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IME Training Curriculum 
for claims adjusters 

Any training provided under OAR 436-055-0070 or  
OAR 436-055-0100(4) relating to IME provider 
interaction must first be approved by the director.  
 
To be approved, a training curriculum for initial 
certification must incorporate the following 
components: 



Communication with IME providers 

 It’s appropriate to speak with the IME provider if the provider needs 
clarification on the IME questions. 

 It’s not appropriate to discuss the worker’s history or medical 
treatment with the IME provider. 

 It’s not appropriate to try to sway the IME provider’s opinion. 



Insurers’ rights and responsibilities 

 The insurer is allowed three IMEs for each opening of the claim. Any 
additional IME must be approved by the director. 

 The insurer must choose the IME list from the director’s IME provider 
list. 

 The insurer must comply with the notification and reimbursement 
requirements found in OAR 436-009-0025 and 436-060-0095. 



Workers’ rights and responsibilities 

The worker may object to the location of an IME to the director within 
six business days of the mailing date of the appointment notice. 
 The request may be made in-person, by phone, fax, or mail. 
 The director may facilitate an agreement regarding location. 
 If necessary, the director will conduct an expedited review and 

issue an order regarding the reasonableness of the location. 
 The director will determine if there is substantial evidence to support 

a finding that the travel is medically contraindicated, or 
unreasonable based on a showing of good cause. 



Workers’ rights and responsibilities (more) 

The worker may choose to have an observer present during the IME. 
However, an observer is not allowed in a psychological exam unless 
the provider approves. 
 
The worker may provide feedback about the IME online at 
www.wcdimesurvey.info or by calling 503-947-7606. 

http://www.wcdimesurvey.info/


IME complaint process and investigations  

After a worker has attended an IME, a complaint may be filed online 
at www.OregonWCdoc.info, or in writing to the director for 
investigation. The director will determine the appropriate action to 
take in a given case. 
 
During the investigation the director may contact you regarding the 
allegation.  



IME complaint process and investigations - continued  

The workers’ compensation division has received the following worker 
complaints regarding unprofessional behavior by some IME providers: 
 
 Asking the same questions multiple times after the worker has 

already answered. 
 Trying to convince or persuade the worker of the provider’s opinions 

or conclusions. 
 Using a position of power to manipulate the worker’s response to fit 

the provider’s expectation. 



IME complaint process and investigations - continued  

 Minimizing the worker’s pain complaints to achieve a better range 
of motion measurement. 

 Not giving the appropriate empathy for and not recognizing the 
worker’s fears and anxiety. 

 Not actively listening and responding appropriately to the worker’s 
concerns and questions. 

 
The workers’ comp division investigates worker complaints of this 
nature and will determine the appropriate action, which may include 
sanctions or removal of the IME provider from the department’s IME list. 



IME standards 

Below are the IME standards that you agree to abide by when you sign 
the IME provider application. Please review these standards before 
conducting an IME. 
 
1. Communicate honestly with the parties involved in the exam. 
 
2. Conduct the exam with dignity and respect for the parties involved. 
 
3. Identify yourself to the worker as an independent examining physician. 
 
4. Verify the worker’s identity. 



IME standards - continued 

5. Discuss the following with the worker before beginning the exam: 
 
 a. Remind the worker of the party who requested the exam. 
 b. Explain to the worker that a physician/patient relationship will not 
 be  sought or established. 
 c. Tell the worker the information provided during the exam will be 
 documented in a report. 
 d. Review the procedures that will be used during the exam. 
 e. Advise the worker a procedure may be terminated if the worker 
 feels the activity is beyond the worker’s physical capacities or when 
 pain occurs. 
 f. Answer the worker’s questions about the exam process. 



IME standards - continued 

6. During the exam: 
 
 a. Ensure the worker has privacy to disrobe. 
 b. Avoid personal opinions or disparaging comments about the 
 parties involved in the exam. 
 c. Examine the conditions being evaluated sufficiently to answer 
the  requesting party’s questions. 
 d. Let the worker know when the exam has concluded, and ask if 
the  worker has questions or wants to provide more information. 



IME standards - continued 

7. Provide the requesting party a timely report that contains findings of 
fact and conclusions based on medical probabilities for which you are 
qualified to express an opinion. 
 
8. Maintain the confidentiality of the parties involved in the exam 
subject to applicable laws. 
 
9. At no time provide a favorable opinion based solely or in part upon 
an accepted fee for service. 



Communications and interactions with 
IME providers Communication and Interactions with IME Providers: 

 
Be honest in all communications. 

Never offer a fee for services dependent upon the IME provider writing a report 
favorable to the insurer. 

The IME provider is expected to reach conclusions that are based on facts and sound 
medical knowledge and within the qualifications of the examiner. (see guidelines of 
conduct) 

It is appropriate for the IME provider to only address conditions the worker has claimed. 
Don’t ask the IME provider to address conditions the worker has not claimed. 

Phrase your questions to the IME provider in a way that won’t appear to lead him/her to 
a conclusion. Remember the IME provider’s role is to provide an independent, 
unbiased, and objective evaluation to establish medical facts about a worker’s physical 
condition. Don’t ask leading questions. 

Example:  If there are work restrictions and they are permanent, wouldn’t 
(worker) be considered medically stationary? 

Instead:  If there are work restrictions and they are permanent, is (worker) 
medically stationary? 

Example:  If (worker) is not medically stationary at this time, do you 
believe it is because of pre-existing conditions? 

Instead:  If (worker) is not medically stationary at this time, please explain. 

Example:  There appears to have been a motor vehicle accident that 
occurred in October, 2002 affecting at least the back if not the shoulder. 
(Accepted condition = L shoulder dislocation) 

Instead:  Worker was in a motor vehicle accident in October, 2002 and 
injured his back. 

Example:  It appears that the prior radiographs were ‘essentially normal’ 
and the current MR scan shows unrelated changes. 

Instead:  Prior radiographs were reported to be essentially normal and the 
current MR scan shows unrelated changes. 

Example:  Do you agree that all of the loss of ROM is due to an unrelated 
condition? 

Instead: Describe ROM findings due to the accepted condition. 



IME references 

 
OAR 436-010-0265 
 
ORS 656.325 

https://ww3.workcompcentral.com/wiki/index.php/Oregon_Regulations_436-010-0265
https://www.oregonlaws.org/ors/656.325


Examples of “complications.” 
 Abnormal brain imaging. 

 CT acutely 

 MRI over time 

 Brain bleed  
 Subdural or subarachnoid hemorrhage 

 Bleed within the brain parenchyma 

 Intracranial pressure 

 Post traumatic hydrocephalus 

 Intrusive or open head injury  

 Seizures 

 

 
 



Mild vs. Moderate/Severe TBI: 
What does not differentiate severity. 

 Patient complaints. 

 Family complaints. 

 Number of symptoms. 

 



Mild vs. Moderate/Severe TBI: 
What does differentiate severity 

Severity Loss of 
consciousness 

Post injury 
amnesia 

Glascow Coma 
Scale 

Mild TBI < 20 minutes < 24 hours 13-15 
Moderate TBI 20 minutes to 36 

hours 
1-7 days 9-12 

Severe TBI > 36 hours > 7 days 3-8 

Stein SC.  Classification of head injury.  In: Narayan RK, Povlisshock JT, Wilbrerger JE Jr, eds.  Neurotrauma.  New York: 
McGraw-Hill, 1996. 



Glasgow Coma Scale (GCS) 
Scores range from 3-15 

  

Motor 6 
5 
4 
3 
2 
1 

Obeys verbal command 
Localizes to noxious stimuli 
Normal flexion to noxious stimuli 
Abnormal flexion to noxious stimuli 
Extension to noxious stimuli 
No response to noxious stimuli 

Verbal 5 
4 
3 
2 
1 

Fully oriented and converses 
Disoriented and converses 
Voices appropriate words 
Makes incomprehensible sounds 
No vocalization 

Eye Opening 4 
3 
2 
1 

Opens eyes spontaneously 
Opens eyes to verbal commands 
Opens eyes to noxious stimuli 
No eye opening 

Teasdale G, & Jennett B, Assessment of coma and impaired consciousness; A practical scale.  Lancet, 
1974. 



Outcomes of mTBI 
 There are dozens of studies with thousands of subjects and several excellent 

meta-studies that provide extremely strong evidence that patients fully 
recover from mild, uncomplicated TBI within a few days to 3 months.   

 

 
 Schretlen DJ & Shapiro AM. A quantitative review of the effects of traumatic brain injury on cognitive 

functioning.  Int Rev Psychiatry, 2003, 15(4), 341-9. 

 Rohling, ML, Binder, LM, Demakis, GJ, Larrabee GJ, Poetz DM, Langhinrichsen-Rohling, J. A meta-analysis of 
neuropsychological outcome after mild traumatic brain injury: re-analysis and reconsiderations of Binder et 
al. (1997), Frenchman et al. (2005), and Pertab et al. (2009). Clin Neuropsy. 2011, May, 608-23. 

 Frenchman A, Fox AM, & Maybery MT. Neuropsychological studies of mild traumatic brain injury: a meta-
analytic review of research since 1995. J. Clin Exp Neuropsych, 2005, Apr, 27, 334-51. 

 Carroll LJ et.al. Prognosis for mild traumatic brain injury: results of the WHO collaborating centre task force 
on mild traumatic brain injury. J Rehabil Med, 2004, Feb, 84-105. 

 Binder L , Rohlling ML, & Larrabee GJ.  A review of mild head trauma. Part I: Meta-analytic review of 
neuropsychological studies.  J Clin Neuropsych, 1997, Jun, 421-31. 

 

 

 

 



Typical symptoms & recovery of mTBI 
 These are the most common self-reported  symptoms post concussion: 

 Headaches, blurred vision, dizziness, subjective memory problems, other cognitive 
difficulties, sleep problems.   

 Symptoms gradually recover  within the first two weeks after injury in the 
overwhelming number of cases, extending to several weeks in the severe mTBI.   

 Contrary to some previous reports, only a very small percentage of cases have 
symptoms persisting beyond three months after mTBI 

 Regarding mTBI, symptoms beyond 3 months are unrelated to the concussion 
and may relate to issues such as: 
 Female, older, unstable relationships, lack of social support, preexisting psychiatric 

problems, personality disorder, chemical dependency, severe associated medical 
injuries, comorbid neurological conditions, prior history of more serious TBI, litigation or 
compensation seeking, concurrent PTSD.   

 
McCrea, M.  Mild traumatic brain injury and postconcussion syndrome: The new evidence for diagnosis and 
treatment.  Oxford University Press, 2008.   



Longterm neuropsychological 
outcomes 
 In moderate/severe TBI, neuropsychological testing typically finds some 

degree of deficit at 1 year post injury, with a clear relationship between 
severity of TBI and severity of ongoing cognitive symptoms. 
 Ongoing deficits in attention and memory increases as injury  severity incases.   

 In mild, uncomplicated TBI, neuropsychological testing results are consistent 
with traumatic controls.   

 

 

 

 

Larrabee, GJ. Neuropsychological outcome, post concussion symptoms, and forensic considerations in mild closed 
head trauma.  Semin Clin Neuropsychiatry, 1997, 196-206 
 
Dickmen S., McLean A., Timkin N. Neuropsychological and psychosocial consequences of minor head injury.  J 
Neurol  Neursurg Psychiatry, 1986, 1227-32. 
 
Levin, H., Mattis, S., Ruff, R. et al.  Neurobehavioral outcome following minor head injury: a three-center study.  J  
Neurosurg 1987, 66, 234-43. 
 
 



Postconcussion syndrome: 
ICD-10 

 A. History of head trauma with loss of consciousness precedes symptoms onset by 
maximum of four weeks 

 B.  symptoms in three or more of the following symptoms categories: 
 Headache, dizziness, malaise, fatigue, noise tolerance 
 Irritability, depression, anxiety, or emotional lability 
 Subjective concentration, memory, or intellectual difficulties without neuropsychological 

evidence of marked impairment 
 Insomnia 
 Reduced alcohol tolerance 
 Preoccupation with above symptoms and fear of brain damage with hypochondriacally 

concert and adoption of sick role  
 

 Note:  Criteria A above would rule/out 90% of individuals with mTBI who claim PCS. 



Postconcussion Syndrome in DSM-5 

 Major or mild neurocognitive disorder due to another medical condition 

 Major or mild neurocognitive disorder due to multiple etiologies 

 Unspecified neurocognitive disorder  
 



PCS in mTBI: Recommendations 

 Even though it may be unrelated to the injury, PCS is relatively common. 
 There is a growing evidence that cognitive-behavioral therapy with supportive 

but direct information about mTBI, typical symptoms and unrelated symptoms, 
and expected outcomes supports better outcomes and reduces PCS.   

 The medical system tends to fail to differentiate mTBI from moderate/severe TBI, 
and iatrogenic PCS symptoms are common. 

 Increased media exposure has had both positive and negative effects on TBI.   
 A treatment plan should include aggressive counseling and conservative 

medical treatment for reported symptoms.  Expectation for a quick and full 
recovery should always be given to the patient.   

 Drastic or unusual treatments for TBI should be avoided.  There are many of 
them. 

 CTE is a whole other issue.   
 



Questions? 

Dr Loren Mallory & Lauren Oda, AAL 



Dr Loren Mallory   /   Lauren Oda, AAL 
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