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Video Disclaimer

The videos presented in this training 

are made available by the Texas 

Department of Insurance/Division of 

Workers’ Compensation (TDI-DWC) for 

educational purposes only. The videos 

are not intended to represent the sole 

method or procedure appropriate for 

the medical situation discussed.
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The material presented in this presentation 

is made available by the Texas Department 

of Insurance/Division of Workers’ 

Compensation (TDI-DWC) for educational 

purposes only. The material is not intended 

to represent the sole approach, method, 

procedure or opinion appropriate for the 

medical situations discussed.

Material Disclaimer
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Housekeeping

• “Interactive” webinar

• Mute your phone/VOIP audio connection 

until time to ask questions

• We will mute all attendees during the 

presentation and unmute all for questions

• Unmute your phone/VOIP connection to ask 

questions 
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Housekeeping

• At the bottom of your screen, click                       

to turn on the participant list: 
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“Raising your Hand”
• When we get to the question slides, and you have a question, 

please click on the “raise your hand emoticon” at the bottom of 
the participant list. 

• We’ll call on you accordingly.

• Please click on the emoticon again to put your hand down.
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Combined Values 

for Impairment Rating

Each organ system/body area should be expressed
as a whole person impairment, then

• Whole person impairments should be combined
using the Combined Values Chart (pp. 322 – 324)

• “Combining” assures that the impairment can’t 
exceed 100%.  It  reduces the remaining portion of 
the whole person that is available for the second 
impairment 

• Example 40% c/w 40% (of the remaining 60%) = 
64%
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Using the Combined Values Chart (pg.322)
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Combining 3 or More 

Impairment Values 

• “If three or more impairment values are to be 

combined, select any two and find their 

combined value as above. Then use that 

value and the third value to locate the 

combined value of all. This process can be 

repeated indefinitely, the final value in each 

instance being the combination of all the 

previous values. In each step of this process, 

the larger impairment value must be identified 

at the side of the chart.” (page 322)
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Combining 3 or More 

Impairment Values 

• Best practice - combine the 

largest % with the second largest 

%, then combine with third 

largest %, etc.
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Conflict between DWC 

Statutes/Rules and AMA Guides

DWC Statutes/Rules 

take precedence
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Combining Values in the 

Lower Extremity 

• If the patient has several impairments of the 

same lower extremity part, such as the leg or 

impairments of different parts, such as the ankle 

and a toe, the whole-person estimates for the 

impairments are combined

• If both extremities are impaired, the impairment 

of each should be evaluated and expressed in 

terms of the whole person, and the two percents 

should be combined
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MMI/IR – Lower Extremity Case 1

History of Injury

• 25-year-old firefighter jumped down some 

steps, twisted his right knee, and “heard a 

pop”

• Immediate right knee pain

• Difficulty bearing weight and walking

• Seen by family physician next day

• Diagnosed with knee sprain
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MMI/IR – Lower Extremity Case 1

Treatment History

• Initial treatment included rest, ice, 

compression, elevation and ibuprofen

• Off work for one week

• Returned for follow up in one week; no better 

with persistent swelling and loss of range of 

motion

• Sent for MRI scan of right knee
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MMI/IR – Lower Extremity Case 1

Treatment History (cont’d)

• MRI scan showed oblique tear of posterior 

horn of medial meniscus and partial tear of 

anterior cruciate ligament

• Family physician referred him to orthopaedic 

surgeon
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MMI/IR – Lower Extremity Case 1

Treatment History (cont’d)

• 4 weeks post injury seen by orthopaedic

surgeon who recommended arthroscopic 

partial medial meniscectomy and ACL 

reconstruction

• Patient wanted to avoid surgery and the 

surgeon prescribed physical therapy 3 times a 

week for 4 weeks
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MMI/IR – Lower Extremity Case 1

Treatment History (cont’d)

• Completed 12 visits of physical therapy 10 

weeks post injury
• less swelling, improved range of motion, strength, 

and better functional activity 

• Returned to work with restrictions in light 

capacity, however his knee continued to “lock” 

and “give out”
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MMI/IR – Lower Extremity Case 1

Treatment History (cont’d)

• Returned to orthopaedic surgeon 12 weeks 

post injury
• performed arthroscopic ACL reconstruction and  

partial medial meniscectomy  

• Began physical therapy at 16 weeks post 

injury
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MMI/IR – Lower Extremity Case 1

DD Medical History – 33 Weeks Post Injury

• Completed 24 visits of post-operative PT 16-

32 weeks post injury with “slow progress”

• PT discharge 32 weeks post injury shows
• active knee ROM 100° to -5°

• flexion contracture -5°

• exercise capacity 
• resisted knee flexion right 15#, left 30#
• unable to sustain wall-sit, full unilateral weight 

bearing endurance exercises with RLE, or half squat 
on right leg due to pain and weakness
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MMI/IR – Lower Extremity Case 1

DD Medical History – 33 Weeks Post Injury 

(cont’d)

• PT discharge 32 weeks post injury (cont’d)

• Has RTW with restrictions (medium physical 

demand level)

• “Has made progress, but due to remaining deficits, 

especially in light of job demands as firefighter, 

recommend 8 additional visits of PT over 8 weeks 

in conjunction with home and gym program.” 

• “Scheduled to see the orthopedic surgeon next 

week.”
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MMI/IR – Lower Extremity Case 1

DD Physical Exam – 33 Weeks Post Injury

• Stable vital signs, height 6 feet 1 inch,

weight 180 pounds

• Right knee shows healed surgical

wounds and arthroscopic portals

• Gait shows slightly shortened swing and 

stance phase on right, but no assistive device 

used
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MMI/IR – Lower Extremity Case 1

DD Physical Exam – 33 Weeks Post Injury (cont’d)

• No obvious swelling or effusion

• Atrophy of right quadriceps

• right thigh circumference 51 cm

• left thigh circumference 53 cm

• 4+/5 strength of right knee extension and 

flexion

• Right knee ROM extension -5º and flexion 

100º
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MMI/IR – Lower Extremity Case 1

Based on medical records 

and physical examination 

of injured employee, what 

is compensable injury for 

certifying MMI and IR?
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MMI/IR – Lower Extremity Case 1

Question for DD to 

consider in the exam:  

Has MMI been reached?

If so, on what date?

(May not be greater than 

statutory MMI date shown on 

DWC Form-032)
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MMI/IR – Lower Extremity Case 1

Has MMI been reached?

If so, on what date?

A.Yes, 10 weeks post injury,  date 

completed pre-op PT

B.Yes, 32 weeks post injury, date 

completed 24 visits post-op PT

C.Yes, 33 weeks post injury,  date 

of DD exam

D.No, not at MMI
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Questions about 

MMI/IR?
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MMI/IR – Lower Extremity Case 1
The Sequel

DD Medical History – 45 Weeks Post Injury

• Injured employee returns for  subsequent DD 

exam 3 months later after right knee 

arthroscopic ACL reconstruction with partial 

medial meniscectomy and additional post-op 

PT
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MMI/IR – Lower Extremity Case 1
The Sequel

DD Medical History – 45 Weeks Post Injury (cont’d)

• Returned to full duty work 4 weeks ago

• 41 weeks post injury

• Completed 8 additional PT visits

• 43 weeks post injury
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MMI/IR – Lower Extremity Case 1
The Sequel

DD Medical History – 45 weeks post injury (cont’d)

• PT discharge records 43 weeks post injury 

document 

• good progress with PT, HEP/gym program

• 5/5 right LE strength

• full extension and flexion 135º

• continue HEP and gym program
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MMI/IR – Lower Extremity Case 1
The Sequel

DD Medical History – 45 weeks post injury (cont’d)

• Back to work as firefighter the last 4 weeks

• Reports minimal right knee pain with resisted 

knee flexion activities such as going up steps, 

which he rates as “1/10”
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MMI/IR – Lower Extremity Case 1
The Sequel

DD Physical Exam – 45 weeks post injury (cont’d)

• Well-healed surgical scars

• No right knee swelling or effusion

• No weakness to right quad set

• Manual muscle testing shows 5/5 strength

to right knee flexion and extension
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MMI/IR – Lower Extremity Case 1
The Sequel

DD Physical Exam – 45 weeks post injury (cont’d)

• Mildly positive anterior drawer

• 1+ Lachman’s

• Right knee ROM
• extension 0º

• flexion 140º

• No atrophy
• both thighs circumferences measure 53 cm
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MMI/IR – Lower Extremity Case 1
The Sequel

Based on medical records 

and physical examination 

of injured employee, what 

is compensable injury for 

certifying MMI and IR?
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MMI/IR – Lower Extremity Case 1
The Sequel

Question for DD to 

consider in the exam:  

Has MMI been reached?

If so, on what date?

(May not be greater than 

statutory MMI date shown on 

DWC Form-032)
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MMI/IR – Lower Extremity Case 1
The Sequel

Has MMI been reached?

If so, on what date?

A.Yes, 41 weeks post injury, date 

returned to work full duty

B.Yes, 43 weeks post injury, date 

discharged from PT

C.Yes, 45 weeks post injury, date 

of subsequent DDE

D.No, not at MMI



38
38

MMI/IR – Lower Extremity Case 1
The Sequel

Question for DD to 

consider in the exam:  

On MMI date, what is 

whole person IR?
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MMI/IR – Lower Extremity Case 1
The Sequel

On the date of MMI, what 

is whole person IR?

A. 0%

B. 1%

C.3%

D.4%
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MMI/IR – Lower Extremity Case 1
The Sequel

Which of the 13 methods 

apply?

A. Range of Motion (ROM)

B. Diagnosis Based Estimate 

(DBE)
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Right Knee ROM

extension 0º

flexion 140º
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DBE

Table 64, 

Page 85
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What is the IR?
• ROM = 0%

• DBE = 4% WP

• 1% WP from partial medial 

meniscectomy

• 3% WP for mild anterior cruciate laxity

• Combine two “anatomic parts” 

per Guides pages 75 and 84

• Total IR = 4% WP 

MMI/IR – Lower Extremity Case 1
The Sequel

Can ROM & DBE be combined?
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Combine IR for Each Part of LE

“If the patient has several impairments of the 

same lower part, such as the leg, or 

impairments of different anatomic parts,

such as the ankle and a toe, the whole 

person estimates are combined (Combined 

Values Chart, p. 322).”

Section 3.2, page 75
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ROM and DBE

Do not combine ROM and DBE (except some 

hip conditions per instructions in Table 64)

• see page 75 and page 84

• in general use only one method 

Also, see comment page 84

• example of different organ systems



46

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 1

Condition at MMI

• ROM 

• extension 0º

• flexion 105º

• Partial medial meniscectomy

• No cruciate ligament laxity
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What is the whole 

person IR?

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 1
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What is whole person IR?

• ROM = 4% WP

• DBE = 1% WP
• partial medial meniscectomy

• Can you combine ROM and 

DBE?

• Total IR = 4% WP
• use larger value, page 84

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 1
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MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 2

Condition at MMI

• ROM 

• extension 0º

• flexion 130º

• No cruciate ligament laxity

• DD notes that operative note describes 

surgical procedure as “arthroscopic medial 

meniscus repair and ACL reconstruction”
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What is the whole 

person IR?

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 2
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What is whole person IR?

• ROM = 0% WP

• DBE = 0% WP

• no impairment rating 

for meniscal repair

• Total IR = 0% WP

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 2
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MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 3

Condition at MMI

• ROM 

• extension (flexion contracture) -5º

• flexion 100º

• No cruciate ligament laxity

• DD notes that operative note describes surgical 

procedure as “arthroscopic partial medial 

meniscectomy and ACL reconstruction”
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What is the whole 

person IR?

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 3
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ROM

extension (flexion 

contracture) -5º

flexion 100º

More than 1 

motion?
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Lower Extremity ROM Tables

Appeals Panel Decision 110741, filed 7/25/11

“Section 3.2e does not require that a certifying 
doctor must only use the most severe 
impairment for an individual direction of motion 
within the same table (Tables 40 through 43).”

“There is no provision in the Act or Rules that
adopts the AMA Guides Casebook to determine 
the existence and degree of an employee’s 
impairment.”

“There is no specific provision in the AMA Guides 
in the Lower Extremity section that restricts ROM 
deficits in multiple directions…”
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Lower Extremity ROM Tables

• Conclusion 

• Within the discretion of certifying doctor

• Impairment rating should be clinically 

appropriate

• SHOW YOUR WORK! 

• Describe how you calculated IR and why you 

chose method you used
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• What is whole person IR?

• ROM = 4% or 8% WP
• per APD 110741

• DBE = 1% WP
• partial medial 

meniscectomy

• Total IR = 4% or 8% WP

• Explain how and why

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 3
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MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 4

Condition at MMI

• ROM 
• extension 0º
• flexion 100º

• No cruciate ligament laxity

• 1 cm of right thigh atrophy

• DD notes that operative note describes surgical 

procedure as “arthroscopic partial medial 

meniscectomy and ACL reconstruction”
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What is the whole 

person IR?

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 4
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• What is whole person IR?
• ROM = 4% WP

• DBE = 1% WP

• Atrophy = 1% - 2%

• Can ROM and DBE be 

combined? 

• Can ROM and atrophy be 

combined?

• Can DBE and atrophy be 

combined? 

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 4
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Atrophy, ROM and DBE

• Do not combine ROM and atrophy
• see comment page 78

“…If the impairment is estimated on the basis of ankle and toe loss of 

motion, it should not be estimated on the basis of muscle atrophy also.”

• Do not combine DBE and atrophy
• see comment page 84

“…The expected  muscle weakness or atrophy is included in the 

diagnosis related estimates…”

• Do not combine ROM and DBE
• see comments page 75 and 84

• in general use only one method

• also, see comment page 84
•example of different organ systems
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So … What is the 

whole person IR?

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 4
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• What is whole person IR?

• ROM = 4% WP

• DBE = 1% WP

• Atrophy = 1% - 2% WP

• Total IR = 4% WP

• Explain how and why

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 4
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MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 5

Condition at MMI

• Antalgic gait with moderate knee OA

• ROM 
• flexion 120º
• extension 0º

• No cruciate ligament laxity

• 1 cm of right thigh atrophy

• DD notes that operative note describes surgical 

procedure as “arthroscopic partial medial 

meniscectomy and ACL reconstruction”
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What is the whole 

person IR?

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 5
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• What is whole person IR?
• ROM = 0% WP

• DBE = 1% WP

• Atrophy = 1% - 2% WP

• Do not rate gait

• “Whenever possible … use 

the more specific methods….” 

(Section 3.2b, page 75) 

• Total IR = 1% WP or 2% WP

• Explain how and why

MMI/IR – Lower Extremity Case 1
The Sequel Additional Scenario 5
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Questions about 

MMI/IR LE case 1 

and the Additional 

Scenarios?
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History of Injury

MMI/IR – Lower Extremity Case 2

• Work-related injury resulted in left total 

knee replacement and left ankle fusion

• At DD exam determined to be at MMI
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MMI/IR – Lower Extremity Case 2

Physical Exam Shows

• Knee
– “6/10” moderate continual pain

– unable to walk without cane

– difficulty ascending/descending stairs

– ROM extension -10º and flexion 85º

– A-P instability 8 mm, M-L instability 7º 

– flexion contracture 5º and extension lag 10º

– alignment 7º

• Ankle 
– fused dorsiflexion 15º

– varus 7º 
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MMI/IR – Lower Extremity Case 2

Question for DD to 

consider in the exam:  

On MMI date, what is 

whole person IR?
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MMI/IR – Lower Extremity Case 2

On the date of MMI, what 

is whole person IR?

A. 20%

B. 30%

C.40%

D.44%
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Rating Knee Replacement Results
Table 66, Page 88

A.Pain = 10 points

B.ROM = 15 points 

(75º/5º)

• Note max 25 points 

(125º)

C.Stability = 15 points

• 8 mm AP  = 5 points, 

plus 

• ML 7º = 10 Points

(10+15+15) = 40
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Best Practice - ROM

• One point per 5º 

• ROM of 125º = 25 points

• 25 points is maximum value
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Rating Knee Replacement Results
Table 66, Page 88

D.Flexion contracture 

5º = 2 points

E. Extension lag 10º = 

10 points

F. Alignment 7º = 9 

points

(2+10+9) = 21
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Flexion Contracture vs. Extension Lag

• Flexion contracture = fixed = passive 

ROM

• knee cannot be fully extended either actively 

or passively

• Extension lag = not fixed = active ROM

• knee cannot be fully extended actively;

but passively, more extension may be possible



76

Best Practice - Alignment

• 0º – 4º = 0 points  

• 5º – 15º = 3 points per degree

• >15º = add 20 points
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Best Practice - Alignment

5º =   3 points

6º =   6 points

7º =   9 points

8º = 12 points

9º = 15 points

10º = 18 points

11º = 21 points

12º = 24 points

13º = 27 points

14º = 30 points

15º = 33 points

>15º = 53 points*
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Rating Knee Replacement Results
Table 66, Page 88

SUMMARY

(A + B + C) – (D + E + F)

• (10+15+15) = 40

• (2+10+9) = 21

• 40 - 21 = 19 points

• 19 points - Table 64, 

page 85 

• Poor result = 

30% WP
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Questions?
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• Ankle ankyloses
• Neutral position = 4% WP

• text page 80

• Dorsiflexion 15º 

• ADD 7% WP
• Table 55, page 80

4% WP + 7% WP = 11% WP
• Varus 7º 

• COMBINE 10%

• from Table 56, page 80

• see example page 81

• 11% WP cw 10% WP = 20% WP

Ankle fused at dorsiflexion 15º / varus 7º

MMI/IR – Lower Extremity Case 2
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• Ankylosis, Arthritis and ROM
• “Estimates for arthritic and range of 

motion impairments would not apply to an 

ankylosis impairment”
• page 81

• Combine TKR and Ankle Fusion

• 30% WP cw 20% WP = 44% WP

• IR = 40% WP

• Cannot exceed the amputation 

value 

MMI/IR – Lower Extremity Case 2
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MMI/IR – Lower Extremity Case 2

“The final lower extremity impairment must 

not exceed the impairment estimate for 

amputation of the extremity, 100%, or 40% 

whole-person impairment.”  (Page 84)

Text From Page 84
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Questions about 

MMI/IR LE case 2?
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Total Hip Replacement
Table 64, Page 85
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Total Hip Replacement
Table 65, Page 87
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Total Hip Replacement
Table 65, Page 87
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Total Hip Replacement
Table 65, Page 87
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Total Hip Replacement
Table 65, Page 87
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Total Hip Replacement
Table 65, Page 87
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Total Hip Replacement

* Add the points from categories a, b, c, d, 

and e to determine the total and characterize 

the result of replacement.  Source: modified 

from refs. 42 and 43. 

Table 65, Page 85
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Questions about 

total hip 

replacement?
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History of Injury

MMI/IR – Lower Extremity Case 3

• 25-year-old furniture delivery driver  

involved in frontal impact motor vehicle 

accident

• Injured left knee
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Treatment History

MMI/IR – Lower Extremity Case 3

• Seen in ER

• X-rays and CT showed non-displaced 

lateral tibial plateau fracture

• Orthopedic surgeon recommended non-

operative treatment with cast-brace 

immobilization and non-weight-bearing
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Treatment History (cont’d)

MMI/IR - Lower Extremity Case 3

• Underwent 24 visits PT during 12-30 

weeks post injury

• Follow-up x-rays of left knee 18 weeks 

post injury showed healed fracture 

without displacement
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MMI/IR - Lower Extremity Case 3
Treatment History (cont’d)
30 Weeks Post Injury 

• PT notes
• Performing resisted left knee flexion/extension 

exercises

• 5/5 strength bilateral knee flexion/extension

• Full knee ROM

• Discharged to home exercise program, follow-up 

with treating doctor

• Orthopedic surgeon documents “doing 

well, has progressed with PT, released to 

RTW as a furniture delivery driver without 

restrictions, follow-up prn”
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MMI/IR - Lower Extremity Case 3

Treatment History (cont’d)
92 Weeks Post Injury 

Orthopedic surgeon follow up “persistent knee 

pain with prolonged standing and walking,

x-rays and MRI scan show evidence of post-

traumatic arthritis of the left knee secondary to 

intra-articular fracture”
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MMI/IR - Lower Extremity Case 3

DD Exam - 116 Weeks Post Injury

• Ordered exam from DWC Administrative 

Law Judge via Presiding Officer Directive 

(POD)

• Compensable injury determined at CCH
• non-displaced lateral tibial plateau fracture left knee

• post-traumatic arthritis left knee

• Statutory MMI 105 weeks post injury

• DD ordered to address MMI/IR
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MMI/IR - Lower Extremity Case 3

DD Medical History - 116 Weeks Post Injury

• Chief complaint

• Left knee pain “5-6/10”

• Working full time with restrictions

• Difficulty walking and performing weight 

bearing daily activities
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MMI/IR - Lower Extremity Case 3

DD Physical Exam - 116 Weeks Post Injury 

• Vitals: Height 66 inches, weight 140 

pounds, BP 120/78, pulse 64, 

respiration 14

• Pleasant affect

• Cooperative with history and exam; 

oriented to time, person and place, with 

normal attention span and concentration 
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MMI/IR - Lower Extremity Case 3

DD Physical Exam - 116 Weeks Post Injury

(cont’d)

• Walks with limp

• Does not require use of assistive device 

to walk 

• 1 cm of left thigh atrophy

• Normal lower extremity sensation
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MMI/IR - Lower Extremity Case 3

DD Physical Exam - 116 Weeks Post Injury

(cont’d)

• Left knee range of motion

• flexion 120°

• extension 0°

• Manual muscle testing 5/5 strength of knee 

flexion and extension

• DD additional testing
• weight bearing knee x-rays show 3 mm cartilage 

interval



102
102

MMI/IR – Lower Extremity Case 3

Question for DD to 

consider in the exam:  

Has MMI been reached?

If so, on what date?

(May not be greater than 

statutory MMI date shown on 

DWC Form-032)
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MMI/IR – Lower Extremity Case 3
Has MMI been reached?

If so, what date?

A. Yes, 30 weeks post injury, date 
completed 24 visits PT and 
released to prn by orthopedic 
surgeon

B. Yes, 92 weeks post injury, date of 
follow-up with orthopedic surgeon

C. Yes, 105 weeks post injury, 
statutory MMI date 

D. Yes, 116 weeks post injury, 
date of DD exam

E. No, not at MMI
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MMI/IR – Lower Extremity Case 3

Question for DD to 

consider in the exam:  

On certified MMI date, 

what is whole person IR?
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MMI/IR – Lower Extremity Case 3

On date of MMI, what is 

whole person IR?

A. 2%

B. 4%

C. 5%

D. 6%
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MMI/IR – Lower Extremity Case 3

What exam findings are 

used for IR?
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Which of the 13 Methods Apply?

• Atrophy = 1-2% WP
• Table 37, page 77

• ROM (0°-120°) = 0%
• Table 41, page 78

• DBE = 2% WP undisplaced tibial

plateau fracture
• Table 64, page 85

• Post traumatic arthritis = 3% WP
• Table 62, page 83

Which of these can you combine?

MMI/IR – Lower Extremity Case 3
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Lower Extremity Impairment 

Rating Concepts

• Combine arthritis and intra-articular

fractures

• Diagnosis Based Estimates (DBE)
• see instructions pages 82 and 84 

• Do not combine ROM and DBE (except some 

hip conditions per instructions in Table 64)

• In general use one method
• pages 75 and 84

• Use “whichever is greater”
• page 84 (twice)
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Lower Extremity Impairment 

Rating Concepts

• Do not combine ROM and atrophy
• Comment page 78

• “…If the impairment is estimated on the basis of 

ankle and toe loss of motion, it should not be 

estimated on the basis of muscle atrophy also.”

• Do not combine DBE and atrophy
• Comment page 84 

• “…The expected muscle weakness or atrophy is 

included in the diagnosis related estimates….”
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Which of the 13 Methods Apply?

• Atrophy = 1-2% WP
• Table 37, page 77

• ROM (0°-120°) = 0%
• Table 41, page 78

• DBE = 2% WP undisplaced tibial

plateau fracture
• Table 64, page 85

• Post traumatic arthritis = 3% WP
• Table 62, page 83

• DBE 2% WP cw arthritis 3% = 5% 

WP

MMI/IR – Lower Extremity Case 3
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MMI/IR – Lower Extremity Case 3
Additional Scenario 1

What if …

• 1 cm thigh atrophy

• Knee ROM is -8º to 100º

• DBE undisplaced tibial plateau fracture

• Post traumatic arthritis
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What is the whole 

person IR?

MMI/IR – Lower Extremity Case 3
Additional Scenario 1
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• What is ROM IR?

• Two methods
• per APD 110741

• Which method is more 

clinically relevant

in this case?

• Show your work!
• explain method used and 

rationale for use

MMI/IR – Lower Extremity Case 3
Additional Scenario 1
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MMI/IR – Lower Extremity Case 3
Additional Scenario 1

ROM (-8º to 100º) 

= 4% or 8%

• per APD 110741, 

and

• Table 41, page 78



115

• 1 cm thigh atrophy = 1-2% WP 

• ROM (-8º to 100º) = 4 % + 4 % = 

8% 

• DBE = 2% WP for undisplaced tibial 

plateau fracture* 

• Post traumatic arthritis = 3% WP* 

• Could be
• ROM 8% WP > 5% WP

(DBE 2%* cw Arthritis 3%* = 5%)

• ROM 4% WP < 5% WP

• Explain why and how

MMI/IR – Lower Extremity Case 3
Additional Scenario 1
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Questions about 

MMI/IR LE case 3?
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MMI/IR – Lower Extremity Case 4
This case discusses Lower Extremity(LE) Peripheral 

Nerve Injuries.

• There is confusion and potential controversy 

when calculating impairment for LE nerve 

injuries.  

• Prior to case discussion,  will present some 

of the methodologies of determining 

impairment for nerve injuries.  
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LE Peripheral Nerve Injuries

• Chapter 3 Method – Section 3.2k.
• pages 88 and 89 and TABLE 68.

• Three categories of nerve impairment in the LE
• motor deficits

• sensory deficits 

• dysesthesia 

• All estimates listed in Table 68 are for 
COMPLETE motor or sensory loss for named 
peripheral nerves

• Also, see APD 101481
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LE Peripheral Nerve Injuries

• Chapter 3 Method – Section 3.2k.

• Motor, sensory and dysesthesia estimates 

should be combined (text page 88)

What are the issues regarding section 3.2k and 

Table 68? 
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LE Peripheral Nerve Injuries

• Chapter 3 Method – Section 3.2k.

• Not all nerve lesions are COMPLETE.

• What to do when there is an incomplete 

lesion?  There are a couple of options which 

we will address

• ALSO, are there problems with Table 68?
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Peripheral Nerve Injures
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LE Peripheral Nerve Injuries

• TABLE 68 (page 89) 

• Errors of OMISSION

• Errors based on INCORRECT data

• Refer to Figures 59 and 60 on Page 93

• DO NOT just make up a value! 
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LE Peripheral Nerve Injuries

• TABLE 68 (page 89) 
• Errors based on OMISSIONS

# SAPHENOUS extension of the FEMORAL 
(sensory)

# TIBIAL after splits from SCIATIC NERVE at the 
popliteal region (sensory AND motor) 

# DEEP PERONEAL (sensory AND motor)

• There is a method for the determining MOTOR 
nerve without Table 68.
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Peripheral Nerve Injures - OMISSIONS

Saphenous (S)

Tibial (M&S) 

Deep Peroneal (M&S)
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LE Peripheral Nerve Injuries

• Chapter 3 Method – Section 3.2k.

• TABLE 68 (page 89) 

• Errors based on INCORRECT DATA

# SUPERFICIAL PERONEAL 

(Motor to Peroneal muscles is not noted)  

# OBTURATOR 

(Sensory innervation of the medial thigh is not

noted).
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Peripheral Nerve Injures - ERRORS
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LE Peripheral Nerve Injuries

• Chapter 3 Method 

• Alternate: Partial motor loss MAY be rated 

on basis of manual muscle testing per 

Section 3.2d:

# Table 39, page 77

# Text on page 76

Motor findings MUST be reproducible and consistent* 
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LE Peripheral Nerve Injuries

• A Chapter 3 Method for Determination of 

PPARTIAL LOSS

• EXAMPLE: Partial motor loss for 4/5 ankle 

eversion = 2% WP
• Section 3.2d, Table 39, page 77 

• Does not provide a method for partial 

sensory loss  - would have to use another 

methodology. 
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Peripheral Nerve Injuries  - Table 39
USE TABLE 39 WHEN TABLE 68 DOES NOT HAVE 

A MOTOR NERVE LISTED
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Peripheral Nerve Injuries – Table 39

ANOTHER EXAMPLE for a TABLE 68 DEFICIENCYUSE TABLE 39 WHEN TABLE 68 DOES NOT 

HAVE A MOTOR NERVE LISTED

Ex. A SCIATIC NERVE INJURY WITH REINNERVATION AND 

INTACT HAMSTRINGS BUT WEAK IN POSTERIOR TIBIAL NERVE
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Peripheral Nerve Injuries – Table 39

ANOTHER EXAMPLE for a TABLE 68 DEFICIENCYUSE TABLE 39 WHEN TABLE 68 DOES NOT 

HAVE A MOTOR NERVE LISTED

SCIATIC NERVE INJURY WITH REINNERVATION AND INTACT 

HAMSTRINGS BUT WEAK IN POSTERIOR TIBIAL NERVE
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Peripheral Nerve Injures

• Chapter 4 Method for Determination of 

Partial Loss 

• The Nervous System - pages 150 and 151

• Similar to UE methodology

• Consider this section for partial motor 

and/or sensory nerve loss is present 

where applicable (i.e. when there is a 

named sensory / motor nerve in Table 68)

•
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Peripheral Nerve Injures
Chapter 4 Method

• Determine appropriate peripheral nerve involved

• Take WP value from Chapter 3, Table 68, page 89 for 

complete motor or sensory loss

• Multiply value for complete motor loss (Table 68) by the 

grade of the partial loss for motor deficit
• Chapter 4, Table 21, page 151

• Multiply value for complete sensory loss (Table 68) by 

the grade of the partial loss for sensory deficit
• Chapter 4, Table 20, page 151

• Combine partial motor % WP with partial sensory % WP
• Combined Values Chart, page 322
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History of Injury

MMI/IR – Lower Extremity Case 4

• 25-year-old laborer sustained an 

isolated non-displaced left proximal to 

mid-shaft lateral fibular  fracture, with 

injury to superficial peroneal nerve



135

Treatment History

MMI/IR – Lower Extremity Case 4

• Seen in ER 
• X-rays and CT show isolated non-

displaced mid to distal fibular fracture

• Orthopedic surgeon treated with a boot

• Developed numbness over the dorsum of 

the foot

• Weakness in the ankle everter muscles
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Treatment History (cont’d)

MMI/IR – Lower Extremity Case 4

• 8-18 weeks post injury
• 24 visits of PT

• 16 weeks post injury
• Follow-up x-rays showed healed fracture

• Orthopedic surgeon 24 weeks post injury
• Minimally decreased ankle ROM

• Ankle eversion 4/5 all other muscles 5/5

• Released RTW with restrictions 

• 3 month follow-up to evaluate nerve healing
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MMI/IR - Lower Extremity Case 4

DD Medical History - 36 Weeks Post Injury

• Left lower leg pain “2-3/10”
• chief complaint

• Was working full time with restrictions for 

12 weeks, then without restrictions for 

the last 2 weeks.   
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MMI/IR - Lower Extremity Case 4

DD Physical Exam- 36 Weeks Post Injury

• Vitals:  Height 66 inches, weight 140 

pounds, BP 120/78, pulse 64, 

respiration 14

• Walks without limp

• Does not require use of assistive device 

to walk 
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MMI/IR - Lower Extremity Case 4

DD Physical Exam - 36 Weeks Post Injury 

(cont’d)

• Decreased sensation dorsum of the left foot 

that is forgotten with activity

• No abnormal or painful sensation

• Manual muscle testing shows 4/5 strength of 

ankle eversion 

• Ankle plantar flexion, dorsiflexion, and 

inversion are 5/5
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MMI/IR - Lower Extremity Case 4

DD Physical Exam - 36 Weeks Post Injury 

(cont’d) 

• Bilaterally symmetric calf and thigh 

circumference 

• Knee Flexion 120º and extension 0º

• Plantar flexion 30º and dorsiflexion 12º

• Inversion 25º and eversion 15º
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MMI/IR – Lower Extremity Case 4

Based on medical records 

and physical examination 

of injured employee, what 

is compensable injury for 

certifying MMI and IR?



143
143

MMI/IR – Lower Extremity Case 4

Question for DD to 

consider in the exam:  

Has MMI been reached?

If so, on what date?

(May not be greater than 

statutory MMI date shown on 

DWC Form-032)
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MMI/IR – Lower Extremity Case 4

Has MMI been reached?

If so, what date?

A. Yes, 18 weeks post injury, date 

completed 24 visits PT

B. Yes, 24 weeks post injury, date 

last saw orthopedic surgeon

C. Yes, 36 weeks post injury, date 

of DD exam

D. No, not at MMI
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MMI/IR – Lower Extremity Case 4

Question for DD to 

consider in the exam:  

On MMI date, what is 

whole person IR?

Show your work!
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Questions?
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MMI/IR – Lower Extremity Case 4

On date of MMI, what is 

whole person IR?

A. 0%

B. 1%

C.2%

D.3%
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Which of 13 methods apply? 

• Ankle / Hindfoot ROM

• One motion within each joint vs. more 

than one motion within each joint
• Appeals Panel Decision 110741

• 0% either method

• Knee ROM 

• 0% either method

MMI/IR - Lower Extremity Case 4
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Which of 13 methods apply?

• What about DBE?
• none

• non-displaced lateral malleolar fracture
• see page 86 (not addressed)

• If there was a DBE, could you 

combine DBE and ROM?

MMI/IR - Lower Extremity Case 4
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Which of 13 methods apply? 

• Peripheral Nerve (Superficial 

Peroneal nerve)

• 2 Methods
• Chapter 3

• Chapter 4

• BOTH NERVE & ROM APPLY –

Different Organ Systems

MMI/IR - Lower Extremity Case 4
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LE Peripheral Nerve Injuries

• Chapter 3 Method for Determination of 

PARTIAL LOSS

• IN THIS CASE:  Partial motor loss for 4/5 

ankle eversion 
• 2% WP

• Section 3.2d, Table 39, page 77 

• Does not provide a method for partial 

sensory loss  - would have to use another 

methodology. 
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Peripheral Nerve Injuries – This case
USE WHEN TABLE 68 DOES NOT HAVE A MOTOR NERVE LISTED
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Peripheral Nerve Injures

• Chapter 4 Method for Determination of 

Partial Loss 

• In this case the partial sensory nerve loss 

is applicable.  

• May use this when there is a motor nerve 

listed in Table 68, but it is an incomplete 

lesion.   

• Not this case.
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Peripheral Nerve Injures

Chapter 4 Method

• Determine appropriate peripheral nerve involved

• Take WP value from Chapter 3, Table 68, page 89 for 

complete motor or sensory loss

• Multiply value for complete motor loss (Table 68) by the 

grade of the partial loss for motor deficit
• Chapter 4, Table 21, page 151

• Multiply value for complete sensory loss (Table 68) by 

the grade of the partial loss for sensory deficit
• Chapter 4, Table 20, page 151

• Combine partial motor % WP with partial sensory % WP
• Combined Values Chart, page 322
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Chapter 4 Method (cont’d) - THIS CASE

• Determine appropriate peripheral nerve 

involved
• superficial peroneal nerve

• Take WP value from Chapter 3, Table 68, 

page 89 for complete motor or sensory 

loss
• motor 0% WP   (Due to error in TABLE 68)

• sensory 2% WP

Peripheral Nerve Injures
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Impairments from Nerve Deficits

Table 68, Page 89
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Peripheral Nerve Injures

Chapter 4 Method (cont’d)

• Multiply value for complete sensory loss (Table 

68) by grade of partial loss for sensory deficit

• Chapter 4, Table 20, page 151

• 2% WP x 25% = 1% WP

• Multiply value for complete motor loss (Table 68)

by grade of partial loss for motor deficit

• Chapter 4, Table 21, page 151

• 0% WP x 25% = 0% (due to error in Table 68)

• Combine partial sensory WP% with partial motor 

WP% 

• Combined Values Chart, page 322

• 1% WP cw 0% WP = 1% WP 



158

Chapter 4, Tables 20 and 21 - Page 151
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Peripheral Nerve Injures

Chapter 4 Method (cont’d)

• What is missing from this CHAPTER 4 METHOD?

# DOES NOT ACCOUNT FOR DYSESTHESIA

# For Table 68, Dyesthesia is either present or 

NOT.  There is no partial. 
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Peripheral Nerve Injuries Methods:

• Chapter 3 (Section 3.2d)

• Partial motor = 2% WP

• No rating for partial sensory

• Chapter 4 (Section 4.4c)

• Partial sensory = 1% WP

• No rating partial motor / dysesthesia

2% WP or 1% WP (or 3% WP)?

Explain how and why

MMI/IR - Lower Extremity Case 4
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• Knee / Ankle / Hindfoot 

ROM = 0 %

• DBE = 0 %

• Peripheral nerve = 2% WP

• Peripheral nerve combined 

with MSK % WP (if we chose 

the greatest)

• 2% WP c/w 0% WP = 2% 

WP (or 3%)

What is Total Lower Extremity IR?
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Questions about 

MMI/IR LE case 4?
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This next section is intentionally NOT in the hand out.

This is for a review, but is important that you go to your 

AMA GUIDES TO PERMANENT IMPAIRMENT, 4th Edition 

and highlight, make notes etc.

The point is to have you learn the concepts and NOT 

memorize information.

LOWER EXTREMITY PEARLS
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IMPAIRMENT IS BASED ON ONE OF THESE METHODS* 

ANATOMIC

DIAGNOSTIC

FUNCTIONAL 

(Page 65)

• Like the UE, impairments of different regions combine 

(FOOT / ANKLE / KNEE / HIP)

• Each region can be addresses by different methods

• *Different systems combine (MSK / Vascular  / Nerve)

How to Determine Impairment

Rating  Lower Extremity
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1. Limb Length Discrepancy (T. 35, p. 75)

2. Gait Derangement (T. 36, p. 76)

3. Muscle unilateral atrophy (T. 37, p. 77)

4. Muscle strength (T. 38 and 39, p. 77)

5. ROM (T. 40-45, p. 78)

6. Ankylosis (T. 46-61, pp. 79-82)

7. Arthritis aka “DJD” (T. 62, p. 83)

8. Amputation (T. 63, p. 83)

How to Determine Impairment

Rating  Lower Extremity
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9. Diagnosis Based Estimates – fractures,

deformities, dislocations, ligament

instability, bursitis, surgical procedures

(T. 64, 65, & 66, pp. 85-88)

10.Skin Loss (T. 67, p. 88)

11.Peripheral Nerve Injuries (T. 68, p. 89)

12.Causalgia and RSD/CRPS (p. 89, see p. 56 
for UE RSD discussion)

13.Vascular disorders (T. 69, p. 89)

How to Determine Impairment

Rating  Lower Extremity
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Calculate impairment according to text

and tables for each applicable parameter

of the 13 possible methods.

Determine which parameters can be combined.

Select the largest and most clinically appropriate method 

for each region.

“The physician, in general, should decide which 

estimate best describes the situation and should use 

only on approach for each anatomic part.” (p. 84)

How to Determine Impairment

Rating  Lower Extremity
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• All tables show percentages in lower extremity (LE) and 

whole person (WP).

• Impairment values are expressed and combined at WP 

level, for both same LE part (i.e. ankle), or for different 

parts of the LE (i.e. ankle and knee).

• The Lower Extremity is weighted at 40% Whole Person.

• Never exceed amputation value – APD 111720.

• Lower Extremity impairments calculated to exceed 40% 
of the whole person are rated at the amputation value of 
40% whole person.

How to Determine Impairment

Rating  Lower Extremity
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Section 3.2a: LIMB LENGTH DISCREPANCY –
Table 35

Difficult to use in IEs with: 

Pelvic angulation

Knee Flexion Contracture

Significant Ankle Edema

•Can assess with CT for Leg Length (CPT 77073).  

[Tape measure and/or iliac crest level not recommended.]  

• Must be 2cm or greater to rate >0% – see T. 35, p. 75.

LOWER EXTREMITY PEARLS
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Section 3.2b: GAIT DERANGEMENT – Table 36

“Whenever possible, the evaluator should use the 

more specific methods of those other parts in 

estimating impairment”.  “Does not apply to 

abnormalities based only on subjective factors, such 

as pain or sudden giving way”.  

To be an impairment, the Guides do state that it MUST be 

Permanent. Temporary symptoms or use of assistive 

device(s) are not PERMANENT. 

DO NOT combine with any other impairment.

LOWER EXTREMITY PEARLS



171

Section 3.2b: GAIT DERANGEMENT - Table 36 

Page 84 - “The final lower extremity impairment must 

not exceed the impairment estimate from amputation 

of the extremity, 100 % or 40 % WPI”.  

This applies to ALL lower extremity impairments.  Text more 

authoritative than Tables as per Texas APDs. 

Note that ALL in the severe category on Table 36 “exceed 

the amputation value”, which is 40 %.  

Even if both lower extremities were amputated at the level 

of the hip, the COMBINED WP value would be 64 %. 

Therefore 80 % for wheelchair dependent is NOT plausible 

or supported by the Guides in the written text.

LOWER EXTREMITY PEARLS
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Section 3.2b: GAIT DERANGEMENT - Table 36 

For Table 36, the first requirement under a MILD Lower 

Limb Gait Derangement is with "documented moderate to 

advanced arthritic changes to the hip, knee or ankle”. 

While not specifically stated in the table 36 under 

MODERATE and SEVERE categories, an appropriate 

assumption would be that the higher categories would as 

well even if not spelled out. 

Example on page 75 discusses this as well.  

LOWER EXTREMITY PEARLS
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Section 3.2c: MUSCLE ATROPHY (Unilateral) -
Table 37 

“Neither limb should have swelling or varicosities that 

would invalidate the measurements”. Page 76

As per Table 37, measure the thigh at 10 cm above the 

patella.  

As per Table 37, measure the calf at the “maximal 

circumference on the normal side is compared with the 

circumference at the SAME level on the affected side”.

[Please document this distance to evaluate consistency.]

LOWER EXTREMITY PEARLS
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Section 3.2d: MANUAL MUSCLE TESTING (MMT) -
Table 38 to 39 

MMT is “dependent on the patient’s cooperation and is 

subject to the patients conscious and unconscious control.  

The results should be concordant with observable 

pathologic signs and other medical evidence”.  (Page 14)

“Findings varying by more than one grade between 

observers, or such findings made by the same observer on 

separate occasions are not valid”. (Page 76)

“Patient’s whose performance is inhibited by pain or fear of 

pain are not good candidates for using MMT”. (Page 76)

LOWER EXTREMITY PEARLS
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Section 3.2e: RANGE OF MOTION – Tables 40 to 45

“Principles similar to MMT apply because the patient’s fear

or motivation may affect results.  If it is clear to the

evaluator that a restricted ROM has an organic basis,

multiple evaluations are unnecessary.  IF multiple

evaluations exist, inconsistency of a grade between

findings of two observers or separate occasions of same

observer, makes the results invalid”.  (Page 77)

LOWER EXTREMITY PEARLS
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Section 3.2e: RANGE OF MOTION – Tables 40 to 45

Page 14 states “evaluating the range of motion of an

extremity or the spine is a valid method of estimating

an impairment.  To some extent, however, the ROM is

subject to the patient’s control.  The results of such

evaluations should be consistent and concordant with

the presence or absence of pathologic signs and other

evidence’. 

LOWER EXTREMITY PEARLS
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Section 3.2e: RANGE OF MOTION – Tables 40 to 45

Would expect SOME variability of ROM on any given day, 

BUT be suspicious of :

• Wide swings of ROM, 

• Evidence of mismatch of ROM with functional activities 

in exam room

• Passive far greater than active without an associated 

nerve injury.  

In other words, the ROM must make sense based on the 

injury and don’t take measurements on your exam at face 

value.  

LOWER EXTREMITY PEARLS
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ROM - Appeals Panel Decision 110741 (filed 7/25/11)

• “Section 3.2e does not require that a certifying doctor 

must only use the most severe impairment

for an individual direction of motion within the

same table (Table 40 through 43).”

• “There is no provision in the Act or Rules that

adopts the AMA Guides Casebook to determine the 

existence and degree of an employee’s impairment.”

• “There is no specific provision in the AMA Guides

in the Lower Extremity section that restricts ROM 

deficits in multiple directions…”

LOWER EXTREMITY PEARLS
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ROM (continued) 

• Use of more than one ROM deficit within a 

joint is at the discretion of the certifying doctor.

• The impairment rating should be clinically 

appropriate  (Pages 8,14 and 77). 

• SHOW YOUR WORK! – describe how you 

calculated the IR and why you chose the

method you used.

LOWER EXTREMITY PEARLS
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Section 3.2f: ANKYLOSIS – Tables 40 to 45

Each joint has a baseline position of optimum ankylosis.  

This is the base value.  Deviations from that are assigned 

additional impairment from Table 46 to 59.

The first plane of motion with deviation from optimum is 

ADDED to the base value.  Any additional deviation in a 

second plane of motion is COMBINED.  

[Refer to example on page 81.]  

LOWER EXTREMITY PEARLS
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Section 3.2f: ANKYLOSIS – Base for:

Hip = 20 % WPI

[25 – 40 degrees of flexion and neutral EXT / IR / ER / ADD / ABD]

Knee = 27 %WPI

[10 – 15 degrees of flexion with good alignment]

Ankle = 4 % WPI

[Neutral without FLEX / EXT / VARUS / VALGUS]

Foot = 4 % WPI (Hindfoot, Midfoot, Forefoot)  

[Subtalar neutral is 0 degrees without VARUS / VALGUS]

LOWER EXTREMITY PEARLS
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Section 3.2g: ARTHRITIS – Table 62

“ROM techniques are of limited value for estimating

impairment due to arthritis”.  

“For most patients, X-ray  grading is a more objective and

valid method for assigning impairment estimates than

physical findings, such as the ROM or joint crepitation”. 

(Page 82)

• Table 62 is based on residual cartilage interval.  [See 

text on page 82 for techniques and the neutral position]

• Don’t forget the footnotes of Table 62.

LOWER EXTREMITY PEARLS
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Section 3.2h: AMPUTATION: Table 63 

• Table 63 is straightforward – rate the level    

of the amputation. 

• This table should give you an idea of what 

a maximum  impairment should be for 

injuries at different levels of the leg.  

LOWER EXTREMITY PEARLS
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Section 3.2i: DIAGNOSIS RELATED ESTIMATES 

– Table 64

Only use one approach for each anatomic part.  [Refer to 

the case in this lecture.] 

DON’T COMBINE: 

Atrophy w ROM page 78

Atrophy with DBE page 84

ROM with DBE page 81 and 84

LOWER EXTREMITY PEARLS
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Section 3.2i: DIAGNOSIS RELATED ESTIMATES 

– Table 64

Table 64:  “The expected muscle weakness or atrophy is 

included in the diagnosis related estimates.

Only use one approach for each anatomic part.  

LOWER EXTREMITY PEARLS
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Section 3.2i: DIAGNOSIS RELATED ESTIMATES 

MAY COMBINE:

• DBE for INTRA-ARTICULAR fracture with cartilage 

interval from Table 62 (Page 83).  

• Can combine injured ligaments with meniscectomy or 

two different ligament injuries (Collateral AND Cruciate). 

• Malalignment of a fracture with shortening of the  

affected limb (Page 84) 

• Impairments for two different body systems (Page 84).    

[Example of acetabular fracture and sciatic nerve injury.

LOWER EXTREMITY PEARLS
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Section 3.2i: DIAGNOSIS RELATED ESTIMATES 

MAY COMBINE:

• DBE for INTRA-ARTICULAR fracture with cartilage 

interval from Table 62 (Page 84).  

• Can combine injured ligaments with meniscectomy or 

two different ligament injuries (Collateral AND Cruciate). 

• Malalignment of a fracture with shortening of the  

affected limb (Page 84) 

• Impairments for two different body systems (Page 84).    

[Example of acetabular fracture and sciatic nerve injury.

LOWER EXTREMITY PEARLS
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Section 3.2k: PERIPHERAL NERVE:

Table 68 is for COMPLETE motor or sensory losses.  

[One of the cases gave options for determining impairment 

for partial nerve loss.  TWO METHODS. Choose which 

method best represents the injury pattern.]

• Error in Table 68 - Superficial Peroneal innervates the 

Peroneal muscles.  Should be motor impairment, but this 

is not represented in Table 68. 

• Some nerves missing from Table 68:

* Deep Peroneal branch (motor and sensory) * Saphenous (Sensory)

* Posterior Tibial Motor and Sensory) * Posterior Femoral Cut. (Sensory)

LOWER EXTREMITY PEARLS
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Section 3.2L CAUSALGIA / RSD - See page 56 

CRPS Type I (sensory / distal) 

Table 15 x Table 11

CRPS Type II proximal / mixed sensory and motor)

Table 15 x table 11 

Table 15 x table 12

If there is evidence of stiffness (edema or end stage CRPS), then ROM 

of the affected area should also be measured.  COMBINE ALL.  If ROM 

limited due to pain inhibition, then that would likely already be 

accounted for in descriptors of Grades on Table 11.  [Example: Grade 

4 = “which may prevent activity, and / or causalgia”]

LOWER EXTREMITY PEARLS
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3.2M VASCULAR DISORDER – Table 69

• Not common.  

• More applicable to arterial disease than due to venous 

stasis such as due to work related DVT. 

• Since there is a range, explain based on clinical 

evidence in the records why you picked the IR % you 

did.

LOWER EXTREMITY PEARLS
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Thank you


