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THE RATINGS 
 
 There are 6 different types of ratings which appear in The AMA 
Guides: 
 
 1. The Simplest (Hearing Loss, Lower Extremity, Pain) 
 
 2. Range of Motion (Shoulder, Wrist, Elbow, Knee)/ 
 
 3. DRE (Diagnostic-Related Estimates) (Spine, The Majority) 
 
 4. Nerve (Carpal Tunnel) 
 
 5. Special Cases (Complex Regional Pain Syndrome) 
 
 6. Combination (Spine Range of Motion, Lower Extremity) 
 
 We are going to learn each of them.  The beauty of this is, even 
though The Guides is 606 pages long, once you have learned these 6 ways of 
rating, you will know everything you need to know to do all the ratings.  All 
you will do is turn to a page in The Guides, look at the rating, and you will 
know exactly what type of rating it is.  As soon as you recognize the type, 
you will know how to do it!  
 
 Let's start with the easiest! 
 

I.  THE SIMPLEST RATING OF ALL:  JUST 
LOOK IT UP ON A CHART 

 
 I think it always focuses the mind to have an actual case you are 
rating.  So, here are all the facts you need to know to do your first rating. 
 

HEARING LOSS 
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 Facts: 
 
 Mrs. Oboe is a music teacher at a public school.   She has developed 
hearing loss.  She claims it is from listening to all of the children play their 
instruments (poorly) over the years (except for that darling Miriam, who 
went on to Julliard.  Mrs. Oboe knew she would).  Mrs. Oboe sees Doctor 
Aural who rates out her binaural hearing loss at 23.4%. He finds the hearing 
loss industrial. 
 
What is her AMA Guides rating? 
 
 That's all you need to know. 
 
 Steps in the Rating: 
 
 1.   Turn to page 250 of The Guides. 
 
  Read Table 11-3:  Relationship of Binaural Hearing 
   Impairment to Impairment of the Whole Person 
 
 2. Look up the % Binaural Hearing Impairment in the 
   Left Column 
 
   In our case, it's 23.4%. 
 
 3. Read across to the right column and find the Whole 
   Person Impairment. 
 
   It's 8% WPI. 
 
 Rating: 8% WPI 
 
 That's it.  You probably did that in about 30 seconds.  Not too bad.  
 
 [If you are in California, the WPI percentage number will be plugged 
into the PD Rating formula to produce the PD percentage.] 
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LOWER EXTREMITY (MAJORITY OF INJURIES) 
 

 Facts: 
 
 Mr. Paisley is an usher at the Shrine Auditorium in Los  Angeles.  
During the Emmy broadcast, he sees Halle Berry going by and twists his 
right knee as he stumbles down the stair. 
  
 Dr. Palabi diagnoses a torn right medial meniscus.  The doctor does 
surgery--a partial medial meniscectomy.  Mr. Paisley completely recovers 
with no problems in his right knee and is able to return to work unrestricted  
and to continue his tryouts for the LA Lakers.  
 
 Steps in the Rating: 
 
 1. Determine the diagnosis in the lower extremity. 
 
 2. Turn to p. 546-547 of The Guides.  (This is known as 
  the "Giant Buffet Line"  of the Lower Extremity.) 
 
 3. Find the knee. 
 
 4. Read down until you find "partial medial meniscectomy." 
 
  "Menisectomy, medial or lateral 
 
  Partial"     1    (2) 
 
  [Note:  Look at the top of the chart on p. 546.  It gives you the 
  key.  Whole Person Impairment (WPI) has no parentheses.  
  Lower extremity (LE) has parentheses around it.  Foot will 
  have brackets around it.] 
 
  So,       1% WPI 2% LE = 
  
 Rating: 3% WPI or 7% LE 
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That probably took about a minute.  Not too hard, huh? 
 

PAIN 
 

 Remember, all normal pain is included within the ratings for the 
underlying diagnosis. 
 
 P. 10 of The Guides states: 
 
 "Subjective concerns, including fatigue, difficulty in concentraing, 
 and pain, when not accompanied by demonstrable clinical signs 
 or other independent, measurable abnormalities, are generally 
 not given separate impairment ratings. 
 
 Impairment ratings in the Guides already have accounted for  
 commonly associated pain, including that which may be  
 experienced in areas distant to the specific site of the pathology. 
 
 Chronic pain is discussed in Chapter 18." 
 
 (p. 10) 
 
 Chapter 18 of The Guides addresses pain.  It states:  
 
 If the individual appears to have pain-related impairment 
 that has increased the burden of his or her condition 
 slightly, the examiner may increase the percentage [under the 
 body part or organ rating system] by up to 3% [WPI] 
 
 (p. 573, also see p. 584) 
 
 Tables 18-1 and 18-2 list Conditions which are not adequately 
 rated under the Guides and can be rated under this chapter.   
 They include: 
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  Headache 
  
  Postherpetic neuralgia 
 
  Tic douloreux 
 
  Erythromelalgia 
 
  Complex regional pain syndrome, type 1 (reflex sympathetic 
   dystrophy) 
 
  Any injury to the nervous system 
 
  Postparaplegic pain 
 
  Syringomyelia pain 
 
  Thalmic syndrome 
 
  Brachial plexus avulsion pain 
 
  Nerve entrapment syndromes 
 
  Peripheral neuropathy 
 
  Complex regional pain syndrome, type 2 (causalgia) 
 
 
 To give a pain rating for any other condition, the condition must meet 
the following criteria: 
 
 1. The condition is not adequately rated on the basis of the body  
  and organ impairment systems in Chapters 1-17 of The Guides 
  (p. 571, p. 573), AND 
 
 2. The pain is "excess" to that described in the other chapters 
  (p. 570), AND 
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 3. The physician has determined the extent to which the 
  pain impairs the following:  ADL's, socialization, recreation, 
  work, sleep, sexuality, and cognition, AND 
 
 4. The physician determines the patient to be credible (p. 581, 
  p. 583).  The physician must ask this question:  "Do the 
  limitations that an individual describes and demonstrates 
  accurately reflect the burden of illness which the individual 
  bears during everyday activity?"  (p. 581)  The physician 
  should address: 
 
  a. Consistency of pain over time and situation (p. 582), 
 
  b. Consistency of pain with anatomy and physiology 
   (p. 582),  
 
  c. Consistency with established conditions (p. 582),  
  
  d. Observer agreement (p. 582), and 
 
  e. Any inappropriate illness behavior (p. 583). 
 
 5. The patient DOES NOT HAVE an ambiguous or   
  controversial syndrome, such as: 
 
  a. Fibromyalgia (p. 568), 
 
  b. Thoracic outlet syndrome (p. 568 and 569), or 
 
  c. Myofascial pain syndrome (p. 569) 
 
  "...the pain of individuals with ambiguous or controversial 
  pain syndromes is considered unratable."  (p. 571) 
 
 
CALIFORNIA ISSUE: 
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 The AMA Guides specify the criteria listed above for giving an add-on 
for pain.  The criteria must be met to give 1%, 2%, or 3% WPI for pain 
under Chapter 18. 
 
 In California, the Disability Evaluation Unit has taken the position 
that there can be an add-on for pain anytime (with the one exception of no 
add-on for pain if the underlying rating is 0% WPI).  The DEU does not 
require the patient to meet the criteria listed above for the add-on for pain. 
 
 Interestingly, an add-on of 1-3% WPI for pain is given in less than 1% 
of cases in the 43 other than California which use The AMA Guides. 
 
 The issue of whether the criteria of the AMA Guides listed above or 
the position of the DEU in California will prevail will be determined by 
California courts. 
 
  

II. RANGE OF MOTION RATING 
 

SHOULDER 
 
 The second type of rating is called "Range of Motion" rating.  This is 
used often in the upper and lower extremities (shoulders, elbows, wrists, 
hands, hips, knees, feet). 
 
 To do this rating, The Guides will give you a series of motions which 
the patient must do under his own power.  This is called "active" range of 
motion.  The Guides do not have the doctor assist the patient in the motions--
"passive" range of motion--because the doctor could injure the patient (with 
a resulting lawsuit!).  Always measure "active" motions. 
 
 The doctor should measure the motions a minimum of 2 times, 3 
times is preferable.  He uses a goniometer to do this, not just eyeball it.  He 
writes down the actual measurements.  They need to fall within 10% of each 
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other to be consistent, reliable, reproducible, and used for the rating.  (p. 20, 
p. 475-478.) 
 
 Then, the doctor picks the highest motion to use for the rating 
because this shows the patient's greatest ability. 
 
 So, let's learn how to do this with a Shoulder. 
 
 First, a little medicine: 
 

 
 
 There are 6 motions you measure in the shoulder: 
 
 1. Flexion  The motion of the arm away from the body 
     (see picture at p. 475) 
     
 2. Extension  The motion of the arm behind the body (see 
     picture at p. 475) 
 
 3. Abduction  The motion of the arm straight out   
     sidewards and up from the body (see picture   
     at p. 477) 
 
 4. Adduction  The motion of the arm across the front of the 
     body (see picture at p. 477) 
 
 5. External rotation The motion of the arm as the shoulder joint 
     rotates upwards towards the ceiling (see  
     picture at p. 478) 
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 6. Internal rotation The motion of the arm as the shoulder joint 
     rotates inwards toward the belt line (see  
     picture at p. 478) 
 
 Steps in the Physical Examination: 
 
 1. Have the patient do the 6 motions with the injured arm.  
  Have him do the motions a minimum of 2 times  (p. 20). 
  Three times would be better.   
 
 2. Make sure the measurements fall within 10% of each other  
  to be consistent.  (p. 20)  [Note: if they do not, they are not  
  consistent and, therefore, cannot be used for an 
  AMA impairment rating as AMA impairment ratings must  
  be based upon measurements which are consistent and  
  reliable.  If the measurements are not consistent (meaning  
  they do not fall within 10% of each other), then they cannot  
  be used for rating.  (p. 20) 
 
 3. The doctor should use a goniometer to do the readings 
  as goniometer readings are called for. (p. 475, 477, 478) 
 
 4. The doctor should record the actual goniometer readings. 
  (p. 476) 
 
 5. If the readings fall within 10% of each other, the doctor 
  should select the measurement of the greatest motion for the 
  rating.  (p. 475, 477, 478) 
 
 6. Next, have the patient do the same 6 measurements with 
  the uninjured extremity.  Use those measurements to 
  establish a baseline of normal and compare the  
  measurements between the injured and uninjured sides. (p.  
  2) 
 
 Now, let's work with an example: 
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 Facts:  
 
 Mr. Monet is a 40-year-old house painter.  He is working one day and 
feels pain in his right shoulder.  He hollers, "Ow!" 
 
 He stops painting and goes to see his doctor, Dr. Pincher. The doctor 
tells him he has an impingement syndrome in the right shoulder. 
 
 Injections are done to the right shoulder.  They do no good. 
 
 Finally, Dr. Pincher recommends surgery on the right shoulder. 
 
 Mr. Monet undergoes an open anterior acromioplasty on the right 
shoulder.  (This means they cut him open on the front of the right shoulder 
and rebuild his right shoulder.) 
 
 He undergoes physical therapy and ultimately reaches maximum 
medical improvement. 
 
 Now, he comes in to an evaluating physician for his mmi evaluation. 
 
 On physical examination, Dr. Socrates finds the following active 
measurements of the right and left shoulders: 
 
     Right    Left 
 
Flexion    128/129/130   159/159/160 
 
Extension    50/50/49   50/49/48 
 
Abduction    160/159/159   178/178/179 
 
Adduction    50/48/48   50/50/50 
 
External Rotation   79/78/80   90/89/89 
 
Internal Rotation   70/69/69   89/90/90 
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 Steps in the Rating: 
 
 1. Select the highest measurement of each set of 3    
  measurements noted above. 
 
 2. For Flexion, go to Figure 16-40, p. 476.  This is called 
  a "Pie Chart." 
 
  It looks a bit complicated at fist, but it's not. 
 
  First, see how it says "Shoulder" in the middle.  That 
   means it's for the shoulder. 
 
  Second, see how it says "Flexion" and "Extension."  That 
   means it's for flexion and extension. 
 
  Third, see how there are 4 arcs? 
 
  The first arc is called the "V" arc.  "V" stands for "Value" 
  or "Angle of Measurement."  So, if I say, "Flexion is to 130 
  Degrees," 130 is the "Value."  [There's a key in the lower 
  left hand corner of the chart.] 
 
  Now, see how there are 3 other arcs going out.  Each 
   has a letter "I" next to it.  "I" stands for  
   "Impairment." 
 
  So, when you have "I" with a small "F", that's 
   impairment due to loss of Flexion. 
 
  "I" with a small "E,"  impairment due to loss of 
   Extension. 
 
  And "I" with a small "A," impairment due to 
   Ankylosis.  "Ankylosis" is the fancy 
   medical term for a fusion.  So, you only use 



 

©  Phil Neal Walker  2008 
www.askphilwalker.com 

www.philnealwalkerlaw.com 
Toll-Free:  877-774-5550; 415-295-4447 (San Francisco) 

phil@askphilwalker.com 
 

171 

   this arc if the shoulder is "fused" or "ankylosed." 
 
 3. Now, what was our measurement for Flexion?  The 
   highest measurement on the right was 130 degrees, so  
   that is what we use for rating. 
 
   Go to the section of the chart where the word 
   "Flexion" appears.  Find the 130 on the V scale.   
   Circle it.  Now, see how there is a bicycle spoke which 
   goes out from the 130?  Follow that spoke until you 
   come to the I-F [Impairment of Flexion] arc, and 
   when you get there, what number do you see? 
 
   3? Write that down: 
 
   Flexion  3 
 
 4. Now, let's do Extension.  Go the the section of the chart 
   where you find the word, "Extension" (see the little 
   pie piece?).  What was our measurement for  
   Extension?  50.  Find the 50 on the V scale.  Circle it. 
   Trace out to the I-E or "Impairment of Extension"  
   arc.  When you get there, what number do you find? 
 
   0?   Write that down: 
 
   Extension  0 
 
 5. Now, turn to p. 477 for Abduction and Adduction. 
 
  Same process:  What was our measurement for Abduction? 
  160.  Go to the section of the chart where the word  
  "Abduction" appears.  Find the 160 on the V Scale.  Trace 
  out to the Impairment of Abduction arc.  When you get  
  there, what number do you find? 
 
  1? Write that down. 
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   Abduction  1 
 
 6. Now, let's do adduction.  50 degrees.  Trace out:  0. 
 
   Adduction  0 
 
 7. Now, turn the page to p. 479 for External and Internal 
   Rotation. 
 
  External Rotation: 80 degrees  0 
 
  Internal Rotation: 70 degrees  1 
 
 8. Now, all we have to do is add up the numbers we've got: 
 
  Flexion      3 
  Extension      0 
  Abduction      1  
  Adduction      0 
  External Rotation     0 
  Internal Rotation     1 
 
 9. Now, all we have to do is add them up.  (p. 474) 
 
  3 + 0 + 1 + 0 + 0 + 1 =                                   5 
 
 10. But 5 what? 
 
   5% Whole Person Impairment? 
   5% Brain Impairment? 
   5% Toe Impairment? 
   5% Hand Impairment? 
   5% Shoulder Impairment? 
   5% Upper Extremity Impairment? 
 
  The answer is:  "5% Upper Extremity Impairment." 
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  But, how do we know that? By reading the name of 
  the Charts from which we get the Impairment 
  numbers. 
 
  Example:  Figure 16-40:  "Pie Chart of Upper Extemity 
  Motion Impairments Due to Lack of Flexion and Extension 
  Of Shoulder" 
 
  So, 5% Upper Extremity Impairment. 
 
 11 But now, what if we are in a state like California where we 
  need a Whole Person Impairment Rating to plug into our 
  Permanent Disability Rating Schedule?  How can we turn 
  an Upper Extremity Impairment into a Whole Person  
  Impairment? 
 
  Turn to page 439, and there you will find Table 16-3, the  
  "Magic Decoder Ring" which turns arms into people.   Use 
  this chart to convert an Upper Extremity Impairment into 
  a Whole Person Impairment. 
 

5% Upper Extremity = 3% WPI. 
 
 Not too bad, huh?  That probably took 3 minutes, but this was your 
first time doing a Range of Motion rating.  Once you get used to them, you'll 
be able to do them in about 2 minutes flat. 
 

But wait! We forgot something! 
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 Because you are so good, now we are going to learn something 
"Advanced." 
 
 Remember the "Matching Set Theory?"  Whenever the patient has an 
impairment in something that comes in a matching set (arms, eyes, nostrils, 
buttocks, knees, shoulders), we have to measure the uninjured/other side to 
establish the baseline of normal. 
 
 So, let's see if there is any impairment in Mr. Monet's uninjured 
shoulder. 
 
 Left Shoulder Rating 
 
 Let's do the same process for the Left Shoulder. 
 
 Here's what we get: 
 
 Flexion      1 
 Extension      0 
 Abduction      0  
 Adduction      0 
 External Rotation     0 
 Internal Rotation     0 
 
 Total       1% UE 
 
 Look at that.  Mr. Monet has 1% UE impairment in the uninjured 
left shoulder! 
 
 What does that mean to us? 
 
 If Mr. Monet has never had a previous injury to the left shoulder and 
he can only flex the left shoulder to 160%, The Guides presume that his 
other shoulder, the right one, the matching one, could only flex to 160% 
also.  The Guides presume he was born that way.  This is because we are 
usually born with matching sets of shoulders which can do the same things. 
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(If there were old medical records establishing the flexion measurements of 
both shoulders, those could be used to establish the baseline of normal.) 
 
 Therefore, The AMA Guides presume that the Right Shoulder was 
only able to flex to 160 degrees prior to the injury because it is the match to 
the left shoulder (which can only flex to 160 degrees.) 
 
 As such, that mean The Guides presume Mr. Monet was born with 1% 
UE impairment in his right shoulder and 1% UE impairment in his left 
shoulder. 
 
 So, the impairment which Mr. Monet has suffered as a result of our 
injury must take into account the preexisting impairment with which Mr. 
Monet was born. 
 
 To do this, we subtract out the preexisting 1% UE from our 
current impairment rating on the right shoulder: 
 
 3% UE (Right shoulder) - 1% UE (Right Shoulder) = 2% UE 
 
 So, the final rating for the impairment in the Right Shoulder due 
to our injury is: 
 

2% UE. 
 
 This would convert to 1% WPI based on the chart on p. 439. 
 
 Congratulations!  You've now moved to the Advanced Level of AMA 
Ratings. 
 
 That was the shoulder, which took 6 motions.  So, let's do something 
even easier. 
 
 How about the Wrist which has only 4 motions? 
 

WRIST 
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 A little medicine first: 

 
 
 There are 4 motions in the Wrist: 
 
 1. Flexion   see picture at p. 466 
 
 2. Extension   see picture at p. 466 
 
 3. Radial Deviation  see picture at p. 468 
 
 4. Ulnar Deviation  see picture at p. 468 
 
 Once again, measure the active motions 2 times at a minimum, 3 
times is better.  Make sure they fall within 10% of each other.   Choose the 
highest measurement for the rating.  (See Shoulder Section above for page 
citations.) 
 
 Facts: 
 
 Ms. Lubinski is a clerical worker.  She comes out of her office to walk 
to another building.  She slips and falls on her right wrist.  She screams, 
"Ow!" 
 
 She is raced to the ER.  An x-ray is done which shows a fractured 
right wrist.  Her right wrist is splinted.  That does no good.  She does not 
recover. 
 
 Finally, her doctor, Dr. Pitengui, recommends she have a fusion of the 
right wrist.   That is done. 
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 Ms. Lubinski now returns for her mmi evaluation.  Her wrist is fused.  
X-rays shows a solid fusion. 
 
 Measurements are done: 
 
     Right    Left 
 
Flexion    10/10/10   60/61/62 
 
Extension    None    60/60/60 
 
Radial Deviation   5/5/5    20/21/22 
 
Ulnar Deviation   None    30/30/30 
 
 
 The right wrist is "anklyosed" or fused in 10 degrees of flexion and 5 
degrees of radial deviation.  That means it is permanently in that position. 
 
 Now, let's do the rating. 
 
 Once again, turn to the Range of Motion charts for the Wrist on 
pages 467 and 469. 
 
 Let's do Flexion first.  Turn to the Chart on p. 467, Figure 16-28.  
What was our value for flexion?  10 degrees.   
 
 So, go to the chart where you find the word "Flexion" and find the 10 
degrees on the "V" scale.  
 
 But now, which arc do we trace out to?  I-F for Impairment due to 
Loss of Flexion or I-A, Impairment due to Ankylosis? 
 
 That's right!  I-A because Mrs. Lubinski's right wrist is "ankylosed" or 
fused. 
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 So, 10 on the V Scale.  Trace out to I-A or Impairment due to 
Ankylosis, and what number do you find? 
 
 21?  That's right.  Write that down:  21% UE. 
 
 Now, let's do Radial Deviation. 
 
 Same Process. Radial Deviation of 5 degrees.  Turn to the chart 
on p. 469, Figure 16-31.  Go the section of the chart where the words 
"Radial Deviation" appear.  Place the 5 on the "V" scale.  Trace out to the I-
A or "Impairment due to Ankylosis" arc.  And what number do you find? 
 
 12? That's right.  Write that down:  12% UE. 
 
 Now, all you have to do is add up the following numbers: 
 
 Impairment due to Ankylosis (Flexion)  21 
 
 Impairment due to Ankylosis (Radial Deviation) 12 
 
 Total:        33% 
 
 33 what?  33% UE.  Remember, this is Upper Extremity based on the 
title of the Charts from which we got our Impairment Numbers. 
 
 If you need to convert to WPI, turn to page 439, Table 16-3. 
 

33% UE    =      20% WPI. 
 
 That's it!  That's the wrist.  Not too difficult, do you think? 
 

 
 

ELBOW 
 
 The elbow works exactly the same as the Shoulder and the Wrist.  So,  
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Just turn to pages 470 through 474 and follow The Recipe. 
 
 The Magic Decoder Ring which turns  Elbows into People (Upper 
Extremities into Whole Person Impairment) is at page 439, Table 16-3. 

 
 

LOWER EXTREMITY 
RANGE OF MOTION 

 
  
 The Lower Extremity Chapter also uses Range of Motion Rating.  
However, the Lower Extremity Chapter uses a different type of chart than 
the Pie Charts used in the Upper Extremity Chapter.  [This is enough to 
make you run screaming through the streets, but it comes from having 
different chapters written by different committees of doctors who do not talk 
to each other.  So, each committee writes its chapter using the methods it 
wants to use.  Range of Motion in the Upper and Lower Extremity Chapters 
work the same way--they just use different types of charts!] 
 
 Lower Extemity Range of Motion goes from pages 533 through 543.  
There are charts for Range of Motion measurements of the: 
 
 Hip 
 Knee 
 Ankle 
 Hindfoot 
 Toe(s) 
 
 So, once again, go to those pages and see what needs to be measured.  
Measure it 2 times at a minimum, 3 is better.  Make sure the measurements 
fall within 10% of each other to be consistent and ratable.  (p. 20)  Then, 
pick the highest measurement for rating purposes. 
 
 Let's use an example.  Let's do a knee. 
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 Facts: 
 
 Mr. Kumquat is a Fed Ex Driver and Delivery Man.  He slips on some 
spilled anchovy dip while delivering a Kwanzaa present to a home.  He 
sprains his right knee.  X-rays are normal.  Swelling in the right knee abates 
after 1 week. 
 
 He undergoes physical therapy.  Ultimately, he reaches maximum 
medical improvement. 
 
 He comes for his mmi evaluation.  At the evaluation, the findings on 
Physical Examination are: 
 
   Right      Left 
 
Flexion  100/99/100     120/120/120 
 
Flexion  
  Contracture 0/0/0      0/0/0 
 
 What is his impairment? 
 
 Go to page 537.  Find Table 17-10 Knee Impairment. 
 
 Now, read down under Flexion.  Read across.  If Flexion is less than 
110 degrees, then the rating is Mild:  4% (10%).  Once again, this is the 
Lower Extremity Chapter so the first number is Whole Person Impairment 
while the second number in parentheses is Lower Extremity Impairment.  
(See the top of the chart for the key.) 
 
 So,      Flexion   4% WPI,   10% LE 
 
   Flexion Contracture    0 
 
 Now, let's check the left side: 
 
   Flexion      0 
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   Flexion Contracture    0 
 
 So, the rating for the Right Knee Loss of Flexion is 4% WPI,  
10% LE. 
 
 And that is Range of Motion Rating! 
 
 Not too bad, huh? 
 
 
 
 

III. DRE RATINGS  (70% OF THE GUIDES 
RATINGS) 

 
 Now, let's turn to the majority-type of rating under The AMA Guides.  
This type of rating is called "DRE Rating," and it makes up about 70% of 
the ratings under The Guides.  
 
 DRE is a fancy medical term which stands for "Diagnostic-Related 
Estimates." 
 
 What it means, simply, is that a doctor has a list of things he looks for 
in your body.  When he finds one, he checks it off.   Each item checked gets 
some impairment.  So, for each "diagnosis" he makes, there is a "related 
impairment estimate," i.e. Diagnosis-Related [Impairment] Estimates. 
 
 So, find the List, Check off What the Patient Has, Go to A Chart to 
Calculate the Impairment, and Total It! 
 
 Now, let's start by learning this with the Spine. 
 

SPINE DRE 
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 In the Spine, there are a series of things for which the evaluator looks.  
These things are included on a List of Things the Evaluator Looks for 
When Doing a Spine DRE Rating at pages 382 and 383 of The Guides.  
Let's turn there now. 
 
 

LIST OF THINGS THE EVALUATOR LOOKS 
FOR WHEN DOING A SPINE DRE RATING 

(P. 382-383) 
 

 
1. Muscle spasm 
 
 A hard muscle which the individual cannot relax.  (p. 382)  It is 
 common after an acute spinal injury but rare in chronic back pain. (p. 
 382) 
 
2. Muscle guarding 
 
 Immobilization of an area by tightening the muscles.  The Guides 
 define it as "…a contraction of muscle to minimize motion or 
 agitation of the injured or diseased tissue."  (p. 382)  The contraction 
 CAN be relaxed which is NOT POSSIBLE with muscle spasm.  
 (p. 382) 
 
3. Asymmetry of Spinal Motion 
  
 Muscle spasm or muscle guarding may cause a patient to be unable 
 to move the spine symmetrically.  For example, if a patient attempts 
 to flex (bend forward) from the lumbar spine, a muscle spasm on one 
 side of the lumbar spine may cause his trunk to lean to one side 
 (asymmetry).  The same thing may happen with the head in the 
 cervical spine (asymmetry).  (p. 382)  
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 The Guides specifically note: 
 
 "To qualify as true asymmetric motion, the finding must be 
 reproducible and consistent and the examiner must be convinced 
 that the individual is cooperative and giving full effort." 
 
 (emphasis added) (p. 382)  Underline that! 
 
 What does this mean? 
 
 a. In the lumbar spine, asymmetric range of motion occurs 
  when the patient bends from the waist and one shoulder 
  goes forward further than another. 
 
 b. In the cervical spine, asymmetric range of motion occurs 
  when the patient is able to bend the head further to one side 
  than another and able to turn the head further to one side than 
  another 
  
4. Nonverifiable Radicular Root Pain 
 
 Pain that follows the pathway of a nerve root (i.e., a dermatomal 
 distribution) but is not supported by objective physical, imaging, or 
 electromyographic findings.  (p. 382) 
 
 The Nerve Pathways (or Dermatomal Distributions) are shown on p. 
 377 of The Guides, Figures 15-1 and 15-2.  These are great pictures to 
check out.   They will help you a lot! 
 
 From Wikipedia: 
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 A Dermatome is an area of skin associated with a pair of dorsal roots from the 
 spine. The significance of dermatomic regions is important as pain in a 
 dermatomic area may indicate spinal damage or neurological stenosis. A 
 compressed spinal nerve may show as pain elsewhere on the body, according to 
 the dermatomic area covered by the compressed nerve. A similar area innervated 
 by peripheral nerves is called a peripheral nerve field. 

 The body can be divided into regions that are mainly supplied by a single spinal 
nerves.There are eight cervical (one for the head, and one for each cervical vertebra), 

twelve thoracic, five lumbar and five sacral spinal nerves. This innervates the body in a 
patterned form. Along the thorax and abdomen it is  simply like a stack of discs forming a 

human, each supplied by a different spinal  nerve.  Along the arms and the legs, the 
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pattern is different: the dermatomes run    

 

 longitudinally along the limbs. 

5. Reflexes 
 
 From Wikipedia: 

 A reflex action, also known as a reflex, is an involuntary and nearly 
 instantaneous movement in response to a stimulus.[1] Human reflexes are tested as 
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 part of a neurological examination to assess damage to and functioning of the 
 central and peripheral nervous system. 

 Tendon reflexes 

 The deep tendon reflexes provide information on the integrity of the central and 
 peripheral nervous system. Generally, decreased reflexes indicate a peripheral 
 nervous system problem [out from the spinal cord], and lively or exaggerated 
 reflexes a central one [within the spinal canal]. 

  Biceps reflex (C5, C6)  

  Brachioradialis reflex (C5, C6, C7)  

  Extensor digitorum reflex (C6, C7)  

  Triceps reflex (C6, C7, C8)  

  Patellar reflex or knee-jerk reflex (L2, L3, L4)  

  Ankle jerk reflex (Achilles reflex) (S1, S2)  

  Plantar reflex or Babinski reflex (L5, S1, S2)  

6. Weakness and Loss of Sensation 
 
 The sensory findings must be in a strict anatomic distribution  
 following a known nerve pathway.  Weakness must be in muscles 
 which correspond to the affected nerves.  Long-term weakness is 
 usually accompanied by atrophy.  (p. 382) 
 
7. Atrophy 
 
 Muscle loss.  It is measured with a tape measure at identical levels 
 on both limbs.  The difference in circumference indicating problems 
 should be 
 
  Thigh  2 cm or greater 
  Arm  1 cm or greater 
  Forearm 1 cm or greater 
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  Leg  1 cm or greater 
 
 (p. 382) 
 
 Measurements that fall within the centimeter ranges above may be  
 normal variants. 
 
8. Radiculopathy 
 
 Pain, numbness, or tingling in a known nerve pathway (dermatomal 
 distribution).  It is usually caused by pressure on one or several nerve 
 roots.  It produces a significant alteration in the function of the  
 affected nerve(s). 
 
 KEY:  A diagnosis of herniated disc MUST BE SUBSTANIATED 
 by an appropriate finding on an imaging study. 
 
  FURTHER, just because someone has a herniated disc on  
  imaging study does NOT mean he will have radiculopathy.   
  [See discussion at p. 378.] 
 
  30% of people with no back pain have imaging studies which  
  show herniated discs.  (p. 378) 
 
  50% of people with no back pain have imaging studies which  
  show bulging discs.   (p. 378)  
 
  As you get older, you get more bulges and herniations. (p. 378) 
 

 
 

 An imaging result can confirm a diagnosis, but to get a diagnosis 
 of radiculopathy, you need a positive EMG.  (p. 378.) 
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9. Alteration of Motion Segment Integrity 
 
 This is usually a loss of motion of the vertebrae in relation to each 
 other due to a fusion.  The most common example of this is a one- 
 level spinal fusion.  (p. 383) 
 
 Alteration of Motion Segment Integrity can also be seen in increased 
 motion of the vertebrae (beyond normal) on top of each other or 
 increased angles in relation to each other.  (p. 383) 
 
 KEY:  You MUST have Flexion and Extension X-Rays to 
 determine the motion of the individual spine segments.   It cannot be 
 done by Physical Examination.  (p. 383)   
 
 To have loss of motion segment integrity, the x-rays must meet  
 the measurements prescribed on p. 378 through 379 of The Guides. 
 

 
 
10. Cauda Equina Syndrome  (means "the horse's tail") 
 
 Loss of sphincter tone on rectal exam and diminished or absent 
 bladder, bowel, or lower limb reflexes (p. 383) 
 
 From Wikipedia: 

  Cauda equina syndrome is a serious neurologic condition in which there  
  is acute loss of function of the neurologic elements (nerve roots) of the  
  spinal canal below the termination (conus) of the spinal cord. 

  Signs include weakness of the muscles innervated by the compressed roots 
  (often  paraplegia), sphincter weaknesses causing urinary retention and  
  post-void residual incontinence as assessed by catheterizing after the  
  patient has voided. Also, there be decreased rectal tone; sexual   
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  dysfunction; saddle anesthesia; bilateral leg  pain and weakness; and  
  bilateral absence of ankle reflexes. 

  Diagnosis is usually confirmed by an MRI scan or CT scan, depending on  
  availability. If cauda equina syndrome exists, surgery is an option   
  depending on the etiology discovered and the patient's candidacy for  
  major spine surgery. 

11. Urodynamic Tests 
 
 If the patient is suspected of having a "cauda equina syndrome," do a  
 cystometrogram. If it is normal, it makes the presence of a nerve- 
 related bladder dysfunction unlikely. (p. 383) 
 
 
 Steps in the Physical Exam: 
 
 1. Determine if the patient has: 
 
  a. Symptoms, signs, and diagnostic tests listed above in 
   "The List of Things the Evaluator Looks For When 
   Doing a Spine DRE", OR 
 
  b. Fractures and/or dislocations with or without 
   clinical symptoms (p. 381) 
   
   Note:  If a fracture exists, that places the patient 
   into a DRE category with no other verification  
   needed  (p. 381) 
 
 2. If the patient does not have fractures and/or dislocations, 
  check "The List" above to see which signs, symptoms,  
  and/or diagnostic findings he has. 
 
 3. Check them off on The List. 
 

CERVICAL SPINE 
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 Facts: 
 
 Mrs. Pomposa is a Claims Examiner for a large insurance company in 
Southern California.  She is driving on the 405 and gets rear-ended.  She 
suffers a cervical whiplash. 
 
 She undergoes chiropractic treatment.  That does no good.  She has 
massage therapy.   That does not provide any permanent relief, but she has it 
at the Bel Air Hotel, and she usually has a margarita or two (or three) by the 
pool afterwards.  That leaves her glowing and feeling good. 
 
 She reaches mmi.  She now comes in for her mmi evaluation, and Dr.  
Smythington finds the following: 
 
 1. History of specific injury:  being rear-ended 
 
 2. Physical examination: 
 
  a. Muscle spasm in the cervical paraspinal muscles 
 
  b. Asymmetric range of motion in the cervical spine 
 
  c. Complaints of pain and tingling along the C6-C7 nerve 
   distribution in the left arm 
 
 3. Diagnostic tests 
 
  a. X-rays normal 
 
  b. EMG of the left arm:  normal 
 
 4. Activities of Daily Living 
 
  a. The pain in her neck makes it difficult to look behind 
   her while driving 
 
  b. No other impact on Activities of Daily Living 
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Now, let's rate her. 
 
 Steps in the Rating: 
 
 1. Get the individual's history 
 
 2. Perform a physical examination looking for the things on 
  "The List of Things the Evaluator Looks For in Doing 
  A Spine DRE Evaluation" (pp. 382-383) 
 
 3. Do Diagnostic Tests, if indicated. 
 
 4. Turn to page 392 for the DRE Chart of the Cervical 
  Spine 
 
  a. You will see 5 columns. 
 
  b. Read the words of each column. 
 
  c. Place the patient in the appropriate category 
 
  d. The Category will give you a WPI % range. 
 
   1) Question the patient on how the injury 
    has affected her in her in the list of Activities 
    of Daily Living at p. 4. 
 
    If the injury has: 
 
    0 to Mild Impact:  Give lowest numbers in 
     WPI Range 
 
    Significant Impact:  Give highest number in 
     WPI Range 
 
    Moderate Impact:  Give middle number(s) in 
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     WPI Range (p. 381) 
 
   2) Reference:  p. 381, paragraph 6:  "If residual 
    symptoms or objective findings impact the 
    ability to perform ADL despite treatment, the 
    higher percentage in each range should be 
    assigned." 
 
    Inconsistency:  This appears to indicate that  
    treatment is necessary to adjust the WPI   
    number up based on residual symptoms or  
    objective findings which have an impact on  
    ADL's 
 
 Here, Ms. Pomposa has muscle spasm in the cervical paraspinal 
muscles, asymmetric range of motion, and nonverifiable radicular root pain 
(EMG was normal).  Therefore, she falls in DRE Category II, 5-8% WPI. 
 
 Now, narrow down the range by picking a number based on the 
impact of the medical condition on the Activities of Daily Living. 
 
 She has a bit of difficulty turning her neck when driving due to pain.  
That's it.  This means she would probably get either 5% WPI (if you are 
conservative) or 6% WPI (if you are more generous). 
 

Rating:  5% or 6% WPI 
 

LUMBAR SPINE 
 
 Facts: 
 
 Mr. Jikes falls backwards off a ladder at work.  He lands in a sitting 
position on a sawhorse.  He has immediate pain in the low back.  He has no 
pain down either leg. 
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 He is rushed to the ER.  An x-ray is taken which shows an L1 
compression fracture of 40%.  He has no neurological problems in any part 
of his body. 
 
 He recovers. 
 
 He returns for his mmi evaluation. 
 
 He is having no symptoms.  The x-ray done at the time of the injury 
shows an L1 compression fracture of 40%. 
 
 Steps in the Rating: 
 
 1. Turn to page 384 for the DRE Chart of the Lumbar Spine. 
 
 2. Read the bottom paragraph in each column. 
 
 3. Place Mr. Jikes in the appropriate category. 
 
 4. Narrow down his rating to a specific number. 
 
 Diagnosis:  40% compression fracture of L1 falls in DRE Category II. 
 
 Category II is 5-8% WPI. 
 
 Narrowing down could be done by ADL's.  We have no information 
on impact of the injury on ADL's. 
 
 However, in this case you can use an ADVANCED NARROWING 
TECHNIQUE:  RATIO REASONING. 
 
 Here is how Ratio Reasoning works: 
 
 1. The Range for the fractures is 25% ------------------------ 50%. 
 
 2. The Range for the Impairment 10   ------------------------  13%. 
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 3. Our fracture is 40%.                                               X (40%) 
 
 4. Applying the same ratio 
    To the impairment scale                                       X (12% WPI) 
 
 This is called "Ratio Reasoning," and it is acceptable because 2 
doctors applying the same method would come up with the same result. 
 
 Rating:     12% WPI 
 

THORACIC SPINE 
 
 Works exactly the same as Cervical and Lumbar DRE.  See 
Thoracic Spine DRE Chart at p. 389. 
 
 
 
 NOW, WHEN DO WE USE THE DRE METHOD 
VERSUS THE RANGE OF MOTION METHOD IN 
THE SPINE? 
 
a. Use the DRE if:  (p. 379 of The AMA Guides) 
 
  1) Patient had a specific injury, or 
 
  2) Cause of the impairment is not easily determined, or 
 
  3) The impairment can be well characterized by the DRE 
   method 
 
 b. Use the ROM if:  (p. 379 of The AMA Guides) 
 
  1) Fractures at more than one level in the same spinal 
   Region (there are 3 spinal regions:  cervical, thoracic, 
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   And lumbar, so, there must be more than one fracture 
   In a specific spinal region) 
 
  2) Fusions at more than one level in the same spinal region  
   (there are 3 spinal regions:  cervical, thoracic, 
   and lumbar, so, there must be more than one fusion 
   in a specific spinal region) 
 
  3) Radiculopathy in the same spinal region 
 
   a) Bilaterally, OR 
 
   b) At multiple levels 

AMBIGUITY:  The language above from p. 380,  
    lower right paragraph #4 appears to be different 
    from the following language below which appears  
    at p. 380, upper left paragraph 4: 
 
   "Recurrent Radiculopathy in the same spinal region,  
   caused by 
 
   a) A new (recurrent) Disc herniation, OR 
 
   b) Recurrent injury"  
 
Note:  In California, the phrase "recurrent injury" has been used to argue 
that all cumulative trauma spinal cases should be rated using the Range of 
Motion method because cumulative trauma constitutes thousands of tiny 
recurrent injuries. 
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The editors of the Guides Newsletter have clarified that cumulative trauma 
should be rated using the DRE method unless it produces one of the 
enumerated problems--fusions at multiple levels in the same spinal region; 
fractures at multiple levels in the same spinal region; radiculopathy which is 
bilateral or at multiple levels in the same spinal region;  radiculopathy 
caused by recurrent disc herniation or stenosis or multiple episodes of other 
pathology at the same or a different level in the same spinal region; or 
alteration of motion segment integrity caused by multiple episodes of other 
pathology--and then it should be rated using the Range of Motion method. 
 
The determination of whether or not the phrase "recurrent injury" is 
interpreted to apply to all cumulative trauma spinal injuries will lie with the 
California courts. 
 
 
  4) Alteration of Motion Segment Integrity caused by 
 
   a) Multiple episodes of other pathology 
 
  5) Radiculopathy caused by 
 
   a) Multiple episodes of other pathology 
 
  6) The following 3 conditions are met: 
 
   a) The impairment is not caused by an injury, and 
 
   b) The cause of the condition is uncertain; and 
 
   c) The DRE Method does not apply 
 
    OR 
 
   d) The patient cannot be easily categorized in a DRE 
    category 
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   e) AND, the evaluator gives his reasons for using 
    the ROM under these circumstances in writing. 
 
 c. If the patient qualifies to be rated under both the DRE and  
  the ROM, 
 
  1) Rate him under both, AND 
 
  2) Give him the highest rating 
 
   
 

ALL OTHER DRE RATINGS 
 
 

Heart  (Chapters 3 and 4) 
Hypertension (Chapter 4) 
Pulmonary (Chapter 5) 

 Digestive System (Chapter 6) 
Urinary and Reproductive Systems (Chapter 7) 

Skin (Chapter 8) 
The Hematopoietic System (Blood)  (Chapter 9) 

Endocrine System (Chapter 10) 
Vestibular Disorder, Face, Nasal, Speech (Chapter 11) 

Visual  (Chapter 12) 
Neurology (Chapter 13) 

Psychological/Psychiatric  (Chapter 14)  [NO WPI% GIVEN] 
Spine  (Chapter 15)--Note also RANGE OF MOTION 

METHOD  
 
 

Steps in the Recipe for the Rating: 
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Use the same process: 
 
1. Turn to the section in The AMA Guides where the Diagnosis 
 is rated. 
 
2. Read the text first and follow the instructions given there. 
 
3. Then, turn to the DRE Chart.  You will see a number of different 
 columns.  Read the columns.  Place the patient in an appropriate 
 column based on his findings. 
 
 a. Be sure to read all of the columns to ensure that you have 
  selected the correct one. 
 
 b. If there are findings or information required to place the  
  patient in a category, and the evaluating doctor has not given 
  you that information, write the doctor and ask for the necessary 
  findings/information. 
 
 c. ALWAYS CHECK THE PHYSICAL EXAMINATION  
  RESULTS OF DIAGNOSTIC TESTS.  (Phil's note:  I 
  would estimate that 50% of the reports I review contain 
  conclusions by a doctor that a patient has certain findings 
  which put the patient in a specific DRE Category, or has 
  results on diagnostic testing which put the patient in a 
  DRE Category, and, when I check the results of the Physical 
  Examination or interpretation of the diagnostic tests, the 
  Patient DOES NOT HAVE the findings or test results which 
  the doctor claims are present.  
 
 d. Once the patient is placed in a DRE Category, narrow down 
  to a specific impairment percentage by questioning the 
  patient on the impact of the injury or illness on the Activities 
  of Daily Living  (see list at p. 4 of The Guides.) 
 
  1) If questions arise as to why you narrow down using 
   The List of Activities of Daily Living at p. 4, 
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   you may wish to analogize to the DRE Method in 
   the Spine: 
 
   "If residual symptoms or objective findings impact 
   the ability to perform ADL despite treatment, the 
   higher percentage in each range should be 
   assigned." 
 
   (p. 381) 
 
 

 
IV.  NERVE RATING 

 

 
   
 This rating makes up about 5% of the AMA Guides. 
 
 It is not difficult, but it works in the opposite way from other ratings.  
Other ratings start with the lowest impairment number and build up.  This 
rating starts with the highest number and then works down. 
 
 In this rating, the impairment charts will tell us what the maximum 
rating is if a nerve loses all feeling--sensation--or strength--motor strength.  
Now, that doesn't happen that often.  Usually, a patient has something 
pinching on a nerve which causes loss of some percentage of that nerve 
function. 
 
 Nerves do 2 things for us.  They give us feeling--what doctors call 
"sensation"--and they give us strength--what doctors call "motor strength."  
When we lose feeling in areas of the body where a nerve goes, doctors call 


