL STABILITY

THE BELOW LISTED IMPAIRMENTS ARE THE SAME WITH ORW ITHOUT SURGERY.
(Pre-existing compression fractures should be ratednly when there has been aggravation by a new injy, shown by
objective radiological findings. These values should be addressed as &@xisting factor.)

If surgery is performed, the pre-operative compres®n percentage amount is used for the rating.

Worst vertebra
11I-A:% Vertebral Compression Fracture CERVICAL THORACIC LUMBAR
IlI-A-1: 10% or less 3% 2% 3%
I1I-A-2: 11% to 25% 6% 4% 4%
11I-A-3: 26% to 50% 14% 6% 10%
11I-A-4: Greater than 50% (Burst Fracture) 19% 9% (Include T12 with Lumbgr
15%
11I-A-5: Fusion- If it is required to extend the fusion over more than three vertebral segments, add 5% one time
11I-A-6: For multiple fractures listed in IlI-A, wi th more than one level involved Add 3% one time
11I-A-7. Radiculopathy * (If , after one year, the neurological deficits exceed 3% WP, then calculaténe deficits as | Combine 3% one
described from tables 16-10,16-11,16-13,17-37,15115-18 andcombinethe new radiculopathy rating, in placeof | time
the 3% listed here. (See Below?*)

11I-B: X-RAY EVIDENCE OF VERTEBRAL FRACTURES WITH AXIAL DISLOCATIONS INVOLVING POSTERIOR ELEMENTS
(REGARDLESS OF DEGREE OF VERTEBRAL COMPRESSION )
Including Those Fractures Which Involve the PedicleLamina, or Articular Process

11I-B-1 No Surgery is performed and reduction isAnormal 6%

11I-B-2: Surgery performed and normal reduction (In cludes fusion) 14%
11I-B-3: No surgery performed and reduction is notnormal 17%
11I-B-4: Surgery performed with poor reductions (in cludes fusion) 20%
11I-B-5: Fusion- If it is required to extend the fusion over more than three vertebral segments, add 5% one time
11I-B-6: For multiple fractures listed in IlI-B, wi th more than two vertebrae involved Add 3% one time
11I-B-7: Radiculopathy * (If, after one year, the neurological deficits exceed 3% WP, then calculatdé deficits as

described from Tables 16-10,16-11,16-13,17-37,15115-18 andcombinethe new radiculopathy rating, in placeof Combine 3% one
the prior 3% awarded. [See Radiculopathy Schedule]* time
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SCHEDULE Ill. VERTEBRAL FRACTURES (Whole Person)
The impairments listed below are the same with ithiaut surgery.
If a fracture(s) is healed without functional impaént, there is no rating given.
Rater is to use only the highest ratings from eigteetions IlI-A or IlI-B or IlI-C.
Non-adjacent fractures at distinctly different arezay be rated separately and combined.
Accompanying impairments to other organ systemsal®ilated separately and combined with the fradmpairment.

IlI-C: OTHER FRACTURES NOT LISTED ABOVE
THE BELOW LISTED IMPAIRMENTS ARE THE SAME WITH ORW ITHOUT SURGERY.

11I-C-1. One or more transverse process or spinouprocess fracture healed without significant displaement or 0%
symptoms:
I1I-C- 2. One transverse process or spinous proced$gacture healed with significant displacement ancpersistent 3%

symptoms remaining:

I1I-C-3 More than one transverse process or spinosiprocess fracture which have not healed with sigiicant 5%
displacement and persistent symptoms remaining:

11I-C-4. Posterior elements healed without displaceent or functional impairment. 0%
11I-C-5. Posterior elements healed with or withoutdisplacement, but requiring spinal surgical intervention. 10%
11I-C-6. Posterior elements healed with or withoutdisplacement requiring surgical fusion Add 3%
11I-C-7. Fusions over more than three segments add(This is not to be used in conjunction with 111-C6) 5% one time

11I-C-8. Radiculopathy * (If , after one year, the neurological deficits exceed 3% WP, then calculatine deficits as| Combine 3% one
described from tables 13-23 & 13-24 andombinethe new radiculopathy rating, in placeof the 3% listed here. time
[*See Radiculopathy Schedule]

Schedules for Calculating Neurological Loss
The methodology and schedules to be used in tleellagibn of neurological loss is contained in theukblogical
section of the AMA 5 edition, page 482 — 484.

Spine With Associated Severe Neurological Injuries

For consistency in evaluating spinal impairmentdnaissociated severe neurological involvementfdhewing
should be used whenever possible, eliminating &selrior multiple system evaluations. (These arédqgslied in
more isolated circumstances or for other condi}idiey are included by identification or implicat®in the
categories as listed below. For spinal conditioith velated impairments that clearly fall withiretfollowing
classifications, use th®MA Guides, 5th EditigrRating Corticospinal Tract Damage, (page 395)thadelated text
in the 2002 Utah Impairment Guides. The “Nerve Raat/or Spinal Cord Model”, found in the Spinal ROM
section, on page 423, is not to be used.
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Pelvis

SCHEDULE IV. THE PELVIS
(Whole Person)

Healed Fracture without displacement or residggisi........... 0% Healed fracture(s) with displacement, deformity,

Healed fracture with displacement and without nesigign(s) andresiduals problem(s) involving:

involving: a. Single ramus.............c.......

A. SINQGIE FAMUS.....eeiiiiiiiii et e b. Rami, bilateral

b. Rami, bilateral C.o UM et e

C. Hlium.. oo, d. Ischium, displaced 1 inch or more ......... .

d. Ischium e. Symphysis pubis, displaced or separated ........15%

e. Symphysis pubis, without separation.......cccccccceevvann.n. 5% f. Sacrum, into sacroiliac joint............. ..oveeveereenne 10%

LTS Y= (o) 0 o SR PPRRRN 5% g. Coccyx, NoON Union Or eXCiSION..... vveeevweveeeeen. 5%

[0 TR Oo o703 ) GO USRS 0% h. Coccyx, displacement...... ..cccccceeiiiviiieveeeeeeen, 3%*
i. Fracture into acetabulum .......... Evaluate atiog to hip

*Residual problem of persistent sitting intolerar@0 min
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Schedule | Form for Computing Spinal Impairments
It is recommended that the following applicable fom(s), along with supporting
documentation, be submitted for spine impairments atings.

Schedule | Form for Computing Spinal Impairments
Use This Schedule if No Surgery has been Performed

Patient's Name: Date:

Placement of a patient within one of these catege is dependent primarily on the history and piga | CERVICAL- THORACIC-
findings. The examiner should also consider angdin behaviors” that may be present THORACIC LUMBAR

I-A . Medically documented injury and subjective symptons persisting for a minimum of six 0%
monthswith a clinical history of aelative minor injury event. No evidence of acute changes o
imaging andhone to minimal activity modifications required.

=

I-B. Medically documented injury and subjective symptors persisting for a minimum of six
monthswith a clinical history of anoderate injury event May have evidence aild 3%
degenerative changesn imaging anginay have permanent activity restrictions

I-C. Medically documented injury and subjective symptors persisting for a minimum of six
monthswith a clinical history of &ignificant injury event. May have imaging evidencd 5%
moderate to severe degenerativehangesincluding spondylolysis. Should have permanent
activity restrictions.

I-D. Medically documented injury and subjective symptors persisting for a minimum of six
monthswith a clinical history of &ignificant injury event. This would include imaging evidencg 7%
of objectifiable, disc herniation (s) that displdeeervous tissuereated without surgery,
spondylolisthesis or segmentalinstabilBhould have permanent activity restrictions

I-E. Medically documented injury and subjective synptoms persisting for a minimum of six 8%
months with a clinical history of aignificant injury event and a spondylolisthesis, Grade Il or
V.

ADD-ONSfor conditions in Schedule I-D. or 1-E(Whole Person)

I-F. Medically documented injury and subjective synptoms persisting for a minimum of six 3%
months with continued pain, rigiditand Imaging evidenceof objectifiable, disc herniation that
displaces nervous tissue and has occurred freabsequent injury, at another level other than the
first and was treated without surgery.

Add Impairment (Total Amount for Spine)

I-G. Neurological: Radiculopathy * (If , after one year the neurological deficits exceed 3% WH, 3%
then calculate the deficits as described from &ab&10,16-11,16-13,17-37,15-17,15-18 and Combin
combinethe new radiculopathy ratin@ placeof the 3% listed here. (See Below?*) ed

Total Impairment Value Without Apportionment

Apportionment:

Final Impairment Related to the Last Event:

Signature and Title of Physician doing Rating:

21




Schedule Il Form for Computing Surgical Spinal Imparments

Schedule Il Form for Computing Surgical Spinal Imparments
Use for Surgically Treated Spine Conditions

Patient's Name: Date

Injury Events Initial [ Second | Third
Event Event Event

II-A. First spinal surgery at one level in a given spifaegion, including 10% one time
herniated discs, severe degenerative or post ttaotenges, foraminal stenosis, per patient
spondylolysis, spondylolisthesis, segmental inéitglzind spinal stenosis.
(Assigned one time per patient.)

ADD-ONSfor Schedule 1I-A . (Whole Person)

II-B. Medically documented injury, with continued paimdaigidity and imaging Add 3%
evidenceof objectifiable, disc herniation that displacesvous tissue and has (one time per
occurred fronthe same osubsequerninjury, at another level other than the firahd level per
was treated either conservatively or surgicallyisMould also includsurgeryfor patient)

severe degenerative or posttraumatic changes, iioaastenosis, spondylolysis,
spondylolisthesis, segmental instability and sp@tahosis. (This is applied only orje
time per level per patient and not to be appliel¢vtels explored.)

II-C. Second or subsequent spinal operation in given spinal region,including Add 2%
herniated discs, severe degenerative or post ttamoteanges, foraminal stenosis, | per operation
spondylolysis, spondylolisthesis, segmental inéitglzind spinal stenosis.

II-D. Spinal Fusions ( For the first level fused)(use one time only) 3%

II-E. Fusions: Additional level (s)/ each additional level. This is to be used only 2%
one time per level

II-G. Minor procedures or operations, such as hardwanevel 0%

Add Impairment (Total Amount for Spine)

II-F. Neurological: Radiculopathy * (If , after one year the neurological deficits | 3% Combined
exceed 3% WP, then calculate the deficits as destifrom tables 16-10,16-11,16-
13,17-37,15-17,15-18 armbmbinethe new radiculopathy ratin@ placeof the 3%
listed here. (See Below?*)

Total Impairment Value Without Apportionment

Apportionment;

Final Impairment Related to the Last Event:

Signature and Title of Physician doing Rating:

*[See Radiculopathy Schedule]
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SCHEDULE V-Severity Indexing Prior Conditions

It is recognized that all impairments are beshaestes. Arriving at apportionment for LS spine imp@nts in the
past has been extremely variable and unreliabléle/@thedule V, Severity Indexing for apportionmeht
Schedule I, may have some shortcomings, many \aesdiave been considered and it appears to besaraale

and logical approach to improve uniformity andabhiiity.

Schedule V. Severity Indexing for Apportionment ofSchedule I.
(This applies only to the Impairment Process)

Schedule | requires a minimum of six months duratin of symptoms, from the time of the injury and theimpairment rating

Score 0 1pt. 2pts.
V-A Time Lost from Work in the Last 12 Months Becauo$e 0 1-3 days >3 days
Symptoms in the Same Spinal Region.
V- B Number of Prior Episodes in the Same Spinal Region 0 1-3 >3
V-C Duration since Last Episode >3 years 1-3 Years <lyear
V- D Prior Work Restrictions Because of Problems in the No=0 Temporary Permanent
Same Spinal Region
V-E Prior Objective Testing to the Same Spinal Region: 0 If taken prior to 2 yeary If taken within the

EMG-NCV, X-ray, MRI-CT, Bone Scan

last 2 years

V-F Prior to latest claim, what ongoing Medical,

0 -2timesin last 3

3-6 times in last 3 yrs

>6 in last 3 yrs

Chiropractic Visits, Physical Therapy Visits weeeeived yrs

for an injury to the Same Spinal Region.

V-G Spondylolysis with Spondylolisthesis <25% slip >25% Slip
V-H Radiculopathy (As objectified by Radiculopathy Schedule) No History Prior History

1-2 pts. = no Apportionment
3pts. = 10% may be apportioned off as a prior tatabndition
4pts. = 20% may be apportioned off as a prior tatabndition
5pts. = 30% may be apportioned off as a prior tatabndition

6pts.
7pts.

40% may be apportioned off as a prior fatabndition
50% may be apportioned off as a prior tatabndition

8pts. = 70% may be apportioned off as a prior tatabndition
9pts. = 90% may be apportioned off as a prior tatabndition
>10 pts. = 100% may be apportioned off as a patahie condition

Summary of Basic Principles of Apportionment

-Apportionment applies only to permanent impairment

-Impairment that directly results from the curramtiry being evaluated is not apportioned.

-Ratable impairment that existed prior to the ipjisrsubject to apportionment.
-In all cases, the apportionment may not be spéealaActual factors of prior impairments are to be

discussed with sufficient reason in support ofapportionment.

- Spondylolysis with Spondylolisthesis are weighteat, no deduction without prior symptoms
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EXAMPLES - SPINE IMPAIRMENTS
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Example 16:
Example 17:
Example 18:
Example 19:
Example 20:
Example 21:
Example 22:
Example 23:
Example 24:
Example 25:
Example 26:

A thirty-fou

Second Disc Injury, Treated Non-opeedyi

First Industrial Disc Injury--SecondsBHerniation requiring a Second Surgery
Disc Injury--Undergoing 3 Surgeriegliiding a Fusion
Degenerative Disc Disease--with Twodl&ecompression
Compression Fractures with Prior Histord Rating

Burst Fracture Requiring Fusion

Coccygodynia

Prior Nonindustrial Injury with Two lastrial Injuries and Ratings.
Prior Industrial Rating with AnothersBym, Now with a New Injury
Prior Industrial Rating with AnothersBym, Now with a New Injury
Impairment Related to Two-Disc Operatedrom One Event

Example 1. Mechanical Back Pain

r year old construction worker with aW-back injury claim over six months ago followsedative

minor event. He has had a course of physical tyerapdications and chiropractic physician’s viskithough he
has continued to work, he still has subjective claings of intermittent low back pain and over tloeiater

medications are occasionally used. He has beeardechedically stable and released to full dutya)s are
normal.
THORACIC
Exampl.e 1 . . -LUMBAR
Schedule | Form for Computing Spinal Impairments
I-A. Medically documented injury and subjective symptors persisting for a minimum of six monthswith 0%
a clinical history of aelative minor injury event. No evidence of acute changes on imagingraomk to
minimal activity modifications required.
Final Impairment Related to the Last Event: 0%
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Example 2: Mechanical Back Pain

A twenty-three year old construction worker hada-back injury claim six months ago following apstin the ice
wherein he landed on his buttocks. He had no knoedical history of prior back pain. His x-rays hdneen read
as normal and he has undergone a course of phyisezalpy and medications. Although he has continoedork,
he still complains of intermittent low-back paintivreferred pain into the back of the legs, thasdoot go into his
feet. These symptoms have been consistent withiyupain behaviors noted. He has primarily used-thver
counter medications, but occasionally requiresesgription anti-inflammatory. Occasionally he uaad_.S. brace
to work in. He has been declared medically stabteraleased to full duty.

THORACIC
Example 2 L OMBAR
Schedule | Form for Computing Spinal Impairments

I-B. Medically documented injury and subjective symptors persisting for a minimum of six monthswith a
clinical history of amoderate injury event May have evidence afild degenerative change®n imaging and 3%
may have permanent activity restrictions

Add Impairments 3%

Apportionment: (The amount apportioned from Schedue | must agree with Schedules | & V)

Impairment Related to the Last Event: 3%

Example 3. Mechanical Back Pain

A forty-four year old female has a history of a kyack injury claim six months ago following a chedllapsing
under her at work, wherein she landed on her bkgtdghe has had no known history of prior backiteuShe has
had a course of physical therapy and medicatioltioAgh she has continued to work, she still coinglaf
intermittent low back pain with referred pain ithe back of the legs, that does not go into her felge has missed
some time at work and now mostly uses a prescrigigi-inflammatory, a TENS unit and occasionalylaS.
brace to work in. Her physical examination doesderhonstrate any neurological deficit, althoughdbes have
someAgive-away” weakness. She has been declared medically stadbleittna 30 Ib infrequent lifting weight
restriction. X-rays show minimal disc space narroyyi

THORACIC
Exampl.e 3 . . -LUMBAR
Schedule | Form for Computing Spinal Impairments
I-C. Medically documented injury and subjective symptons persisting for a minimum of six monthswith a 5%
clinical history of asignificant injury event. May have imaging evidencé moderate to severe degenerative
changes including spondylolysis. Should have permanent activity restrictions.
Add Impairments 5%
Apportionment: (The amount apportioned from Schedue | must agree with Schedules | & V)
Impairment Related to the Last Event: 5%
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Example 4. Mechanical Back Pain-with Referred Pai

A forty-eight year old male had a low-back injugin six months ago following lifting a 80 Ib comete panel. He
has had a course of physical therapy, medicatindhiropractic physician’s care. Although he hastinued to
work, he still complains of intermittent low backip with referred pain into the back of the legsittdoes go into
the lateral aspect of his right leg. He does nethaflex changes, weakness, or dermatomal seokanges. He
now occasionally misses some time from work andtiposes a prescription anti-inflammatory and a Bahit
and an L.S. brace at work. He has been declaredtatiydstable and with a 50 Ib infrequent weiglstrestion. X-
rays show early degenerative disc disease, witA B €€an showing a disc bulge at L4-L5 touching, it
displacing the nerve roots. He has no prior sigaiit history of prior back injury and exhibits naipbehaviors.

THORACIC
Example. 4 . . -LUMBAR
Schedule | Form for Computing Spinal Impairments
I-C. Medically documented injury and subjective symptons persisting for a minimum of six monthswith a 5%
clinical history of asignificant injury event. May have imaging evidencé moderate to severe degenerative
changes including spondylolysis. Should have permanent activity restrictions.
Add Impairments 5%
Apportionment: (The amount apportioned from Schedue | must agree with Schedules | & V)
Impairment Related to the Last Event: 5%

Discussion: Although this patient has subjectivienred pain into the lateral aspect of his riglg, lehis alone does
not qualify as a radiculopathy.

Example 5. Mechanical Back Pain-with Referred Pairand a Prior History

A forty-eight year old male who injured his back sionths ago lifting a 80 Ib concrete panel. He les a course
of physical therapy, medications and chiroprachiggician’s care. Although he has continued to whekstill
complains of intermittent low-back pain with refedrpain into the back of the legs, that does gotim: lateral
aspect of his right foot. He does not have refleanges, weakness, or dermatomal sensory changegerof pain
behavior. He occasionally misses some time fromkvaoid mostly uses a prescription anti-inflammaimg a
TENS unit and an L.S. brace at work. He has beelads medically stable with a 50 Ib infrequent glei
restriction. X-rays show early degenerative disedse, with a CAT scan showing a disc bulge at 54euching,
but not displacing the nerve roots. He has hadpmiar episodes of back pain, 5 years ago in whieldd no lost
time and again 2 years ago, with lost time of fdays. He has had ten chiropractic physician visigsars, with a
CT scan completed then. Prior to his latest injheyhad formally been given no permanent work icsins.
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SCHEDULE V. SEVERITY INDEXING FOR APPORTIONMENT OF SCHEDULE I.
(This applies only to the Impairment Process)

If the history was significant enough to automadtjcqualify for a rating in these Utah 2002 Guidsgportion directly

Score 0 1pt. 2pts.
V-A Time Lost from Work in the Last 12 Months Becao§e 0 1-3 days >3 days
Symptoms in the Same Spinal Region.
V- B Number of Prior Episodes in the Same Spinal Region 0 1-3 >3
V-C Duration since Last Episode 0 1-3 Years <lyear
V- D Prior Work Restrictions Because of Problems inShene No=0 Temporary Permanent
Spinal Region
V-E Prior Objective Testing to the Same Spinal RegiMG- 0 If ever taken If taken within
NCV, X-ray, MRI-CT, Bone Scan the last 2 years
V-F Prior to latest claim, what ongoing Medical, Chiragtic Visits, | 0 -2 times in lasf 3-6 times in last| >6 in last 3 yrs
Physical Therapy Visits were received for an injtoghe Same 3yrs 3yrs
Spinal Region.
V-G Spondylolysis with Spondylolisthesis <25% slip >25% Slip
V-H Radiculopathy (As objectified by Radiculopathy Schedule) Prior History

1-2 pts. = no Apportionment

3pts. = 10% may be apportioned off as a prior d&eeondition

4pts. = 20% may be apportioned off as a prior kAéeaondition

5pts. = 30% may be apportioned off as a prior tdéeeondition
6pts. = 40% may be apportioned off as a prior rateble condition

7pts. = 50% may be apportioned off as a prior tdéea

8pts. = 70% may be apportioned off as a prior d&eeondition

9Ipts. = 90% may be apportioned off as a prior d&eeondition
10 pts. = 100% may be apportioned off as a priwatale condition

THORACIC-
Example. 5 . . LUMBAR
Schedule | Form for Computing Spinal Impairments
I-C. Medically documented injury and subjective symptors persisting for a minimum of six monthswith 5%
a clinical history of aignificant injury event. May have imaging evidenod moderate to severe
degenerativechanges including spondylolysis. Should have permanent activity restrictions.
Add Impairments 5%
Less Apportionment= 6 pts from table V = 40%, 40% 65% (I-C.) = 2% WP -2%
Impairment Related to the Last Event: 3%

27




Example 6: Cervical-Thoracic Pain Without Radiculopathy

Six months ago while at work, a twenty-eight yelarmale was sitting in the driver's seat of theigikehhe was
driving, waiting at a red light, when he was striickm behind by a pickup truck traveling approxielgt20 miles
per hour. His diagnostic workup has included pilanays and a MRI, which were found to be withinmat limits.
He has been treated with chiropractic manipulatidysical therapy, anti-inflammatories and muselexers.
Although these treatments have helped, he stillptaims of neck pain, mid scapular pain, with assied
headaches. He still requires occasional medicatimhhe has had to permanently modify his occupati@void
extensive overhead work. His physical examinatimnge not disclosed any overt pain behaviors arntthkenad no
prior history of cervical or thoracic injuries.

Example 6 CERVICAL
Schedule | Form for Computing Spinal Impairments THORACIC
I-C. Medically documented injury and subjective symptons persisting for a minimum of six monthswith a 5%

clinical history of asignificant injury event. May have imaging evidencé moderate to severe degenerative
changes including spondylolysis. Should have permanent activity restrictions.

Add Impairments 5%

Apportionment: (The amount apportioned from Schedue | must agree with Schedules | & V)

Impairment Related to the Last Event: 5%

Discussion: Although he continues to have painathlthe cervical and thoracic area, these are dmbkidered under I-C and
awarded 5% WP.
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Example 7: Cervical-Thoracic Pain Without Radiculopathy and with Clinical
Manifestations of Overt Pain Behaviors

Six months ago while at work, a thirty-two year &dhale has continual complaints of neck and thHorawblems
from an accident that occurred while she was giitinthe driver's seat, waiting at a red light, wiskée was struck
from behind by a pickup truck traveling approxiniat20 miles per hour. Her diagnostic workup haduded plain
x-rays and an MRI, which were found to be withimmal limits. She has been treated with chiropractic
manipulation, physical therapy, anti-inflammatordesl muscle relaxers. Although these treatments halped,

she still complains of neck and mid scapular paith associated headaches. She requires occasnauitation

and has had permanent activity restrictions givhitkvis to avoid extensive overhead work. Her ptgjsi
examinations have continued to demonstrate paiawehofboth verbal and non-verbal communication of distres
and suffering, including embellishing her mediciatdry, exaggerated pain drawings and providingeases on

the physical examination inconsistent with knowggiblogy. She denies any prior trauma or symptanthis area.

Example 7 CERVICAL
Schedule | Form for Computing Spinal Impairments THORACIC

I-B. Medically documented injury and subjective symptors persisting for a minimum of six monthswith a
clinical history of anoderate injury event May have evidence ahild degenerative change®n imaging and 3%
may have permanent activity restrictions

Add Impairments 3%

Apportionment: (The amount apportioned from Schedue | must agree with Schedules | & V)

Impairment Related to the Last Event: 3%

Discussion: Residual symptoms in both the cenacal thoracic areas are both considered under ldBaararded 3% WPFor
ratings that fall between categories, pain behawiaastybe considered for placement in a lesser imgait percent.
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Example 8: Low-Back Pain-With Radiculopathy--No Sirgery

A fifty-three year old female dock worker, injurbdr lower back lifting a 80 Ib box eight months a§be initially
had pain into her right leg, down to the ball of feot, with associated numbness, tingling and weak. She
underwent an MRI which demonstrated an L5-S1 HNiR wght S1 nerve root displacement. Treatment has
included an epidural, physical therapy, medicatiamd bracing. She now has been declared medic¢alijesand
released for work with permanent modified restoicsi of infrequent lifts of 40 Ibs. Her physical exaontinues to

show an absent right ankle jerk, straight legaifd0 degrees and leg atrophy of 2 cm comparirg t@left. She
has no significant history of back problems.

Example 8 THORACIC
Schedule | Form for Computing Spinal Impairments "LUMBAR

I-D. Medically documented injury and subjective symptors persisting for a minimum of six
monthswith a clinical history of aignificant injury event. This would include imaging evidence of 7% 7%
objectifiable, disc herniation (s) that displacesivous tissuéreated without surgery,
spondylolisthesis or segmentalinstabilBhould have permanent activity restrictions

Add Impairment (Total Amount for Spine) 7%

I-G. Neurological: Radiculopathy * (If , after one year the neurological deficits exceed 3% WP, then 3% 3%
calculate the deficits as described from table4,86-11,16-13,17-37,15-17,15-18 asminbinethe Com
new radiculopathy ratindn placeof the 3% listed hergSee Radiculopathy Schedule] bined

Total Impairment Value Without Apportionment 10%

Apportionment: (The amount apportioned from Scheduk | must agree with Schedules | & V)

Final Impairment Related to the Last Event: 10%
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Example 9: Low-Back Pain--Post Surgery

A forty-eight year old female dockworker injured thew back lifting a 80 Ib box nine months ago. Shigally had pain into her
right leg, down to the ball of her foot, with assted numbness, tingling and weakness. She undeamedRI, which
demonstrated an L5-S1 HNP with a right S1 nervé dsplacement. Treatment included an epiduralsgay therapy,
medications, bracing and eventually an L5-S1 diseeyg four months ago. She now has been declareétatlydstable and
released for work with permanent restrictions dfequent lifts of 40 Ibs. Her physical exam hasasially returned to normal,
with complaints of occasional back and leg paiopping at the knee. She has had no significanviyistf prior back pain.

Example 9 E'nitiat'
SCHEDULE 1. Use for Surgically Treated Spine Condiions ven
II-A. First spinal surgery at one level in a given spifaegion, including herniated discs, sever¢ 10% one
degenerative or post traumatic changes, foramteabsis, spondylolysis, spondylolisthesis, time per 10%
segmental instability and spinal stenosis. (g®sd one time per patient.) patient

Add Impairments | 10%

Apportionment:

Final Impairment Related to the Last Event: | 10%

Example 10: Low Back Pain, Post Surgery and with Rdiculopathy

A thirty-five year old female warehouse worker mgd her low back lifting a 50 Ib box eight montlgpaShe
initially had pain into her right leg, down to thall of her foot, with associated numbness, tirggkmd weakness.
She underwent an MRI, which demonstrated an L5-8P Mith a right S1 nerve root displacement. Treatme
included an epidural, physical therapy, medicatitanacing andurgery at L5-S1. She now has been declared
medically stable and released for work with pernmameodified restrictions of infrequent lifts of 4i@s. Her
physical exam continues to show an absent rightegakk, straight leg lift at 30 degrees and legpalty of 2 cm
comparing right to left. She has had no signifidaistory of prior back pain.

Example 10 E'nitiatl
. . . ven
SCHEDULE II. Use for Surgically Treated Spine Condiions
II-A. First spinal surgery at one level in a given spifdaegion, including herniated discs, sever¢ 10% one 10%
degenerative or post traumatic changes, foramteabsis, spondylolysis, spondylolisthesis, time per
segmental instability and spinal stenosis. (@®sd one time per patient.) patient
Add Impairment (Total Amount for Spine) 10%
II-F. Neurological: Radiculopathy * (If , after one year the neurological deficits exceed 3% WH, 3% 3%
then calculate the deficits as described from ®b&10,16-11,16-13,17-37,15-17,15-18 and Combined
combinethe new radiculopathy ratin placeof the 3% listed her¢See Radiculopathy
Schedule]
Add Impairments 13%
Apportionment: 0
Final Impairment Related to the Last Event: 13%
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Example 11: Low Back Pain, Post Surgery, with FooDrop

A thirty-five year old female warehouse worker igd her low back lifting a 50 Ib box. She initiahad pain into
her right leg down to the lateral aspect of her leith associated numbness, tingling and the iitghid dorsiflex
her foot against gravity. She underwent an MRI Widemonstrated an L4-L5 HNP with right L5 nervetroo
displacement. Treatment has included an epidungkipal therapy, medications, bracing and surgebyld 5. She
was declared medically stable and released for wattk permanent modified restrictions of infrequéfts of 20
Ibs. Her physical exam continues to demonstraténdigility to dorsiflex her right foot against givand needs to
wear a AFO. She has leg atrophy of 2 cm compargtd to left. Her pain is minimal, but she does &&0%
reduction of sensation at the L5 distribution. ke had no significant history of prior back paid & nowone
year since surgery.

Sensory Deficits
Classification for Determining Impairment Due to Resulting from Nerve Disorders
(Upper or Lower Extremity Value)

Class Description of sensory loss or pain % Sensory

1 No loss of sensation , abnormal sensation, or pain 0

2 No_rnjal sensation except for pain, or decreasedasienswith or without pain, forgotten during 1-25
activity

3 Decreased sensation with or without pain, interfenig with activity 26-60

4 Decreased sensation with or without pain or miraarsalgia that may prevent activity 61-80

5 Decreased sensation with severe pain or major lcaaighat prevents activity 81-95%

Sensory component, = 50% of nerve multiplied by theé5 Sensory Nerve Root value , 5%, = 3% Lower Extnmity

Motor Deficits
Classification for Determining Impairment Due to Loss of Function Resulting From Nerve or MechanicdDisorders
(Upper or Lower Extremity Value)

Class | Description of Muscle Function % Motor Deficit
5 Active movement against gravity with full resistanc 0

4 Active movement against gravity with some resistéanc 1-25

3 Active movement against gravity only without resiste 26 - 50

2 Active movement with gravity eliminated 51-75

1 Slight contraction and no movement 76 -99

1 No contractions 100

Motor Deficit, = 70% of nerve value multiplied by the L5 Motor nerve value 37%, =26% Lower Extremity
26% for the motor value combined with 3% for the s@sory value = 28% Lower Extremity
28% Lower Extremity = 11% Whole Person (100% LowerExtremity = 40% Whole Person)
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Example 11 'Eitia't
c . .. ven
SCHEDULE II . Use for Surgically Treated Spine Conditions
II-A. First spinal surgery at one level in a given spifaegion, including 10% one time per 10%
herniated discs, severe degenerative or post ttauioteanges, foraminal stenosig, patient
spondylolysis, spondylolisthesis, segmental insitglzind spinal stenosis.
(Assigned one time per patient)
Add Impairment (Total Amount for Spine) 10%
II-F. Neurological: Radiculopathy * (If , after one year the neurological deficits exceed 3% WP, then 11%
calculate the deficits as described from table4,86-11,16-13,17-37,15-17,15-18 azminbinethe new
radiculopathy ratingin placeof the 3% listed hergSee Radiculopathy Schedule]
20%
Final Impairment Related to the Last Event:

Example 12: Spondylolisthesis without History

A forty-five year old male slipped and fell fourefie landing flat on his back six months ago. Aray-r
demonstrated an L5 spondylolysis with a grade poadylolisthesis. He was treated with a course of
physical therapy, medication and uses a brace eEdly. He continues to have back pain and occadio
leg pain to the back of his legs, but no reflexndes, atrophy, or dermatomal changes. He has been
released to work with permanent restrictions--todift over 40 Ibs. He has had no significant bigtof

back pain.

Example 12 THORACIC-
Schedule | Form for Computing Spinal Impairments LUMBAR
I-D. Medically documented injury and subjective symptors persisting for a minimum of
six monthswith a clinical history of aignificant injury event. This would include imaging 7% 7%
evidence of objectifiable, disc herniation (s) theplaced nervous tisstieated without
surgery, spondylolisthesis or segmentalinstabilBhould have permanent activity
restrictions.
Add Impairments 7%
Apportionment: 0%
Impairment Related to the Last Event: 7%

No apportionment is calculated, in that prior te tall, he would not have qualified for an impaimhe

rating.
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Example 13: Spondylolisthesis with Radiculopathy- whout prior history

A forty-five year old male slipped and fell fourefe landing flat on his back seven months ago. AmX
demonstrated an L5 spondylolysis with a grade poadylolisthesis and L5 bilateral foraminal narrogi
He was treated with a course of physical therapdioation and uses a brace occasionally. He caetit
have back pain and moderate right leg pain to thside of his foot. His physical exam demonstrates
positive straight leg raise at 30 degrees, wittssgnloss in the L5 distribution. A EMG demonstrhte
fibrillations, consistent with a right L5 radiculathy. A CAT scan demonstrated a bilateral parsaiefe
L5, old in nature with severe foraminal stenosie.hias declined surgery and has been released ko wor
not to lift over 30 Ibs, with occasional medicasaend bracing. Prior to his industrial accidémt has had
no history of back pain or leg pain

Example 13 ThoRacIc
Schedule | Form for Computing Spinal Impairments

I-D. Medically documented injury and subjective symptors persisting for a minimum of six
monthswith a clinical history of aignificant injury event. This would include imaging evidence 7% 7%
of objectifiable, disc herniation (s) that displdeeervous tissuereated without surgery,
spondylolisthesis or segmentalinstabilBhould have permanent activity restrictions

Add Impairment (Total Amount for Spine) 7%

I-G. Neurological: Radiculopathy * (If , after one year the neurological deficits exceed 3% 3% 3%
WP, then calculate the deficits as described fralnes 16-10,16-11,16-13,17-37,15-17,15-1§ Combined
andcombinethe new radiculopathy ratin@) placeof the 3% listed heré[See Radiculopathy
Schedule]

Total Impairment Value Without Apportionment 10%

No apportionment is calculated, in that prior t® fall, he would not have qualified for an impaént rating.
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Example 14: Spondylolisthesis with Radiculopathy ath Prior History

A forty-five year old male slipped and fell fourefe landing flat on his back seven months ago. AmX
demonstrated an L5 spondylolysis with a grade poadylolisthesis and L5 bilateral foraminal narrogiiHe was
treated with a course of physical therapy, medicaéind uses a brace occasionally. He continueave lback pain
and moderate right leg pain radiating to the oetsiflhis leg and to the top of his foot. His phgsiexam
demonstrates a positive straight leg raise at gdeds on the right, with sensory loss in the Lriistion. A EMG
demonstrated fibrillations, consistent with a LBicalopathy. A CAT scan demonstrated a bilateras plefect at
L5, old in nature. He has been released to workimlift over 50 Ibs, with occasional medicaticarsd bracing. He
has a prior history of back pain 11 months ago,re/e hurt himself taking out the garbage. With #@sode he
had x-rays taken, missed three days work, sawersopal physician two times and had a positive EB&ween

his first and second episode, he continued to Usaee and NSAIDS intermittently.

Schedule V. Severity Indexing for ApportionmentSzhedule I.
(This applies only to the Impairment Process)

If the history was significant enough to automdlycqualify for a rating in these 2002 Guides--apgm directly

EMG-NCV, X-ray, MRI-CT, Bone Scan

Score 0 1pt. 2pts.
V-A Time Lost from Work in the Last 12 Months Becaugse 0 1-3 days >3 days
of Symptoms in the Same Spinal Region.
V- B Number of Prior Episodes in the Same Spinal Redion 0 1-3 >3
V-C Duration since Last Episode 0 1-3 Years <lyear
V- D Prior Work Restrictions because of Problems in th No=0 Temporary Permanent
Same Spinal Region
V-E Prior Objective Testing to the Same Spinal Region 0 If ever taken If taken within

the last 2 years

V-F Prior to latest claim, what ongoing Medical,

0-2 times in last 3

3-6 times in last 3

>6 in last 3 yrs

Chiropractic Visit, Physical Therapy Visits wereee/ed yIs yrs
for an injury to the Same Spinal Region.
V-G Spondylolysis with Spondylolisthesis <25% slip >25% Slip

V-H Radiculopathy (As objectifed by RadiculopathySchedule)

Prior History

9pts. = 90% may be apportioned off as a prior ratelle condition
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Example 14
Schedule | Form for Computing Spinal Impairments

THORACIC-LUMBAR

I-D. Medically documented injury and subjective symptors persisting for a minimum of six

monthswith a clinical history of &ignificant injury event. This would include imaging evidence of| 7% 7%
objectifiable, disc herniation (s) that displacesvous tissué¢reated without surgery,
spondylolisthesis or segmentalinstabiliBhould have permanent activity restrictions
Add Impairment (Total Amount for Spine) 7%
I-G. Neurological: Radiculopathy * (If , after one year the neurological deficits exceed 3% WP, | 3% 3%
then calculate the deficits as described from tab&10,16-11,16-13,17-37,15-17,15-18 anchbine | Com
the new radiculopathy ratin@ placeof the 3% listed her¢See Radiculopathy Schedule] bined
Total Impairment Value Without Apportionment 10%
Apportionment: (The amount apportioned from Schedue | must agree with Schedules | & V) -9%
Final Impairment Related to the Last Event: 1%

If there was no radiculopathy before his industifihg episode, it could not be apportioned. § hadiculopathy
would be subject to apportionment because it ediptior to his industrial lifting event.

Example 15: Prior History of Disc Problems Requimng Surgery and Now with a

Recurrent Disc Herniation, Needing Another Surgery

Four months ago, a thirty-year-old secretary fitisn her roller stool and injures her back and feamd to have a recurrent L4-
L5 disc herniation. Two years earlier she had awork related L4-L5 disc surgical excision with nevdte remaining
symptoms but no radiculopathy or activity modifioat She has now undergone repeat surgery forethanment L4-L5 disc. She

has done well, with occasional back and leg paibnb radicular symptoms.
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Example 15

SCHEDULE II. Use for Surgically Treated Spine Condgtions

Initial
Event

Second Event]

lI-A. First spinal surgery at one level in a given spifaegion, including herniated

discs, severe degenerative or post traumatic clsafgaminal stenosis,
spondylolysis, spondylolisthesis, segmental inéitglzind spinal stenosis.
(Assigned one time per patient.)

10% one
time per
patient

10%

II-C. Second or subsequent spinal operation in given spinal region,including 2%

herniated discs, severe degenerative or post ttauioteanges, foraminal stenosis,

spondylolysis, spondylolisthesis, segmental insitglzind spinal stenosis.

2%

Add Impairments

12%

Apportionment:

10%

Final Impairment Related to the Last Event:

2%

There is no rating given for the first disc excisibut she would be entitled to a 2% rating forgeeond operation
because of the recurrent disc excision at the $ewet There is no additional impairment for a recurrestd

treated conservatively, unless there is evidencesifiual radiculopathy

Example 16: Second Disc Injury, Treated Non-operatiely

A forty-year old female, slipped and fell at woldaving her with pain into her right quadricepsaamith
numbness and weakness on standing. Her healingnotracted and therefore an MRI was completed,
demonstrating an L4-L5 far lateral disc bulge, lispg the right L4 nerve root. She underwent a
conservative program and eventually was decla@unestvith residual problems and no radiculopathst. H
history is significant in that she has had a pnion-industrial problem at L5-S1, with a herniatamd

surgery five years before.

Example 16 THoRAS™
Schedule | Form for Computing Spinal Impairments
II-B. Medically documented injury, with continued pairdaigidity and Imaging evidence | Add
of objectifiable, disc herniation that displacesvoeis tissue and has occurred frira same 3% 3%
or subsequerihjury, at another level other than the firahd was treated either conservatively
or surgically. This would also includrirgeryfor severe degenerative or post traumatic
changes, foraminal stenosis, spondylolysis, spatidihesis, segmental instability and spingl
stenosis. (This is applied only one time per lgxarl patient and not to be applied to levels
explored.)
Add Impairments 3%
Apportionment:
Impairment Related to the Last Event: 3%

(This is a different disc and receives the ratimga subsequent disc. The prior surgery is unreletehe
L4-5 level. If one were to include the rating fbetprior disc, it would be deducted as preexistaugthe
net result is the same. If one is asked to inchlbef the prior ratable condition impairment rajrihen

report the 10% and deduct it under apportionment.)
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Example 17: First Industrial Disc Injury-Second Disc Herniation requiring a Second Surgery

A thirty-two-year-old secretary falls from her mllstool and injures her back. Two years earliertsdd a non-work related
L4-L5 disc excision with moderate remaining sympsoand permanent activity modifications. She has maowrred an
occupational low back injury, causing an L5-S1 ket disc. This eventually required surgery aralisHeft with no
radiculopathy; however, her results are not qustg@od a recovery as she had before.

Example 17 Second Event]
SCHEDULE Il . Use for Surgically Treated Spine Conditions
II-C. Second or subsequent spinal operation in given spinal region,including 2% 2%
herniated discs, severe degenerative or post ttauioteanges, foraminal stenosis,
spondylolysis, spondylolisthesis, segmental insitglzind spinal stenosis.
Il -B. Medically documented injury, with continued pamdaigidity and imaging Add 3% 3%
evidenceof objectifiable, disc herniation that displacesvwous tissue and has occurred 0 0
from the same osubsequerihjury, at another level other than the firahd was treated
either conservatively or surgically. This wouldaiacludesurgeryfor severe degenerativie
or posttraumatic changes, foraminal stenosis, sgolydis, spondylolisthesis, segmental
instability and spinal stenosis. (This is appliedy one time per level per patient and not
to be applied to levels explored.)
Add Impairments 5%
Apportionment:
Final Impairment Related to the Last Event: 5%

This is a different disc and receives the ratingfie second operation and level. No rating ismifee the prior surgery. [See explanation
above.]
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Example 18: Disc Injury-Undergoing Three Surgeriesincluding a Fusion

A forty year old office worker lifts and twists wita computer monitor, causing sudden pain in tloé bad down the leg. He
eventually undergoes an L5-S1 disc excision. Hermeid to work, only to have recurrent back pain evehtually has a
second surgical procedure with a disc excisiohat4-L5 level. He returned to work, but unfortweigf one year later,
without an intervening injury, began to developgrassive worsening with no radiculopathy. He undesghis third surgical
procedure, of an L4-L5 and an L5-S1 disc. excisind fusion with hardware. His fusion is solid aélwe months, with
continued leg pain to his foot, 2 cm atrophy and@&khanges consistent with radiculopathy. He coetinte have back pain
and so two months ago had his hardware removebdopwitan appreciable change in his condition. Rddifting the

monitor, he had no significant history of back pain

Example 18
Schedule Il Form for Computing Spinal Impairments For Individual Areas
SCHEDULE II.Use for Surgically Treated Spine Conditions Initial Second | Third
Event Event Event
II-A. First spinal surgery at one level in a given spifaegion, including 10% one 10%
herniated discs, severe degenerative or post titzofenges, foraminal time per
stenosis, spondylolysis, spondylolisthesis, segaté@mstability and spinal patient

stenosis. (Assigned one time per patient.)

1I-B. Medically documented injury, with continued pamdaigidity and Add 3% 3%
imaging evidenceof objectifiable, disc herniation that displacesvous tissue
and has occurred frothe same osubsequenijury, at another level other than
the firstand was treated either conservatively or surgic@his would also
includesurgeryfor severe degenerative or posttraumatic charigesninal
stenosis, spondylolysis, spondylolisthesis, segaté@mstability and spinal
stenosis. (This is applied only one time per lgxal patient and not to be
applied to levels explored.)

1I-C. Second or subsequent spinal operation in given spinal region, 2% 2% 2%
including herniated discs, severe degenerativest fpaumatic changes,
foraminal stenosis, spondylolysis, spondylolisteesegmental instability and
spinal stenosis. (L4-5 and Fusion)

II-E. Fusions: Additional level (s)/ each additional level. This is to be used 2% 2%
only one time per level

1I-D. Spinal Fusions ( For the first level fused)(use one time only) 3% 3%
Add Impairment (Total Amount for Spine) 10% 5% 7%
II-F. Neurological: Radiculopathy * (If , after one year the neurological 3% 3%

deficits exceed 3% WP, then calculate the defastslescribed from tables 16- || Combined
10,16-11,16-13,17-37,15-17,15-18 aswbinethe new radiculopathy ratin@
placeof the 3% listed her§*See Radiculopathy Schedule]

Total Impairment Value Without Apportionment 25%

Apportionment:

Final Impairment Related to the Last Event: 10% 5% 10%

(These impairments are listed separately fortgigiiough all are due to the same event.)
No impairment is given for hardware removal.
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Example 19: Degenerative Disc Disease--with Two-lzel Decompression

A fifty-year old man who does moderately heavy wdr&s had a history of a fall at home. This has héfn with
LBP with episodes ten years, six years and twosyago. X-rays showed moderate to severe degererdtanges.
A chiropractic physician treated him each time vtith last visit two months before his industriaiot. For all of
his prior episodes, he has missed a total of ajypately ten days of work, seven of which have bieeahe last 12
months He has had no prior MRIs or CT scans. Higiriths ago, while lifting a tongue of a trailer,led a severe
onset of back pain with development of a radiculbpaAfter two months of conservative care, he éuvalty
underwent an L4-L5 and an L5-S1 discectomy. Heinbtamoderately good results, with no residual
radiculopathy, but is unable to be as active inNdsk as he did before lifting the trailer. He Heeen released to
infrequent lifting of 20-30 Ibs, frequent lifting.

Schedule V. Severity Indexing for Apportionment ofSchedule I.
(This applies only to the Impairment Process)

Schedule | requires a minimum of six months duratin of symptoms, from the time of the injury and theimpairment
rating

Score 0 1pt. 2pts.
V-A Time Lost from Work in the Last 12 0 1-3 days >3 days
Months Because of Symptoms in the Same
Spinal Region.
V- B Number of Prior Episodes in the Same 0 1-3 >3
Spinal Region
V-C Duration since Last Episode 0 1-3 Years <lyear
V- D Prior Work Restrictions Because of No=0 Temporary Permanent

Problems in the Same Spinal Region

V-E Prior Objective Testing to the Same 0 If taken prior to 2 yeary  If taken within the last 2
Spinal Region: EMG-NCV, X-ray, MRI-CT, years

Bone Scan

V-F Prior to latest claim, what ongoing 0-2timesinlast 3] 3-6timesin last 3 yrs >6 in last 3 yrs
Medical, Chiropractic visit, Physical Therapy yrs

Visits were received for an injury to the Samg

Spinal Region.

V-G Spondylolysis with Spondylolisthesis <25% slip >25% Slip

V-H Radiculopathy (As objectifed by None Prior History
Radiculopathy Schedule)

8pts. = 70% of his maximal soft tissue award wdiddapportioned off as a prior ratable condition
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Example 19 Initial Second
. . .. Event Event
SCHEDULE II.Use for Surgically Treated Spine Conditions

II-A. First spinal surgery at one level in a given spirlaegion, including 10% 10%
herniated discs, severe degenerative or post titiuiofeanges, foraminal stenosis, | one time

spondylolysis, spondylolisthesis, segmental initglzind spinal stenosis. per

(Assigned one time per patient) patient

1I-B. Medically documented injury, with continued pamdaigidity and imaging Add 3% 3%

evidenceof objectifiable, disc herniation that displacesvous tissue and has
occurred fromthe same osubsequenijury, at another level other than the firahd
was treated either conservatively or surgicallyisMould also includsurgeryfor
severe degenerative or posttraumatic changes, iioaastienosis, spondylolysis,
spondylolisthesis, segmental instability and spatahosis. (This is applied only one
time per level per patient and not to be appliekvels explored.)

Add Impairments 13%
Apportionment1- **
Apportionment: = 8 pts. =70% I-C = 5%, 5% X 70%severity index = 4% -4%
Final Impairment Related to the Last Event: 9%

(He does not have apportionment due to degeneralianges alone,
but rather to the symptomatic prior ratable stafuhose changes)

Fractures

Example 20: Compression Fractures with Prior Histoy and Rating

Eight months ago a thirty-three year old roofer I8 feet landing on his feet. He had immediatekh@ain and was
taken to the hospital where x-rays demonstrateteammmpression fractures of T11(20%), T12 (30%) lahd 0%).
He has been treated surgically with a three-lewgibh (four vertebral segments) and has now beelamel stable.
His complaints continue to be back pain with refemto the back of his legs. He has no objectagiaular signs or
neurological sequelae. He did have a history ahdastrial back claim from a lifting injury threegrs ago, for
which he received a 5% rating and was given peemidlifting restrictions of 30 Ibs.

Example 20
Spine Impairment Example
Compression Fractures with Prior History

Pathology Impairment

I1I-A-3: 26% to 50% T12 (30%) Worst 6%

I1I-A-6 Multiple fractures:(Second, T11(20% Comgpséon) and Third, L1(10% Compression) 3%

IlI-A-5: Fusion- If it is required to extend the fusion owasre than three vertebral segments, ad&% one time

Final Impairment Related to the Last Event: (Added) 14%
(Prior rating not related) Apportionment: 0
Impairment Industrial is responsible for: 14%
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(The 5% prior rating is not considered for appamieent, as it bears no relationship to the curmgaty or impairment)

Example 21: Burst Fracture requiring Fusion

Eighteen months ago, a forty-year old male fellrityefive feet, incurring a burst fracture at L16§1%, with partial
neurological loss. He eventually underwent a fusiat extended from T10 to L3. He is now medicathble of
and with complete restoration of his neurologicaidt. He has had no prior spinal pain.

Example 21
Spine Impairment Example
Burst Fractures with Fusion

Pathology Impairment

IlI-A-4: Burst Fractures-Compression of 60%6  15%

llI-A-6: Fusion- If it is required to extend the fusion owssre than three vertebral segmefpts 5%

Impairment: ( added) 20%
(Prior rating not related) Apportionment: 0
Impairment Industrial is responsible for: 20%

Example 22: Coccygodynia

Twelve months ago, a thirty-three year old feméfgped and fell on the ice, landing on her buttockse had x-
rays taken, showing a deviated coccyx. No priondilwere available for comparison and she deniesgpany
significant history of problems prior to the faflhe has had conservative treatment and continuesv®
intermittent pain, with trouble sitting. A rectatamination is significant for a palpable step dfftee sacral-
coccygeal joint and reproduction of her usual aspical pain with provocative motion. (Radiograptiagnosis of
coccyx fractures is notoriously unreliable.

Example 22
Spine Impairment Coccygodynia
Pathology Impairment
IV. H - Healed fracture(s) with displacement, defty andresiduals signés) involving: h. Coccyx, 3%

displacement

Impairment: 3%
Apportionment: 0%
Impairment Industrial is responsible for: 3%
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Example 23: Prior Nonindustrial Injury with two Ind ustrial Injuries and Ratings.

An eighteen-year old male injured his L4-L5 disdle/playing high school football in 1985. He subsently
reinjured this same area doing summer construgtnk in 1987. His treatment only consisted of phgbktherapy
following both incidents. In 1996, while working @m oil rig, he injured his L4-L5 area again, réisglin lumbar
surgery. Following his 1987 work-related accidémt was rated in accordance with Titeérd Edition (Revised) of
the AMA Guidesnd was awarded a 10% (Whole Person) impairmeht# due to the 1985 football injury and
5% due to the 1987 construction industrial accidéfitat would be his current impairment following Ri996
discectomy?

Example 23
Spine Impairment
Prior Nonindustrial Injury with two Industrial Inju ries and Ratings.

Date Pathology Impairment
1996 II-A. First spinal surgery at one level in a given spifaegion, including herniated discs, 10% one
severe degenerative or post traumatic changesniioah stenosis, spondylolysis, time per
spondylolisthesis, segmental instability and spatahosis. (Assigned one time per patient. patient
Impairment: 10%

1985 & 1987 Injuries

Apportionment of his prior rating by current Physical Impairment Guides I-C. Medically documented
injury and subjective symptoms persisting for a mimmum of six months with a clinical history of a -5%
significant injury event. May have imaging evidene of moderate to severe degenerative changes, irdihg
spondylolysis. Should have permanent activity résctions.

Additional Impairment Industrial is responsible for : related to 1996 5%

Discussion:He has incurred another separate injury in 198@uiring surgery. Therefore for consistensygake, it
is recommended that the impairméetwould have been awardfm his 1985 and 1987 injuries be deducted
calculated using these current Utah 2002 Guiaethi$ case it would have been 5% WP, which is djpeed off
of his new total award.
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Example 24: Prior Industrial Rating With Another Sy stem, now with a new injury

A thirty-year old male injured his back at worklif91 and was diagnosed with mechanical back pairmanmpairment of 14%
Whole Person was calculated using 3né edition of the AMA Guideand restrictions of not lifting over 50 Ibs waseayi. Three

year later, in 1994, while working for another eoydr, he reinjured his back, which later requiredyery, including a two-level
discectomy and fusion. He has now returned to vaoik has been declared medically stable.

Example 24 Initial | Second
. . - Event Event
SCHEDULE II. Use for Surgically Treated Spine Condgtions
II-A. First spinal surgery at one level in a given spifdaegion, including herniated 10% 10%
discs, severe degenerative or post traumatic clsafm@minal stenosis, spondylolysis, | one time
spondylolisthesis, segmental instability and spatahosis. (Assigned one time per per
patient.) patient
1I-B. Medically documented injury, with continued pamdaigidity and imaging Add 3% 3%
evidenceof objectifiable, disc herniation that displacesvous tissue and has occurred
from the same osubsequenhjury, at another level other than the firahd was treated
either conservatively or surgically. This wouldaiscludesurgeryfor severe degenerative
or posttraumatic changes, foraminal stenosis, sgolydis, spondylolisthesis, segmental
instability and spinal stenosis. (This is appliedy one time per level per patient and ng
to be applied to levels explored.)
1I-D. Spinal Fusions ( For the first level fused)(use one time only) 3% 3%
II-E. Fusions: Additional level (s)/ each additional level. This is to be used omg time | 2% 2%
per level
Add Impairments 18%
Apportionment: 5%
Final Impairment Related to the Last Event: 13%

Discussion:Iln 1991, he incurred an injury, which probably betjze degenerative cascade, predisposing him later
for the problems he incurred in 1994, thereforg@oaponment is indicated. The 14% awarded priorsioit tissue
complaints is inflated. He has incurred anotheasste injury, therefore, for consistemsysake, it is recommended
that the maximum impairmehie would have been awardadder these curreAtJtah 2002 Guides (5%), rather
than the 14% be used. In this case it would haea B& WP, which is apportioned off of his new tataiard.
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Example 25: Prior Industrial Rating With Another Sy stem, now with a new injury

A forty-year old male incurred an industrial aceitlen 1985. He underwent an L5-S1 discectomy ansl declared
medically stable and given a 5% impairment. In8,9& herniated another disc at L4-L5 and in 1988erwent
an L4-L5 discectomy, was declared stable and wanginother 5% impairment rating. In 1994, whilakirg for
another employer, he fell off a ladder, causingipaihis quadriceps area. He was later diagnostdani3-L4 disc
and it was decided that he would have to have analiscectomy--this time with a fusion from L3-3his was
carried out in 1995 and he was declared medictdlyls. He has continued to have pain in the quegdsiarea, with
a loss-of -strength reflex and positive EMG charigabe L4 nerve root distribution. His fusion lid. What
would be his total current impairment and what wdou related to his 1994 industrial accident?

Example 25
Schedule Il Form for Computing Spinal Impairments For Individual Areas
SCHEDULE II.Use for Surgically Treated Spine Conditions Initial | Second | Third
Event | Event Event

II-A. First spinal surgery at one level in a given spifaegion, including | 10% one
herniated discs, severe degenerative or post ttaziofeanges, foraminal time per 10%
stenosis, spondylolysis, spondylolisthesis, segaté@métability and spinal | patient
stenosis. (Assigned one time per patient.)

1I-B. Medically documented injury, with continued pamdaigidity and Add 3% *3% 3%
imaging evidenceof objectifiable, disc herniation that displacesvwous
tissue and has occurred frahe same osubsequerinjury, at another level
other than the firsand was treated either conservatively or surgicatis
would also includeurgeryfor severe degenerative or posttraumatic
changes, foraminal stenosis, spondylolysis, spatidihesis, segmental
instability and spinal stenosis. (This is appliedy one time per level per
patient and not to be applied to levels explored.)

1I-C. Second or subsequent spinal operation in given spinal region, 2% *2% 2%
including herniated discs, severe degenerativest fpaumatic changes,
foraminal stenosis, spondylolysis, spondylolistaesegmental instability
and spinal stenosis.

1I-D. Spinal Fusions ( For the first level fused)(use one time only) 3% 3%

II-E. Fusions: Additional level (s)/ each additional level. This is to be 2% *2% 2% *
used only one-time per level.

Add Impairment (Total Amount for Spine) 12% 7% 8%

II-F. Neurological: Radiculopathy * (If , after one year the neurological 3% 3%
deficits exceed 3% WP, then calculate the defastslescribed from tables| Combined
16-10,16-11,16-13,17-37,15-17,15-18 aonbinethe new radiculopathy
rating,in placeof the 3% listed herg*See Radiculopathy Schedule]

Total Impairment Value Without Apportionment 30%

Apportionment: 12 7 11%

The percentage for fusions at each level is ajped off because the need for those fusions was wfo
a direct result of the 85 and 88 herniations artdh94 injury.
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Example 26: Impairment Related to Two Discs Opertgd on from One Event

A thirty-five year old male is picking up a 100dbntainer and falls, hurting his back, giving hiairpinto his right
leg, into his foot. He has sensory changes, refteenges, muscle weakness, are all consistent v@th a
radiculopathy. An MRI demonstrated an L5-S1 HNPplising his right S1 nerve root and a broad bagedi.
disc, giving relative moderate spinal stenosis. Seovative treatment of six weeks does not give digeptable
relief, therefore he undergoes an L5-S1 and an % 4likcectomy. He is now four months out and iswefh
occasional low back pain--without radiculopathyioPto his industrial event, he has had no sigaiiichistory of
back pain.

Example 26 E'”g'r?t'
V
SCHEDULE II.Use for Surgically Treated Spine Conditions

II-A. First spinal surgery at one level in a given spifaegion, including herniated 10% one time 10%
discs, severe degenerative or post traumatic csaf@@aminal stenosis, spondylolysis, per patient
spondylolisthesis, segmental instability and spatahosis. (Assigned one time per

patient.)

1I-B. Medically documented injury, with continued pamdaigidity and imaging Add 3%

evidenceof objectifiable, disc herniation that displacesvous tissue and has occurred
from the same osubsequenhjury, at another level other than the firahd was treated
either conservatively or surgically. This wouldaiscludesurgeryfor severe degenerativ
or posttraumatic changes, foraminal stenosis, sgolydis, spondylolisthesis, segmental
instability and spinal stenosis. (This is appledy one time per level per patient and not
to be applied to levels explored.)

1%

Add Impairments 13%
Apportionment:
Final Impairment Related to the Last Event: 13%

If the second disc was operated at an later tinege would be another 2%, II-C, added.
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Upper Extremity: AMA 5 ™ Edition Chapter 16

The 8" edition of the AMA guides provides a number of huets that can be utilized in the calculation of the
impairment rating in the upper extremity. To pravighting methodology that facilitates consisteniog,impairment
committee has reviewed and simplified the uppereexity rating process as listed below. As withestbections of
the lImpairment Guidegsthe rater is reminded that the rating of a plaouéd never be greater than that which is

allowed for the whole part. This would mean that thaximum rating a physician could award for thparp

extremity would be equal to 100%, (amputation &f tipper extremity or shoulder disarticulation) vhig equal to
60% Whole Person. Impairment ratings for the ugpéremity have not been adjusted for hand dominance

therefore hand dominance should not be consider#teidetermination of disabilify.
The following methods from thé"&dition of the AMA guides have been approved &ing impairments of the
upper extremity. Physicians are reminded that thedigidual sections are to be combined:

2002 Utah's Labor Commission’s

UPPER EXTREMTIY

Rating Guidelines Worksheet

Name:

Age

Sex Date

Diagnosis

SiBe L

Schedules to use for Impairments of Utah’s InjuredNorkers

Section (Page)

% UE
Current Event 2

Finger and Hand Impairment Methodology

16-1a }436

Amputation

16-2 (441)

Anatomic Peripheral Nerve Disorders 16-5 (480-495)

Entrapment Neuropathies Page * Utah’s 2002 Guides
CRPStype lor2 16-5e (495)
Dermatological 18 (173)
Vascular 16-6 (497)

Functional Range of Motion including Ankylosis 16-4 (450)
Impairments Due to Other Disorders (Specify) 16430)
Arthroplasty 16-7b, (505)

Diagnosis Based| Musculotendinous Impairmeat 16-7c (506)

Utah's Specific Upper Extremity Neuro-Muscular lrinpeents

Page * Utah’s 2002 Guides

Upper Extremity Rotator Cuff Impairments

Page * Utah’s 2002 Guides

Stand Alone: Utah's Specific Upper Extremity Painful Organic Syrdromes (Page #, Utah'g

2002 Impairment Guides) Not to he Combined witheédtRatings

Page * Utah’s 2002 Guides

Total Upper Extremity Impairment:

If more than one method can be used to calculedtiray, the physician should calculate the impairhmating using
different alternatives and choose the method orbioation of methods that gives the most clinicaltgurate and
highest impairment ratinf.

2 That event which precipitated the need for carecenpared to those findings that are presentpatise new findings from the current event
3 Constrictive tenosynovitis is a condition thatgadily corrected by surgery, therefore the Impaint Committee recommends that Chart 16-29
found on page 507, only be applied to post-opezgiatients.
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Schedules in AMA 5" not to be used for Upper Extremity Ratings in Utah

Carpal Tunnel Syndrome (495) Use Utah’s Upper Exitne Entrapment Neuropathies

Strength Testing for Grip and Pinch, (507) exceypfioand under Utah's Upper Extremity Neuro-Muscular
Impairments’’

Tendonitis 16-7d (507) Use Utah Painful Upper Exiitg Painful Disorders

Manual Muscle Testing 16-8c (509) 4 (Must have tneurological weakness and use16-10, 16-11)
Criteria for Rating Impairment of One Upper Extrgmi3-16 p 338

Criteria for Rating Impairments Related to ChroRain in One Upper Extremity Table 13-22 p 343

Upper Extremity Rotator Cuff Impairments

Table VI is to be used for individuals who incutator cuff injuries related to work. These are éodombined with
other ratings as indicated.

Schedule VI

Upper Extremity Rotator Cuff Impairments
Recommend Pictures Be Taken, Confirming Findings

Conservative Treatment for a MRI or Arthoscopic&ligmonstratable Tendonitis and/or Teay, 2% UE
Not Requiring Surgical Repair

Partial Thickness Tear or a Full Thickness Teacm Repaired Surgically 3% UE
Full Thickness Tear, 1-3 cm Repaired Surgically 4% UE
Full Thickness Tear, 3-5 cm Repaired Surgically 5% UE
Full Thickness Tear, >5 cm Repaired Surgically 6% UE

Distal Clavicle Resection

The award for the distal clavicle resection foundable 16-27 (page 506) is only to be applied wihensurgical
treatment is primarily for acromioclavicular dysétion and is not to exceed 5% upper extremity.

Utah's Upper Extremity Neuro-Muscular Impairments

Upper Extremity Impairments Due to Entrapment Neathies should be severity indexed according tke teld
with impairment assigned to the category in whiod tnajority of symptoms and findings occur. It dddae noted
that healed entrapment neuropathies might havenpairment.

4 Strength evaluation: volun8tary muscles stremegting remains somewhat subjective until a prewig of measuring muscle contraction is
generally debatable. It should also be notedttteatorrelation of strength with performance ofhaiiés of daily living is poor and that
increased strength does not necessarily equatenaitbased function. Page 507

48



Upper Extremity Entrapment Neuropathies

Schedule Vlla. Guidelines For Placement Of PatientgVithin Schedule VII

Signs-Symptoms Minimum Mild Moderate Severe
Nocturnal paresthesia + + + +
Paresthesia with Activity + + + +
2 pt discrimination <6mm 6mm 7-15mm >15mm
Symptoms are within the anatomical distributiortf + + + +
involved nerve
Atrophy 0 0 +/- +
% of Strength loss Index 1. <10 10-30 31-60 >61
Phelan's test positive + + + N/A
Tinnel's test positive + + + +
Nerve Conduction Studies Positive 2. - + + +
Electromyographic changes present - +/- + +

1. Normal Strength - Abnormal Strength

Normal Strength

= % of @&trdass Index

These tests should be done with validation of eHisrdescribed on page 508 of &MA Guides-5th Edition.

2. For nerve conduction testing, the Impairment @iee recommends uniform adoption of the AAE Mté€ha

Schedule VII-b. Utah’s Specific Upper Extremity Impairments Due to Entrapment Neuropathy

ENTRAPPED NERVE ENTRAPMENT Minimum Mild Moderate Severe Complete Motor
SITE and Sensory
Loss
Median Elbow 7 15 35 50 65
Median Wrist 5 10 20 30 44
Ulnar Elbow 3 10 30 40 50
Ulnar Wrist 3 10 30 35 40
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Utah's Upper Extremity Strength Evaluations

Upper extremity strength evaluations, (grip anctpistrength) should only be used as describedihdrable Vlib.
The rater is not to award grip strength alone a@ambination with other ratings.

Constrictive Tenosynovitis

Constrictive tenosynovitis is a condition thatesdily corrected by surgery, therefore table 1&29 be applied to
post-operative patients.

Utah’s Specific Upper Extremity Painful Organic Syndromes

Upper Extremity Painful Organic Syndromes That Are Not Otherwise Accounted for
Within These Guides or theAMA Guides -5th Edition

A musculoskeletal condition characterized by paimd(weakness) with use of the affected membeibatidd to a
lesion in the soft tissue (capsule, ligament, tendascia, muscle) and documented by clinical figdithat have

been present for longer than six months. Mediedikty, (MMI) and the date someone qualifies forimpairment
rating can be two separate dates.

Schedule VIII for Upper Extremityxxxx
Utah's Specific Upper Extremity Painful Organic Syrdromes (Upper Extremity% is 60% whole person)

Residual Symptoms Minimum Mild Moderate Severe

Shoulder and or Elbow and or 0% 1% 3% 5%
Wrist and or Hand
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Example of Upper Extremity Impairment Ratings

Example of Rotator Cuff Repair, 1#

45-year-old postman is seen for shoulder pain affeil at work 2 weeks earlier, wherein he slippadsome ice,
landed on his outstretched arm. He was found tenadle to abduct his arm past 60 degrees with deredble pain.
He was suspected of having a rotator cuff tearveasltaken to surgery, where he was found to hazergplete, full
thickness (>5cm) tear of the rotator cuff. This wasgically repaired with an open procedure withisaal clavicle

resection. He under went a course of physical fheaad has been declared medically stable. He s left with
weakness and associated loss of motion in his dboul

His ROM findings are listed below:

ROM Shoulder Impairment
(Upper Extremity)Figures 16-40,43, 43, 46. p. 466MA Guides
Flexion Extension (50°) Abduction Adduct Internal External Rotation
(180°) (170°) (40°) Rotation (80°) (60°)
100/5% 30/1% 100/4% 30/1% 60/2% 60/0%
Total Shoulder Range of Motion Impairment 13%

His impairment for his rotator cuff:

Schedule VI

Upper Extremity Rotator Cuff Impairments
For Distal Clavicle Resection to be awarded (p.506at least 2 cms of the complete
clavicle must be Removed
Recommend Pictures Be Taken, Confirming Findings

Conservative Treatment for a MRI or Arthoscopic&ligmonstratable Tendonitis and/or Teay, 2% UE
Not Requiring Surgical Repair

Partial Thickness Tear or a Full Thickness Teagns Repaired Surgically 3% UE
Full Thickness Tear, 1-3 cm Repaired Surgically 4% UE
Full Thickness Tear, 3-5 cm Repaired Surgically 5% UE
Full Thickness Tear, >5 cm Repaired Surgically 6% UE

Full Thickness Tear, Global, Unrepairable.

His impairment is 6% for his rotator cuff repaB% combined with 13% is 18% upper extremity or MPbole
person.

2002 Utah's Labor Commission’s
UPPER EXTREMTIY
Rating Guidelines Worksheet

% Upper Ext
Schedules to use for Impairments of Utah’s Section (Page)
. Current Evens
Injured Workers
Functional Range of Motion including Ankylosis 16-4 (450) %3
Upper Extremity Rotator Cuff Impairments Page * Utah’s 2002 Guides 6%
Total Upper Extremity Impairment: 18%

5 That event which precipitated the need for eareompared to those findings that are presergnalbise new findings from the current event.
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Upper Extremity Example 2#
One year ago, a 58-year-old male incurred a fradimhis right shoulder after a fall at work. Hes hendergone

therapy and has been left with a weak, stiff aridfphupper extremity with associated numbness sdaoy to a
partial neuropathy of the radial nerve. After umeng physical therapy, he has been declared ralylgtable.
An impairment is calculated using the Utah’s 200pairment Guides and the AMA"®&dition.

For his neurological loss, the radial nerve is \wgig at 45% UE.

(AMA Guides p.492)

Table 16-16 Maximum Upper Extremity Impairment dueto Unilateral Sensory or Motor Deficits

Nerve

Sensory Deficits

Motor Deficits

Combined Motor and
Sensory deficits

Radial (upper arm) with Loss (
Triceps

5

42

45

He qualifies for 30% of the radial nerve.

(Upper or Lower Extremity Value)

(AMA Guides p.484)

Table 16-11 Determining Impairment Of The Upper Extemity Due To Motor And Loss Of Power Deficits
Resulting From Peripheral Nerve Disorders Based Oimdividual Muscle Rating.

Class

Description of Muscle Function

% Motor Deficit

26 -50

3 Active movement against gravity only without resiste

30% for the total value of the radial nerve x 45% quals 14% upper extremity for motor and sensory los.

Loss of Motion

Xxx hand domance needs to be clarified roger

ROM Shoulder Impairment
(Upper Extremity)Figures 40, 43,44, 46. p. 466 AMASuides
Flexion Extension (50°) Abduction Adduct Internal External
(180°) (170°) (40°) Rotation (80°) | Rotation (60°)
130/3% 30/1% 120/3% 30/1% 40/3% 70/0%
Total Shoulder Range of Motion Impairment 11%
For his loss of motion he would hat&% Upper extremity.
Scheduled tables to be use for Impairments for Utah Page % Upper

Injured Workers Ext
Recent
Peripheral Nerve Damage 16-5 (480-495) 14%

Functional | Range of Motion including Ankylosis 16-4 11%

Total Upper Extremity Impairment: 23%
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These combine to equal 23% upper extremity or 14% twle person.
Lower Extremity:
AMA 5™ Edition Chapter 17

The 8" edition of the AMA guides provides a number of huets that can be utilized in the calculation of the
impairment rating in the lower extremity. To pro@id rating methodology that facilitates consistetioy
impairment committee has reviewed and simplifieal ldwer extremity rating methodology as listed belAs
with other sections of the Impairment Guides, #tterris reminded that the total rating of a pammextremity
should never be greater than that which is allofeethe whole extremity. This would mean that theximum
rating that a physician can award would be equabD@? amputation of the lower extremity (hip digaration),
which is awarded 40% whole person

The following methods from thé"®dition of the AMA guides have been approved &ting impairments of the
lower extremity for injured workers in Utah. Phyaits are reminded that these are to be combined:

Gait derangement 336 and pager 529 exclude gaihdementxxx
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2002 Utah's Labor Commission’s
LOWER EXTREMTIY
Rating Guidelines Worksheet

Name: Age Sex Date

Side R L Diagnosis

Schedules to use for a rating of the Lower Extremiytin Utah Section No# % Lower
(Page) Ext
Current °
Limb Length Discrepancy 17.2b (528)
_ Amputation 17-2i (545)
Anatomic Skin Loss 17-2k (550)
Peripheral Nerve Injury 17.2l (550)
16-5 (480-495)
CRPS type 1l or2 16-5e (495)
Vascular 17-38 (553)
These are Mutually | Arthritis of Joints , p 544 17-2.h (544)
Exclusive: **Acute Arthroscopic Osteochondral | Page * Utah's 2002
Arthroscopic findings| | esions: Chart 1X Guides
take Precedent.
Functional Range of Motion including Ankylosis 17.2f (533)
Fractures 17.2j(546)
_ _ Ligament Injuries 17.2j (546)
D|agn053‘|1§ Based Partial Meniscectomies 17.2j (546)
( ) (2% L.E. Per Partial Meniscectomy, up to a oBX% L.E.
For each meniscus)
Foot Deformities 17.2j (546)
Hip and Bursitis 17.2j (546)
Lower Extremity Joint Replacements 17.2j (546)
Stand Alone: Lower Extremity Painful Organic Syndromes That Alet Otherwise Accounted for Within| Page 56 xxxxUtah's
These Guides or the AMA Guides - 5th Edition (P&g¥tah’s 2002 Impairment Guides) Not to be 2002 Guides
Combined with Other Ratings
Stand Alone: Patellofemoral pain and crepitation with a histofylirect trauma 17-31 (544)

Total Lower Extremity Impairment Value Without App ortionment:

Final Impairment Related to the Last Event:

Signature and Professional Title of Physician doingrating:

If more than one method can be used to calculedtiray, the physician should calculate the impairhmating using
different alternatives and choose the method orioation of methods that gives the most clinicaltgurate and
highest impairment ratin.

6 That which precipitated the need for care as @etpto those findings that are present, absemtehefindings from the current event
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Schedules in AMA 3" not to be used for rating impairments in the LowerExtremity

Atrophy 17.2d (530)

Causalgia/Reflex Sympathetic Dystrophy 17.2m (338 methodology as found in the upper extremityicec
describing CRPS type 1 or 2, 16-5e (495)

Gait Derangement 17.2c

Manual Muscle Testing, 17-2e 7 (Must have truerolegical weakness and usel16-10, 16-11)

Chart 13-15 Gait in neurological section p 336

Lower Extremity Arthroscopic Cartilaginous Impairme nts

It is ready recognized that arthroscopic findingsthe most accurate in identifying a joints cureandition and
prognosis, including findings expected from recarents compared to long standing or degeneratinditons.
Table Xl allows the impairment rater to outline wliadings are present, the severity of the findiagpd why they
are there, based on the arthroscopic findings.

Schedule IX
Acute Arthroscopic Osteochondral Lesions

Impairments Lower Extremity
Recommend Pictures Be Taken, Confirming Findings
Calculate the lower extremity impairment by add8ige% + Stage %+ Location = Total %LE

Location
Total Area of lesions Stages of Acute Articular Cartilage Separation Weight Bearing Surface = 2%
(Greatest Diameter of Lesion) (Not Award for Successful Re implantation or Non-weight bearing Surface = 0%
Transplantation) (Patella femoral Joint is Considered| Current Event
Weight Bearing Joint)
Knee
<lcm=2% Partial Thickness Cartilage Loss 3% Medial
1-15 em = 4% Lateral
-1, = (1]
Full Thickness Cartilage loss, Bone Exposed 6% Patgllztfelmoral
>1.5 cm = 6% ubtatar
Lower Extremity Cartilage Impairment

Lower Extremity Painful Organic Syndromes That Are Not Otherwise Accounted for
Within These Guides or the AMA Guides - 5th Edition

A musculoskeletal condition characterized by paimd(weakness) with use of the affected member,
attributed to a lesion in the soft tissue (capdigement, tendon, fascia, muscle) and documenged b
clinical findings that have been present for loripan six months. Medical stability, (MMI) and the
date someone qualifies for an impairment ratinglmatwo separate dates

Schedule Xxxxx lower ext and do example roger
Lower Extremity Painful Organic Syndromes (Lower Extremity% is 40% whole person)

Minimum Mild Moderate Severe
Residual Symptoms

Hip, Knee, Ankle, Foot 0% 1% 3% 5%

7 Strength evaluation: voluntary muscles strengstirig remains somewhat subjective until a pregesgof measuring muscle contraction is
generally debatable. It should also be notedttteatorrelation of strength with performance ofhaiiés of daily living is poor and that
increased strength does not necessarily equateneitbased function. Page 507

8 That event which precipitated the need for eareompared to those findings that are presergnatise new findings from the current event.
Xxx rating from new injury
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Example of Lower Extremity Impairment Rating

33 year old male who is seen today for an impaitmeging for the residual loss that he has of éfsknee. He
states that he was in his usual state of healihkatiruary 5, 1999. At that time he was drivingight and in the
process of doing his job, he slipped off the fréighick trailer approximately, four feet straighven, putting full
weight on the left knee and as a result it buckiederneath him. He eventually saw Dr. Scott, vdemmmended
an MRI. The MRI showed that he had an ACL tear apartial lateral meniscus tear. He was takensuatgery,
where he was found to have a complete tear ofriteriar cruciate ligament of the left knee andmgitudinal tear
of the posterior horn of the lateral meniscus efleft knee. He was also found to have an acuezbsndral
defect, with it's greatest diameter of 1.6mm, thitkness to bone on the weight bearing surfacbefateral

femoral condyle left knee.

Schedule IX
Acute Arthroscopic Osteochondral Lesions

Impairments Lower Extremity

Recommend Pictures Be Taken, Confirming Findings

Calculate the lower extremity impairment by add8ige% + Stage %+ Location = Total %LE

Total Area of lesions
(Greatest Diameter of Lesion)

Stages of Acute Articular Cartilage Separation
(Not Award for Successful Re implantation or

Transplantation)

Location
Weight Bearing Surface = 2%
Non-weight bearing Surface = 0%
(Patella femoral Joint is Considered
Weight Bearing Joint)

Current Event

<lcm=2%

1-1.5cm=4%

>1.5cm = 6%

Partial Thickness Cartilage Loss 3%

Full Thickness Cartilage loss, Bone Exposed 6

Knee

Medial

Lateral

14

Patella femoral

Y

Subtalar

Lower Extremity Cartilage Impairment

14%

2002 Utah's Labor Commission’s
LOWER EXTREMTIY
Rating Guidelines Worksheet

Schedules to use for a rating of the Lower
Extremity in Utah using chart 17-2, 526 for
Guidance of which can be combined

Section No# (Page)

% Lower Ext

Functional

Range of Motion including
Ankylosis

17.2f (533)

20%

Ligament Injuries

17.2j (546)

17%

Partial Meniscectomies

(2% L.E. Per Partial
Meniscectomy, up to a max of 7%
L.E. For each meniscus)

17.2) (546)

2%

*Acute Arthroscopic
Osteochondral Lesions: Chart IX

Page 56 Utah’s 2002 Guides

14%

Final Impairment Related to the Last Event:

18% WP 44% (LE)

9 That event which precipitated the need for eareompared to those findings that are presergnalbize new findings from the current event.
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Loss of Teeth Secondary to an Industrial Event
Maximum of 10% WP to Be Awarded

Impairment in Whole Person

UPPEr INCISOIS....cci it e 1% (Each)
All other Teeth.........ccveiiiiii e 1/2% (Each)

TEMPOROMANDIBULAR JOINT
Impairment in Whole Person

The tempromandibular joint is unique in that itibilateral joint, but functions in relationshipdaoly a single bone,
the mandible, which moves as a unit with complexioms. This joint is not comparable to the situatad bilateral
joints of the extremities that are independent femunh other. The following schedule should be usedporting
impairment related to the tempromandibular joint.

Schedule XI. Tempromandibular Joint Impairment (Whole Person)

Use either the Range of Motioror the Structural Change Model, Whichever is Greater

Range of Motion Model Structural Change Model

Recurrent Subluxating or dislocating disc

Range of Motion in Millimeters unilateral..........cooovvviiiee e 1%
Bilateral.........ccueeieiiiie e 2%

(Only the vertical opening from incisal edge of iiflary teeth to incisal edge | Recurrent Subluxating or dislocating joint

of mandibular teeth measured in mm) Unilateral.........ccccooeeiieiiiii e 3%
Bilateral.........coooueeiiiieei e 4%

0 -10....(Traumatic Microstomia)............10% Meniscal Repair or Meniscectomy

unilateral.........ccocoovieiiiieiiieeieeee e 3%
Bilateral.........ccueeiieiiiiie e 4%
Meniscectomy and implant alloplastic or soft tissue
Unilateral.........cccooiiiiiiei e 7%
Bilateral.........ccoeeieriiiiee e 10%
Arthroplasty (Total Joint) reconstruction, resection
Unilateral.........ccooovviiieeeee e 7%
Bilateral.........cooveiiiiiiei e 10%
Arthroscopic surgical debridement/synovectomy
Unilateral..........cccoooiiiiii e 2%
Bilateral.........ccueeiiiiiii e 3%

* In severe cases, the range of motion model ordtiectural change model may be combined with htdizss®, speech
impediment?, or disfiguremerit as defined in th&MA Guides, 5th Edition.
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AMA 5™ Edition Review
Utah'’s Clarification of the
AMA Guides to the Evaluation of Permanent Impairmert 5" Edition

The relative scale of 0 to 100% is inconsistent tbugh out the different chapters.
Definitions established in chapters 1 and 13, déistathe entire relative scale of the rating praces

Chapter 1

90 percent to 100 percent whole person impairmadicates a very severe organ or body system
impairment requiring the individual to be fully damlent on others for self-care, approaching deg#th.

5)

Chapter 13

90 Percent, persistent vegetative state due tdidreontusion and intracranial hemorrhage. 9@qerof

the whole person. Persistent vegetative statefinatl as a clinical condition of complete unawasanof

the self and the environment. Page 311, Exp 13-4,

Location and Inconsistencies
These chapter’s relative scale is inconsistent wittme prior defined definitions:

Page 30, 3.2 a, table 3-5

Signs of physical examination valvular heart diseasd symptoms at rest or in performance of less th
ordinary activitiess0 percent-100 percent impairment of the whole peos Out of line with impairment
relative scale.

Page 34, Exp 3-8
Unable to do most activities of daily living withbassistance90 to 100 percent impairment of the
whole person.Out of line with impairment relative scale.

Page 46, 3-25 Exp 3-25
Comfortable during exertion for short periods: weald breathless on more moderate exeré@nto 90
percent impairment of the whole person. Out of line with impairment relative scale

Page 46, Exp 3-26
Recent activity markedly limited because of fatiguigh minimal exertion95 to 100 percent of whole
person.Out of line with impairment relative scale.

Page 51, Exp 3-34
Dyspnea on exertion with one flight of stairs orbaation over 25 feet80 to 89 percent of whole
person. Out of line with impairment relative scale.

Page 54, Exp 3-41
Able to walk on a level surface and do activitiésiving. 80 to 89 percent impairment of whole person.
Out of line with impairment relative scale.

Page 59, Exp 3-49 3-50
70 to 90 percent impairment of the whole persorOut of line with impairment relative scale.

Page 69, Exp 4-8

Marked tiredness and breathlessness with ordir@ivitees. 80 percent whole person.Out of line with
impairment relative scale.
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Page 110, Exp 5-7
Increasing dyspnea for 5 years: difficulty keepumgwith others the same age. Unable to walk ugsstai
past second fligh6 to 50 percent whole persorOut of line with impairment relative scale.

Page 111, Exp 5-10.
Severe dyspnea: unable to perform activities ahddtving, try pain to and from work, walking oittle
ground, said dress$51 to 100 percent whole persorOut of line with impairment relative scale.

Page 344 Exp 13-44:
Routine venipuncture causing post traumatic neiaaf the superficial radial nerve secondary taiipj
25% percent of the whole personOut of line with impairment relative scale.

Utah Clarification
Utah will adopt the scale of 0% represents a cota@ad independent individual with 90 percent t6 10
percent whole person impairment indicating a vemese organ or body system impairment requiring the
individual to be fully dependent on others for s&fe, approaching deafPage 5.Raters are to use this
relative scale in interpreting all ratings throughthe Guides in Utah

Chapter 7 Gynecological Impairments are out of linewith accepted scales.

Page 167, Exp 7-46,
A symptomatic female with radical hysterectomy aetlic lymphadenectomy, ovaries consenzafb
whole person. Out of line with impairment relative scale.

Page 168, Exp 7-48
Pelvic pain secondary to recurrent endometridispercent whole personOut of line with impairment
relative scale.

Page 169, Exp 7-49,
Bilateral salpingectom\y30 percent whole personOut of line with impairment relative scale

Page 169, Exp 7-50,
Infertility due to primary ovarian failure30% whole person.Out of line with impairment relative scale

Utah Clarification
Utah raters are to calculate their ratings as fipeas possible with written justification of thelerivations
Utah will maintain the methodology that, “ In céntégnstances, the treatment of an illness may taésul
apparently total remission of the person’s sigr mptoms. Examples include individuals with deep
vein thrombosis with chronic anti-coagulants forrmthan a year. Yet it is debatable whether, with
treatment, the patient has actually regained theipus status of normal good health. In thesaiss,
the physician may choose to increase the impairestitate byhree percent”

Inconsistencies exists for the defining, diagnosingnd rating RSD, Causalgia and C. R. P.
S.1&2
The Guides states in Chapter 13,Page 343, 13.80 e the terminology C. R. P. S. 1 & 2, andrity o
use the terms RSD, Causalgia.
Yet Chapter 16 states that RSD and Causalgia tarensot to be used, but a very comprehensive reigiew
givenfor C.R.P.S.1& 2.

Utah Clarification
Utah raters are to calculate their ratings for ¢heanditions using the methodology found in chapéebe,
p.495, for both the upper and lower extremity.
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Dominate Extremity Inconsistencies
Controversy exists as to whether allow an increé@gé-10% impairment for the dominant extremity.

Chapter 13 Table 13-22:
Page 338, 13.6, table 13-16, Chapter 15, Table, Page 396, awarded five to ten percent more for
dominant upper extremity.

Chapter 16 16.1 B. page 435
Impairment ratings in this chapter have not begusadeld for hand dominance.

Utah Clarification
Utah raters are not to consider hand dominancepxas specified for corticospinal tract impairmgrage
396).

Rating Subjective Complaints
Instructions for the ratings of subjective complsiaf pain..

Utah Clarification
It is believed that the methodology found in thepeditions of the Guides adequately considered. pa
Utah raters araot to award additional percentages for pain undeChapters 13, 16,17 and 18, of the
AMA 5" edition of the Guides until advances in diagnostic technology and céihexperience make pain
related impairment ratings feasible.

Spinal Chapter, Chapter 15
Remains very confusing. Two separate ways are itbescito calculate a rating, with little or no cadesiation for
current published literature. How one selects wimigthod to use remains unnecessarily complicatddanfusing.

Utah Clarification
In Utah, Chapter 15 for spinal rating is not toused, except as specified in the Utah 2002 Impaiti@aides.

Strength Testing
Chapters 16 and 17
Strength evaluation: those who have contributetieaguides believe that further research is nebdéate loss of grip
& strength is given a larger role in impairmentleration page 507

Utah Clarification
In Utah, strength testing is not to be utilizedsept at specified in these Utah Guides.

Atrophy Chapter 16

Utah Clarification
In Utah, atrophy is not to be used.

Combining Range of Motion in upper extremities andower extremities.

5" edition is confusing, allowing ROM to be combiriedingers with nerve loss and in lower extremitighinerve
loss, but not in upper extremity.

Utah Clarification

In Utah, ROM may be combined with upper and loweresnities as specified
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Errors Identified in the Calculation Process of the5™ Edition

Error in calculation of impairment for the same example found in two different chapters.

Page 75, Exp 4-19, Exp is the same case thati&lfon page 498 16-62. The impairment of 49 pergent
whole person is calculated wrong, the Exp. of p&@f& calculates a rating of 44 percent whole pessuh
appears correct.

Error: The Skin chapter. Impairment exceeds total anount that can be awarded (amputation)

Page 185, Exp 8-17, post thrombophlebitis syndrauitie stasis dermatitis and ulceration; scar forovati
secondary to chemical burn. 55% percent whole gmers The maximum award for complete leg
amputation is 40 percent whole person.

Error: Award for whole person instead of upper extremity

Table 13-22: rating for chronic pain in one upperemity.

Uses dominant and nondominant extremity with ramfésto 10 percent whole person difference. Is
awarded as the whole person, not upper extremity.

Error: Reference made that is not found
Page 346 a reference is made to a section 13l&Bdbes not appear to be in the book.

Error: Award for whole person instead of lower extremity
Page 348, Exp 13-46 Exp calculates the impairmera whole person first and not as a lower extremity
and then converting to a whole person.

Error: In Calculation

Page 349, Exp 13-47, Exp. is calculated entirelgngr concluding with a 31% whole person ratinge Th
correct calculation is 15 percent whole persont @y is the methodology incorrect, but the nunsber
utilized to calculate the rating are also incorject

Error: Award for whole person instead of upper extemity
Page 424 to 15-17 and table 15-18 should be foemuggtremity rather than whole person. Refer tgepa
346 and is inconsistent refer to page 489

Error: Award for whole person instead of lower extremity
Example 425 Should be 1% and 5% lower extremit@%rlower extremity, not whole person.(See page
489)

Error: Wrong calculation process
Page 438 wrong calculation process, to begin wighbiggest number and combine

Error: Wrong calculation process
Page 346 nerve pain, the sensory and motor impatarae first combined to upper extremity and then
converted to a whole person impairment page 347

Error: Inconsistent: Ratings of conditions that beomme asymptomatic should be 3%
Page 218, Exp 10-5, Hashimoto's thyroiditis. Fieecent whole person. Inconsistent: Ratings of
conditions that become asymptomatic should be 3%.

Inconsistency: Vestibular system:

Chart 11-4, p 253 demonstrates 95% WP for dysédmjiuitin where as table 13-13, p 334 is 70% for same
condition. In Utah, chapter 13 is to be used faedpuilibium.
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Glossary of Terms
Definitions of clinical findings accepted by the Uah Labor Commission Glossary of Terms:

Medical stability:

Medical Stability sometimes referred to maximum mabimprovement (MMI), or fixed state of recovefyrefers
to a date in which the period of healing has eratedlthe condition of the worker is not expectethagerially
improve or deteriorate by more than 3% Whole Peisdhe ensuing year* ®7® /"8 |t is important to note that
medical stability may not be used to terminate asas/ medical care. The date of medical stability the date
when the worker qualifies for an impairment rataam be two separate dates.

Causation:

Causation means an identifiable factor, e.g., &tidr exposure to hazards of the disease thagbtan and
worsened a medically identifiable condition, Medlicascientifically based causation requires aitettaanalysis of
whether the factobhased on a reasonable probability, greater than 5@ercent likelihood, could have caused the
condition, or temporarily-permanently aggravatesl ¢bndition, based upon scientific evidence andifipally
experienced judgment as to whether the allegedrfacthe existing environment did cause the peenan
impairment. "

Apportionment of Permanent Impairment Ratings

Apportionment represents a distribution or allamatbf causation among multiple factors that caused
significantly contributed to the injury or diseas®d resulting impairment. The factor could beegxisting injury,
illness, or impairment. Before determining appmrthent, the physician needs to verify that allftil®wing
information is true for an individual. No. 1 thésedocumentation of a prior factor. No. 2 therent permanent
impairment is greater as a result of the priordgdby impairment, the injury, or illness. No.l&te is evidence
indicating the prior factor caused or contributedhe impairment, based on a reasonable probalgligater than
50 percent likelihood®

The apportionment analysis must consider the natiutiee impairment and it's possible relationsbig#ach alleged
factor and must provide an explanation of the madiasis for all conclusions and opinioffs.

Aggravation: Temporary
Temporary aggravation refers to a factor, e.g.sjg®, chemical, biological, or medical conditidimat temporarily
alters the course or progression of the medicadlitiom, without a new added dimension of mediogbairment.

Aggravation: Permanent
Permanent Aggravation refers to a factor, e.g.sjglay, chemical, biological, or medical conditidimat alters the
course or progression of the medical conditionhwsinew added dimension of impairment expecféd.

Muscle Spasm

Muscle spasm is a sudden, involuntary contractfam muscle or group of muscles, Paravertebral nusghsm is
common after acute spinal injury but is rare inothic back pain. It is occasionally visible as atcacted paraspinal
muscle but is more often diagnosed by palpatidma¢d muscle). To differentiate true muscle spasmfrvoluntary
muscle contraction, the individual should not biedb relax the contractions. The spasm shouldrbsemt standing
as well as in the supine position and frequentlysea a scoliosis. The physician can sometimegéiffate spasm
from voluntary contraction by asking the individ@alplace all his or her weight first on one fontlahen the other
while the physician gently palpates the paraspimouscles. With this maneuver, the individual nofgne¢laxes

the paraspinal muscles on the weight bearing Hidee examiner witnesses this relaxation, it usuadeans that
true muscle spasm is not present.

62



Muscle Guarding

Guarding is a contraction of muscle to minimize imobr agitation of the injured or diseased tissuis. not true
muscle spasm because the contraction can be relaxéed lumbar spine, the contraction frequengigults in loss
of the normal lumbar lordosis and it may be assediavith reproducible loss of spinal motion.

Asymmetry of Spinal Motion

Asymmetric motion of the spine in one of the thpe@cipal planes is sometimes caused by musclerspas
guarding. That is, if an individual attempts taxfthe spine, he or she is unable to do so movingsgtrically;
rather, the head or trunk leans to one side. Tdifg@e true asymmetric motion, the finding mustrbproducible
and consistent and the examiner must be convirtadtte individual is cooperative and giving fufiost.

Nonverifiable Radicular Root Pain
Nonverifiable pain is pain that is in the distritout of a nerve root but has no identifiable origie;, there are no
objective physical, imaging, or electromyograplinclings. For dermatomal distributions, see Figdigd and 15-2

Reflexes

Reflexes may be normal, increased, reduced, ad, véié involved and normal limb(s) should show nedrk
asymmetry between arms or legs repeated testinge @st because of previous radiculopathy, a refiesly
returns. Abnormal reflexes such as Babinski signdanus may be signs of corticospinal tract ineshent.

Weakness and Loss of Sensation

To be valid, the sensory findings must be in asanhatomic distribution, ic, follow dermatomal fgats (see
Figures 15-1 and 15-2). Motor findings should dsoconsistent with the affected nerve structur&gnificant,
long-standing weakness is usually accompaniedroplay.

Atrophy

Atrophy is measured with a tape measure at iddrégals on both limbs. For reasons of reproduitihithe
difference in circumference should be 2 cm or great the thigh and 1 cm or greater in the armgdom, or leg.
The evaluator can address asymmetry due to exirelmiinance in the report.

Radiculopathy (As defined in the Radiculopathy Schaule, V)

Radiculopathy for the purposes of the Guides inddfas significant alteration in the function aferve root or
nerve roots and is usually caused by pressure emoseveral nerve roots. The diagnosis requitesmatomal
distribution of pain, numbness and/or paresthésiasdermatomal distribution. A root tension sigrusually
positive. The diagnosis of herniated disk mustuiestantiated by an appropriate finding on an imggitudy. The
presence of findings on an imaging study in aniiseff does not make the diagnosis of radiculopattinere must
also be clinical evidence as described above.

Electrodiagnostic Verification of Radiculopathy

Unequivocal electrodiagnostic evidence of acuteeeoot pathology includes the presence of multjasitive
sharp waves or fibrillation potentials in musclesdrvated by one nerve root. However, the quafithe person
performing and interpreting the study is critidalectromyography should be preformed only by anigesl
physician performed only by a licensed physiciaalifjed by reason of education, training and exgese in these
procedures. Electromyography does not detect alipcessive radiculopathies and cannot determineahse of the
nerve root pathology. On the other hand, electrgraphy can detect non-compressive radiculopathibgh are
not identified by imaging studies.
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Cauda Equina Syndrome

Cauda equina syndrome is manifested by bowel aideladysfunction, saddle anesthesia and variabfdbmotor
and sensory function in the lower extremities. Widlials with cauda equina syndrome usually have éds
sphincter tone on rectal examination and diministreabsent bladder, bowel and lower limb reflexes.

Urodynamic Tests

Cystometrograms are useful in individuals wherawada equina syndrome is possible but not certainormal
cystometrogram makes the presence of a nerve-ddiaeder dysfunction unlikely. Occasionally, meseensive
urodynamic testing is necessary.
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