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Aun: Tshaw

RE:

DOI: 9-8-98
CLAIM#: 1777028
S.S.#

Dear Ms. - . _ _

After completion of a comprehensive evaluation protocol and review of
medical data, the claimant is granted a 10% whole person permanent
partial impairment based on the current work related injury of 9/8/98.
This impairment has been calculated according to the Guides to the
Evaluation of Permanent Impairment, Third Edition, Second Printing,
February 1989, by the American Medical Association.

A request has been made to detcrmine the date of Maximum Medical
Improvement. According to the accepted medical standards, that date has

been calculated as 4/6/99.

The AMA Guides is very specific in it's criteria for the date of Maximum
Medical Improvement. The Guides indicate the MMI date is that date
when the paticnts clinical condition becomes stable and there is no medical
reason to expect that the patient will lose further functional ability.

TWCC guidelines indicate that when a medical condifion has reached a
static course under appropriate medical treatment and there has been 1o
change in the clinical condition of the padent after three months,
Maximum Medical Improvement can be assumed.

Ms. French carries a diagnosis of long standing degenerative osteoarthritis
of the right hip. She indicates she is experiencing pain and discomfort
over the anterior aspect of her left knee for a period of approximately 20
years. It is my opinion that this "knee pain" most likely represents a

referred pain from her right hip.
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The current changes noted on x-ray which consists of significant narrowing of the hip space,
elongation and flatening of the femoral head with a medial beak, represent obvious long-

standing degenerative disease of the hip.

Given her current range of motion deficicncies, I feel that a fall with any direct trauma to the

right hip would most likely decrcase her pain complex. This is a result of the decreased motion
of the hip in association with the fibroarthrosis of the hip secondary to the long-standing

<

degenerative discase. :
Based on current radiographic findings, there is no evidence that there has been any increased
structural deficiency of the right hip which has arisen in and out of the incident date of 8/9/98.

Nor do I consider the degencrative changes and structurat changes which were obviously
long-standing to have any relationship to that incident.

It is quite possible Ms. French may require a total hip arthroplasty in the future taking into
consideration her current degenerative changes.

Her current impairment is based on residual deficiencies of range of motion of the _ght hip and
right knee which are also long-standing and a result of this pre-existent disease coraplex. They
are rated at this time however, based on the current range of motion deficiencies as measured.

I will now take you through the evaluation process step-by-step in order to provide you with the
rationale and best reason opinion for support of the above determination.

The current medical criteria/data as outlined in the AMA Guides indicates that only objective
medical information is required and utilized to assign impairment based on the appropriate AMA
Categories which are relevant to the anatomical area being evaluated.

In order to calculate impairments of the axial spine, we are referred to Figure 84 on page 78 of
the AMA Guides. This Figure is designated as the "Spine Impairment Summary Chart".
Impairments in this section fall into six specific subcategorics. They include: Specific
Disorders, Range of Motion, Neurological Impairment, Other Impairment, Regional Impairment,
and Total Spine Impairment.

In order to calculate the patents current impairment relevant to a specific incident, we are
. referred 1o Category I of Figure 84 which deals with Specific Disorders of the Spine. This

section refers us to Table 49 on page 73.

This Category grants impairments based on Specific Diagnosis and their associated related
entities as they apply to Table 49. This consists of Section I which deals with fractures and
acute trauma of the spine. Section II deals with intervertebral disc and other soft lesions.
Section III deals with spondylolysis and spondylolisthesis, un-operated. Section IV deals with
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spinal stenosis, segmental instability, or spondylolisthesis, operated. Impairments in this section
are usually diagnosed by objective structural changes which are identifiable by established
medical criteria (X-rays, Neurodiagnostics, Scans, Myelograms, and Discograms). If the patient
has documented objective changes that arc causally related 1o the traumatic incident, they are
then granted the appropriate impairment as designated within Table 49 on page 73 which deals

with Specific Disorders.

A review of the current medical documentation and clinical findings provides support the
assignment of a 0% impairment based on Specific Disorders of the Lumbar Spine which is

qualified under Category [IA for the lumbar spine.

Taking into consideration the above impairmeants, the examinee qualjﬁcs for a total impairment
of 0% based on Specific Disorders as indicated in Section I, Figure 84 on page 78.

Category I of the Spinal Impairment Summary sheet allows additional impairments based on
deficiencies of range of .wotion. In order to Jjualify for additional impairments within this
subsection, the examinee ‘.ust mect specific qual.iying and validating factors as outlined in the
AMA Guides. On testUretest analysis, the examinee must also show maximum motion arcs to
be within 15% difference to be statistically valid. -

Utilizing a computerized dual inclinometer, the following motion arc deficiencies have been
determined.

Dual inclinometry measurements were obtained of the lumbar spine demonstrating an
impairment of 0% whole person based on current measurements. Please see Figure 83C
(enclosed) regarding the measured maxirnum motion parameters.

Category I of thc Spinal Impairment Summary form allows additional impairments based on
deficiencies of neurological stams. In order to qualify for additional impairment within this
subsection, the examinee must meet specific clinical issues as outlined in Chapters 3 and 4 of
the AMA Guides. In order to assign impairment within this subsection, sensory and motor
deficiencies must be of a permanent nature and directly or indirectly related to the work incident

and qualify based on Table 10 or 11 on page 40.

Current clinical findings do not demonstrate any residual sensory or motor dysfunction which
is rateable based on Table 10 or 11 on page 40, is of a permanent pature, and direcdy or
indirectly related to the incident date of 9/ 8/98. As such, no impairment is rendered within this
subsection.

QTHER IMPAIRMENTS

Category IV of the Spinal Impairment Summary form allows additional impairments based on
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deficiencies of other anatomical lesions.

Based on review of current clinical findings, as well as review of medical data, the examinee
qualifies for additional other impairments as indicated below. '

Ms. French is also claiming associate. injury to the right hip-and kncc. A review of current -
clinical data does not provide me with any criteria to impart impairments based on specific
disorders. Likewise, she”daes not demonstrate any significant sensory or motor dysfunction to
the lower extremities: :

- Utilizing a dual inclinometer, Ms. French does demonstrate some rapge of motion deficiencies

of the right hip in comparison to the left as well as the right knee.

The AMA Guides is quite specificas to- the manner of determining. impairment for. range of

nmotion deficiencies of the extremities. Using a goniometer the major motion arcs of the joints
‘are measured and recorded. The opposite extremity is utilized 2s a standard.

Motion arc deficiencies are determined subtracting the affected from the unaffected side. This
motion arc deficiency valuc is then applied to the appropriate Table or Figure for impairment

determination.

If there is a pre-existing pathology of the opposite extremity joint being considered, then the
measured motion arcs of the joint in question are applied directly to the appropriate Figure.

Ijtilizing a goniometer, the following motion arc deficiencies of the right hip have been
determined in comparison to the left: flexion - 10 degrees, extension - 25 degrees, abduction -
5 degrees, adduction - 5 degrees, internal rotation - 25 degrees and external rotation - 23

degrees.

Addressing Table 37 on page 62, she is granted a 2% impairment for flexion and a 5%
impairment for extension. ‘ '

Addressing Table 39 on page 63, a 2% impairment for abduction and a 2% impairment for
adduction.

Addressing Table 40 on page 63, a 6% impairment for internal rotation and a 6% impairment
for external rotation. Total impairment for the hip is 24 %. :

Range of motion of deficiencies of the right knee were also calculated compared to the left
demonstrating a 5 degree motion deficiency. Addressing Figure 35 on page 61, this equates to
a 2% impairment whole person. .
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Combining the above impairments for hip and knee range of motion dysfunction, we come to
a 26% impairment to the lower extremity. This translates to a 10% whole person permanent

partial impairment.

TOTAL IMPAIRMENT BASED ON FIGURE 84 OF THE SPINAL
IMPAIRMENT SUMMARY SHEET

Taking into consideration Specific Disorders, Range of Motion, Neurological Dysfunction, and
Other impairments, the examinee is granted regional total impairment which is a summation of
the combined values derived from each of the three spinal categories. As such, the following
impairments have been gramed: Cervical 0%. Thoracic 0%. Lumbar 0%.

Combining all the regional totals utilizing the combined value chart, the examinee is granted a
Total Whole Person Permanent Partial Impairment based on the Spinal Impairment Summary

form of 10% whole person.

Ms. French was subsequently referred to the performance lab where she underwent ergometric
analysis. -

This examination consists of the Kasch step test, University of Michigan Lift test, Dynamic
Progressive Lift test, and the Jamar hand dynamometer protocol.

The test sequences give us an approximation of the examinees current cardiovascular fitness
criteria as measured from the Kasch Step Test. g

The University of Michigan Isometric Strength Test (NIOSH Strength Test) gives us indication
of isolated strength performances as manifested by the Squat test, the Back Lift, the Push-In,
the Pull-Out and the High Near Lift. This provides us with information regarding maximal
single lift performance within the specific categories. measured.

The Dynamic Progressive Lift test gives us information regarding the examinees endurance as
well as their capacity for repetitive or frequent lifting.

The Jamar Hand Dynamometer Protocol provides us with a validity profile while at the same
time, measures unilateral grip streogth, in the five designated positions.

All test scquences provide us with an inherent validity protocol for both intra-test as well as
cross test analysis to determine maximal strengths and weaknesses.

Utilizing the cardiovascular monitoring, one is able to determine sub-optimal as well as
maximal efforts.
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The functional capacity test (F.C.E) will measure only what the examinee is willing to give -
at the time of evaluation. These test sequences are utilized for consideration of employability

as well as associated work restrictions and/or limitations.

KASCH STEP TEST SUMMARY -

Utilizing the Kasch step tEst; the examince demonstrated a final recovery beat count of 87 beats
per minute. This qualified the examinee with the "average” cardiovascular fitness category.

KASCH STEP TEST RESULTS

The examinee was tested in the facility utilizing the Kasch. step. test. This test is designed to
meacure the individuals cardiovascular condition through the use of a simple, submaximal bench

stepping procedure.

The test is performed by having the examinee step for 3 minutes on a 12 inch bench at a rate
of 24 steps per minute (a total of 72 steps). The examiinees heart rate is monitored during the
test for safety (test is terminated if the heart rate exceeds 85% of age; adjusted maximum heart

rate).

At the end of 3 minutes, the examinee stops, steps over the bench and sits down, while the heart
rate continues to be monitored during a one minute recovery. The total number of heart beats
is counted during recovery, and this count is compared with the population norms to determine
the appropriate classification of cardiovascular condition (one of six standard levels).

CLASSIFICATION/RECOVERY HEART BEAT COUNTS

EXCELLENT - 71 TO 78 BEATS
VERY GOOD - 79 TO 83 BEATS
AVERAGE - 84 TO 99 BEATS
BELOW AVERAGE - 100 TO 107 BEATS
POOR - 108 TO 118 BEATS
VERY POOR - 119 ABOVE

ISOMETRIC STRENGTH TEST "UNIVERSITY QF MICHIGAN"

Applying the University of Michigan Isometric Strength test, examinee demonstrated the
following performance:
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a Squat Lift of ....... 0 1Ibs.

a Back Lift of ....... 7.9 lbs.
aPull-Inmof .......... 10.8 1bs.

a Push-Outof ......... 9 Ibs.

a High Near Lift of ... 7.9 Ibs.

Validity Profile:

Applying the validity protocol, the examinee demonstrated minimal efforts of less than 15
pounds on 5 out of 5 tasks, demonstrated performances below recommended weight limits on
3 out of 3 tasks, and demonstrated inappropriate strength changes on 2 out of 3 tasks.

INAPFROPRIATE HORIZONTAL STRENGTH CHANGES

An Inappropriate Horizontal Strength Change represents an abnormal variance in lifting
performance when an object is lifted as a designated vertical height while changing the distance

between the person and the object lifted.

When the distance between the object and the lifter is changes, the person’s lifting capacity will
change in a predictive way. The capacity will increase as they move closer to the lifted object,
and will decrease as they move away from the lifted object. There is a simple inverse
relationship that exists between the maximum weight lifted and the horizontal location of the

load.

If two or more inappropriate horizontal lift changes are present, one can assume submaximal
effort and/or symptom magnification.

A review of current functional data determined during the testing protocols did not demonstrate
any significant increase in heart rate as anticipated. This test is not consistent with maximum

effort.

DYNAMIC PRQGRESSIVE LIFT TEST

Applying the Dynamic Progressive Lift test, the examinee demonstrated an initial heart rate of
84, a terminal heart rate of 84 beats per minute, with an estimated target heart rate of 130 beats
per minute. The final weight lifted was measured at 11 lbs. The examinee indicated a perceived

load of "too heavy" and a pain level "intolerable”.

Based on the lifting capacity as monitored in the Dynamic Progressive Lift test, the examinee
qualified within the DOT Category of "SEDENTARY".
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An apalysis of the compatibility of the performances of the Isometric Strength test and the
Dynamic Strength Test "is" compatible.

A review of the heart rate demonstrated no appreciable change. Although Ms. French indicated

intolerable pain and a weight hmxt as being too heavy, it is noted that she did not approximate

ber target heart rate. Without" any psychological change, it is highly unlikely that she was .
acrually perceiving in the psycholog1cal way a lift that was too heavy for a pain level that was

intolerable. This would tcmmly increase the beart rate.

AMAR DYNAMOMETER TESTING

Additional testing was carried out utilizing the Jamar Hand Dynamometer Protocol. Strength
paramecters were measured and compared to standardized norms. (For 4th Edition users this
would be found in Table 32, page 65, it is not found in the 3rd Edition).

The right hand strength demonstrated a percent norm of 22%. The left hand strength measured
a percent norm of 33%.

Validity Summary: Applying the validity summary, the examinee demonstrated coefficients of
variation greater than 20% on O of 10 trials for the maximum voluntary effort testing.

Appropriate curves were noted on 2 out of 2 curves.

It should be noted that the overall weakness of grip strength cangge
basis. There was certainly no injury to her hands or upper extremities. 'ﬂus !
correlate extremely well with her lack of maximum performance no rou gt
testing. Essentially, Ms. French has oot provided maximum effort and as such, one must rely
on current clinical findings and review of supportive medical documentation for current

employability.
Indications for Employability

A review of current and past medical data, a consideradon of the examinees current physical
findings, and consideration of the performances noted during the Functional Capacity testing,
there does not appear to be any medical reason which would preclude the examinee from
traveling to work, being at work, and performing appropriate tasks and duties, if they wished
to do so.

A review of current medical documentation shows no appreciable structural change in Ms.
clinical condition as a result of the incident date of 9/8/98. As such, I see no medical
reason as to why she could not rerurn back to her pre-employment position. As such, I would
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not impart any additional work restrictions and/or limitations relative to the work related incident
of 9/8/98.

OPINION DISCLAIMER

The opinions rendered in this case are the opinions of William E. Blair, Ir.,, M.D. -This
examination has been conducted on the basis of the medical examination and the documentation
as provided, with the assumption that the material is truc and correct.

If more information becomes available at a later date, an additional
service/report/reconsideration may be requested. Such information may or may not change the

opinions rendered in this examination.

The opinion is based on the clinical assessment, clinical examination, and documentation as
provided. This opinion does not constitute per sé a rccommendation for specific claims or
administrative functions to be made or enforced.

. Sincerel

American Academy of Evaluating and Disability Physicians
Fellow of American Academy of Orthopedic Surgeons
Certified by the American Board of Orthopedic Surgery
Certified by the American Board of Independent Examiners
Diplomate of the American College of Forensic Examiners

WEB/ew

cc: TWCC - Waco
801 Austin Ave., Suite 840
Waco, Texas 76701

April French
P. O.Box 607
Wortham, Texas 76693
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Austin, Texas 78704

REPORT OF MEDICAL EVALUATION

*. Injurcd Gynployee's Name (Last First M.1.) N l 2, Socul Secu!i_\y_Numl;c;_) 5 o 3 Datc of Injury q 8
. 31 9-8 -
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T e . Lo 2> 74,@13 951/5765“ - 3609
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7. ;(%kcn'!Cnmpaér SE:; Dp'/g S'é, ( ,

8. Emgloyet! Mnhn& Address (Sureet ar P.O. Box) City . . Zip Code
BYENS R Mexie  Tx. 2@.(2.@7

9. Doctor’s Name, Trle and Speclalty ) 10. D i Vuu
WILLIAM E. BLAIR, JR., M.D. : ~ q’ﬁ
1. Doctor’s Maillng Address (Suect or P.O. Bax)  City " Swee Zip Code 12. Phone Numbr.r
7001 WOODWAY DR..SUITE 305 wWaACO TEXAS 76711 (154) 776-7864
13, Professional License Number 1CD-9 Codcl)
" - (.,‘?:q‘;w 64 Il
: ,(4)

15. Foderal Tax Identification Number
74-2648307

16. Please amach a narmive history of the employee's medical candition(s) including buc nat limited to:
1) onset and course of employee’s medical condition(s); and
b) (indings af previous examinations, tremens, and responses 0 treaments
nat previously repared to the insurance carrier and the Commission by e doczor making this feport.
c) 2 descriptioa of the results of the most recent ¢linici! evaluxion of the cmployce.

MAXIMUM MEDICAL IMPROVEMENT
17. Has amployee reached maxinwm medical improvenient as defined on the reverse side? Plcase check the apprapriace box and complete the remainder of the form,

( ) Nu, the employee has not rached maximum medical improvement. Give the cstimated date on which the employee is expeced ta reach ="—um medical

impra

%Ys I cenify the above-nwncd employee has reached maximum medial m\provcmanl on 7~ é‘? i . Thu date may not be prospective

/" IMPAIRMENT RATING ! Q
8. [ cenify the above-mamed employee las a whole body impalrment rating of %. (Plexse anach worksheets used to determine the whole bodv impairment.

Objextive clinical or faboratary finding means 2 medical finding of impairment resulting from a compensable injury. bused oa comperent objective medical evidence
ghall be bared an the compensable inyury alanc. =

To deermine Wie exisicnce and degree of the amployee's impuirment, a doctor must use the *Gudes (@ the Evaluaton of Permanouw Impurment. * third edition, :c:ar.d
priting., February 1989, publuned by the Americin Meadical ‘Association.

that is independenily confirmable by a doctor, including a de:gnnad doctar, without reliancc on the tubjective symptoms perczived by Whe enployes. The impairment ratng

IMPORTANT NOTICE T INJURED EMPLOYEE AND THE INSURANCE CARRIER: THE FIRST IMPAIRMENT RATING
ASSIGNED BY A DOCTOR IS C THE RATING IS NOT DISPUTED WITHIN 90 DAYS FROM RECEIVING
INOTICE OF THE RATING. NTACT THE FIELD OFHCE HANDLING THE CLAIM FOR FURTHER INFORMATION.
19. Doctor Type: (check approprigle block) Required Medical Bxamination Docar
( ) Treming ) Designated MC.\mc\' Selected ( ) Commission Selected

. Signaure of Doctor M_s& 21. Date of this Repont A/"& - QC)

PR

. A doaor, other than :hc uaating doctor, who ccrifics m-ulmum medical impravement mutt send his Report of Medical Evatuadon (TWCC-69) (o the treating ductar ro later
(han 7 days after the cxamuaion. The vcadng doclor, in wm, must mail ths Repon of Medical Evaluatian ta the commussion field office handling the anployes’s clam within
7 days. This will servc as the (reaung doaior's agreement or disagrecment with cenificton of maximum medical improvemax and/ar with dic assigned IMpairment QR.CE. \

Treating Doctar's Review of Centification of Maximum Medical [mprovement and Assigned [mpainnent Ranng (see revenie side for instruahions)

) 1 AGREE with the above doctar's certification of muxnnuni nwedical improvement ( ) ! DISAGREE with the abave doclor’s centification af maximum nuzix=l
improvement.

) L AGREE wnlt Uic abave docinr’s usvigoed nhpaitment raiing. ¢ )| DISAGREE wuli lhe ahove dociar's astpied iovpairment raung

Signature al 1Tratny Soacne

Printed Nane of Traatryg Ditur It Due Signed ‘

[WEC (N Tev Srha)



HISTORY & PHYSICAL

TOTAL TIME FOR EYALUA:I_‘IQN: 10:00 - 11:45 & 12:38 - 1:10

REFERRAL SOURCE: Office of Risk Mgmt. - —-—

OSE CT EV ATIO

1. Has past/cuicent treatment been reasonable and necessary?
2. Is continued treatment reasonable and necessary?

3. Is the Hip degenerative disease related to the cSmpensable injury?

4. If so, is hip replaccment necessary?

5 What is patient’s current work status in regards to the compensable injury?
6. Has patient reached MMI? What is impairment rating?

7. If pot at MM, what is the recommended treatment plan?

PERTINENT AREA QF INJURY: RT. HIP, RT. KNEE and BACK

HISTORY OF INJ URY:

Ms. ~  states that on 9-8-98, while cmployed for Mexia State Scbool as a Tech. therapist
IV, she was injured when she was escorting a behavioral client back to the dorm. The client
tripped ber., causing her to twist her back and fall on right side(kmee and hip).

The examinee reports that there were witnesses 0 the injury.

The examinee reports that she has not retaiped an attorney. She did apply for Social Security
Disability as a result of this injury but was denied.

Ms. states that she 1s currently receiving workers compensation benefits.
She is not working at this ume.



HISTORY OF TREATMENT FOR THE INJURY:

The following history is compiled based on a review of medical records and medical intake with
Ms. French: )

9/8/98 - Lumbar X-ray - suggestion of some mild disc space narrowing [4/5. Lumbar spine
othcrwise unremarkable.

Thoracic X-ray - mild kyphoscoliosis.

- Rt. Hip - somewhat prominent changes of degenerative osteoarthritis in the right hip. Hip is

otherwise unremarkable - Parkview Hospital - C. . . L.D.

9-8-98 - Visit - limited flexion/extension of back and hip. Pt. referred to ._o*-N.D
1 ,-., MD.

9-14-98 - Visit - Pt. sull in severe pain. Rx Soma - N. D. . . D

11-3-98 - Visit - Pt. medical history positive for hepatitis 15 ycars ago and diagnosed with
rheumatoid arhritis. She has long-standing degenerative arthritis of the right hip. Problems in
the mid back, shoulders, back. Can not stand for long period of time and gets tired. Said she
has arthritis in her knees. Pt. has been on therapy. She has had MRI of the low back. Internal
rotation of the rt. hip is slightly limited. Negative SER. I think she can return to normal

activities - Dr. |

3-2-99 - Visit - Pt. saw Dr. ind hip replacement was recommended - Dr.

Pt. states she is going to have surgery.
She states she has gone through phy. therapy which helped her back.

Current Medications: Rx Tylenol 4 and Ultram. She was also given samples of a new
arthritis medication - Celebrex 200 mg. ‘

HisTorY OF CURRENT COMPLAINTS:

Al the time of evaluation, the examinee’s pain diagram illustrates the following complaints:
Shooting pain in the front and back of the right hip.

PAST MEDICAL HISTORY:

The examinees prior on-the-job injurics included: being hit in the jaw by a client. There bave
been no sports related injuries, fractures or mator vehicle accidents requiring medical attention.

Ms. s surgical history is negative.



The examince states ltbat she is currently being treated for depression by Dr. Buchmeyer. She
takes Paxil.

EFFECTS OF INJURY ON ACTIVITIES OF DAILY LIVING:

Secondary to the injury, the examinee reports restrctions in her daily activities. She is unable
to clean the house like she use to_ Her husband now does. She cooks but not anything that
takes time. She cap not sit for long petiods of time. Her son usually carries in the groceries
for her. ‘ .

-

She has difficulty with driving. She tries to stay within a 10 to 15 mile radius.
She used to knee board.

Negative effects are also reported on her personal relationships. It has caused problems with
her husband.

SocIAL HISTORY:

Mrs. _is married with one child living at home. She completed 12 years of education and
- will complete her 43_ year of college in December. .

She smokes less a pack of cigarettes daily. She docs not consume alcoholic beverages.

PHYSICAL EXAMINATION:
Vital Signs -- This is a 45-year-old right-banded female. Height, 5* 1". Weight, 155 pounds.

Abdomen -- Protuberant.
Genitalia and Rectum -- Not examined.

Extremities and Neurological — Range of motion of the elbows, wrists, and hands is also within
pormal limits. Strength on manual muscle testing of shoulders abduction, elbow flexion and
extension, and wrist flexion and cxtension, is normal. Strength, as demonstrated by hand grasp,
is normal. Sepsation to gentle touch is normal with no changes noted. Decp-tendon reflexes
in the upper cxtremites are bilaterally present, symmctrical, and equal. Measurements of the
arms and forearms at a point 5" above and 5" below the olecranon process are bilaterally equal

with no evidence of muscle wasting. Tinel’s sign is negative.

Examination of the thoracic spine does not reveal evidence of tender points, trigger points or
demonstrable musiﬂe spasrm.



Examination of the lumbar spine and lower extremities reveale HEmS
S1 on the left side. There is no trigger points or demonstrable muscle spasm. Rangc of motion

of the lumbar spine is slightly decreased in flexion and extension.

Range of motion of the hips is - 80 degrees of flexion on the right, and 90 degrees on the left,

extension is 25 degrees on the right, and 0 degrees on the left, abduction 25 degrees on the right
and 30 degrees on the left, adduction 15 degrees on the right, and 20 degrees on the left,

internal rotaton is 5 degrees on the right and 30 degrees on the left, external rotation is 15
degrees on the right and 40 degrees on the left. Range of motion of the knees is - 130 degrees
of flexion on the right, and 135 degrees on the left, extension is O degrees bilaterally.

General examination of the knees revealed bilateral patella femoral crepitation. Anterior and
Posterior drawer signs are negative. McMurray’s test is negative. Range of motion of the
ankles and toes is within normal limits. Strength, as determined by examination of the hip
abductors and adductors, quadriceps, foot flexors and extensors and toe extensors, is within
.pormal limits. The examinee is able to walk on heels and tiptoes. She is not able to squat.
Sepsation as tested by gentle touch does not reveal changes in sensation in the lower extremities.
Deep-tendon reflexes in the lower extremities-are bilaterally present, symmetrical, and equal.
Measurements taken at a point approxXimately 5" above and 5" below the patellac are bilaterally
symmetrical with no evidence of muscle atrophy noted. Fabere test is positive on the right for
hip pain. Serught—lcg raising with the examinee in the sitting position is 90 degrees bilaterally.

Straight-leg raising with the examinee in the supine posxuon is 40 degrees on the right and 45
degrees on the left.

DIAGNOSIS:

Nonspecific low back pain.

Marked lumbar lordosis horizontal sacrum.
Long standing osteoarthrits right hip.
Decreased articular space right hip.
Flatteped femoral head.

Fibroarthrosis right hip.

O

M.D., FFA.AD.EP., CIME.
WEB/nv



AR -2 /uation Center

7003 Woodway Dr., Suite 305

Waco, TX 76712

Phone (254) 776-7864 Fax (254) 776-0775

Report Date: 04/06/99

PATIENT INFORMATION:

Patient: __ ___ ____ ID#: 464801983

Address: n/a .~ DOB: 04/10/53 Agc: 46 Sex: F
_ n/a, . - \Hci.ght: 61in Weight: 1551b
Phorne (H): n/a o Phone (W): n/a

Initial Visit: 04/06/99 Occupation: n/a

... Referred by: n/a ...DOT:

... Resting Pulse Rate: n/a ... SIC:

... Blood Pressure (sitting): n/a Employer: n/a

Physician: n/a Insurance Co: n/a

Tested By‘ Norma Attorney: n/a

bLIitp Caburns, M.D:

HR at énd of

HR at end of

Recﬂﬁery

HR at start
of test stepping recovery beat count Category
78 76 78 87 Average (84-99)

pilts Gaparne, WD

POSTURE RESULTS H CHANGES RESULTS APPROPRIATE
Squat Lift 0lb H Squat Lift 0lb Decrease? NO
Back Lift 791b H Back Lift 781b Increase? NO
Pull In 10.81b
Push Out 91b
High Near Lift 7.91b H High Near Lift . 351b Decrease? YES
The patient’s heart ratc was measured at the start Isometric Hearf™¥Ye Response” 3|
of cach test, as well as the maximum heart rate " (Starting & Maximum HR for each test)
attained during the rest period after each test. : - -

Graph at right and table below shows the change 140 1

in heart rate for each test. , 120

Test Name StartHR MaxHR Expected (oo

Squat Lift 84 85 No o (
Back Lift 79 84 Yes 1
Pull In 78 85 n/a “

Push Out 83 81 n/a @ — — e
High Near Lift 78 &3 Yes Back Lia Push Ow =
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Dynamic Progressive: fotmg Summary @ 1998 PhIflip Osbarh. MDD
- CERVICAL (Knuckt To-,: el BEG!NNING ENDING
Shoulder) Rt
Weight Lnfted 111b 111b
Perceived Load 1 - (Like Nothing) 9 - (Too Heavy)
Pain Level 0 - (No Pain) 9 - (Intolerable)
Heart Rate (Target = 130) 84 84
The Figure to the right shows the patient's . .
heart rate response during the Dynamic e M0 I
Progressive Lift. The X-axis shows the = I -
weight lifted at each leval of the test (in- E
pounds), while the Y-axis shows the 8«
patient’s heart rate at the end of that lifting = 2
level expressed as a percent of the patient's T
age-adjusted maximal heart rate, Weight Uifted (Lb)

o Jamar Grip Testing ‘Summary: o 1ses Phiifip Ocborna, MD,
MVE DOMINANT HAND STRENGTH | MVE NON-DOMINANT HAND STRENGTH
Right Hand (Pounds) Left Hand (Pounds)

Pos 1 Pos2 Pose3 Posd4 PouS$ Pot! Pose2 Posd Poad PoseS

T e MVE REG REG Test REG %
'REG RESULTS.{ performance Performance Score Change
Dominant (R) 11.4 Ib 20.31b 8.9 78%
Non—domlnant (L) 15.7 Ib.. ‘ 244 1b 8.7 55%

Right Strength = 5.2 kg, AMA Norm = 23.4 kg, Percent of Norm = 22%
.Left Strength = 7.1 kg, AMA Norm = 21.5 kg, Percent of Norm = 33%

: g Coefficients of variation > 20% on _0_of _10 trials (MVE).
VALIDITY Inappropriate strength curves on _2 _of 2 curves (MVE).
# Positive REG scores on _2_of 2 sides (REG).

" AMANorms' |-

Additional Summary Informatian’ © 1896 Phiillp Oxbarne, M.D.- - ..
' | Positive | Negative " | Inconsistent | Consistent
Cervical rasponse Beck
Shoulder response LIA
Trochanteric pressure . . . Waddell Signs . .
Hoover's test -_ : of 5 Positive




APRIL ___ 04/06/99 - Page 3

WHOLE-BODY ISOMETRIC STRENGTH TESTING

© 1995 Phillip Osbome, M.D.

POSTURE | HDistance | VDistance | RWL* | RESULTS SRl
Squat Lift 10 6 42 1b o™ - nla
Back Lift 15 15 301b 7.9 1b n/a N
Pull In 13’ 62 n/a 10.8 Ib nia
Push Out " -14 49 n/a 9ib n/a
High Near Lift 10 60 40 Ib 7910 nla

* Recommended Waight Limit is the level at which “nearly all healthy workers can perform over
a substantial period of time™ (NIOSH, 1994).

'Comparison of examinee to the normal population. Value indicates percent of population
capable of producing the same level of strength as exerted by examinee (NIOSH, 1981).

H CHANGES | H Distance V Distance RESULTS APPROPRIATE
H Squat Lift 20 6 - 0@ Decrease? NO
H Back Lift 5 15 7.81b Increase? NO
H High Near Lift 20 60 3.51b | Decrease? YES

Validity Summary:
Minimal Effort (< 15 pounds) on _5_ of _5_tasks.

Effort below Recommended Weight Limiton _3 of _3 tasks.

Inappropriate horizontal strength changes on _2_ of _3 . tasks.

 COMMENTS (referenced by number from test result table) Comment Picture -
(1) Examinee was unable to perform the Squat Lift due to the low AR WA

height.

(2) Examinee was unable to perform the H Squat Lift due to the low

height.
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Blbliography:
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DYNAMIC PROGRESSIVE LIFTING © 1995 Phillip Osbome, M.D.

PROTOCOL: CERVICAL (Knuckle-To-Shoulder) (1)

BEGINNING - ENDING
Weight Lifted 111b - 11ib
Perceived Load _ 1 -(Like Nothing) 9 - (Too Heavy)
Pain Level . . 0 - (No Pain) 9 - (Intolerable)
Heart Rate (Target = 150) 84 84

Reason for Discontinuation of Testing

Psychophysic'al: Examinee rated pain
level at 8 or 9 after lifting 11 Ibs.

Lifting Capacity (DOT Category) Indicated

by this Performance Sedentary
Compatible with [sometric Performance? YES
Heart Rate (beats/min) Cumulative Work (Ib-ft)
200 — 6000 - | T ]
175 5000 - ,
150 4000 - —
125 3000 %
100 2000 1 —
75 1000
wRe |
0 1 2 3 4 5 0 1 2 3 4 5
Test Endpoint Conditions for Dynamic Progressive Lifting
CONDITION DESCRIPTION

Psychophysical

Voluntary test termination by the examinee based dn complaints of
fatigue, excessive discomfort, or inability to complste the required
number of movements during the testing interval (cycle).

Physiological

Achievement of an age-determined target heart rate (based on a
percent of maximal heart rate). ]

Biomechanical

Achievement of a predetermined anthropomarphic safe lifting limit
based on the examinee's adjusted body weight. ]

Safety

Intervention by the testing technician based upon an evaluation of the

examinee's lifting posture or technique. |f the examinee Is observed to
perform task while maintaining a horizontal distance of greater than 8"

from the load or to perform the task with feet closer together than

shoulder width, testing is discontinued due to High Risk Work Style.

P
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APRIL
Physical Demand Characteristics of Work
TEwaNo | QUCASIONAL | FREQUENT | CONSTANT | exEGy
LEVEL . ) REQUIRED
Sedentary Upto101lbs. . Negligible Negligible 1.5-2.1 METS
Light Up to 20 Ibs. Up to 10 Ibs. Negligible 2.2-35METS
Medlum 20 - 50 Ibs. 10 - 25 Ibs. Up to 10 Ibs. 3.6 - 6.3 METS
Heavy 50 - 100 Ibs. 25 - 50 Ibs, 10 - 20 Ibs: 6.4-7.5 METS
Very Heavy Over 100 |bs. Over 50 Ibs. Over 20 Ibs. Over 7.5 METS

(1) Exammee was able to perform one qcle on the Dynarmc hﬁ of
11 pounds and requested to discontinue.

Bibliography:

Garg, A., etal. (1980). A comparison of isometric strength and dynamic lifting capacity.
Ergonomics, 23: 13-27.
Mayer, T., et al. (1988). Progressive isainartial lifting'~ evaluation: A standardized protocol
and normative data base. Spine, 13: 993-997.
U.S. Department of Labor. (1991) Dictionary of Occupational Titles, Vol. Il (Fourth
Edition, Revised).
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JAMAR HAND DYNAMOMETER © 1995 Phillip Osbome, M.D.

DOMINANT HAND STRENGTH NON-DOMINANT HAND STRENGTH
Right Hand (Pounds) Left Hand (Pounds)

20
- A
15
10
5
0

Pos1 Pos2 Pos3 Pos4 Pos$ Pos 1 Pos2 Pos3 Pos4 PosS5

Coefficients of Variation (COV’s)

iin[tred brand(s 1ST |- 2ND 3RD 4TH 5TH
marked with POSITION POSITION POSITION POSITION POSITION
Dominant (R) 0.0 11.6 7.8 10.7 8.2
Non-dominant (L) 4.0 1800 _13.7@ 14.09 7.8
Rapld Exchange Grip Testing
MVE Performance | REG Performance REG Score® | REG % Change
Dominant (R) 11.41b 20.31b 8.9 78%
Non-dominant (L) 15.71b 2441b 8.7 55% .
B

*REG score is positive when performance on Rapid Exchange Grip is greater than that on MVE (2nd pos.)
performanca. A pasitive REG score should alert the physician that submaximal performance is suspected.
Strenqth Performance vs. AMA Norms (Guides Table 32, p. 65):-

Right Strength = 5.2 kg, AMA Norm = 23.4 kg, Percent of Norm = 22%

Left Strength = 7.1 kg, AMA Norm = 21.5 kg, Percent of Norm = 33%

Validity Summary:
Coefficients of variation > 20% on _0_of _10_tnals (MVE testing).

Inappropriate strength curves on _2_of 2 curves (MVE testing).
Positive REG scores on _2_of 2 sides (REG testing).




APRIL 04/06/99 - Page 8

' COMMENTS (reférenced by number from test result table). Comment Picture"
(1) Examinee was unable to activate trals 1, 2, or 3 on Position #2 | g :*: . .- =
with the right hand. These trials were activated by the technician.

(2) Examinee was unable to activate trial 2 on Position #3 with the
nght hand. This trial was activated by the technician. -

(3) Examinee was unable to activate trials 1, 2 or 3 on Position #4
with the right hand.
These trials were activated by the technician. -

Bibliography:

American Medical Association. (1993). Guides to the Evaluation of Permanent
Impairment (4th ed.). Chicago: Author.

Hildreth, D. H. & Lister, G. D. (1989). Detection of submaximal effort by use of the rapud
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