
T
he bulk of our clinical skills is
devoted more to determining
the extent of a condition’s
impact on the body than the
larger issue of how it actually

affects the patient’s life. We may see dam-
age through imaging techniques and lis-
ten to the patient talk about what they’ve
noticed is wrong, but how often do we
spend more than a few minutes thinking
about how this affects the patient’s day-
do-day life? Or, in some cases, about the
problems they are not aware of that could
leave them incapable of fulfilling their
previous responsibilities? While these
issues do get covered in our standard
work-up of a patient, too often it is a cur-
sory discussion. 

Physicians from various medical fields
have enhanced their practice’s services by
providing disability determinations. 

When you think about it, neurolo-
gists are the most logical choice to be dis-
ability assessors. Most of the conditions
we treat can be quite disabling, and
appropriately documenting their effect
should be a logical function for us. Some
states, such as Minnesota, have a highly
structured disability determination sys-
tem and rely on insurance companies
and private contracts; other states have
both systems, where a contract with a
private insurance company or their own
bureaucrats can serve as the final
approval. Either way, disability determi-
nations are well reimbursed at a rate of
about $1,000 for an hour’s work.
However, before you start counting your
chickens before they hatch, you need to
consider the various components of the
process. 

First, of course, is the evaluation itself,
where the physician has to document the
patient’s history and conduct a physical
exam with the intent of finding out how
the patient’s capabilities are diminished.
Then there may be supplemental testing,
such as EEG, EMG and neuropsycholog-
ical screening, which will considerably
enhance the reimbursement for the evalu-
ation but these may not be services your
practice is currently equipped to provide.
Each case will be unique, which makes it
a rewarding challenge for the clinician
who wants to hone one’s diagnostic tech-
niques. Finally, there should be a detailed
discussion with the patient about quality
of life issues, job responsibilities, and how
his or her capacity to function has been
undermined as a result of the neurological
condition. 

Finding the Limits 
When the patient comes in the examining
room, your job is to do as thorough an
evaluation as is appropriate to the circum-
stances. For example, if the patient pres-
ents with new-onset seizures, you’ll likely
need an EEG reading as well as an 
MRI scan to document any lesion that
might predispose one to seizures. Neuro-
psychological testing is also a valuable tool
that can help to localize a lesion, but is
costly and time consuming. All of this
needs to be coordinated through your
office and cleared by the insurance com-
panies. Sometimes the payers will balk at
the claims submitted for diagnostic test-
ing, in which case it may be necessary to
call them to open a dialogue to convince
them of the relevance and importance. 

A typical examination usually consti-

tutes meeting the patient and discussing
what difficulties he or she is having at this
time. The answers will depend on what
the patient needs for his or her individual
profession and position, and these can
indicate what sort of tests are warranted.
For instance, a very high functioning indi-
vidual, such as a CEO, would be in a dif-
ferent category than a patient with lower
back discomfort in a manual job. Both
cases require careful assessment, but the
CEO will probably require more detailed,
higher cortical function testing to identify
any potential cognitive impairments. 

One example of higher cortical func-
tion trouble that is commonly overlooked
in these kinds of disability exams is neg-
lect of the left side of space due to a right
parietal lesion. I have seen truck drivers
who ended up in a ditch with remarkable
regularity because of a missed right pari-
etal lesion that resulted in left-sided neg-
lect. The patient simply doesn’t know that
he or she ignores the left side of space and
claims to be fine, except that it doesn’t
work that way. They are not only unaware
of the defects, they are unaware that they
are unaware of them. 

I’ve also had patients with complete
left-sided hemiparesis comment that it
wasn’t anything related to themselves that
was causing the problem, it was “some-
body else’s fault.” These are extreme
examples, but subtle neglect can be quite
incapacitating as well. Even intermittent
lack of awareness of the left side of space
can lead to motor vehicle accidents. 

Hence, it is important to check for
lapses and give whatever caveats they call
for to the patient. The standard approach
is the usual detailed neurological exam
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and history with particular attention to
what might be disabling in the workplace
for this individual. As you are taking the
history, you need to find out exactly what
this individual does in his or her work
environment so you can identify potential
areas of weakness. Continuing the example
of a right parietal lesion, if the patient is
working on an assembly line, their quality
assurance might be affected if they ignore
the left side of space. There are likely to be
some material defects—e.g., the left upper
corner of the part will always be ragged. 

Finding the Details
in Dominant Effects 
Once the dominant effects have been
identified, you need to perform a detailed
neurological examination and history and
follow-up with the appropriate supple-
mental diagnostic testing, such as EEG or
EMG, to corroborate the objective evi-
dence of dysfunction. In some cases, you
may need to employ more sensitive tests
to define the smaller problems, the ones
with big consequences, as even peripheral
lesions can be quite disabling. 

Aphasia is usually the most serious
effect that presents during an exam. Your
screening technique should tell you if
there is any reason to suspect damage and
if the patient is competent in that realm.
There are also several neuropsychological
tests at your disposal to determine if this is
present and, if so, the extent of the disor-
der. 

Finding the source of a particular con-
dition may also require some sleuthing.
For instance, when doing a detailed exam
for evidence of carpal tunnel, it is impor-
tant to see if a plexus injury of some kind
is present. And certainly check for any
kind of a root irritation, as this can be
quite disabling. 

The finer points of a disability deter-
mination may be hindered by patients’
behaviors. They tend to be either pro-dis-
ability and claim to be seriously affected,
or pro-“there’s really nothing wrong with
me,” and your job is to objectively deter-
mine what is really occurring. That can be

particularly difficult in the former case,
especially if you have a malingerer who is
trying to convince you there is some-
thing wrong when there is not.
Fortunately, many of the malingerers will
not know the finer nuances of their
reported condition and a few physical
tests can catch their misrepresentations.
Some of the signs that the patient is
being less than honest include extin-
guishing the numbness exactly at the
mid-line as opposed to across the mid-
line, which is the organic distribution, or
a fluctuating weakness that appears when
you are testing. Sometimes, it’s useful to
follow the patient out after the exam just
to see the extent of the weakness when
they feel they are not being observed, as
they may revert to their true baseline
after your formal scrutiny. 

The overall point to remember is that
you’re looking at the physical facts as
they pertain to your patients. Your job is
to conduct an objective exam and gather
as much objective evidence as you can to
document the extent of disability. Then
it’s time to summarize your extensive
review of all pertinent history, your
exam, and review of systems, document-
ing it as appropriately and as objectively
as possible in your language. 

Their Compensation and Yours 
When you are done with your review,
your exam and your comprehensive
report, all you have to do is send the vital
elements to the insurance company, the
state, an attorney—whomever requested
the evaluation. Then you can bill for the
exam and for any supplemental testing,
for which you received prior approval
from the insurance company and wait for
the check for your services to come back
to you. 

These exams can be quite professional-
ly gratifying because you control the cir-
cumstances of the situation, you know
exactly what your parameters are and you
have a reasonable expectation that you are
going to get reimbursed. Working one or
two such evaluations per week into your
practice can add a considerable amount of
revenue to your bottom line by year-end.
And perhaps the greatest benefit is the
challenge of these evaluations to broaden
and sharpen your diagnostic skills. PN

There should be a detailed discussion with the patient 
about quality of life issues, job responsibilities, and how 

his or her capacity to function has been undermined 
as a result of the neurological condition.
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