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I Focused Review

Impairment Evaluation in Pain Management

Physician, or Attorney in WhiteCoat?

Laxmaiah Manchikanti, MD

Impairment and disability evaluations have becomeagrowth
industry in the United States. Impairment evaluation is
sometimestermed independent medical evaluation, or IME.
So-called independent medical expertsare hired gunsto pro-
vide opposite opinions, similar to attorneys in this case.
IME is the practice of medicine on one hand. On the other
hand, it is the practice of law in white coats.

Impairment is defined as the loss of a physiologic function
or of an anatomic structure. Disability, however, is defined
as an inability or altered ability to successfully accomplish
agiventask. For successful implementation of variousdis-
ability systems, the essential medical/legal interface can be
successfully achieved only if the physician has atleast a
minimum level of understanding of thelegal system, and the
attorney has an adequate understanding of the medical facts
and the limits of medical science.

“Every profession isa conspiracy
against thelaity.”

— George Bernard Shaw

The observation of George Bernard Shaw has never been
sofitting until recently. It perfectly describesthe ultrarapid
growth industry of independent medical evaluation (IME),
even though public wisdom never embraced that icono-
clasticview inreferenceto medicineor law. Theenterprise
of IME or disability analysis expands beyond the practice
of medicine, Hippocratic oath, and patient advocacy, not
only interfacing, but also enteringinto thelegal arena. Thus,
aphysician performing an IME transformsinto an attorney
inawhite coat.
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Many physicians approach impairment ratings and disabil-
ity evaluations by extrapolating from the knowledge and
experience gained in their speciaties. However, there are
numerous fundamental differences between the standard
medical evaluation and impairment/disability evaluation.

Important aspects of impairment evaluation include medi-
cal evaluation, analysis of findings, and comparison of the
results. Inimpairment evaluation, it is crucial to establish
causal rel ationship and decide on maximum medical improve-
ment, apart from providing the impairment rating. This
review will discuss various aspects of impairment evalua-
tion.

Keywor ds: Impairment evaluation, interventional pain
management, disability, impairment rating

Worker’scompensation claims, civil suits, and medical, and
legal problemsare facts of life for a substantial number of
interventional pain specialists. Impairment, and disability
are facts of life for a substantial number of Americans,
specifically those who suffer from chronic pain. Pain and
disahility are both complex phenomenonsthat are difficult
to define, and pose a formidable task in their assessment.
“Pain” as John Bonica, Father of Pain Medicine, observed
in 1974, “isthe most pressing issue of moderntimes.” In
spite of the best efforts of the public, providers, and the
government, pain continuesto be an epidemic (1, 2). The
concept of chronic pain is beset with controversy starting
withitsvery definition. Two problematic termsintoday’s
pain medicineare* chronic pain” — also known aspersis-
tent pain — versus a second category known as “chronic
pain syndrome,” which isaseparate and distinct condition
(4,5). Bonica(3) defines chronic pain as, “ Pain which per-
sists amonth beyond the usual course of an acute disease
or areasonable time for any injury to heal that is associ-
ated with chronic pathological processes that causes a
continuous pain or pain at intervals for months or years'.
In the United States, chronic pain costs an estimated $120
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billion per year in treatment, lost revenues, disability, and
wages. Some frightening estimates show that the annual
total cost for back pain itself -- including disability and
litigation ismorethan $100 billion (6).

Pain, in addition to various other problems, also leads to
varying degrees of alternation in function. This could
vary from aminor inconvenience --, to asignificant disabil-
ity, such astheinability towork or participatein enjoyable
activities. Thus, disability, similar to chronic pain, is a
complex problem. Termssuch as“impairment” and “dis-
ability” are used in different settings with different mean-
ings. Inaddition, the different systemsof disability define
impairment and disability intheir own terminologiesin dif-
ferent contexts. Whileimpairment and disability may en-
sue secondary to multiple external forces and causes, the
process of life and aging itself guarantees that if we live
long enough, impairment and disability of some sort will
occur. Impairment and disability have always been un-
wanted human conditions. Thishaslead to either punish-
ment, such asextermination in Nazi Germany in concentra-
tion camps of disabled and impaired persons or occasion-
ally the subject of miraculous recoveries, such as Jesus
healing the lame and the blind.

However, what isnew isthat in modern times, impairment
and disability have been accorded legal status. Impair-
ment and disability are major economic and social issuesin
developed countries. Consequently, the definitions of im-
pairment and disability expand and contract more along
political and ideological linesthan according to any clear
physical determinations. And the United Statesis no ex-
ception.

HISTORICAL CONSIDERATIONS

The development of disability asalegal entity dated back
to the English Poor Law of 1601 (7). In 1898, when address-
ing work disability, the government of Germany decided
that disability was a function of lost earning capacity and
job opportunities and not, as narrowly interpreted in the
English Poor Law, acategorical incapacity towork (7). In
contrast, inthe United States, thefirst legal recognition of
disability developed out of the tremendous industrial ex-
pansion that started after the Civil War and extended into
the early 20" century (7). The spectacular catastrophes of
West Virginiain 1907 with 362 deaths of minors and the
1911 firein New York with 164 deaths lead to growth of
social concernfor aremedy to the poverty caused by work-
related injuriesand fatalities (7,8). Each statein the United
States passed worker’s compensation statutes, beginning
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with New York in 1910 and ending with Mississippi being
thefinal stateto enact such alaw in 1949. In 1956 the social
security law was amended to provide disability benefitsto
individual s between the ages of 50 and 65 who, because of
disability, were unableto work according to the above defi-
nition (9). Since then, the law was amended on multiple
occasions to include monthly benefits to dependents of
disabled workers, to remove the limitation of eligibility at
50. Finally, in 1965, the definition of disability changed to
onewhich remainsthe same after three decades (9). AMA
Guidesto the Evaluation of Permanent Impairment began
to take form during the 1950s to improve estimates of the
severity of human impairments, basing them on accepted
medical standards by the American Medical Association.
However, thefirst edition of the Guideswere not published
until 1971.

DEFINITIONS

The World Health Organization (WHO) has defined im-
pairment as “any loss or abnormality of psychological,
physiological, or anatomical structure or function” (10).
Thus, impairment is the loss of a physiologic function or
an anatomic structure. Intellectual impairment involves
diminished or lost cognitive function. AMA Guidestothe
Evaluation of Permanent Impairment defines impairment
as, “adeviation from normal in abody part or organ system
anditsfunctioning” (4). Impairment isconsidered as, “an
alteration of an individual’s health status’ (4). Conse-
quently, impairment isamedical issue and is assessed by
medical means. According to the AMA Guides, permanent
impairment is defined as, “one that has become static or
stabilized during aperiod of time sufficient to alow optimal
tissue repair, and one that is unlikely to change in spite of
further medical or surgical therapy”. A permanent impair-
ment is considered to be unlikely to change substantially
and by morethan 3% in the next year with or without medi-
cal treatment (4). In addition, the AMA Guides describe
impairment as conditionsthat interferewith anindividual’s
“activitiesof daily living,” including self-care and personal
hygiene; eating and preparing food; speaking, and writ-
ing; maintaining one's posture, standing, and sitting; car-
ing for the home and personal finances; walking, traveling,
and moving about; recreational and social activities; and
work activities.

WHO defines a disability as, “any restriction or lack (re-
sulting from animpairment) of ability to perform an activity
in the manner or within the range considered normal for a
human being” (10). The AMA Guidesdefinedisability as
“inability or altered ability to successfully accomplish a
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Table 1. Characteristics and differences between impairment and disability

I mpairment

Disability

An alteration in individual's health status

A deviation from normal in a body part or

organ system, and its functioning task

Any loss or abnormality of psychological,
physiological, or anatomical structure or
function

Condition or conditions that interfere with
an individual's activities of daily living

An dlteration in individual's capacity to function
An individual's inability to accomplish an activity or
Any restriction or lack [resulting from an impairment]

or inability to perform an activity in the manner or
within the range considered normal for a human being

An dternation of an individual's capacity to meet
personal, social, or occupational demands, or

statutory or regulatory requirements because of an
impairment

Medical issue
What is medically wrong

Administrative issue

The gap between what a person can do and what the

person needs or wants to do

Modified and adapted from ref 4, 10.

giventask” (4). Thus, disability arisesout of anindividua’s
inability to perform atask successfully because of insuffi-
ciency inoneor moreareasof functional capability: physi-
cal function, mental function, agility, dexterity, coordina-
tion, strength, endurance, knowledge, skill, intellectual
ahility, or experience. Accordingtothe AMA Guides;, “Dis-
ability isadecreasein, or theloss or absence of , the capac-
ity of an individual to meet personal, social, or occupa-
tional demands, or to meet statutory or regulatory require-
ments.” Disability “isnot necessarily related to any health
impairment or medical condition, although amedical con-
dition or impairment may cause or contributeto disability.”
Thus, conceptually disability is “the gap between what a
person can do and what the person needs or wants to do”
(4). Similar toimpairment, disability may aso betemporary
or permanent depending on the ability to treat the medical
condition. Further, disability of varying degrees is de-
scribed partial or complete. Thus, animpaired individual
“isnot necessarily disabled” (4). Permanent disability “oc-
curswhen thelimiting loss or absence of capacity becomes
static or well-stabilized and isnot likely to changein spite
of continuing use of medical rehabilitative measures’ (4).
A permanent disability is considered to be unlikely to
change substantially and by morethan 3% in the next year

with or without medical treatment (4). Evaluation or rating
of disahility is a nonmedical assessment of the degree to
which an individual does or does not have the capacity to
meet personal, social, occupational, or other demands, or
to meet statutory or regulatory requirements (4). Table 1
identifiesthe differences between impairment and disabil-

ity.

Finally, handicap is another word related to but different
from the concepts of disability and impairment. Under
federal law, anindividual ishandicapped if he or shehasan
impairment that substantially limits one or more of life's
activities, has arecord of such impairment, or isregarded
ashaving such animpairment. However, thisdefinitionis
so broad that almost any person may be considered to be
handi capped under it. WHO defines handicap as “ a disad-
vantage for a given individual, resulting from an impair-
ment or adisability that limitsor preventsthefulfillment of
arolethat’snormal (depending on age, sex, and social and
cultural factors) for that individual” (10).

The Americanswith DisabilitiesAct (ADA) isintended to

help organizations to employ qualified individuals with
“disabilities.” Theseincludevariousissuesregarding per-
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formance capability, acceptability of risksto oneself or oth-
ers, the need for accommodation, and type of accommoda-
tion that may be warranted. It isimportant to recognize
that none of these are a medical issue. The definition of
impairment or disability under ADA issomewhat different
than under the Guidesto the Evaluation of Permanent Im-
pairment. As per ADA, disability means “a physical or
mental impairment that substantially limits one or more of
the major life activities of the individual; or a record of
such an impairment; or being regarded as having such an
impairment. Essential functionsof thejob, major lifeactivi-
ties, substantial limitation, and accommodation aretheim-
portant words used under this act. ADA use of the term
“disability” and its use of the concept is similar to the
concept of “impairment” used inthe Guides. However, itis
important to note that the ADA identification of an indi-
vidual with a “disability” does not depend on the results
of themedical evaluation. Anindividua may beidentified
as having adisability if thereisarecord of animpairment
that substantially limited one or more mgjor life activities;
or, of greater concern, theindividual isregarded as having
adisability. Finally, “accomodation” isnot amedical mat-
ter. Accommodation is the result of an employer’s deci-
sion regarding modifications of ajob or awork place“that
are reasonabl e with respect to the employer’s cost and the
degree of hardship imposed.” The physician may help the
employer explore the need for accommodation or help the
employer to understand the relationship between a medi-
cal impairment and individual capabilities. However, itis
not appropriate for the physician to recommend a specific
accommodation.

CONCEPTUAL BASIS OF IMPAIRMENT/
DISABILITY

Evaluation of impairment, and disability have become a
growth industry inthe United States. Impairment evalua-
tion, or IME, isanacronym for Independent Medical Evalu-
ation. However, IME isalso known asthe Impartial Medi-
cal Evaluation, Insurance Medical Evaluation, and Inter-
ested Party Medical Evaluation. Insomeareas, IMEsmay
beknown as Agreed Medical Examinations, Binding Medi-
cal Examinations, or Neutral Medical Examinations. IMEs
may be requested by attorneys on either side, employers,
rehabilitation specialists, judges, commissioners, and other
participants. These hired medical expertsareasoreferred
to as“dueling doctors’ to give opposite opinions, similar
to attorneysin the case. Hence, IME appearsto beamis-
nomer. As per Webster’s Dictionary, independent is de-
fined as, “free from authority, control, or influence of oth-
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ers, self-governing, or causally unconnected.” Similarly,
impartia isdefined as, “without prejudgment, animpartial
mind not favoring one side more than the other.” Hence,
IME and these definitions are amismatch, asthey are nei-
ther independent or impartial, nor purely medical evalua-
tions.

Melvinand Nagi (11) in 1970 provided a conceptual basis
of disability, whichincluded pathol ogy, impairment, func-
tional limitation, and disability.

Pathology

Pathology is either altered anatomy and/or altered physi-
ology. Thus, pathology not only includestheinitial injury
to the body from trauma, metabolic disorders, infection, or
any other type of etiology, but also the body’s response to
such aninjury. Inaddition, it also includes any aggrava-
tion of apreviously existing problem.

I mpairment

Animpairment isdefined asan anatomical, physiological,
or psychological abnormality or loss (12,13). As such,
impairments are divided into temporary and permanent.
Temporary impairment is present during active pathol ogy,
which may become permanent impairment, continuing even
after the active pathology is adequately treated and re-
solved. Anatomical impairmentsinclude decreased range
of motion, deformities, loss of an organ, and contractures,
whereas physiological impairmentsinclude muscle weak-
ness, aternation in reflexes, decreased strength, loss of
sensation, abnormal el ectromyographic studies, abnormal
blood chemistry, and decreased pulmonary function, etc.
In contrast, psychological impairment includeschangesin
cognition and memory, depression, and generalized anxi-
ety disorder.

Functional Limitation

A functional limitation is defined as “arestriction or the
lack of the ahility to perform an activity of function in the
manner within the range considered normal for that per-
son.” Various types of functional limitations include gait
disturbances, lifting limitations, inability to perform stress-
ful activities, or inability to function safely in acommunity
inanindividual with cognitive and effective changes. Es-
sentially, functional limitations are manifestations of im-
pairment that are translated in terms of function.
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Disability

The inability of an individual to perform his or her usual
activities and to assume their usual obligationsis viewed
asdisability. Thus, disability is“task specific.” Permanent
disability is presumed to be present if an individual’s ac-
tual or presumed ability to engage in gainful activitiesis
reduced or absent, dueto animpairment, whichin turn may
or may not be combined with other factors (13,14). Disabil-
ity isgenerally viewed asaconditioninagivenindividual
that resultsfrom impairment, and the functional limitations
that essentially prevent fulfillment or arolethat is normal
for that individual. Variousconditionslimit thefulfilling of
rolesinlife, such asaworker, student, or caregiver. Hence,
disability isnot only task specific but also role specific.

DISABILITY SYSTEMS IN
THE UNITED STATES

Numerous disability systems are available in the United
States, including state worker’s compensation systems,
the Federal Employee's Compensation Program, Longshore
and Harbor Worker’s Compensation Program, Black Lung
Program, Veteransand Military Disability, Railroad Work-
ers and Seamen Compensation System, Social Security
Disability Systems, and Private Disability Systems (15).
Asone can imagine, the definition of impairment and dis-
ability, though similar, isvariable among various systems.
While most state workers' compensation systems follow
the system developed by the American Medical Associa-
tion and the Guides, some have devel oped their own guides
and interpretations. In contrast, social security disability
systems are radically different from workers' compensa-
tion or private disability systems.

The Socia Security Administration (SSA) administers so-
cial security disability systemsintwo formats: social secu-
rity disability insurance (SSDI) program and the supple-
mentary security income (SSI) program, Title 16. SSDI pro-
vides coverage for cash benefits for those disabled work-
ers and their dependents who have contributed to the so-
cial security trust fund through the Federal Insurance Con-
tribution Act (FICA) tax on their earnings. SSI provides
for aminimumincomelevel for the needy, aged, blind, and
disabled. Social security definesdisability as, “theinabil-
ity to engage in any substantial gainful activity by reason
of any medically determinable physical or mental impair-
ment which can be expected to result in death or haslasted
or can be expected to last for a continuous period of not
lessthan 12 months.” To meet thisdefinition, anindividua’s
impairment or combination of impairments“(are) to be of
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such severity that he/she is not only unable to do his/her
previous work, but cannot, considering his age, educa-
tion, and work experience, engage in any other kind of
substantial gainful work which exists in the national
economy.”

Theterm substantial gainful activity (SGA) meansany work
activity that involves significant and productive physical
or mental activitiesand is performed or intended for pay or
profit — currently up to $500 per month for disabled per-
sons and $850 per month for the blind (15).

MEDICAL AND LEGAL ISSUES

For successful implementation of disability systems, the
medical legal interface is essential. This can be success-
fully achieved if the physician has atleast aminimum level
of understanding of the legal system, and the attorney has
an adequate understanding of the medical facts and the
limits of medical science. Understandably, some physi-
ciansfear interaction with thelegal world, while othersare
not cautious enough. Those paranoid, overly wary physi-
cianswho see apotential lawsuit at every corner refuseto
give awritten opinion or hesitate to give an honest opin-
ion. Thus, these physicians are not practicing medicine.
However, the physicians who believe they can do what-
ever they want based on their experience or who are not
serving the profession. Thus, both physicians are use-
less to the patient and the legal system itself. The physi-
cians performing independent medical evaluations —too
often believethat the only entity to which they are respon-
sible is the organization which is paying them and that
they areinsul ated from mal practice suits. However, physi-
cians in the evaluation of impairment and disability, like
any other physician, commit malpracticeif their treatment
or actionsdo not follow areasonable standard of care. Itis
crucial to notethat workers' compensationistheexclusive
remedy only between the employee and the employer and
its agents/other employees, but not the third party, such
as a physician.

DISABILITY EVALUATION

While performing disability or impairment evaluationsis
another part of physicians' work, most physicians are not
trained in this aspect. Consequently, many physicians
approach impairment and disability eval uations by extrapo-
lating from the knowledge and experience gained in their
own specialties, or stay away from them altogether. There
arefundamental differences between the standard medical
examination and adisability examination. Medica evalua-
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tions have long served dual functions, providing medical
diagnoses and directing the physician towards effective
treatment. While medical evaluationswork extremely well
in casesof acuteillnesswith aclear cure, inchronicillness,
evaluation in providing diagnosis by atreating physician
can create conflicts. Sullivan and Loeser (16) examined the
rel ationship between apain clinic and aworkers' compen-
sation program and concluded that: the roles of treating
and rating physicians are not compatible in chronic pain
cases; and the measurement of disability due to pain
through physician ratings is confusing and probably in-
valid. However, atreating physician is considered to be
the best person to provide a disability rating. One of the
most compelling reasons offered for a single physician
undertaking both the treatment and disability evaluations
of a given patient is that the diagnostic information ob-
tained from the patient can be applied toward disability
evaluation. In addition, it is contended that patients tend
to reveal information more readily to their treating physi-
cian than to a physician who they see solely for disability
rating (16). However, Sullivan and Loeser (16) contend
that this is the first sign of trouble, because a treating
physician acting as a disability evaluator is not only bor-
rowing knowledge obtained through his or her role as a
treating physician but also is borrowing the patient’s trust
aswell. Essentialy, patient evaluations for the purposes
of treating and disability eval uations create fundamentally
different relationships. A treating physician assumes the
role of provider of medical diagnosis, selecting effective
treatment for the patient’s pain and attempting to reduce
suffering. However, adisability evaluating physician acts
as an agent for the payor to assign impairment rating, in
spite of providing routinedisclaimers (Table2). However,
there are also similarities between a disability evaluation
and astandard medical examination, including the patient’s
history, physical examination, and the ordering of appro-
priate laboratory tests.

In general, medical disability evaluations are carried out
utilizing AMA Guidesto the Evaluation of Permanent Im-
pairment, thelatest available edition. In fact, the use of the
AMA Guidesto the Evaluation of Permanent Impairment,
in worker’s compensation cases, is spreading rapidly in
both the medical andlegal communitiesin the United States
(4). Thisaso appliesto the other areas of litigation such
asmotor vehicleinjuries, fals, and other liability cases. At
the time of the printing of the fourth edition of the AMA
Guidesin 1993, 38 states and two territories required the
use of AMA Guides in some form. In addition, Canada
also has begun to rely on the AMA Guides, along with
various other countrieswith similar typesof workers' com-
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pensation systems. In addition to the state workers' com-
pensation systems, the Federal Employees Compensation
Act and Longshore and Harper Worker’s Compensation
Act requirethe use of the AMA Guides. Whilean Arizona
court questioned whether the AMA Guides represented
the true measure of theimpairment and concluded that the
evidenceis unclear, no court has ruled directly on the va-
lidity of the AMA Guidesinitsentirety, even though other
courts have held that the AMA Guides are not to be fol-
lowed blindly; are inapplicable to hearing loss cases and
occupational diseases, such as contact dermitis; do not
cover subjective complaints; do not cover pain; are of
doubtful authority and are inconsistent with state work-
ers’ compensation statues (17-20). However, the Idaho
Supreme Court found the AMA Guides could be utilized,
even if the testifying physician has no opinion as to the
proper rating (17-20). The drawbacksof AMA Guidelines
includelack of scientific validity, of dependency on sound
epidemiologic studies of large population groups, and of
peer-reviewing. Hence, it iscrucial to remember that im-
pairment is simply an arbitrary number representing the
percentage of the function of the body that may have been
lost. How the impairment effectsthe individual in activi-
tiesof daily living including returnto work isamuch more
complicated issue of disability.

The role of the physician in impairment assessment in-
cludes clarification not only of physical issues but also
behavioral, psychosocial, vocational, claims, and legal is-
sues. Performance of impairment assessments requires
specific skillsin addition to clinical knowledge. The physi-
cian must have not only a strong clinical background but
also an appreciation of the biomedical, mental, emotional,
and vocational aspectsof injury andillness. Unfortunately,
the quality of impairment evaluations and evaluators var-
ieswidely. Though similar tothat of treatment physicians,
the quality is much more dependent on financial incen-
tives, ethical obligations, and the evaluators' perceptions
of the treating physicians and patients. It is often stated
that assessments are mainly requested dueto lack of medi-
cal information or conflict on specific matters, especialy
regarding the cause of the condition and persons ability to
work. In reality, though, most assessments are requested
either to stop benefits to the person, to reduce the impair-
ment, or to stop and/or disallow the treatment. Whilethe
impairment assessment process must be precise and de-
tailed, and assure that conclusions are valid, reliable, de-
fensible, and useful, in actuality, most assessments per-
formed by certain physicians, groups of physicianstrained
by certain organizations, and physicians who are consis-
tently favored by either insurers or attorneys are too simi-
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Table 2. Differences between an independent disability evaluation and a medical evaluation

M edical Evaluation

I ndependent Disability Evaluation

1. Referral source Physicians, patients, seif, family  Insurers, attorneys, employers, judges
2. Type of practice Medical Legal or medical/legal

3. Opportunities for examination Voluntary At best agreed

4.  Gods Diagnosis & treatment Disability assessment

5. Work history Somewhat important Crucial

6.  Specific issues addressed Medical issues Causation, Impairment, restrictions
7. Reliance on nonmedical personnel  Some Significant

8. Extrapolation regarding causation ~ Not required Essertial

9.  Type of relationship Congenial Adversia

10.  Trust in physician Significant Mostly distrust

11.  Trust in patient Yes None, suspicious

12.  Patient/physician relationship Yes No

13.  Payment responsibility Patient Referral source

14.  Physician role Active Passive

15. Physician loyalty to Patient Insurer or payor

16.  Physician responsibility to Patient Payor

17.  Treatment recommendations Yes No

18.  Legal responsihilities No Yes

19. Malpractice Yes Maybe

20. End resuts Treatment Rating

21. Hippocrétic oath Do no harm Don't leave any stone unturned

lar and reach the same conclusions in favor of the party
requesting the evaluation, making the validity, reliability,
usefulness, and defensibility of such evaluations ques-
tionable. In addition, impairment evaluations should be
performed without biasto the financial relationship, which
should be similar to the treatment provided if the same
patient presented for medical evaluation. While many im-
pairment eval uation specialistsnot practiceasimilar type
of medicine or do not practice at al, many others ignore
ethical obligations and the Hippocratic Oath, thus provid-

ing extremely biased evaluations and opinions that are
significantly different from thoserendered in their medical
practices. Arguments can also be made against treating
physicians who may be too involved as a patient advo-
cate. However, this does not compare to many indepen-
dent evaluators, who start with the suspicion of guilt of
the injured patient with no chance to prove either way;
judgment has been made at the time of scheduling. The
same may be said about evaluators who provide desired
opinions for attorneys representing patients.

Pain Physician Val. 3, No. 2, 2000
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THE PROCESS OF EVALUATION

Threeimportant stepsin evaluation of impairment include
medical evaluation, analysisof findings, and the compari-
son of resultsto criteriain the AMA Guides (4).

Medical Evaluation

1. Narrative history with reference to onset and course,
previous examination findings, treatment, and re-
sponses to treatment.

[] Resultsof most recent clinical evaluation.

] Assessment of current clinical status and tatement
of plansfor future treatment, rehabilitation, and
re-evaluation.

] Diagnosisand clinical impressions.

[l Estimated date of partial or whole recovery.

2. Analysisof findings

[J Medical basisof maximum medical improvement.

L] Impact of medical condition onlifeactivities.

[l Themedical basisthat the individual isor isnot
likely to suffer sudden, subtle, or other incapaci-
tation as a result of a change in the condition
(prognosis, pathophysiology).

Medical basisthat theindividual isorisnot likely
to suffer injury or further impairment whiletrying
to meet personal, social, and occupationa de-
mands (prognosis and physical risks).

Medical opinion with regards to restrictions or
accommodations, whether these are warranted or
not warranted.

An explanation of the expected outcome or value
of any restrictions or accommodations, in addi-
tion to an explanation of whether or not the re-
strictions are because of risks to the patient or
others.

Comparison of Resultsto Criteriain the AMA Guides

Specific clinical findings related to each impairment and
how the findingsrelated to AMA Guidescriteria:

[] Referencetotheabsence of or examiner’sinabil-
ity to obtain pertinent data.
Explanation of impairment rating with direct refer-
enceto applicable criteria(protocal).
Summary list of all impairments.

U
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Causal Relationship

Causal relationship isacritical issue in work-related and
liahility cases, asthe law generally does not provide com-
pensation for adiseasethat is“ an ordinary disease of life”

or whichisnot “peculiar or characteristic of theemployee's
occupation or the incident”. A work-related problem is
defined as one that “ arose out of and during the course of
employment” (4). While determination of the causationis
simplein some cases, it may well be an extremely complex
and cumbersome phenomenon, particularly with pre-exist-
ing chronic conditions and environmental exposures. As
per the Guides, “ causation means that a physical, chemi-
cal, or biological factor contributed to the occurrence of a
medical condition.” To decidethat afactor alleged to cause
or contribute to the occurrence or worsening of amedical

condition has actually done so, it is necessary to verify
both of thefollowing:

1. Thealleged factor should have caused or contrib-
uted to worsening of the impairment, whichisa
medical determination.

2. Thealleged factor did cause or contribute to wors-
ening of theimpairment, which isanon-medical
determination.

Aggravation

Aggravation means“that aphysical, chemical, or biologi-
cal factor, which may or may not bework related, contrib-
uted to the worsening of a pre-existing medical condition
or infirmity in such a way that the degree of permanent
impairment increased by more than 3%” (4).

Causation and aggravation must be verified in non-trau-
maticinjuries, in contrast to traumatic injuries, which often
can berelated to an event that occurred at aparticular time
and place. Therole of occupation or environmental fac-
torsin causing aggravating disorders of the various body
systemsis difficult to document. Documentation of “ag-
gravation” or “causation” dependslargely on the acquisi-
tion, review, and analysis of existing office and hospital
records dating from the onset of the condition and includ-
ing the initial evaluation for the condition; the results of
tests or diagnostic procedures showing when and how the
individual’s health was affected by an alleged physical,
chemical, or biological factors; and the results of occupa-
tional or environmental surveys, tests, or analyses.

Aggravation may involve both occupations and non-
occupational disorders:
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1. Anoccupational disorder may be aggravated by
a supervening non-occupational disorder.

2. Anoccupational disorder may be aggravated by
asupervening occupational condition arising out
of or in the course of employment by the same
employer.

3. Anoccupational disorder may be aggravated by
asupervening industrial condition arising out of
and in the course of employment by a different
employer.

4. Anoccupational disorder may be aggravated by
apre-existing, non-occupational condition.

5. Anoccupational disorder may aggravate apre-
existing, non-occupational condition.

Itisthe responsibility of an evaluating physician to estab-
lish acausal relationship that acertain condition arose out
of or inthe course of work dutiesto areasonable degree of
medical probability, whichimpliesthat it ismore probable
than not [i.e., there is more than 50% probability; for ex-
ample, 51 chancesout of 100]. Possibility implieslessthan
50% likelihood. Work-related impliesthat aphysician has
arrived with an opinion based on availableinformation, to
a reasonable degree of medical probability or certainty,
that the work activities caused the problem.

Apportionment

The physician aso should deal with apportionment, de-
fined by the Guides as “the degree to which each of vari-
ous occupational or non-occupational factors may have
caused or contributed to aparticular impairment.” For each
alleged factor, two criteriamust be met:

1. Thealleged factor could have caused or contrib-
uted to theimpairment whichisamedical determi-
nation as defined in causation earlier.

2. Inthe casein question, the factor did cause or
contribute to the impairment, which is usually a
non-medical determination.

The physician’s analysis and explanation of causation is
significant. In cases where there are multiple factors in-
volved and pre-existing conditions were present, it is nec-
essary to apportion current impairment between the two
conditions, which may be between two parities or work
and non-work related conditions. This process depends
largely on judgment, since the signs supporting appor-
tionment till isinitsinfancy.
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Maximum Medical | mprovement

Maximum medical improvement, or MM, indicates that
further recovery and restoration of function can no longer
be anticipated to areasonable degree of medical probabil-
ity (4). MMI that the condition has become static or well-
stabilized, with or without medical treatment, and is not
likely to remit despite medical treatment.

In arriving at the opinion of maximum medical improve-
ment, consideration should be given to whether the cur-
rent or proposed treatment will result in functional improve-
ment and whether there has been appropriate interval for
the condition stabilize. Maximum medical improvementis
not to exclude apatient from further treatment, whether it's
follow-up, maintenance or palliative care, and whether such
treatment increases functional status or not. MMI does
not preclude an alteration of the medical condition over
time.

Thus, “MMI represents that point in time when, as the
patient’s medical condition has reached where the condi-
tion has stabilized or hit a plateau, no further material re-
covery or lasting improvement is expected or reasonably
anticipated as a result of additional treatment based on
reasonable probability”. This would anticipate that no
further medical diagnostic or therapeutic treatment isrea-
sonably anticipated to result in ameasurable changein the
patient’scomplaints, function, or medical impairment. The
AMA Guides qualify that the degree of impairment is not
likely to change by more than 3% within the next year.
Similarly, the concept of employability isalso considered
in MMI determination with the understanding that em-
ployability is not expected to change with further active
medical treatment or surgical intervention. However, many
states, agencies, and jurisdictions have additional and spe-
cific criteriaused to defineand designate maximum medical
improvement. Theaccurate determination of MM isinthe
best interest of the patient, physician, and insurer. The
physician must be certain that the determination of maxi-
mum medical improvement is consistent with acceptable
medical standards and principles and the accepted treat-
mentsor guidelinesif available.

Work Capacity

Work capacity isaprimary issue in work-related injuries.
In evaluating work capacity, the Americans with Disabili-
ties Act is taken into consideration. These are opinions
that are formed by eval uation of the patient’s report, clini-
cal condition, and measurements of functional performance.
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Functional capacity evaluations or performance assess-
ments may provide accurate information to determine the
ability or disability of a person if the assessment is valid
andreliableand isperformed inrelation to theindividual’s
job. However, extreme caution should be exercised inthis
area, as reliability measures such as tests of consistency
are good but imperfect indicators of the patient’s efforts.
Since there are numerous methodologies available in as-
sessing functional performance, there are some protocols,
which are structured and incorporate reliability measures,
which are more beneficial than others. In arriving at work
capacity rating, the physician must utilize the entire gamut
of clinical skills and judgments and estimate the work ca-
pacities as carefully as possible, including the number of
hours of work per day, based on the endurance and toler-
ancefor sitting, standing, and walking. Estimates of lifting
and carrying capabilities also should be noted with spe-
cific frequencies. Guidelines should be provided with re-
gardstollifting, sitting, standing, walking, simplegrasping,
pushing and pulling of leg controls, bending/stooping,
squatting/crouching, crawling, kneeling, and reaching. In
addition, the impact of the condition on activities such as
hearing, seeing, speaking, balancing, and restriction of
activities involving unprotected heights, being around
moving machinery, exposure to marked changes in tem-
perature and humidity, driving automati c equipment, expo-
sure to dust, fumes and gases, and exposure to vibration.
Specific limitations beyond these should be delineated.
These capacities should be compared with the functional
requirements of the job, if available from job descriptions
or direct observations. Customarily, these work capacity
assessments are expressed in terms of an eight-hour work-
day. “Rarely” equals 0% to 5% of thetime, “ occasionally”
equals 6%to 33%, “frequently” equals 34% to 66%, and
“continuously” equals 67% to 100%. The Dictionary to
Occupational Titlesfrom the United States Department of
Labor provides categories and demands (primarily of lift-
ing requirements), classified into categories of sedentary,
light, moderate, heavy, and very heavy (21).

Assignment of | mpairment

It is the responsibility of the physician to estimate the
extent of the patients primary impairment or impairing con-
dition; that is, the condition that is of most concern to the
patient. The rating should be based on current findings
and evidence. Animpairing condition could involve sev-
eral organ systems. However, the effect on one organ
system alone may totally count for the negative effectson
activities of daily living. If the effects on different organ
systemsarefelt to separately contribute to impairment, the
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estimates of impairment should be combined. The AMA

Guides (4) state:

[0 Animpairment valuethat falls between those
appearing in atable or figure of the Guides may
be adjusted or interpolated to be proportional to
theinterval of thetable of figureinvolved,
unless other directions are given.

Two measurements made by the same examiner

aretoliewithin 10% of each other.

M easurements should be consistent between

trained observers and on separate occasions.

In general, range of motion measurementsare

rounded to the nearest 10%.

Thefinal estimate may be rounded to the nearer

of the two nearest values.

In general, theimpairment percent shown in the

chapters that consider the various organ

systems make allowance for the pain that may
accompany theimpairing condition.

[0 Anaddition of small percentage (1% to 3%)
may be combined with any other impairment
percent by means of the combined values chart
if the effects of treatment prevent measurement
of impairment, even though the previous state
of normal good health is not regained.

[] Pharmaceuticalsthemselves may lead to
impairments. In such an instance, the physician
should use the appropriate parts of the Guides
to evaluate the impairment related to the
pharmaceuticals.

L] It must be emphasized and clearly understood
that impairment percentages derived according
to the Guides criteria should not be used to
makedirect financial awardsor direct estimates
of disahilities.

O 0o 0O o 0O

Combining Versus Adding

Combining is a mathematical process to prevent an esti-
mate of impairment greater than 100%. In combination
each subsequent medical impairment is factored by the
degree of the whole part of person remaining to be im-
paired (4). Toillustratethe purpose and effects of combin-
ing versus adding, consider an example of an individual
who has a30% whole person impairment rating. However,
there is another injury resulting in 20% whole person im-
pairment rating. Thisadditional 20% impairment ratingis
multiplied by half of theindividual remaining (100% minus
50% for thefirst rating) whichis 14%. Thefinal impairment
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rating istheinitial 30% and an additional 10% for atotal of
44%.
SAMPLE IMPAIRMENT RATING

In evaluation of theimpairment of the spineusingtheAMA
Guides, there are two methods for evaluating impairment
(4). Theinjury model isawaysthefirst to be used. The
range of motion model isto be used only if thereis diffi-
culty in placing the patient into a category or if there is
disagreement between two physicians about which cat-
egory to place a patient. However, the rating still comes
from theinjury model, not from the range of motion model.

Salient Aspects

A physician performing impai rment eval uation should
keep inmind the following in evaluation of impairment of
the spine:

[l Evaluatethe results of theinjury but not the
treatment.

[J Useobjectivefindingsonly.

[J Usetheinjury model for determining thefinal
impairment.

[l Defineif the patient had asignificant injury and
if the patient had radiculopathy.
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Theinjury model isdivided into eight categoriesfor each
of the three areas of the spine: lumbosacral, thoracolum-
bar, and cervicothoracic. Lumbosacral spineimpairments
aredescribed in Table 3.

Differentiators

Multipledifferentiatorsutilized in arriving at aspinal
impairment are asfollows:

1. Guarding or spasm (dysmetria); non-verifiable

root pain

2. Lossof reflexes

3. Decreased circumference, atrophy

4. Electrodiagnostic evidence

5. Lossof motion segment integrity

6. Lossof bowel or bladder function

7. Bladder studies

Samples
Category 1: A 34-year old white malewith history of
back strain, severe symptoms, but no objective

findings— Category 1= 0% impairment

Category 2: A 34-year old white malewith history of
back strain, severe symptoms with objective

findings of spasm and non-verifiable root pain —

Table 3. Lumbosacral spine impairment categories as per AMA Guides

Category Description % impairment of the
Whole Person
I Conplaints or symptoms. No objective signs 0
I Minor impairment: clinical signs of lumbar injury are present 5
" Radiculopathy 10
v Loss of Motion Segment | ntegrity 20
\% Radiculopathy and loss of motion segment integrity 25
VI Cauda equina-like syndrome without bowel or bladder 40
impairment
VII Cauda equina syndrome with bowel or bladder impairment 60
VIl Paraplegia 75

Adapted and modified from Ref 4.
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Category 2= 5% impairment

Category 3: A 34-year old white malewith history of
back strain, severe symptoms, with back injury and
radiculopathy — Category 3= 10% impairment

Radiculopathy: Thediagnosisof radiculopathy is
based on:

Positive straight leg raising test

Lossof reflex

Segmental weakness

Atrophy

Numbness in anatomic distribution

MRI (must correlate with other findings,
though MRI is not necessary)

EMG (must have findings of radiculopathy,
though is not necessary)

oA wNPRE

~

The same question always arises. what happensif the pa-
tient improves, deteriorates, undergoes surgery, or returns
to work? With Category 3 as an example, the following
scenariosare extrapolated:

1 The patient gets well without any treatment; the
impairment is10%.

2. The patient gets well with conservative
treatment; theimpairment is 10%.

3. Thepatient getswell with surgery; theimpair-
ment is 10%.

4. Patient getsworse after surgery; the impairment
i$10%.

5. The patient does not get well with or without
surgery; theimpairment is 10%.

6. The patient says the symptoms are recurring;
theimpairment is 10%.

7. It changesfrom unilateral to bilateral; the
impairment is10%.

8. Involvesanother level in the lumbar spine; the
impairment is10%.

9. The patient undergoes fusion; the impairment is

10%.

Fusion worsens his pain; theimpairment is 10%.

The patient had fusion removed; the impairment

is10%.

10.

Thus, apatient can be given impairment rating as soon as
he or she reaches maximum medical improvement and as
soon as the radiculopathy is definite in this case. Ironi-
cally, impairment remains the same with or without treat-
ment, with or without improvement, and with or without
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deterioration.

In this age of accountability, either impairment evaluation
or disability analysis should be held to the same high stan-
dards of medicine. These reports should be written com-
petently in an ethical and economically-accessible manner.
However, in the real world, thisis an extremely difficult
venture, as there are no established standards, training
parameters, or board certificationsby any of primary boards
approved by American Board of Medical Specialties
(ABMS). Medicineisan art, and there are very few diag-
noses or opinions that can be rendered with 100% cer-
tainty. In medicine physicians are able to express the
strength of their beliefs in hundreds of ways, rarely de-
scribing a situation astrue or false, black or white. How-
ever, law and disability issues are technical and not only
require but mandate the use of language that is definitive
and clear. |f ambiguous words or phrases are used, then
the issue remains “unclear or gray,” and another medical
opinion will need to be obtained, perhaps from adifferent
doctor. Physicians, whilewriting medical/legal reports, fre-
quently feel pressure from attorneys, insurance adjustors,
employers, and patientsto reflect their own interests. The
results of this pressure depend on whether the physician
writing the report isan independent medical evaluator or a
treating physician. Consequently, the source of pressure
also varies. The best advice to a physician is to tell the
truth and not yield to pressure or sale out to any of the
interests. Once again, this will be an extremely difficult
situation, specifically for independent medical evaluators
or disability analysts whose practice depends on these
referrals. Essentially, thereport should try to adhereto the
3R's(4):

[l Relevant
[] Rdiable
[l Ratable

A report that meetsall 3 R'sisacrediblereport, providing
adescription of the history and physical examination find-
ings. The report should also be relevant, clear, and con-
cise, and confined to the specific issues in question. Fi-
nally, aratablereport usesthe correct medical/legal termi-
nology in order to describe levels of disability and physi-
cal impairment according to legal standards.

An impairment report should consist some or all of the
following items based on type and extent of evaluation:

1 History of presentillness:
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3
4

5. Decision Making
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U History of medical condition U Laboratory tests
U Present complaints U Review of medical records
U Present status U Diagnosticimpression
Impairment evaluation
Past, family, and social history O Causal relationship
O Previous pain history O Maximum medical improvement
U Previousinjury history 0 Impairment rating
U Previousmedical history 0 Apportionment
U Family history Restrictions
U Social history U Physical
U Occupational history U Mental
O Disability status of work activities and 8 Conclusion
work duties
Evaluation
B Physical qutrovers esin | mpai r_ment eyal ua_\ti onrangefrom credit-
0 Functional ap|.l |ty.of eval uanop, pain and impal rment; a/mpt.or.n. mag-
) nification; and malingering or deception. Thedefinition of
O Psychological independent medical evaluation, pitfalls of evaluation by
0 Symptom magnification an independent physician, and pitfalls of evaluation by a

treating physician have been described earlier. Whilethere

U] Diagnostic studies are advantages and disadvantages to independent physi-

Table 4. Pitfalls with conventional evaluation of low back pain

" Specific anatomic etiology is clearly and objectively identified in only 10% to 20%

© ®© N

10.

Radiographic "abnormalities’ are frequently clinically irrelevarnt.
True sciatica occurs in only 1 to 2% of the patients.
No universal criteria are established for scoring the presence, absence, or importance of particular signs.

Quantification of the degree of disability and the association to treatment outcomes is difficult.

Interpretation of biomedical findings relies on "clinical judgments,” "physician's experience,”" and "quasi-
standardized criteria."

Routine clinical assessment is frequently subjective and unreliable.

Physical examination and diagnostic findings are subjective

The discriminative power of common objective signs has been questioned.

Reliance on general "“clinical impression” to detect gross psychological disturbances is "hopelessy inaccurate."

It is usually not possible to make a precise diagnosis or identify anatomic origin of the pain by routine clinical
assessmen.

Adapted and modified from Waddell and colleagues (25)
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cians and treating physicians, most often independent cli-
nicians come up with “no objective findings’ in patients
with back or neck pain. Hendler et a (22), to whom anum-
ber of suspected psychosomatic cases have been referred,
found organic origin of the painin 98% of cases. Subse-
quently, Hendler and Kolodny (23)

estimated that the incidence of psychogenic pain is only
one in 3,000 patients. It also has been shown repeatedly
that clinical featuresand imaging or neurophysiologic stud-
ies do not permit the accurate diagnosis of the causation
of spinal painin the majority of the patient in the absence
of disc herniation and neurological deficit (24). Further, it
has been shown that overall rate of inaccurate or incom-
plete diagnosis in patients referred to pain treatment cen-
tersto range from 40% to 67%. Chronic low back painisa
diagnostic dilemmain 85% of the patients, evenin experi-
enced handswith al theavailabletechnology (22-24). Table
4. shows pitfallswith conventional evaluation of low back
pain as described by Waddell and colleagues (25). As
described earlier, the credibility of professional evaluators
is constantly questioned.

Controversy surrounds pain and impairment. Even though
chronic painisamajor health problem in society, and the
medical, social, and economic consequences are enormous,
numerous difficultieswhen dealing with pain are based in
part on the following characteristics and perceptions:

1. Painisamulti-faceted concept. Painisnot only
dueto pathophysiologic factors but also includes
cognitive, behavioral, environmental, ethnic and
cultural variables.

2. Pain is subjective and cannot be validated or
measured objectively.

3. Impairment dueto pain has not been well-defined.

Chapter 15 of the AMA Guides provides a discussion of
pain and describes a method to characterize chronic pain
but does not provide any impairment percentages (4).
Rather it refers the physician to the various other organ
systems provided in the Guides.

Basically, the impairment percents of the various organ
systems include allowances for the pain that may occur
with those impairments. Chronic pain is subjective and
cannot be measured or detected in any reliable manner;
pain evaluation requires knowledge and understanding of
amulti-faceted, biopsychosocial model. Pain and impair-
ment estimates are based on the physician’straining, expe-
rience, skill, thoroughness, and representative blend of
the science of medicine. Pain should be evaluated by phy-
sicians who are conversant with the disorder.
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Pain has been defined and classified in anumber of ways.
Pain has been described as:

Nociceptive or somatic pain

Neurogenic or central pain

Psychogenic or physical pain

Primary or secondary pain

Acute, recurrent, persistent, or chronic pain

gabdwpdNpE

In many cases, chronic pain is understood as persistent
pain that is not amenable to routine pain control methods.
However, most physicians performing impairment evalua-
tions; to agreat extent, others confuse persistent pain with
chronic pain syndrome. Thus, two major and controver-
sid termsintoday’spain medicineare chronic pain,” also
known as persistent pain; and a second category known
as “chronic pain syndrome,” which is a separate and dis-
tinct condition (4,5). Chronic pain syndromeisassociated
with major psychological and behavioral problems, with or
without physical problems. Recurrent pain representsthe
nidus of chronic pain syndrome. While chronic pain may
be associated with psychological problems such as de-
pression, generalized anxiety disorder, and some behav-
ioral problems, chronic pain syndrome, in contrast, is a
malevolent and destructive force (4, 5, 24). Chronic pain
syndrome is a self-sustaining, self-reinforcing, and self-
regenerating process, with markedly enhanced perception
and with maladaptive and grossly disproportiona pain-
related behavior. However, relevant literature shows that
chronic pain syndromeis not acommon problem (22-24).
Chronic pain syndrome is differentiated as per AMA
Guides, with the presence of at least four of the eight
characteristics, which are described asthe eight d's (4):

Duration
Dramatization
Diagnostic dilemma
Drugs

Dependency
Depression

Disuse
Dysfunction

I I Y Y

For the patient’s pain to be evaluated and considered an
impairment, it must be persistent, chronic, stable, and un-
likely to changein thefuture despite therapy by definition.
Impairment is based on the decreased ability to carry out
daily activities; an individual who complains of constant
pain but who has no objectively validated limitations in
daily activitieshas no impairment.
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Symptom magnification is the most abused and misused
diagnosisand terminology in thetoday’simpairment evalu-
ation and disability medicine. Many so-called indepen-
dent evauators neither know nor understand the symp-
tom magnification syndrome. Symptom magnification syn-
drome (SMYS) is defined as, “a self-destructive, socially-
reinforced behaviora response pattern consisting of re-
ports or displace of symptoms, which function to control
the life of circumstances of the sufferer” by Matheson
(27), who coined theterm. Thedefinition of symptom mag-
nification syndrome, encompasses theseimportant aspects:

1. It may be conscious or unconscious.

2. Itissef-destructing.
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3. Itisapattern of behavior which islearned and
maintained through social reinforcement.

4, It is composed of reports and/or displays of
symptoms.

5. Theeffect of the behavior response patternisto
control the life circumstances of the sufferer.

Symptom magnification syndromehasitsrootsin the*sick
role,” first published by Parsons (28), who reported that
the sick roleis conferred on the individual who isill and
actively involvedintreatment. Thepatientinthesick role
is alowed to temporarily escape from other responsibili-
ties.

Table5. Common terminology in impairment evaluation

Impairment: A deviation from anormal in abody part or organ system and its functioning. Itisan

alteration of individual's health status.

Permanent | mpair ment: One that has become static or stabilized during aperiod of time sufficient to
allow optimal tissue repair, and one that is unlikely to change in spite of further medical or surgical
therapy. A permanent impairment is considered unlikely to change substantially and by more than 3%

in the next year with or without medical treatment.

Disability: Disability is a decrease in, or the loss or absence of, the capacity of an individual to meet
personal, social, or occupational demands, or to meet statutory or regul atory requirements. It isthegap
between what aperson can do and what the person needs or wantsto do. Itis inability or altered ability

to successfully accomplish a given task.

Permanent Disability: Occurs when the limiting loss or absence of capacity becomes static or well
stabilized and is not likely to change in spite of continuing use of medical rehabilitative measures. A
permanent disability is considered unlikely to change substantially and by morethan 3% inthe next year

with or without medical treatment.

Causal Relationship: Causation means that a physical, chemical, or biological factor contributed to

the occurrence of amedical condition.

Medical Determination: Alleged factor should have caused or contributed to impairment .
Non-medical determination: Alleged factor caused or contributed to impai rment.

Maximum Medical Improvement: MMI represents that point in time when, as the patient's medical
condition hasreached where the condition has stabilized or hit aplateau, no further material recovery or
lasting improvement is expected or reasonably anticipated as a result of additional treatment based on
reasonable probability. MMI isnot to exclude a patient from further treatment, whether it's follow-up,
maintenance or palliative care, and whether such treatment increases functional status or not.

Adapted from AMA Guides (4)
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The assessment process of symptom magnification is a
prolonged and time-consuming, involving detection of
various signs and symptoms. However, this is seldom
performed in independent evaluations. Yet the diagnosis
of symptom magnification is based on non-physiological
symptoms and signs of Waddell et al (29,30) alone. Non-
physiological signs of Waddell and coworkers are gener-
ally misunderstood and thus incorrectly applied, accusing
the patient of unjustly committing fraud; while, in fact, the
evaluating physician may be committing fraud (29-32).

The final assumption by many physicians performing so-
called independent eval uationsisthat most patients, if not
all, aremalingering and deceptive. Thisactually worksina
reverse manner with treating physicians, asthey many times
naively buy into bizarre symptomatology of pain and dys-
function. As Abraham Lincoln once said: “The simple
truth and you won't have so much to remember”. Thesimple
truthwill bebeneficial to al parties; however, that issome-
times hard to come by.

CONCLUSON

Impairment evaluation is a complex process that isadis-
tinct entity from medical evaluation and not familiarized
during medical school or training. AMA Guides to the
evaluation of permanent impairment provide the most com-
monly-used methodology in the United States. Defini-
tionsof common termsused inimpairment evaluation, i.e.
impairment, permanent impairment, disability, permanent
disability, causal relationship and maximum medical im-
provement, are described in Table 5. An honest evaluation
by a credible physician, with attention to facts and only
objective findings, will be the simplest and the best in
today’s practice of interventional pain management. As
Samuel Butler oncesaid: “Any fool cantell thetruth, but it
requires a man of some sense to know how to lie” This
may beliterally applied to both an evaluator and intelligent
manipul ative patient.
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