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AMA Guides – Work in Progress

Gradual, Incremental Change
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History of the AMA Guides
• 1956 - ad hoc committee

• 1958-1970 - 13 publications in JAMA

• 1971 - First Edition

• 1981 - established 12 expert panels

• 1984 - Second Edition

• 1988 - Third Edition

• 1990 - Third Edition-Revised

• 1993 - Fourth Edition (4 printings)

• 2000 – Fifth Edition (November 2000)

• 2007 (December) – Sixth Edition
– Radical paradigm shift
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Case #1: Low Back Strain, Resolved

• Mr. A is a 35 year old with no prior history 
of low back pain. 

• He works as a manual material handler in 
a warehouse.

• He strained his back lifting a box and 
twisting. [“Accepted” as a work injury]

• He had the acute onset of low back and 
right buttock pain without any leg 
symptoms.
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Case #1: Low Back Strain, Resolved

• On the day of injury, and also 

1 week later:

– “Spasm” with a 10° forward 

list, trunk deviation to the right 

during flexion, and a “sciatic 

scoliosis.”

– Neurologic exam was normal. 

– Straight leg raising produced 

only low back pain at 40° of 

elevation of either leg. RARE
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Case #1: Low Back Strain, Resolved

• At 3 weeks, 6 weeks, and 6 months post 

injury:

– No low pain.

– No leg pain or numbness.

– No medications used (OTC or Rx).

– Normal physical exam.

– Working full duty without absences.

• Turn to Table 17-4, page 570

• What is the Impairment Rating ????
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Reproducibility of Examination

κ = Kappa Agreement

> 0.20 fair 

> 0.40 moderate

>0.60 good

>0.80 excellent

1.00 perfect
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Tenderness

JAMA 1992; 268 (6): 760-765

Finding Unit of 

measurement

Kappa

Interobserver

Bone tenderness Yes/no 0.40

Soft-tissue tenderness Yes/no 0.24

Muscle spasm Yes/no Discarded*

* = Discarded “too unreliable”
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Muscle Spasm?
• Backache patients with “spasm” have 

electrically silent muscles on needle EMG.

– Harell A/Mead S. JAMA 1950; 143 (7): 640-1

– Johnson EJ. Am J PM & R 1989; 68 (1): 1

• Body building and Physical Therapy literature 

says ISOMETRIC contraction is the best way to 

build muscle size.

– Chronic spasm = sustained isometric 

contraction

– YET, MRI on chronic back pain patients with “spasm” 

shows muscle atrophy and fatty infiltration.

• Why do only muscles near the spine “spasm”? 



Paraspinal “Spasm” in Chronic LBP
• Miller DJ, Comparison of Electromyographic Activity in the Lumbar 

Paraspinal Muscles of Subjects WITH and WITHOUT Chronic Low 

Back Pain. Physical Therapy 1985; 65: 1347-54

23
Surface electrodes

CLBP = Chronic Low Back Pain

NP = NO Pain

Right Arm



What is this cardiac rhythm ?

What Does It Imply ?

24

NO mechanical 

Correlate.

The heart 

is NOT contracting.
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Guides to the Evaluation of 

Permanent Impairment 

Sixth Edition

Chapter 17 

The Spine and Pelvis
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“The impairment rating process has been 

simplified by providing a congruent rating 

methodology among the three 

musculoskeletal chapters.

Once the examiner masters the methodology 

in one chapter, that same methodology 

applies to the other chapters.”
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DBI Method

Impairment class is determined by the diagnosis and 

specific criteria that are considered the “key factor”

and then adjusted by grade modifiers, or “ non-key 

factors”

Philosophy 

NOT used in rating
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Diagnoses for the spine and pelvis are 

defined in several major categories, based 

on the selective region. Categories include:

• Non-specific chronic, or chronic recurrent spine pain

• Intervertebral disk and motion segment pathology 

– Single and multiple levels

• Cervical and lumbar stenosis

• Spine fractures and/or dislocations

• Pelvic fractures and/or dislocations

In the event that a specific diagnosis is not included in the 

diagnosis based regional grid, the examiner should use a 

similar listed condition as a guide in determining an 

impairment value. 

Must fully explain rationale in report. – page 559
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Diagnosis DETERMINES Class

• Selection of the optimal diagnosis requires 

judgment and experience. If more than one 

diagnosis can be used, the one that provides 

the most clinically accurate impairment 

rating is selected; this will generally be the 

more specific diagnosis. In cases where more 

than one diagnosis is applicable (eg, spinal 

stenosis and AOMSI), the CAUSALLY-

RELATED diagnosis that provides the higher 

impairment rating should be used.” – page 562



Example

• Person to be rated

– 10 years ago sustained a stable L1 

compression fracture, but there has been no 

back pain for over 9 years, UNTIL …. 

– 6 MONTHS ago a lifting incident with prompt 

low back and sciatic leg pain, objective 

plantar flexion weakness, and a L5-S1 disc 

herniation on MRI

• Rate as HNP, and NOT as Fracture

– Rate the “Causally Related” condition.
30
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DIAGNOSIS: Surgery
• “Treatment may alter the functional status of 

the condition evaluated at MMl. For 
example. treatment of a disk herniation for 
symptomatic radiculopathy can move the 
impairment rating from a higher class to a 
lower class if the radiculopathy is resolved. 
However, if a condition has been 
treated surgically, this does not
result in an "add on" value or 
additional distinct impairment 
percentage; changes related to surgical 
intervention are reflected in the provided 
ranges for impairment values. – page 562
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Lumbar Spine table 
P 570
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Case #1: Low Back Strain, Resolved

AMA Guides, 5th Edition Rating

• Dx “Low back strain, resolved.

• Class 1, Zero impairment

How frequent and how severe,

And how long in duration is back

Pain that is “Occasional”, and 

How many episodes make pain

“Multiple Occasions” ????

YOUR JUDGMENT
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New Concept: Chronic Axial pain

CAN Now be Rated 

• Class 1: 0-3% WPI [0,1,2,3,3]

• The percentage impairment within that range 
depends on functional assessment, since 
there are no reliable physical examination 
or imaging findings in this group. –
page 563

• [This means do NOT use Physical Exam or 
Clinical Studies as adjustment factors,      

– use only Functional History.]

• GMFH=Yes, GMPE & GMCS “NOT applicable”
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Table 17-4, P 570
• These patients have no objective findings and, 

therefore, are often given a diagnosis of “chronic 

sprain/strain” or “nonspecific” back or neck pain. The 

current methodology allows these patients to be rated in 

impairment class 1, with a range of impairment ratings 

from 1 to 3% whole person impairment (WPI). 

ERRATA

Case #1 Fits best with Class 0
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Case 2: Cervical Strain with Residual

• Ms B is a 35 year old seat belt restrained driver who was 
“rear-ended” while stopped.

• She did not lose consciousness. 

• She had posterior neck pain develop before leaving the 
scene of the accident. 

• She developed pain and numbness down the arm to her 
right thumb and index finger (C6 nerve root pattern).

• Physical exam initially showed decreased neck 
motion, deviation of the head/neck to the right 
during flexion, tenderness, but no neurologic 
deficit. [Normal sensation, strength, & reflexes] 

• Imaging: Normal X-rays (mild C5-6 disc space narrowing).
– MRI: Decreased disc height and loss of signal at C5-6
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Case 2: Cervical Strain with Residual

• 1 year later, after:

– Multiple chiropractic adjustments

– Multiple sessions with a massage therapist

– Multiple sessions with a physical therapist

• Constant posterior neck pain

• Intermittent, but daily occipital headache

• Twice weekly pain down the arm to the 
thumb and index finger

• Not willing to see a spine surgeon.

– At MMI and thus “ratable” 
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Case 2: Cervical Strain with Residual

• 1 year later:

– Normal neurologic exam (Sharp vs Dull 

sensation, strength, reflexes, and no atrophy) 

• ‘Spurling’ Negative

– Cervical range of motion with inclinometers:

• Flexion 30°, extension 40°, left bending 30°, right 

bending 15°, left rotation 60°, right rotation 40°.

– No instability on Flexion-Extension lateral           

x-rays.

– PDQ = 80 [Pain Disability Questionnaire]

• WHAT IS THE IMPAIRMENT RATING?
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Case 2: Cervical strain with residual



Follow the Footnotes

• A

41“a”= See Footnote on page 571



Bottom of Page 571

• Footnote

42



Bottom of Page 571
• Footnote
Note: The following applies to the cervical, thoracic, and 

lumbar spine grids: 

1) Intervertebral disk herniation excludes annular bulge, 

annular tear, and disk herniation on imaging without

consistent objective findings of radiculopathy at the 

appropriate level(s) when most symptomatic.

“appropriate level” would EXCLUDE remote unrelated

radiculopathy findings from separate condition

You may choose to account for second level of remote radiculopathy

by increasing GMCS – as per shoulder example 43



44

Case 2: Cervical Strain with Residual

AMA Guides, 6th Edition

• In the AMA Guides 6th Edition,

– The concept of non-verifiable radicular pain 

is retained.

– Range of Motion is no longer rated.

• NOT part of the required spine physical exam.

• Unless VERY Severely Restricted, Motion       

Does NOT Correlate with Function/ADLs

– Symptoms (Functional History) can be 

assessed with the PDQ (Pain Disability 

Questionnaire).
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Non-Key Factors

• Functional History

– Proper FH enables physician to determine the impact
of a given spine-or-pelvis-related condition on basic 
function and activities as they pertain to ADLs

• Functional assessment tool may be used, example is 
Pain Disabilities Questionnaire (PDQ) is included in 
appendix.

• Physician is expected to weigh the patient’s subjective 
complaints and score on the functional assessment tool, 
relative to the expected severity for the condition.

• The grade modifier that reflects functional assessment 
may or may not be accepted as a variable in the 
impairment calculation.
– Examiner’s choice – depends on “believability”.
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Functional History: Spine

• Concept: adjusting the 

whole person impairment 

for function in both the 

cervical and the lumbar

spine double rates the 

Functional History

• Use GMFH ONLY Once.

• IF there is BOTH LBP & 

Neck Pain, GMFH is 

used for the MORE 

severe impairment, and 

is “NOT Applicable” for 

the other spinal region.

• Functional History grade 

modifier should be applied 

only to the single, highest 

spine-related DBI if multiple 

regions are being rated. 

Specific jurisdictions may 

modify this process such 

that Functional History 

adjustment is considered for 

each DBI or not considered 

at all as a grade modifier.”  -

page 569



4747

Functional History Modifiers

• What is normal activity ??  [NOT defined]

• Minor constant leg numbness could be 

grade 4 (“symptoms at rest”), 

or grade 1 (“no interference with normal activity”)



• Undefined words include:

– “inconsistent symptoms”

– “strenuous/vigorous activity”

– “normal activity”

– “less than normal activity”

– “limited to sedentary activity”

To help us out,

We May choose to use

The Pain Disability 

Questionnaire



Page 43

Chapter 3

Page 600

Chapter 17



P 600, Appendix 17-A, Pain Disability Questionnaire

Instructions for administering and scoring the 

1. Reproduce the PDQ (Appendix 3-1) and ask the 

patient to complete all items on the questionnaire. 

2. If necessary, the patient may complete the form 

with the assistance of a translator or reader. Be 

certain all 15  questions are answered. If the patient 

is unable to complete the PDQ, no functional 

assessment score will be given.

3. The evaluating doctor will score the PDQ by 

adding together the marked integer in each question.

4. If the patient fails to mark a question, 

the default score for that question is 0.

5. Apply the final score to Table 17-A and consider 

this in the Steps of Assessment as described.
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Aside: Questionnaires

• Pencil and paper questionnaires have 

been developed for a number of injuries 

and illnesses.

– “VALIDATED” – meaning researched, 

and if given to 

a non -compensation seeking population 

of patients before and after a treatment 

(for example, total knee replacement) 

the improvement after treatment 

measures the effect size of the treatment.
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IMPORTANT CAVEAT
• The concept of giving a questionnaire to a 

compensation ($$) seeking patient and 
saying:
– “Please fill this out.

– The better you look on this questionnaire, 
the less money we will pay you.

– The worse you look on this questionnaire, 
the more money we will pay you.

–But, please fill this out 
honestly”

HAS NEVER BEEN TESTED ! 



5353

Functional Adjustment: Spine

• “… and those with constant symptoms

accompanied by functional deficits that 

persist despite treatment will be assigned 

grade 4 modifier.”  - page 569

– (severity of functional deficit NOT specified) 
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Functional History

• Example 2: PDQ = 80 points

• Grade 2 Functional History Modifier
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The highest grade modifier 

identified in each 

adjustment grid is chosen 

for use in the net 

adjustment calculation.

P 572 
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Non-Verifiable Radicular Complaints 

p 576

Nonverifiable Radicular Complaints:

Although there are subjective complaints of 

a specific radicular nature, there are 

inadequate or no objective findings to 

support the diagnosis of radiculopathy.
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Non-Verifiable Radicular Complaints 

p 576
Nonverifiable Radicular Complaints:

Nonverifiable radicular complaints are defined 
as chronic persisting limb pain or numbness, 
which is consistently and repetitively recognized
in medical records, in the distribution of a single 
nerve root that the examiner can name and 
with the following characteristics:

… preserved sharp vs. dull sensation and 

preserved muscle strength in the muscles it 
innervates, is not significantly compressed on 
imaging, and is not affected on electrodiagnostic
studies (if performed).
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Jensen et al. BMC MSD 2015; 16: 374 DOI 10.1 186/s12891-015-0827-4
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Radiculopathy Definition:

“Hidden” in PE section. Page 576

Subjective reports of sensory changes are more 
difficult to assess; therefore, these complaints 
should be consistent and supported by other
findings of radiculopathy.

[“It feels odd when you touch me there”, yet t 

perceives all stimuli IS NOT necessarily 
radiculopathy.]

There may be associated motor weakness and 
loss of reflex. A root tension sign is usually 
positive.         [NOT “MUST be”]



Sharp vs. Dull Perception

60



Sensory Exam: Instructions

• Close your eyes

• Each time you feel a touch on your leg,  

tell me 2 things by saying 2 words.

• Say “Close your eyes and tell me”

– which leg felt the touch – “Right” or “Left”

– whether you were touched with the “Sharp” or 

the “Dull” side of the pin

– For example: “Left, Dull” OR “Right, Sharp”

61



The Guides, 6th Edition Terms

Radiculopathy “Any pathological condition of a spinal nerve 
root, most commonly compression with or without 
inflammation, or less frequently another disorder such as 
traction, tumor, or infection.  Radicular symptoms may include 
pain, numbness, tingling, and/or weakness in distribution of the 
nerve root, usually involving an upper or lower extremity.  
Physical findings are weakness of the involved myotome 
(muscles innervated by the nerve root), diminution in or loss
of the corresponding muscle stretch reflex (if any), 
diminished sensation in the appropriate dermatome (area of 
skin supplied by the nerve root) and/or positive root tension 

signs.. As commonly used, and for purposes of the

Guides, radiculopathy requires the presence of 
radicular physical findings, not just symptoms..” 

AMA Guides, 6th Edition, Glossary P613-14
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More Rules on Diagnosis: p 563

Common conditions related to degenerative 

changes in the spine, including 

abnormalities identified on imaging studies 

such as annular tears, facet arthropathy, 

and disk degeneration, do not correlate

well with symptoms, clinical findings, or 

causation analysis and are not ratable 

according to the Guides.



Analogies
• “Of course you have headache, 

You have GRAY HAIR

on visual imaging.” of your head !!

• Gray Hair also correlates with Type 2 

Diabetes Mellitus



When you ORDER a MRI, SAY

• “You are old enough that we will see aging 
changes on your MRI.

• Here is a list of the aging changes commonly 
seen in volunteers who get a MRI done even 
though they say they have never had low back 
pain.

• You will see some of these words on your 
MRI report. 

• My job is to figure out if the aging changes 
mean something, or CORRELATE with your 

symptoms.”



Spine 2004; 29(23): 2679-2690, Battié



Brinjikji W, et al.

• Am J Neuroradiol 

• AJNR 2015; 36(4): 

811-6

• Systematic 

Review

• 33 articles

• 3110 

ASYMPTOMATIC

individuals



Am J Neurorad 2014: ePub Ahead of Print

10.317A/ajnr.A4173



Lumbar

Same footnote in 

Tables 17-2 & 17-4

Missing “1” for Grade A added in Oct 2014 Reprint
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Footnote “a” on page 571

• Note: The following applies to the 

cervical, thoracic, and lumbar spine 

grids: 1) Intervertebral disk 

herniation excludes annular 

bulge, annular tear and disk 

herniation on imaging without

consistent objective findings of 

radiculopathy at the appropriate 

level(s) when most symptomatic. 
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More Rules on Diagnosis: p 563

Congenital anomalies such as spina bifida occulta,

abnormal segmentation and conjoined nerve roots

are not ratable as impairments. Developmental

anomalies, including spondylolysis, some forms of

spondylolisthesis, kyphosis and excessive lordosis

or scoliosis are also not ratable. 

There may be exceptions to these rules in some 

jurisdictions, related to aggravation of 

preexisting conditions.
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New Concept: Chronic Axial pain

CAN Now be Rated 

• Class 1: 0-3% WPI [0,1,2,3,3]

• The percentage impairment within that 
range depends on functional assessment, 
since there are no reliable physical 
examination or imaging findings in this 
group.

• [This means do NOT use Physical Exam 
or Clinical Studies as adjustment factors,  
use only functional history.]

• GMPE & GMCS are NOT applicable
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Case 2: Cervical strain with residual
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New 6th Edition Category

Spinal pain [p563] 

WITHOUT Objective Findings
• These patients have no objective findings and, 

therefore, are often given a diagnosis of “chronic 
sprain/strain” or “nonspecific” back or neck pain. 
The current methodology allows these patients 
to be rated in impairment class 1, with a range of 
impairment ratings from 1 to 3% whole person 
impairment (WPI). 

• The percentage impairment within that range 
depends on functional assessment, since 
there are no reliable physical examination or 
imaging findings in this group.
– Page 563
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Page 563

The patient who is rated in this impairment class 

(IC 1) and then presents with another episode 

that results in placement in this same 

impairment class (IC 1) may move up or down a 

grade within the class with each successive 

assessment at MMI. However, this patient would 

not be entitled to an accumulation of 1% or 

2% WPI ratings, or placement in a different 

class, unless the diagnosis changed.

For Example: Jump to Radiculopathy row if diagnosis changes
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Page 563

That is, the patient might, after a second injury, 

move from grade B to grade C within Class 1, 

but successive evaluations of 1% or 2% WPI 

would not be added to increase the impairment 

beyond the maximum impairment assigned for 

grade E in that diagnostic impairment class. 

Thus, a person with a grade B or 1% impairment 

who sustains a similar, subsequent injury that is 

rated as grade D or 3% WPI would then have a 

3% WPI.
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Page 563

In states where apportionment is 
appropriate, 1% impairment would have 
preexisted the new injury and 2% would 
be related to the new injury. 

A person who has a grade C or 2% WPI 
who sustains a new injury, and still falls in 
grade A, B, or C, still has a 2% WPI, 
meaning there is no new impairment (0%) 
for the new injury.
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Case 2: Cervical strain with residual
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Now that Diagnosis has 

established the Class

• Adjust the impairment from the “default” or 

grade C value by considering:

– Functional History

– Physical Exam

– Clinical Studies

For “Non-specific axial pain 

the only adjustment is Functional History
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Case 2, Cervical Strain with Residual

AMA Guides, 6th Edition

• Net Adjustment = GMFH – CDX

• NA = 2 – 1 = +1

• Thus, Final rating is Class 1, Grade D, or 

3% WPI 
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Case 2: Cervical strain with residual
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Case 3, Lumbar Radiculopathy

• Mr. C is a 40 year old who slips and falls at work 

and lands on his buttocks with immediate low 

back and left leg pain. 

• He does not improve with time. 

• He complains of pain and numbness in the left 

leg that goes all the way to the great toe. 

• His pain worsens with activity.

• MRI shows a 8 mm left sided HNP at L4-5.

• 6 weeks after injury has 

– a L4-5 left microdiscectomy.
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Case 3, Lumbar Radiculopathy
• On exam at MMI:

– Straight leg raising increases his left leg pain at 

30° of elevation of the left leg, and at 40° of 

elevation of the right leg (positive crossed 

straight leg raising).

– Retained sharp versus dull perception in the    

1st dorsal web space (L5 dermatome area).

• Subjective paresthesias in L5 dermatome

– Grade 4+/5 strength in the Anterior Tibial muscle 

(mild foot drop gait). Does not have an AFO. 

– 2 cm of left leg atrophy, 0.5 cm of thigh atrophy.
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Case 3, Lumbar Radiculopathy

• No electrodiagnostic studies done.

• No post-op MRI done.

• Finished work conditioning and returned to work 
despite frequent low back and left leg pain to 
the foot (great toe). 

– Symptoms develop with normal activity, and 
especially at work.

• Taking naproxen and gabapentin.
– No medication side effects

• PDQ = 65

• WHAT IS THE IMPAIRMENT RATING ???
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Case 3: Lumbar Radiculopathy

AMA Guides, 6th Edition

• Very Similar to Example 17-13: Class 2 p 589-590

• Left L4-5 disc herniation with residual 

radiculopathy.
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Residual ONE level radiculopathy

• Dorsiflexion weakness and leg pain.

• Table 17-4, page 570
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Example 17-13: Class 2 p 589-590

• Adjustment Grids:

– Functional History: Grade modifier is 2 based on 

report of pain with normal activity. 

– Physical Exam: Grade modifier 2 for either positive 

SLR or for atrophy, note that 4/5 strength would only 

be grade modifier 1.

– Clinical Testing: Grade modifier 2 as well. 

– The net adjustment is 0, 

– Impairment is grade 2, class C, 

which equals 12% WPI.
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Functional History

• PDQ = 65

• Grade 2
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The highest grade modifier 

identified in each 

adjustment grid is chosen 

for use in the net 

adjustment calculation.

P 572 
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Clinical Studies: Spine (page 581)

If a diagnosis of AOMSI, 

is made, imaging studies 

should be excluded as a 

grade modifier. P 563

ALSO includes stenosis

pseudarthrosis, fracture, 

or spondylolisthesis.

This leaves

radiculopathy

Post-Op 

Study may

Be Grade 0.

UNLESS

Surgical

“Oops”
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Rules, Rules, Rules

• If a diagnosis of AOMSI, pseudarthrosis, 

fracture or spondylolisthesis is made, 

imaging studies should be excluded as 

a grade modifier. P 563 & 577

• Lists do not include Spinal Stenosis,      

but logically should, as imaging is just as 

key a criterion for diagnosis.
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When do you use Imaging as a 

GRADE Modifier ??

Category Use Imaging ?

Class 0, Every Diagnosis No, to exclude diagnoses

Chronic Non-Specific Pain No (FH is the only GM)

Disc Herniation Yes (consistent or not)

AOMSI, Pseudarthrosis, 

Spinal Stenosis, 

Spondylolisthesis, Fracture, 

Dislocation

No, used in Class 

assignment.

Deep Spinal Infection Perhaps, if not draining

Major surgical complications

(Broken or displaced implant)

Yes
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Example 17-13: Class 2 p 589-590
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Key Point: 

Residual ONE level radiculopathy

• Dorsiflexion weakness and leg pain.
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Case 3: Lumbar Radiculopathy

AMA Guides, 6th Edition

• Final Rating Class 2, Grade C, or 12 % WPI

• Left L4-5 disc herniation with residual 

radiculopathy.
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TLIF                                  LLIF

Anterior Approach
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Example 4: Lumbar Fusion

Non-specific Low Back Pain
• Subject: 52-year-old man.

• History: The patient had an onset of back pain 
and right thigh and calf pain after digging 
trenches to lay cable. 
– NO neurologic deficit, straight leg raising negative

– He was treated with physical therapy and medications, 
without resolution of symptoms.

– MRI showed a bulging disc with an annular fissure at 
L4-5 

– Flexion/extension X rays before surgery documented 
NO instability within the parameters described for 
AOMSI.

– The patient was treated with a lumbar fusion at L4-5 
one year prior to evaluation.
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Example 4: Lumbar Fusion

• Current Symptoms at MMI: Reported “some” 
improvement in his back pain and no significant 
leg pain.

• Functional History: PDQ score of 120, 
consistent with severe disability. Pain with all 
ADLs, “prevents me from even sedentary work”.

• Physical Exam: Decreased lumbar range of 
motion,

• “Positive” SLR test on the right at 30°
BUT it increases only his low back pain.

• Normal neurologic exam.
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Example 4: Lumbar Fusion

• Imaging: Solid L4-5 fusion with intact 

pedicle screw construct, and all screws 

appear to be in the pedicles.

• Medications: Sustained release opioids at 

200 mg morphine equivalent daily, with 

carisoprodol at bedtime.

– Denies any medication side effects.
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AMA Guides, 4th Edition

Criteria for Loss of Motion Segment 

Integrity are Radiographic
• Too much motion only (instability).



AMA 6 Method
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Case 4, Lumbar Fusion, 6th Edition

• Fusion with pain but no radiculopathy @ MMI
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Case 4: Lumbar Fusion
AMA Guides, 6th Edition

• 6th Edition has a different methodology to 

measure instability radiographically.

• 6th Edition retains the concept of “too little motion 

(surgery) qualifies” as Alteration of motion 

segment integrity (AOMSI).

• Thus, use the same diagnosis row for:

– Radiculopathy from HNP, NO surgery

– Radiculopathy from HNP, surgery 

• Discectomy with or without Fusion

– Fusion with or without radiculopathy
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Example 4: Lumbar Radiculopathy

AMA Guides, 6th Edition
• Diagnosis: Status post lumbar fusion at L4-5 

Impairment Rating: Regional Impairment: 
Diagnosis is consistent with “Intervertebral disk 
herniation and/or AOMSI at a single level         
or multiple levels with medically documented 
findings; with or without surgery, 

• and 

• with documented resolved radiculopathy        at 
the clinically appropriate level(s), or
nonverifiable radicular complaints …” and 
therefore, assigned to class 1 with default 
impairment of 7% WPI.

?



109

Example 4: Lumbar Radiculopathy

AMA Guides, 6th Edition

• Some might argue, surgery is NOT to be 

considered in the 6th Edition ratings.

No mention of leg symptoms,

Or of leg findings.
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Example 4: Lumbar Fusion

• Current Symptoms: Reported some 
improvement in his back pain and no significant 
leg pain.

• Functional History: PDQ score of 120, 
consistent with severe disability. Pain with all 
ADLs, “prevents me from even sedentary work”.

• Physical Exam: 
– Decreased lumbar range of motion, [NOT used in 

rating impairment]

– Positive SLR test on the right at 30° as it increases 
his low back pain.

– Normal neurologic exam.
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Back Pain, NOT radicular

Leg pain

Normal

Normal

Normal

None
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Clinical Studies: Spine (page 581)

If a diagnosis of AOMSI, 

is made, imaging studies 

should be excluded as a 

grade modifier. P 563

ALSO includes stenosis

pseudarthrosis, fracture, 

or spondylolisthesis.

UNLESS

Surgical

“Oops”
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Example 17-14: Class 2 p 590

• Reported “some” improvement in his back 

pain and continued to experience symptoms 

even with sedentary activity, consistent with 

Grade 4

• Functional Assessment: 

The PDQ is 120 consistent with Grade 3.
P 575



114114

Functional History (Page 572)

The examiner must assess the reliability of the 
functional reports, recognizing the potential 
influence of behavioral and psychosocial factors. 

If the grade for Functional History differs by two 
or more grades from that described by Physical 
Examination or Clinical Studies, the Functional 
History should be assumed to be unreliable. 

If the Functional History is determined to be 
unreliable or inconsistent with other 
documentation or clinical findings, it is excluded 
from the grading process.
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Example 17-14: Class 1 p 590

• Adjustment Grids:
– Functional History: Grade modifier 3 or Grade 4. 

– Note history is consistent with grade modifier 4 and PDQ score 
is consistent with grade 3 (assuming both are reliable, select 
highest value for net adjustment calculation).

– Physical Examination: Grade modifier is 0 – No findings. 

– Clinical Testing: Not applicable - AOMSI

• Thus, Functional History is 2 or more Grades higher than 
either Physical Exam or Clinical Studies and is excluded. 

• No Grade Modifiers are applicable.

• Use Class 1, Grade C
– From Row for AOMSI = 7 % WPI

– From Row for Non-Specific Backache = 2 % WPI
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My Bias: Call it AOMSI

• Lumbar fusion with poor result

Errata
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PDQ

• Used in 
the Pain 
Chapter   
to 
determine 
impairment
, and in the 
Spine 
Chapter as 
a potential 
grade 
modifier 
(Functional 
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Chapter 3: Pain

Degree of Pain-

Related 

Impairment

Pain Disability 

Questionnaire 

(PDQ)

Whole Person 

Impairment (%)

None 0 0

Mild 1- 70 0

Moderate 71-100 1

Severe 101-130 2

Extreme 131-150 3
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Chapter 3: Pain, p 39
• 3.3b Rating Impairment When Pain Accompanies 

Objective Findings of Injury or Illness That Permit 
Rating Using Another Chapter in the Guides

• The PRI system that was developed for the Sixth Edition 
of the Guides makes a basic distinction between 
assessing pain in conditions that can be rated according 
to principles outlined in Chapters 4 through 17, vs ones 
that cannot be rated. The PRI system outlined in 

this chapter is used only if a patient 
presents with a painful condition and cannot 
be rated according to principles outlined in 
Chapters 4 to 17. It should also be noted that 
patients’ subjective experiences regarding their 
conditions are considered in the ratings described in 
Chapters 4 to 17.
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Debate

• What if the 6th Edition has a clear 

methodology to rate an injury or illness, 

but the rating is ZERO Percent?

• Can you then go to the pain chapter to 

rate impairment??
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Chapter 2

• 2.4d Pain and Suffering

• The impairment ratings in the body organ 
system chapters make allowance for most of the 

functional losses accompanying pain. It should 

be recognized that a zero percent 

impairment rating in Chapters 4-17 is a
numerical impairment rating. The 
broader impairment rating issues associated 
with pain are discussed in further detail in 
Chapter 3.
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Enjoy 

Your 

Flight

Home

May You Travel Safely


