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Rating of Therapeutic Article Rating of Diagnostic Article Rating of Prognostic Article Rating of Screening Article 

Class I: Prospective, randomized, 
controlled 
clinical trial with masked outcome 
assessment, 
in a representative population. The 
following are required: 
a) primary outcome(s) clearly defined 
b) exclusion/inclusion criteria clearly 
defined 
c) adequate accounting for drop-outs 
and cross-overs with numbers 
sufficiently low to have minimal 
potential for bias 
d) relevant baseline characteristics are 
presented and substantially equivalent 
among treatment groups or there is 
appropriate statistical adjustment for 
differences. 

Class I: Evidence provided by a 
prospective study in a broad 
spectrum of persons with the 
suspected condition, using a 
reference (gold) standard for 
case definition, where test is 
applied in a blinded evaluation, 
and enabling the assessment of 
appropriate tests of diagnostic 
accuracy. All patients 
undergoing the diagnostic test 
have the presence or absence of 
the disease determined. 

Class I: Evidence provided by a 
prospective study of a broad 
spectrum of persons who may be 
at risk for developing the outcome 
(e.g. target disease, work status). 
The study measures the predictive 
ability using an independent gold 
standard for case definition. The 
predictor is measured in an 
evaluation that is masked to 
clinical presentation and, the 
outcome is measured in an 
evaluation that is masked to the 
presence of the predictor. All 
patients have the predictor and 
outcome variables measured. 

Class I. A statistical, 
population based sample of 
patients studied at a 
uniform point in time (usually 
early) during the course of the 
condition. All patients undergo 
the intervention of interest. The 
outcome, if not objective, is 
determined in an evaluation that 
is masked to the patients’ 
clinical presentations. 

Class II: Prospective matched group 
cohort study in a representative 
population with masked outcome 
assessment that meets a-d above OR a 
RCT in a representative population that 
lacks one criteria a-d. 

Class II: Evidence provided by 
a prospective study of a narrow 
spectrum of persons with the 
suspected condition, or a well 
designed retrospective study of a 
broad spectrum of persons with 
an established condition (by 
“gold standard”) compared 
to a broad spectrum of controls, 
where test is applied in a blinded 
evaluation, and 
enabling the assessment of 
appropriate tests of diagnostic 
accuracy. 

Class II: Evidence provided by a 
prospective study of a narrow 
spectrum of persons at risk for 
having the condition, or by a 
retrospective study of a broad 
spectrum of persons with the 
condition compared to a broad 
spectrum of controls. The study 
measures the prognostic accuracy 
of the risk factor using an 
acceptable independent gold 
standard for case definition. The 
risk factor is measured in an 
evaluation that is masked to the 
outcome. 

Class II. A statistical, non- 
referral clinic-based sample of 
patients studied at a uniform 
point in time 
(usually early) during the 
course of 
the condition. Most patients 
undergo the intervention of 
interest. The outcome, if not 
objective, is 
determined in an evaluation 
that is 
masked to the patients’ clinical 
presentation. 

Class III: All other controlled trials 
(including well-defined natural history 
controls or patients serving as own 
controls) in a representative population, 
where outcome is independently 
assessed, or independently derived by 
objective outcome measurement.** 

Class III: Evidence provided 
by a retrospective study where 
either persons with the 
established condition or controls 
are of a narrow spectrum, and 
where the reference standard, if 
not objective, is applied by 
someone other than the person 
that performed the test. 

Class III: Evidence provided by a 
retrospective study where either the 
persons with the condition or the 
controls are of a narrow spectrum. 
The study measures the predictive 
ability using an acceptable 
independent gold standard for 
case definition. The outcome, if 
not objective, is determined by 
someone other than the person 
who measured the predictor. 

Class III. A sample of patients 
studied during the course of the 
condition. Some patients 
undergo the intervention of 
interest. The outcome, if not 
objective, is determined in an 
evaluation by someone other 
than the treating physician. 

Class IV: Evidence from uncontrolled 
studies, case series, case reports, or 
expert opinion. 

Class IV: Any design where 
test is not applied in an 
independent evaluation OR 
evidence provided by expert 
opinion alone or in descriptive 
case series (without controls). 

Class IV: Any design where the 
predictor is not applied in an 
independent evaluation OR 
evidence provided by expert 
opinion or case series without 
controls. 

Class IV. Expert opinion, case 
reports or any study not 
meeting criteria for class I to 
III. 
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ating C

ognitive Im
pairm

ent, P
art I, continued 

that the evaluator had also claim
ed w

ere based on T
able 

13-8. 
N

O
T

E
: T

he evaluator's docum
entation o

f the 4 im
pair­

m
ent ratings that w

ere reportedly based on T
able 13-8 

created additional concerns, including the follow
ing: 

T
he im

pairm
ent rating that w

as supposedly 
based o

n
 the N

europsychological A
ssessm

ent 
and T

esting line o
f T

able 13-8 w
as not accom

pa­
nied by any docum

entation o
f w

hat m
ethod the 

evaluator used to
 translate the test results into 

that im
pairm

ent rating. T
he docum

entation sim
­

ply announced an im
pairm

ent rating o
f 11%

 for 
·th

at line o
f the table, w

ithout any explanation, 
thereby creating the im

pression that this w
as 

m
ethodless guessw

ork, rather than professional 
expertise. 

S
im

ilarly, the im
pairm

ent rating that w
as sup­

posedly based on the E
xtended M

ental S
tatus 

E
xam

 line o
f T

able 13-8 w
as not accom

panied 
by any docum

entation o
f w

hat m
ethod the 

evaluator used to
 translate the evaluation results 

into that im
pairm

ent rating. 

Im
pairm

ent w
as claim

ed on the E
xtended 

M
ental S

tatus E
xam

 line o
f that T

able 13-8, 
even though the evaluator also docum

ented 
that her m

ental status exam
 for the exam

inee 
failed to produce any evidence o

f im
pairm

ent, 
and even though the docum

ented m
ental status 

exam
 did not involve the type o

f m
ental status 

tests described in S
ection 13.3d (6th ed, 330) 

as detailed in T
able 13-7, M

ental S
tatus E

xam
 

for the N
eurologically Im

paired P
atient (6th ed, 

330). 

A
dditional Inconsistencies w

ith A
M

A
 G

uides, 
Sixth Edition, M

ethodology 

1: The evaluator w
as identified as having a doctor· 

atient relationship w
ith the exam

inee a
n

d
 Y.et 

ro
vid

ed
 

an im
 airm

ent rating w
ithout docum

enting discussion o
f 

thisf_act. 

care QU
!Poses. T

here w
as no docum

entation of inform
ed 

onsent for an inde endent evaluatio_
l!Jhis is incon­

sistent w
ith S

ixth E
dition m

ethodology, w
hich specifies 

h
at the · m

 airm
ent rating evaluation is best done by: an 

inde(Jendent evaluator. S
ection 2.3b E

xam
iner's R

ole 
and 

es onsibiliti s states the follow
ing: 

T
he physician's role in perform

ing an im
pairm

ent 
evaluation is to

 provide an independent, unbiased 
assessm

ent o
f the individual's m

edical condition, 
including its effect on function, and o

f lim
itations 

to the perform
ance o

f A
ctivities o

f D
aily L

iving, 
o

r A
D

L
s (as listed in

 T
able 1-1). A

lthough treating 

4 
A

M
A

 G
uides N

ew
sle

tte
r I January/February 2017 

physicians m
ay perform

 im
pairm

ent ratings on 
their patients, it is recognized that these are not 
independent and therefore m

ay be subject to
 greater 

scrutiny. P
erform

ing an
 im

pairm
ent evaluation 

requires considerable m
edical ex

 ertise and judg-
ent. (6th ed, 23). 

A
 (ioctor w

ho has a doctor-
atient relationshi 

w
it 

the 
erson being rated is not inde endent. T

he S
ixth 

E
dition's glossary explains that an independent m

ed­
ical exam

ination m
eans "usually one-tim

e evaluation 
P.erform

ed by an independent m
edical exam

iner w
ho is 

not treating the patient o
r claim

ant, to answ
er 

uestions 
osed by the party requesting the IM

E
" (6th ed, 612). 

T
he im

portance o
f an im

pairm
ent evaluation tak-

in
g

 place on an independent basis hasJ1reviously been 
addressed in the A

M
A

 G
uides N

ew
sletter. 2 S

uch consid­
erations are especially relevant for the evaluator o

f this 
m

isdirected rating, because that evaluator w
as identified 

as being a psychologist. A
 variety o

f publications from
 

the A
m

erican P
sychological A

ssociation have specified 
that it is not credible for a psychologist w

ho has a doctor­
patient relationship w

ith an exam
inee to address forensic 

issues such as im
pairm

ent rating. 3• 4• 5 S
im

ilarly, this issue 
is addressed in C

hapter 14 o
f the S

ixth E
dition, M

ental 
and B

ehavioral D
isorders, S

ection 14.3a, P
hysician 

A
lliance, w

hich states the follow
ing: 

ny exam
iner JJerform

ing an IM
E

 is expected to 
have a neutral, unbiased position w

ith regard to the 
atient. H

ow
ever, JID

'C
hiatrists and psychologists 

w
ho perform

 im
 

airm
ent or forensic evaluations that 

deal w
ith w

ork-related injuries have special r 
u

i e­
m

ents and lim
itations. M

ental health clinicians align 
them

selves closely w
ith their j)atients· a c

o
m
m
o
n
)
~
 

used 
hrase describing this alignm

ent is "uncon­
ditional positive regard." T

hus, for m
ental health 

clinicians, it m
ay be even m

ore difficult to reach 
the neutral, unbiased 

osition that is expected o
f all 

-
~
e_
forming I 

E
s, but it is vital to do so. 

T
reating filychiatrists and Jlli'C

hologists should 
avoid serving as an ex ert w

itness o
r IM

E
 exam

iner 
for legal 

u
r oses on behalf o

f their o
w

n
 

atients. 
T

he dual role can be detrim
ental to the therapeutic 

relationship, can be a considerable source o
f bias for 

the exam
iner, and can com

prom
ise the patient's legal 

claim
. (6th ed, 351) 

2: T
he evaluator d

id
 n

o
t establish a specific diagnosis (or 

even a credible diagnosis). 

S
ixth E

dition S
ection 2.3 U

se o
f the A

M
A

 G
uides (6th 

ed, 23) states: 

T
he G

uides is o
f value on

ly if the m
edical diagnosis 

is correct; an incorrect diagnosis leads to an incor­
rect im

pairm
ent rating. 

S
ixth E

dition page 20 specifies: 
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GUEST 
EDITORIAL 

Two Faulty Beliefs about Independent 
Medical Evaluators and Impartial 
Physicians 
Jennifer Christian, MD, MPH 

P
atients a nd their advocates tend to be skeptical 
about reports produced by independent medical 
evaluators (IM Es) and file reviewers. There are 
legitimate reasons for this skepticism. However, 

I want to point out two common but faulty beliefs that 
create unnecessary distrust in this aspect of disability 
benefits a nd workers' compensation claim ma nagement 
systems. First, despite patients' faith in their own doctors, 
treating physicians as a group are often not a reliable 
source of accurate and unbiased information. Second, 
although jus tice is even-handed, impart ial physicians 
should not find for both sides equally. 

Based on my experience leading teams on 3 con­
sulting projects that audited the quality of more tha n 
1400 reports of independent medical evaluations a nd 
file reviews, I definitely have many concerns about the 
qua I ity of the reports, the process by which they are 
procured, a nd the physicians and other healthcare profes­
s ionals who provide them.1 But the 2 issues listed above 
are not among them. 

Fact: As a Group, Treating Physicians Are Not 
a Reliable Source of Accurate and Unbiased 
Information 
First is the incorrect belief that the treating physician is 
the best person 10 turn 10 for an "independent" opinion 
because he or she is a highly trained professional who is 
fa miliar with the patient 's case. This is incorrect for the 
following 2 reasons:2 

There is considerable variability in the appropri ­
ateness a nd effectiveness of the care delivered by 
practicing physicians, and patients are not in a 
good position to assess it. Evaluation of appropri­
ateness a nd effectiveness is adm ittedly a difficult 
and imperfect process. However, the best person to 
perform this evaluation is another physician who 
is equally or more expert in the mailer at ha nd­
and who has neither an axe to grind nor a financial 
stake in the outcome, as might be the case with a 
friendly colleague or a compet itor. 

In medical school and res idency, physicians are 
ofte n told they should be "patient advocates," but 
that instruction may not include a definition of 
"advocating." (True for me and many others in 
physician audiences when I have asked about it.) 
Patient advocacy sometimes turns into doing or 
saying exactly what the patient wants, not what is 

actually in the best interest of the patient's long­
term health and well-being. The data are clear: 
treating physicians may provide unnecessary 
antibiotics, pain medications, or inappropriate 
treatments or even be willing to shade the truth 
on reports in order to keep thei r patients happy. 
Jn today's world with fierce competition between 
medical g roups for patients and the use of "patient 
satisfaction scores" in calculating physician 
bonuses, this is particularly true. Jn my view, this 
is an abdication of professionalism. 

The reason why arm's-length or " third-party" physi­
cians are preferred as the source of opinions is 10 protect 
patients from harm from either the " first party" (treating 
physician) or the "second party" (the payer, which has an 
obvious business interest in controlling cost). However, a 
legitimate cause for concern is the way a n arm's-length 
physician has been selected, since it can sometimes be 
distorted by the interests of either the first or second party. 

Fact: Impartial Physicians' Opinions Should 
Not Find for Both Sides Equally 
Second is the belief that " truly" impartial physicians 
should come down on the side of individuals vs their 
employers or insurers half of the time. Said a nother way, 
impartial physicians should call it 50:50 for plaintiff vs 
defense. This belief is wrong because cases selected for 
review or !ME have been preselected by claims/case 
managers. These profe siona ls may not be healthcare 
professiona ls bUL they see thousands of cases and become 
very familiar with the medical landscape. In fact, they 
often have much more experience observing the actua l 
process of care than many treating physicians who are 
focused on their own preferences and practices. Claims/ 
case managers quickly learn 10 recognize pallerns of care 
that are within the usual range-and those that stick out. 
Today, they are often expected to use evidence-based 
guidelines 10 identify outlier cases. Those who focus on 
specific geographical areas come 10 see which doctors 
"gel their patients better" and which ones don't. 

It is unusual for cases 10 be referred for independent 
review. Most of the time, the treating physician seems 10 

be doing the typical things; thei r diagnoses, prescribed 
treatment, a nd causation determinations (if work related) 
make sense and appear reasonable and appropriate. If 
claims/case managers see no problems or have no ques­
tions, they do not refer the case for outs ide review. 
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Two Faulty Beliefs about Independent Medical Evaluators and Impartial Physicians, continued 

T hus, a a rule of thumb, you can assume any case cnt 
to review ha some feature that has raised questions in 
the mind of an experienced observer of the care process. 
The reason why the case is being referred is because 
that observer has only a very superficial knowledge of 
medicine. They need an advi er- an impartial , expert 
physic ian who can evaluate the cl inical facts and context 
and then either confi rm that the treating physician is 
doing the right th ing or validate the claims/case manag­
er's concerns. 

When claims/case managers are doing a good j ob 
selecting cases for referral , we should expect that most of 
their decisions will favor the insurer/defense. The more 
expert the claims/case managers are, the more likely the 
independent physicians will agree because the cla ims/ 
case managers are accurately detecting real problem and 
concern . 

Con ider this: If you are a treating physician who fre­
quently ends up with your care plans rej ected by claims 
managers and utilization review, it's possible that you 
stick out. Your care patterns may be more unusual than 
you realize. Your outcomes may be worse than those of 
your col leagues. 

Sadly, ome physicians discredit input from indepen­
dent experts in front of patients. They may think they arc 
advocating for their patients. While on a social j ustice 
crusade, they may end up harming their patients instead 
of helping them by teaching patients they have been 
w ronged, are victims of " the system," and helpless pawns. 
This message increases d istrust, resentment, and anger 
(which in turn worsens symptoms) and encourages passiv­
ity rather than problem-solving, which in turn increases 
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the likelihood of job loss. permanent withdrawal from the 
workforce, and a future of poverty on d i abil i ty benefits. 

The physicians' care plans hould consist of those 
treatments known to restore function and work ability 
mo t rapidly. Physicians hould also encourage their 
patients to tell their employers they want to find a way 
to stay productive, contr ibute to the company, and keep 
their jobs. This gives the employers a reason as well as an 
opportunity to help. When employers are not support ive, 
physicians should counsel their patients to try to find a 
new j ob quickly, even if it's temporary or they have to 
make a change to the kind of work they do. 

A former president of the Oregon Medical A ssociation 
said he counsels patients this way: " Your two most 
important treasures are your health and your job. And 
I am here 10 help you protect both of them." Healthcare 
practitioners should do everything they can to help thei r 
patients find a successful way out of these predicaments, 
in tead of allowing them to bel ieve they arc trapped. T he 
"system" is not designed to sol ve thei r life predicament 
for them- they have to do i t themselve . Adapting to loss 
is a key pan of recovery. When I was treating pat ient , I 
could tell they were going to be okay when they said wi th 
pr ide, 'T ve figured out how to work around it, and l ife is 
getting back on track." 
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