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AMA GUIDES AND EXPERT WITNESSES

Senate Bill 899 brought about a major change in how we rate permanent disability.

Labor Code §4660(b)(1) provides in relevant part as folloxvs:

"For purposes of this section, the ’nature of the physical injury
or disfigurement’ shall incorporate the descriptions and
measurements of physical impairments and the corresponding
percentages of impairment published in the American Medical
Association (AMA) Guides to the Evaluation of Permanent
Impairment (5th Edition)..."

The premise of this rather dramatic change from the concept of rating an applicant’s disability on
his "diminished capacity to compete in the open labor market" to rating an applicant by way of the
AMA Guides was to "promote objectivity" in assigning injured employee’s factors of disability.

Those who promoted the AMA Guides assured that the disparity in opinions between applicants and
defense doctors would disappear with the AMA Guides since the guides relied on objective factors
of disability as opposed to "subjectives."

My preliminary opinion at this time is that this "assumption" was sadly in error. On several cases
competing advocate doctors, examining the same injured employee, have issued diametrically
opposed reports as to a standard impairment rating pursuant to the AMA Guides.

Therefore, we xvill certainly need to advise our clients accordingly. In many cases we will need an
expert witness to not only analyze medical reports with reference to the AMA Guides but also we
will need to nominate expert witnesses that can testify competently on our behalf.

As we all know, we have used rating experts and/or expert witnesses in the past involving the old
permanent disability schedule. Unfortunately few of these experts have developed an expertise in
rating impairment under the AMA Guides. While I was at the RIMS Convention in Hawaii, I picked
up the enclosed brochure from Brigham & Associates Incorporated. At my request, Leslie Dilbeck
sent me the enclosed e-mail advising that she is available as an expert witness for $150.00 per hour
including travel time and expenses.
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In cases involving the AMA Guides we will probably want to list at least one expert witness on the
guides on our Pre-Trial Conference Statement which is filed at the Mandatory Settlement
Conference. The formal rating procedures under the AMA Guides should be a veritable train wreck
and will probably drive me to the bar much earlier! When xve submit a case for decision the
workers’ compensation judge must then issue instructions to the Disability Evaluation Unit and the
rating specialist will then assign an impairment rating modified for age, occupation and diminished
future earnings. By law the rating instructions by the judge should include the objective factors of
permanent disability as indicated by the medical report on which the judge is relying as well as the
proper method of rating. For example, in cases involving the spine, the question will always be
whether or not we are to utilize the diagnosis related estimate (DRE) method or the range of motion
(ROM) method. This is a decision which must be made by the judge (not the rater) in the rating
instructions. I have already heard that some judges have thrown up their hands and indicate they
will simply send the report to the Disability Evaluation Unit requesting the disability rating
specialist to "rate the report." This, of course, is contrary to several decisions of the Court of
Appeals as the Courts have said time and time again that the judges as the trier of fact must select
the factors of disability for the rating specialist, not the other way around. Therefore I would
anticipate that there is going to be a great deal of litigation over this particular issue.

However when the judge does issue proper instructions and we disagree with the interpretation of
the rating specialist with respect to the AMA Guides we can then file for a cross examination of the
rating specialist and in some cases to present rebuttal evidence, i.e., an expert on the AMA Guides.

Correspondence from Brigham & Associates
Email from Leslie Dilbeck
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From: "Leslie Dilbeck" <leslie@brighamassociates.com>
To: <jtruce@kttlb.com>
Subject: Brigham and Associates testimony fees

Hello. It was a pleasure meeting you and your colleagues at the RIMS conference. I trust you are having a great
time in KauaL I certainly look fo~vard to working with you on future cases. My fees for live testimony are $150
per hour including travel time.

If you have any further questions please do not hesitate to contact me.

Leslie Dilbeck, W.C.C.P., C.I.R.
Brigham & Associates, Inc.
Director of Impairment Services
(619) 299-’7377

file ://C:kD OCUME~I\jtmce\LO CALS-lkTernp\eud3 A.htm 6/17/2006
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COST BENEFIT ANALYSIS FOR
BRIGHAM & ASSOCIATES
IMPAIRMENT SERVICES

We looked at 403 California cases from January 1, 2005 though
September 24, 2005. 74% of those cases were incorrect impairment
ratings.

¯ The average original impairment rating was 11.9% WPI. The average
correct impairment rating was 4.8% WPI. Although some ratings were
lower than appropriate, most were much higher than appropriate.

The average permanent disability number is 1.6 times the impairment
standard; therefore, odginal rating 11.9% WPI X 1.6 = 19% PD vs. re-rate
4.8% WPI X 1.6 = 8% (ie. Reduction of 11% in PD).

At the maximum rate the 19% PD benefit award is $15,510. At the
maximum rate the 8% PD benefit award is $5280. The cost savings on
the permanent disability rating is $10,230.

(assUming a January 1, 2005 date of injury)

Our average charge for these cases was $400, often less.

Most of our clients provide the physician whose report is being critiqued, a copy
of our impairment rating analysis/critique. More often than not the physician
agrees with our analysis/critique and corrects his/her original rating.

The average cost savings per case was $9830 after deducting
our fees. A twenty five fold return on this investment.

BRIGHAM&ASSOCIATES, INC.

As always integrity and excellence are core values for our organization. Our conclusions
are always based on the specifics of the case and appropriate use of the Guides.
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Fees

Our Fee and Payment Policies are designed to reflect our goal to provide
exceptional value to our clients. Our fees for consultation and deposition /
testimony are based on the time involved or reserved. The fees for our
impairment consultation and review services are based on the complexity of the
case.

Impairment Rating Review and Consultation Fees

We are both efficient and thorough in reviewing medical records and preparing
our reports, therefore obtaining the best value for our clients. To simplify our fee
structure and to provide you with an advance estimate of the costs we use a
structured approach based, on complexity. If the review is limited to that of a
rating report and the report is correct, the cost is only $95.00.

If the report reviewed is erroneous, the fees for our review are based on four
factors that correlate with the complexity and time involved in the review process
and preparation of the report:

1. Records Provided (Please provide us with the rating report and, if
necessary, additional pertinent records, such as consultation reports, initial
injury report, and current medical reports. Unless the case is of unusual
complexity or there are questions concerning causation or reliability of
examination findings, it is often not necessary to provide the entire file.)

2. Impairment Complexity (Determination of hand ratings and spine ratings
involving the Range of Motion Method are more complex and time-
consuming)

3. Regions Rated (The more areas rated, the more complex the rating.
Musculoskeletal regions include: cervical spine, thoracic spine, lumbar spine,
shoulder, elbow, wrist, hand, hip, knee, and ankle/foot.)

4. Length of our report (Our reports are thorough, with supportable
conclusions. The longer the report, the more time involved.)

FEE SCHEDULE ON REVERSE SIDE



FEE SCHEDULE

The basis for determining the complexity of a case is based on a point system:

Case 0 1 2 3
Parameters

Records Report to 15-50 pages 50-150 > 150
Provided Cdtque or < 15 pages pages

pages

Impairment Routine Hand-Routine; Spine’ Vision
Complexity Range of Motion

Method

Number of 1 2-3 4-5 >6
Regions Rated

Our Report 3 pages 4 - 6 pages 7-10
Length pages pages

Level Complexity Points Price Example

0 (Critiqued n/a $95.00 Review of a rating that was correct with
Report brief letter prepared. (Total numbers of

Coffe~)
pages reviewed <15)

1 Low 0 $195.00 Routine review of impairment report
involving a single region with detailed
written critique (no additional points)

Review of impairment report involving
1-2 $295.00 two regions, a more complex rating

2 Moderate (hand or spine range of motion), and/or
review of additional medical records.
(total 1 to 2 complexity points)

3 Moderate 3-4 $495.00 Re’view o~ 100 pages of records, 2
High regions, and 6 page report (total of 4

complexity points)

I 4 High 5-6 $795.00 Review of 125 pages of records, 3
regions, and 10 page report (total of 5
complexity points)

5 very High >6 case Review of 200 pages’ of records, spine
dependent r&nge of motion assessment, 3 regions,

and 10 page report (total of 7 complexity
points)
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Brigham 8: Assoc~ate~, liar..       ’
2635 Camiac Del Rio Sou~., Suite 21 ~
Smq Diego, CA 92 !08
Aline Mindy ~origha.n’.

Dear Ms. Br~glam:

c~mpensation claims a~ster in California [ he’/~ fd: ~.~ cn, ll=ngcs of~e reran: V,’c.rk=rs’ ComFensauon
~,eg~:’m a~ I ~o my ~ay-to-day tasks cn m~. claims Ask. C~ area of great cnalleng, has been ~emieing
th~ ~airm:n~ rat~gs oase~ on t~na[ reports from phy~ci~s Some pSysici~s ~e dot doing
ra~ina~ in ~h~ir repom, mn~ there ~-e others who are m~king a~empts u~ providing impakmen: rat~gs. Bo~.
sc:~arios or:are a chall:ng~ tSr me as t ~m r~uired to pay b~n~fits b~:~ on the ~ rrFor~s impa=~en~
~ndkngs.

I have ~een u~mg y~ur s,r .c.~ for ~itlqu~ ~d mqalyzmg ~’ -’                  ~

~’om y~ org~ization and ~=n ~rovid= ~at to the physician en my ¢a=e. In ~n ~: phy=i¢im reviews
2u,~" report ~d provides hls/her opinio~ based oa yow l’mdkng~. 1 have found more o~ea uh~ n~t dee
pk?sicim~ agre=s with y~er opinion a~ they recognize your organim~i~n as expen~ ~ ~,e k~.pakment ta;ing
field. There are cases ia whM~ impairm=n: ratings have been anempted by the repe~,g pe~sici~ but ~e
no~ well documental. You We provided me wi~ critiques on Lhose cazvs :~hich Mve a~:n ~es
disagree~ wi~h the impa~ment rating of the r:pordng physician. In ~am ! We sent yo W critique m ff.e
physid~n whose repro is being ¢ri;iqued Nr comment. Age>., more o~en ~,~n nat they agreo wi~. jet~
crit~qu=. I bdleve ~e doctors ;n California recognize th= complextu ofth~ usage of~he 5"’ Edition. AMA
Guides to the Evaluation of Pe~anent Impakment and m~d:rs:~d t>a~ you m’= expe~ in your ~eld.

I appreciate th,-, scrvice.~ you have provided ta me ~ m: effo,’t to pu~.h m.’,. cases ~o closure [ ]ookl’er, vard to
a cominued re:ationship v, ith Bngln~m and Associates ",rod hope that over time ~,~ physic~u~ ~ ~e ~dusto’
xoill come to undets~ the Guides to a degr== trt which 1 ~ able to have confidence L~ ~aeir ~pairmen=
ra~ings. [ am ~ure this will come with time mad ~ainmg

"l’l,,ank you to: )’our assistance i~: this matter. Please feel fi’ee to contact me at (858.’.’ 385-aO4g if you have

¯ .,’Lv questions.

Claim.-" 5u?~rvisor
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CASE REFERRAL PROCESS

THREE OPTIONS FOR REFERRAL

I. Access our website on-line at w~’w,impalrment,com

a. Click Here for Referral Button.

b. Enter email address ha space provided.

c. Enter demographic information. This is done only the first time a client makes a referral.
The system wtql capture this information for future referrals.



I

d. Enter in the case referral information.

e. Confirmation of receipt of referral will follow and will be sent to your email address.

II. Fax Referral
a. Fax referral sheet to 1-207-874.9896
b. Coni’m’nation of referral ~a~ll follow and will be sent via fax if an email address is not

avaiL’tble.

IlL Mail Referral
a. Send referral with cover letter stating what service you would like us to provide, what

specific questions you would like answered and deadline date, if any. l~Lailing address:
Brigham & AssocLates, Inc. 59 Baxter Blvd. Portland, ~[E 04104-1200

All cases will require some level of document rc~’iew. Those ~n be sent to our office via mail, fax,
and email or downloaded at the time of electronic referral. Generally our turn-around time is 5-10
business days dependant on the service requested and comple.,dq" of the case.
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Reflecting b~tegrity and excellence in impairment

and disability assessment, internationally

59 Barter Boulevard ¯ PO Box 1200 ° Portland, ME ¯ 04104-1200
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November 21, 2005

RE: Individual: Stacie Examinee
File number: *****

Dear Mr. Clieng

Thank you for providing us with the opportunit5" to assess impairment according to the AMA Guides to
the Evahtation of Permanentlmpairmcnt, Fifth Edition. Based on the information provided, there is 0%
xvhole person permanent impairment. Ms. Examinee did sustain significant injuries at the time of her
fall on February 24, 2003, incluffmg a head injut3; a fracture of her wrist, and a right knee injut3: She
received care that was appropriate, and as a result of this care had from an objective perspective an
excellent outcome. She is fortunate in having no permanent impairment as a result of that injury.

~IEDICAL REVIEW

The extensive medical documentation you provided was carefully reviewed. It is our understanding
that this material was a copy of documents and will be purged from our files. We have made and retain
an electronic image of this material. The history is presented in the medical records provided.

A March 3, 2003 neurological examination by Jeffrey T. Examiner, bt.D. provides a history of the
February 24, 2003 injutT.

I had the privilege of seeing Sis. Examinee, a 52 year old, white, married, right-handed woman in the
office today in the company of her daughter, Daua, for complaints related to a fall down a flight of
stairs one week ago on Februau" 24a~. Ms. Examinee states that they had just returned for dinner and
she ~s descending flight of stairs in a stairwell that apparently had no handratq or banister and on the
second step, she lost her b:dance and pitched fo~-ard. She states that she struck the left side of her
head against the wall or a beam and fell the rest of the flight of stairs. She does not remember the rest
of the fall. Her daughter, Dana, states that she was summoned by her sister who lives behind her
mother and arfived ~4thin a few minutes and that Sis. Examinee had loss of consciousness with staring
mad unresponsiveness lasting perhaps up to five minutes. She was taken to North Shore UniversiW
Hospital where she was found to have fractured her fight wrist, which was placed in a cast. A left frontal
extra-cah’arial hematoma was noted both clinicall.v and on a CAT scan. She xx.’as hospitalized overnight
and then discharged the follo~’ing da?: Since the injury,, she has noted intermittent room-spinning
dizziness with change in head position particularly turning her head or rolling to the right. This will last
up to two minutes, it is associated widx some mild nausea but no vomiting. She denies hearing loss or
tinnitus. She has had some mild headache hut her d~ief pain is in the fight wrist. She x*as using some
Percocet but states that she only received a limited quantity and has no analgesic medication left. There
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are no memoD; visual, speech or other neurological disturbances. There is no prior or subsequent
history of head trauma. Because of the dizziness and room spinning, she returned ID the North Shore
Universiq- Hospital emergenq- room on March 1" and a repeat CT scan of the brain was essentially
unremar "kable except for left frontal soft tissue swelling. Ms. Examinee was given sonic Antivert, which
she thinks made her drowsy and she discontinued this. She takes Paxi1,40 mg per da}; Synthroid, 0.2 mg
per day and trazadone at bedtime for sleep. There is no histots.’ of high blood pressure or diabetes but
she was hospitalized perhaps 2 ’/: years ago for renal failure due to retroperitoneal fibrosis for which
she subsequently underwent surgeD" at Columbia. At the same time, she apparently had her gall bhdder
removed. In December of 2001, she had a gastric bypass for morbid obesit3" and has had considerable
Weight loss. She has otherwise been hospitalized for a T&A, the birth of her two daughters and the c-
section birth of her third child, ~ son, 13 years ago. She states that she apparently had some numbness
and tingling in the left leg and saw us at that time. She smokes one pack of cigarettes per da): She does
not abuse alcohol, drugs or caffeine.

An April 1, 2003 brain MRI is essentially normal:

No evidence of intmcranial hemorrhage or mass lesions.
Minimal paranasal sinus inflammatory changes, as described above.

A June 24, 2003 neurological examination by Dr. Examiner finds a symptomatology of positional
verdgo:

Her examination today remains completely unremarkable except for, again, a
i~o,itive Hallpike-Dix maneu’ver with the right ear down which after a several second delay,
oroduces counter clockwise rotatory ny~grnus lasting, after a delay of a few seconds,
perhaps five to ten seconds. This rapidly fatigued. There were no other n~urologtcal
findings. Her blood ore.~are was 136178 In the left arm while seated.

On April 1, 2003 patient was examined by Baruch Examiner II, M.D. for "knee and wrist injuries
sustained in the February 24, 2003 fall:

p~¥$~CALEXAM_rNAT~ON: On physical cxaminaLion today, the patient is
a wel~-developed adult female who stands 5 feet 6 inches and weighs
190 pounds. The right ~hort arm cast i.s removed.    There is
tenderness and edema over the distal radius. Digital motion is
full. Wrist motion is flexion 20 degrees and extension 20 degrees.

Examlnazlon of the right knee revealed tenderness over ~he medial
joint line. Knee motion is 0-115 degrees.

RADIOGR20?HS: X-rays of the right wrist shows a nondisplaced d±sta~
radius ~racture which is healed about 90 percunt. The aligtLme~t is
acceptoble.
X-rays of the right knee are normal.

The most recent orthopedic examination is dated February 22, 2005 by Robert J. Examiner III, M.D.
This is a thoughtful examination resulting in the conclusions of:
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DI .AGNOSlS:

Excelh:nt result post healed t~ondi~placed fracture o~ the right dLstal radh~s tre,att.,d
in a short arm c, st for five weeks.

Right knee straLn rcs. olv¢.xl.

DLSC~3_ SSION; The only abmn’mality I can detect at today’s orthopedic
examination is very mild soft tissue swelling iust proxirr~al to the ulnar head, or
~pproxlmatdy 3/8" proximal to the radiocarpal joint. Here the tape measurements
are 71/8" right and 6 7/8" left, indicating ~A" of ~fft tis~u e swel ling. "rhere is no
underlying borne hypertrophy. There is r~o swelling at the radlocarpal johat, o.nd
there is no forearm atrophy: There is no hand atrophy. Th~rre are no symptoms and
th~.’rc ,~ no findings to sugb~t a right wrist neUml.xathy, and b~’~th wri.sts have
identical excellent rat~.~;es of mot’ion.

The examination of the right wrist at that time revealed no ratable impairment:

RIGHT & LEFT WRIST: Examinatiot~ o[ both ~rist~ reveals that there is no
,’m~,nalar or rot,’,,.ry deftrrmity to the claimant’s right wrist when compar~l tt~ the le~t.
Both wrists have the same excellent dorsiflcxion ,and pMmarflexion tt~ 80 degrees.
Each wrist has the ~,a’ae radial dcviatioa to ~ dc~x.’s, and ulnar deviation to 35
degrees. E~ch wrist has th~ s,’u’ne supination to ~5 degree~, ~nd the same normal
proraation to ~ degr~.x~¢, The right distal ulna is stable, ond there i,s no distal rattio-
ulnar crepit~tion. "[here is ran evidence of reflex ,~ympatheti¢ dystrophy, and
perspixation and .sensation in the digits are intact. The Phalen and ’l’inel tests wcrc
negative for cnmpre,s~ive median and ulnar neuropaflV. There is mild soft tissue
swelling just proximal to the right w fist at the base of the ulnar head, and this soft
ri.~sue swelli~g mc,asures 7 ~:’:’" fight and 6 7/8" le~t. There is no wrist swelling at
the level of the radial stylold where the wrist clrcumferenc~ were 6 W’ right and
left. There is no h,at~d atrophy as the thcnar hypothenar tape me~uremcn~ were
7 W’ right and k’.ft. There is no forearm atrophy ,as the maximum ft~rcarm circum-
ferences wer~ 10 V~" right a~d ll)" left.

Dr. Examiner III’s examination of Ms. Examinees right "knee is also essentially normal:

RI.GHT KNEE: The examinat~.vn of the claimant’s right knee reveals no angular or rotary
d~ormity nor is there atrophy or dystrophy. There is no intra-articular effusion and no
capsular or other .,,oft tissue swelling. There is no increased heat to the kn~. The
claimant’s k~ec has a range vf motion tram full e,xtcnslon to 140 degrees of flexion. The
right patella tracks withtrat patellofemoral crcpit~tion in ti’,e supine and welghtbear~ng
positiorts, The patcllar apprehension sign~ are negative, There is no patcllar
mzlaligrtmtmt. ’lhe claimer’s rnt.xtial and lateral collateral ligaments are intact (stability
~Sth valgus and varus strt,’ss}. The claimant’s antcrior posterior ~,’~bility of the knet~ is also
intact (ant~.’rior and posh.~ior cruciate). The claimant has a negative t$chman maneuver.
The meaiscal sic,ms for posterior ham tears of the meni.sci are ncgatlve. There i~ ~o
localizing ioint line tcndcme~ nor is there tcndernt.ns over the tibial tubercle. The distal
quadriccps me,~surements were 18" right and left.

As a result of the February 22, 2005 examination, Dr. Examiner III presents the following diagnoses:
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Excellcm result pust healed ~ondisplaced fracture of the right distal radius treated
in a short arm cast for five week~,

Right knee straLn resolved.

It is probable that Ms. Examinee has achieved maximum medical improvement (M2ScEI), e.g. is
permanent and stationar): b~lI is defined as the date after which further recover)" and restoration of
funcdon can no longer be anticipated: based upon a reasonable degree of medical probability.

PERMANENT IMPAIRMENT ANALYSIS

Permanent impairment evaluation xvas performed in accordance with the A~La, Guides to the Eraluation
of Permanent Impairment, Fifth Edition. Adequate information is provided in the medical records to
anal)me this case and provides the needed data for the rating criteria in the Fifth Edition.t The Guides
state, "if the clinical findings are fully described, any -knoxvledgeable observer may check the findings
with the Guides criteria".’ It is not necessary for me to directly examine Ms. Examinee, since she has
been seen by other physicians who have provided in thek reports the information needed for
comparison to criteria in the Guides.

Right Knee Impairment

There is no impairment warranted for his. Examinee’s right "knee based upon Dr. Examiner lips
examination findings of February 22, 2005 as will be expL’dned:

Right knee examination reveals that the patella tracked smootb.ly in the supine and
weightlx:aring positions, and the ligaments are intact, There is nt~ distal quadriceps
atrophy, and there is no evtdenee of a meni~al tear. The prognosis, therefore is
excelh.’nt, ,’rod the claimant does not tk~ve a di.~ability from any of her usual
acUvitie~.

The process of assessing lower extremi~" permanent impairment is described in Chapter 17 Lower
Extremities (5th ed., 523-564) and has been revieveed by me in the July 2001 issue of the Guides
Newsletter ~ttp~ ~x~vw.brighamass~dates.~m~arfic~es~news‘ ~etter/~e~verview~7~.~d~.
Thirteen methods can be used to assess the lower extremities. The Guides state: "Typically, only one
method will adequately characterize the impairment and its impact on the ability to perform ADL."
(Sth ed., 527). A cross-usage chart (Table 17-2, 5th ed., 526) indicates which methods and resulting
impairment ratings may be combined. The Guides states for items marked with an "X" that you "do
not use these methods together for evaluating a single impairment."

The following approaches were considered:

17.2b Leg Length Discrepancy: Not applicable.

17.2c Gait Derangement: This is a stand-alone methodology and is not applicable in this case.

Question and Answer. The Guides Newsletter, July/ August 1999
AAL~ Guides to the Evaluation of Permanent Impairment, Chapter 2.
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17.2d Muscle Atrophy, 17.2e Manual Muscle Testing: No evidence of muscular abnormalit)’,
therefore not applicable.

17.2f Range of Motion, 17.2g Ankylosis: No evidence of range of motion deficit, therefore not
applicable.

17.2h Arthritis: Not applicable.

17.2i Amputations: Not applicable.

17.2j Diagnosis-based Estimates: None applicable

17.2k Skin-loss: Not applicable. "

17.21 Peripheral Nerve Injuries: No evidence of peripheral nerve involvement, therefore not
applicable.

17.2m Causalagia and Reflex Sympathetic Dystrophy: Not applicable.

17.2n Vascular Disorders: Not applicable

Final Lower Extremity Impairment

There is no impairment warranted for patent’s right "knee.

Right Wrist Impairment

There is no impairment warranted for Ms. Examinee’s right wrist b~sed upon Dr. Examiner III’s
examination findings of February 22, 2005 as will be explained:

DLqCUSSION: The only abncn’m,’dity I c,’m detect at today’s orthopedic
ex.~mination is very mild ~oft tissue swelling just proximal to the ulnar hexad, or
approximately 3/8" proximal to the radiocarpal joint. Here the t~pe mcasurt~ments
are 71/8" right 0nd 6 7/8" left, indicating ’A" of soft tL~ue swelling. There Ls no
tmderlying bone hypertrophy. There is no swelling at the radiocatpal joint, and
there is no [oreatrta atrophy. Th~ere is no hand atrophy. There ate no symptom.~ ,and
th~.~ ar~ no fi|~dings tt~ sub’b’t~t a right wrist neunq.x’tthy, and bc~tl,t wrisLs have
identical excelleRt ratxge~ of motion.

In a February 22, 2005 examination, Edward M. Examiner IV, M.D. also finds full range of motion, as
well as no sensory or motor defidts:

Theft) were subjective complaints of pain with light palpation over the extensor surface of
the right wrist. However, no associated joint crepitus or effusions were noted in this region.
"i’her0 was full range of motion of the right wrist and dig~ts of the right hand. Tiners sign was
absent over the right ~zist. No hypertrophic neuropatlfic changes were noted in the distal aspect
of the right upper extremity. The Nyten-B~r~y maneuver failed to reveal any evidence of
provocative nystagmus.
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The segmental motur evaluation rcvcal~ 5/~ power resi~a~cc throu~out. Sensation was
intact to all primar), and cortical morality testing. There was no r~roducibl~ dca’matomal or
peripheral nerve distn’bution sensory loss noted. Deep tendon rcfl-~es wero nom~oactive
throughout, with planta~ flexor responses bilaterally. ’I’here were no myclopathie signs. Gait and
coordination skills were within normal limits. There was no evidence of a foot drop or hip flit.

Based upon the examinations by Dr. Examiner III and Dr. Examiner 1~r, Ms. Examinee has no motion
defidt, no sensor)" defidt, and no motor defidt. There are no other upper extremity disorders
reported. Therefore, there is no ratable impagrment related to the right wrist.

Head Trauma Impairment

On Februar)" 22, 2005 a neurological examination was performed by Edv,,,ard M. Examiner IV, M.D.
with the following patient complaints and examination findings:

At presenL ] ~nues to complain orperiodic headache without associated
bulbar dysfunction. She does complain of episodic lightheadedness with abn~pt change hi head
positioning. At times she does complain of neck pain radiating to the right arm and has
experienced pain in the region of her right hand and wrist with weightbearing activities.

A detailed neurologjc examination was performed. Cognitive ftmctions were intact,
without evidence of aphasia’ or ap~xia. Funduscopic examination fail~l to reveal an~ signs of
raised intracra~al pressure: The �orneal reflex was intact. The extraocu1~ movemenu~ were full.
without evidence of nystagmu~. The pupils were equal and briskly reactive to light and
accorrm~odation. Facial sens~on and the muscles of facial expression were normal. Air
conduction was greater than bone conduction bilaterally. The .Weber teb’t was midline. The head-
tilt maneuver failed to identify any evidence of nystagmus. The palate moved upward
symmetrically and the tongue protruded midline, without fasciculation.

02/2~[/~j. ~tes experi=ci~g multiple injuries d,wing a slip and fall accident
on ~owever, ! c,’m ~md no evidence of any lat:’ralizing neurological deficits at the
present time. I do not feel that any further ~eurological investigational studi~s or neurologic
treatment moralities are warranted given her current physical evaluation today.

! see no reason wh)’ the claimant should n~t be able to perform activities of daily living
,and seek gainfial employment activities, f~om a neurologie perspective, baseA upon her physical
examination I~m’tings no~ed today. I find for no }rimary neurologic disability at the present time
as it relat~ to the injuries reportedly occurring oa 0Z/2a/03.

The consequences of a traumatic brain inju~l are assessed using Chapter 13, The Central and
Peripheral Nervous Systems, Section 13.2 Criteria for Rating Impairment Due to Central Nervous
System Disorders (50, ed., 308) and Section 13.3 Criteria for Rating Cerebral Impairments (5’hed., 309-
327). The five steps are:

1.      Assess disturbance in the level of consciousness or awareness. In this case there are no ratable
deficits according to Tables 13-2, 13-3, and 13-4.

2.     Evaluate mental status and highest integrative function, as explained in Section 13.3d Mental
Status, Cognition and Highest Integrative Function (5~h ed., 319-3722). Table 13-5 Clinical Dementia
Rating (CDR) is used to quantify" deficits. The following illustrates scores of 0 to 1.0, note is that
scores axe also provided for 2.0 (moderate) and 3.0 (severe) on page 321
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According to clinical assessments, the examinee’s clinical dementia rating is 0. She does not have
significant memory loss especially recent events, is oriented to time and place. She has no sigrtificant
difficult)" handling problems, does function at some simple home chores, and handles personal care.
According to Table 13-6 Criteria for Rating Impairment Related to Mental Status (5m ed., 320), a CDR
of 0 imparts 0% whole person impairment.

case.
Identify an}" difficult)" with understanding and use of language. This is not applicable to this

4.     Evaluate any emotional or behavioral disturbances, such as depression, that can modify.
cerebral function. This process is explained in Section 13.3f Emotional or Behavioral Imp,airments
(5m ed., 325 - 327) and is based on Table 13-8 Criteria for Rating Impairment Due to Emotional or
Behavioral Disorders (5m ed., 325). Ms. Examinee does not display behavioral disorders.

5.      Idend~" the most severe cerebral impairment listed above, and combine xvith any or multiple
neurologic impairments listed in Table 13-1 (5m ed., 308) using the Combined Values Chart (5m ed.,
604-606).
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Table 1]-1 Nem’ologic ImpairmentsTl~tAre Combined
s With the Mosz See’ere Cerebral Impairment

There are no impairments in this case that are reflected in Table 13-1.

Based upon review of the medical records and evaluation of cerebral impairment criteria outlined in
the Guide.c, as explained above, there is no basis for neurological impairment.

FINAL PERbiANENT IMPAIRMENT

As explained in the above secdon~, there is no ratable impairment for the right x~st, right "knee, or the
head trauma. It is fortunate that.Ms. Examinee from an objective perspective had an excellent
outcome.

QUALIFICATIONS

Christopher 1L Brigham, MD is Board-Certified in Occupational Medicine (ABPM), Founding
D/rector of the American Board of Independent Medical Examiners (ABIME), a Certified
Independent Medical Examiner (CIME), a Fellow of the American Academy of DisabRity, Evaluating
Physicians (FAADEP), a Fellow of the American College of Occupational Em’ironmental Medicine
(FACOEAD, and a Master Fellow of the Academy of Independent Medical Examiners of Hav,,’aii
(AIMEHI). He serves as the Editor of The Guides Newsletter (the American Medical Association
publication on the use of the AMA Guides to the Evaluation of Permanent Impairment), Primar),
Editor of The Guides Casebook (the companion AMA textbook to the Guides for both the Fourth
and Fifth Editions), co-author of the text Understanding the AMA Guides in XXbrkers Compensation,
has authored over one hundred articles on impairment and disability- evaluation and two other texts,
has trained thousands of physicians throughout the US, Canada and Australia on how to use the AI~LA
Guides, and has consulted for several organizations (including governmental jurisdictions) on the
AMA Guides. Dr. Brigham is an internationally recognized expert on impairment and disability-
assessment, and Chaired the Medical Advisor)- Board for the text the Medical Disability" Advisor. He is
on the Attending Staff in the Department of Medicine at the Maine Medical Center. Dr. Brigham is
licensed to practice medicine in Maine and Hawaii. His curriculum vitae is available at
htrp://ww~:impairment.com/chrisbrigham.htm.

DISCLOSURE STATEbIENT

The above analysis is based upon the avaihble information provided by the requesting part)" at th~s
time; it is assumed that the information provided is correct. If more information becomes available at
a later date, an additional report may be requested; such information ma~" or may not change the
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opinions rendered in this report. The opinions are based on reasonable degree of medical certaint); i.e.
more likely than not. biedicine is both an art and a science, and although an indix4dual may appear to
be fit for functional activit3; there is no guarantee that the person will not be reinjured or suffer
additional injury. Comments expressed in this report are professional opinions based upon the
specifics of the case and documentation reviewed; they should not be generalized, nor necessarily be
considered supportive or critical of the involved providers or disdplines. Any recommendations
offered are provided as guidance and not as medical orders. The opinions expressed in this report do
not constitute a recommendation that specific claims or administrative action be made or enforced.
This report reflects solely the information reviewed and an independent professional opinion.

I declare under penalty of perjury that the information contained in this report and its attachments is
true and correct, to the best of my" "knowledge and belief, except as to information that I have receix, ed
from others. As to that information, I declare under penalty of perju~- that the information accurately
describes the information provided to me, and except as noted in this report, that I believe to be true.
I further declare under penalty of perjury that to the best of my knowledge and belief, the contents of
this report and bill are true and correct.

Sincerely,

Christopher Brigham, biD, ~IS, FAADEP, FACOEM, CIME
President, Brigham and Associates, Inc.
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