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Dear Msf3n<vmatikos

APPLICATION UNDER THE FREEDOM OF INFORMATION ACT 1991

I refer to your application made under the Freedom of Information Act 1991 (the
Act), dated 19 July, 2021.

Your application seeks access to:

"Any information in regards to changes to the Impairment Assessment
Guidelines."

Contact was made with your office on the 23 July 2021, asking if you would consider
narrowing the scope. I understand that your office advised on the 2 August 2021,
you would be willing to narrow the date range to the 1 August 2019 - 31 July 2021.

The legislative prescribed timeframe to determine this application has expired and
is now deemed to have refused you access to all documents relevant to your
application. However, I have determined to process the request as if the statutory
timeframe had been met.

An extensive search was conducted within this office. A total of 99 documents were
identified as answering the terms of your application.

I grant you access in full to 35 documents; copies of which are enclosed.
I grant you access in part to 11 documents; copies of which are enclosed.
I refuse you access in full to 53 documents.

Documents Released in Full

Documents 1, 2, 4, 5, 6,7,8, 9, 10, 11,12,13,14, 15, 16,17,27,31, 34, 35, 36,
46,53,75,76,77, 78,79,80, 83, 84, 85a,86,88, 94



Documents Released in Part

Documents 19, 21, 23, 25, 26, 33, 82, 85,85a,90, 92, 96

Documents Refused in Full

Documents 3, 18, 20, 22, 24,28,29, 30, 32, 37, 38, 39,40, 41,42, 43,44,45, 47,

48,49,50,51, 52, 54,55,56,57, 58, 59,60,61,62,63, 64,65,66, 67, 68, 69,70,

71, 72,73,74,81, 85b, 87, 89, 91,93, 95, 97

Documents Released in Part

Documents 19,21, 23, 25, 26, 33, 82, 85 and 85a are released in part as it contains
information of a personal nature which if released, would be an unreasonable
disclosure of personal affairs. I have determined to exempt this information pursuant
to clause 6(1).

Documents 90, 92 and 96 are released in part with out of scope information
redacted from the emails.

Documents Refused in Full

Documents 3, 18, 24, 28, 30,32,41,47,48 and 85b are refused in full as the authors
did not provide consent to disclose their letters and release of these documents
would be an unreasonable disclosure of their personal affairs. I have determined to
exempt this information pursuant to clause 6(1).

Documents 20, 22, 29, 37, 38,39,40,42, 43, 44,45,49, 50, 51, 52,54,55,56,57,

58, 59, 60, 61, 62, 63, 64, 65, 66, 67, 68, 69, 70, 71, 72, 73, 74 are all copies of
correspondence where a copy was also provided to your office. I therefore
determine these documents exempt as you already have copies.

Document 81 is a reply to a motion to be moved by the Hon Tammy Franks MLC
on the Impairment Assessment Guidelines. This motion is yet to be moved and
therefore I determine Document 81 exempt pursuant to clause 17(c).

Documents 87, 89, 91, 93, 95 and 97 are all Parliamentary Briefings Notes (PBNs)
which were prepared for the Estimates Committee and disclosure would infringe the
privilege of Parliament. I therefore determine this information exempt pursuant to
clause 17(c).

Exemptions

Clause 6 - Documents affecting personal affairs

A document is an exempt document if it contains matter the disclosure of which would
involve the unreasonable disclosure of information concerning the personal affairs of

any person.



Clause 17 - Documents subject to contempt etc

A document is an exempt document if it contains matter the public disclosure of which
would, but for any immunity of the Crown —

(c) infringe the privilege of Parliament

Please note, in compliance with Premier and Cabinet Circular PC045 - Disclosure
Logs for Non-Personal Information Released through Freedom of Information
(PC045), the Department of Treasury and Finance is now required to publish a log
of all non-personal information released under the Act.

In accordance with this Circular, any non-personal information determined for
release as part of this application, may be published on the DTF website. A copy of
PC045 can be found at the following address: https://dpc.sa.gov.au/resources-and-

publications/premier-and-cabinet-circulars. Please visit the website for further
information.

As I am determining this application as Principal Officer, section 29(6) of the Act
does not provide for an internal review. If you are dissatisfied with my determination
you are entitled to exercise your rights of external review with the Ombudsman.

Alternatively, you can apply to the South Australian Civil and Administrative
Tribunal. If you wish to seek a review, section 39(3) of the Act states you must do
so within 30 calendar days of receiving the determination.

If you require any further information, please contact Ms Vicky Cathro, Ministerial
Liaison Officer, by telephone on 8226 9769 or by email to vickv.cathro@sa.gov.au.

Yours sincerely

^ L^c—
Hon Rob Lucas MLC
Principal Officer

i| December 2021

Att.



Schedule of Documents

TRS21D1702 - Impairment Assessment Guidelines

Doc.

No.

1
2

3

4
5
6
7
8
9

10
11
12
13
14
15
16
17

18

19

20

21

22

23

Date

25/06/2021
27/06/2021

24/06/2021

23/06/2021
22/06/2021
18/06/2021
6/06/2021

19/05/2021

12/07/2021
24/06/2021

7/07/2021

6/07/2021

17/06/2021

6/07/2021

17/06/2021

29/06/2021

Description of Document

Briefing to Treasurer from RTWSA

Attachment to Document 1

Letter

Briefing to Treasurer from RTWSA
Attachment to Document 4
Letter
Briefing to Treasurer from RTWSA
Attachment A to Document 7
Attachment B to Document 7

Attachment C to Document 7
Attachment D to Document 7
Briefing to Treasurer from RTWSA
Attachment A to Document 12
Attachment B to Document 12
Attachment C to Document 12
Letter
Attachment to Document 16

Email

Letter - Carolyn Power MP on behalf of constituent

Attachment to Document 19

Letter - Carolyn Power MP on behalf of constituent

attachment to Document 21

Email - Paula Luethen MP on behalf of constituents

# of
pages

2
1

1

2
1
1
2
10
1
1
4
4

129
26
17
2
4

1

1

1

1

2

Determination

Recommendation

Released in full

Released in full

Refused in full

Released in full
Released in full

Released in full
Released in full
Released in full
Released in full

Released in full
Released in full
Released in full
Released in full

Released in full
Released in full
Released in full
Released in full

Refused in full

Released in part

Refused in full

Released in part

Refused in full

Released in part

Exemption Clause

6(1)- Unreasonable
disclosure of persona]
affairs

6(1) - Unreasonable
disclosure of persona]
affairs

6(1)- Unreasonable

disclosure of personal
affairs

6(1) - Unreasonable
disclosure of personal
affairs

6(1) - Unreasonable
disclosure of personal
affairs

Reason

applicant already has copy

applicant already has copy

For Official Use Only - 11 -A1 1 of 5



Schedule of Documents

Doc.

No.

24

25

26

27

28

29

30

31

32

33

34
35
36
37
38
39
40

41

42
43
44
45

Date

3/07/2021

29/06/2021

28/06/2021

25/06/2021

25/06/2021

24/06/2021

24/06/2021

22/06/2021

22/06/2021

21/06/2021

21/06/2021

21/06/2021
21/06/2021
21/06/2021
21/06/2021
21/06/2021

20/06/2021

19/06/2021
18/06/2021

18/06/2021

Description of Document

-etter

Email - Paula Luethen MP on behalf of a constituent

Email - Carolyn Power MP on behalf of constituent

Email - Fotina Soukoulis

Email

Email -Alison Turner

Letter

Letter - Dr Gar/ Champion

Email

Email

Letter - Australian Lawyers Alliance
attachment to Document 34
Letter-ANMF
Email - Michael Garfitt

Email - Kate Keough
Email - Eloise Theodore
attachment to Document 39

Email

Email - Alexander Sommer

Email - Dr Dion Suyapto
attachment to Document 43
Email - lan Ferguson

# of
pages

4

2

2

2

1

2

2

2

1

1

2
12
1
2
2
2
4

1

2
1
2
1

Determination

Recommendation

Refused in full

Released in part

Released in part

Released in full

Refused in full

Refused in full

Refused in full

Released in full

Refused in full

Released in part

Released in full
Released in full
Released in full
Refused in full
Refused in full
Refused in full
Refused in full

Refused in full

Refused in full
Refused in full
Refused in full
Refused in full

Exemption Clause

3(1) - Unreasonable
disclosure of personal
affairs

3(1) - Unreasonable

disclosure of persona]
affairs

3(1) - Unreasonable
disclosure of personal
affairs

3(1) -Unreasonable
disclosure of personal
affairs

5(1) -Unreasonable
disclosure of persona]
affairs

3(1) - Unreasonable
disclosure of personal
affairs

S(1) - Unreasonable
disclosure of personal
affairs

6(1) -Unreasonable
disclosure of personal
affairs

Reason

applicant already has copy

applicant already has copy
applicant already has copy
applicant already has copy

applicant already has copy

applicant already has copy
applicant already has copy

applicant already has copy
applicant already has copy

For Official Use Only-11-A1 2 of 5



Schedule of Documents

Doc.

No.

46

47

48

49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79

Date

18/06/2021

18/06/2021

18/06/2021

18/06/2021
18/06/2021
18/06/2021
18/06/2021
17/06/2021
17/06/2021
18/06/2021

18/06/2021

17/06/2021

17/06/2021

17/06/2021

17/06/2021

17/06/2021

17/06/2021

17/06/2021

17/07/2021

5/07/2021
29/06/2021
11/06/2021
22/06/2021
23/06/2021

Description of Document

Email - Colin Mack

Email

Email

Email - lan Blewitt

Email - Panagiotis Mantzos
Email - Natalie Latacevski

Email - Lorraine Blewitt
Letter - Australian Education Union
Email - Louise Matheson

Email - Nikki McLaren
Attachment to Document 55
Email - Fred Giamerelos

Attachment to Document 57

Email
Attachment to Document 59

Email - Fotina Soukoulis
Attachment to Document 61

Email - Tonia Maiolo
Attachment to Document 63
Email - Anastasia Rabah
Attachment to Document 65

Email - Peter Palios
Attachment to Document 67

Email - Jason Fernandis
Attachment to Document 69

Email - Louisa Stuart

Attachment to Document 71

Email - Eloise Theodore
Attachment to Document 73
Briefing to Treasurer from RTWSA

Email - Dr John Meegan
Email - Dr John Meegan
Email - Dr John Meegan
Email between Treasurer's Office and RTWSA

# of
pages

2

1

1

3
2
2
2
2
2
1
1
1
1
1
2
1
2
2
1
1
1
1
2
1
2
1
2
1
1
2
2
1
5
1

Determination

Recommendation

Released in full

Refused in full

Refused in full

Refused in full
Refused in full

Refused in full
Refused in full
Released in full
Refused in full
Refused in full
Refused in full
Refused in full
Refused in full
Refused in full
Refused in full
Refused in full
Refused in full
Refused in full
Refused in full
Refused in full

Refused in full
Refused in full
Refused in full
Refused in full

Refused in full
Refused in full
Refused in full
Refused in full
Refused in full

Released in full
Released in full

Released in full
Released in full

Released in full

Exemption Clause

6(1) - Unreasonable
disclosure of personal
affairs

6(1) - Unreasonable
disclosure of personal
affairs

Reason

applicant already has copy
applicant already has copy

applicant already has copy
applicant already has copy

applicant already has copy

applicant already has copy
applicant already has copy
applicant already has copy
applicant already has copy
applicant already has copy

applicant already has copy
applicant already has copy
applicant already has copy
applicant already has copy

applicant already has copy
applicant already has copy
applicant already has copy
applicant already has copy
applicant already has copy

applicant already has copy
applicant already has copy
applicant already has copy

applicant already has copy
applicant already has copy
applicant already has copy

For Official Use Only- 11 -A1 3 of 5



Schedule of Documents

Doc.

No.

80

81

82

83
84

85

85a

85b

86

87

88

89

90

91

92

93

94

Date

25/06/2021

23/06/2021

16/07/2021

23/06/2021

23/06/2021

14/07/2021

24/06/2021

6/07/2021

Description of Document

Email between RTWSA and Treasurer's Office

attachment to Document 80

Email

Briefing to Treasurer from RTWSA
attachment to Document 83 (Summary Table)

attachment to Document 83 (register of feedback)

attachment to Document 83 (copies of received

submissions)

Letter

Email

Attachment to Document 86

Email

Attachment to Document 88

Email

Attachment to Document 90

Email

Attachment to Document 92

Email

# of
pages

1

2

3

3
40

2

51

2

1

2

2

3

1

5

1

2

1

Determination

Recommendation

Released in full

Refused in full

Released in part

Released in full
Released in full

Released in part

Released in full

Refused in full

Released in full

Refused in full

Released in full

Refused in full

Released in part

Refused in full

Released in part

Refused in full

Released in full

Exemption Clause

17(c) - Disclosure would
infringe the privilege of
Parliament

3(1) - Unreasonable
disclosure of personal
affairs

5(1) - Unreasonable
disclosure of personal
affairs

6(1) - Unreasonable

disclosure of personal
affairs

17(c) - Disclosure would
infringe the privilege of
Parliament

17(c) - Disclosure would
infringe the privilege of
Parliament

17(c) - Disclosure would

infringe the privilege of
Parliament

17(c) - Disclosure would

infringe the privilege of
Parliament

Reason

Out of scope information redacted

Out of scope information redacted

For Official Use Only-11-A1 4 of 5



Schedule of Documents

Doc.

No.

95

96

97

Date

9/07/2021

Description of Document

Attachment to Document 94

Email

Attachment to Document 96

# of
pages

25

1

3

Determination

Recommendation

Refused in full

Released in part

Refused in full

Exemption Clause

17(c) - Disclosure would
infringe the privilege of
Parliament

17(c) - Disclosure would
infringe the privilege of
Parliament

Reason

Out of scope information redacted

For Official Use Only-11-A1 5 of 5
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OFFICIAL: Sensitive

WorkSA
Our reference; D21/1434248

l,,,,^. ^l^j.i^./

TO: TREASURER

RE: REQUEST FROM THE MINISTER'S ADVISORY COMMITTEE TO SUSPEND
CONSULTATION ON THE PROPOSED CHANGES TO THE IMPAIRMENT
ASSESSMENT GUIDELINES

PURPOSE

To brief you on the Minister's Advisory Committee's (MAC) request for you to suspend the
consultation on the proposed changes to the Impairment Assessment Guidelines.

BACKGROUND

On 28 May 2021 Return ToWorkSA, on your behalf, commenced a consultation process on proposed
changes to the Return to Work Scheme Impairment Assessment Guidelines (the Guidelines).

DISCUSSION

On 18 June 2021, the MAC wrote to you requesting the opportunity to provide feedback on the
proposed changes,

The MAC were not originally In scope for consultation as they did not fall within the consultation
requirements set out in section 22(5) of the Return to Work Act 2014 (the Act). The majority of the
MAC'S members (six of nine) were also consulted either individually or via other associations in
which they are members.

In response to the MAC'S request of 18 June 2021, and in consultation with your office, a letter was
sent to the MAC on 22 June 2021 providing them a two week period (ending 7 July 2021) to consider
the consultation papers and provide feedback,

On 24 June 2021, the MAC wrote a further letter to you requesting that you suspend the consultation
on the proposed changes to the Impairment Assessment Guidelines for both the MAC and the
associations consulted on 28 May 2021,

In discussion with your office, It was agreed that the consultation would continue as planned,
especially as ReturnToWorkSA has only received one other request for an extension to the.
consultation due date. To date 20 submissions have been received,

With respect to the MAC'S own deadline for a submission to the consultation, itwas also agreed with
your office to provide the MAC an information session with respect to the proposed changes and a
further extension of the feedback deadline to 5pm 23 July 2021, A draft letter reflecting this Is

ReturnToWorkSA

'100 King William Street Adelaide SA 5000 • GPO Box 2668 Adelaide SA 5001 . ABN 83 687 563 395

General Enquiries 13 18 5S • www.rtwsa.com of so"uth"A^iraHa



OFFICIAL; Ssnsitive

attached for your consideration (see Attachment A). To be clear, there Is no change in the feedback
deadline for other parties.

RECOMMENDATION

It Is recommended that you;

• Note this briefing.

• Sign the attached draft reply to Dr Samantha Mead,

^^
Michaell:rancis_ I APPROVED
Chief Executive Officer

/t5 June 2021

Contact Person; Steven Johnson, Manager Government Relations

Telephone/Emall; 0448 787 595 orsteven.johnson@rtwsa.com

Attachment A; Draft letter of reply to Or Samantha Mead

^ v^^
Treasurer

\M
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The Hon Rob Lucas MLC

TRS21D1433

Dr Samantha Mead
Presiding Member
Minister's Advisory Committee
CEO(85amasa.orfl.au

Government
of South Australia

Tfeasurer

Level 8

State Administration Centre

200 Victoria Square
Adelaide SA 5000

GPO Box 2264
Adelaide SA 5001
DX 56203 Victoria Square

Tel 0882261866
treasurer.dtf@sa.gov.au

Dear Dr Mead

Thank you for your letter dated 24 June 2021, regarding the Impairment Assessment
Guidelines consultation.

I understand that you have discussed this with ReturnToWorkSA and they will be
hosting an information session in the week commencing 5 July 2021 for members of
the Minister's Advisory.Committee.

I also understand that ReturnToWorkSA has extended the due date for the Minister's
Advisory Committee to formulate and provide a submission on the proposed changes
to the Impairment Assessment Guidelines, to 6pm on 23 July 2021. The due date
for other parties is unchanged.

Your submission will be carefully considered, along with all the other feedback
received, and I look forward to considering your input on these important changes.

Yours sincerely

4 L 1<-1

Hon Rob Lucas MLC
Treasurer

^1June2021

ec: claudiaOiamasa.ora.au.



OFFICIAL: Sensitive

Our reference: D21/1392603

Your reference: TRS21D1433

WorkSA

TO: TREASURER

RE: REQUEST FROM THE MINISTER'S ADVISORY COMMITTEE TO BE CONSULTED ON
PROPOSED CHANGES TO THE IMPAIRMENT ASSESSMENT GUIDELINES

PURPOSE

To brief you on the Minister's Advisory Committee's (MAC) request to be consulted on the proposed
changes to the Impairment Assessment Guidelines.

BACKGROUND

On 28 May 2021 ReturnToWorkSA (RTWSA), on your behalf, commenced a consultation process on
proposed changes to the Return to Work Scheme Impairment Assessment Guidelines (the
Guidelines).

In accordance with the requirements of the Return to Work Act 2014 (the Act), RTWSA is consulting
with professional associations representing the classes of medical practitioners who hold
accreditation under the Act. RTWSA, with your approval, extended the consultation beyond the
requirements of the Act to the Law Society of SA and the Self Insurers of SA (SISA).

The consultation closes on 25 June 2021.

DISCUSSION

On 18 June 2021, the MAC wrote to you requesting the opportunity to provide feedback on the
proposed changes.

In consultation with your office, it was agreed to provide the MAC a two week period to consider the
consultation papers and provide feedback, with feedback to be provided by 6pm on Wednesday 7
July. RTWSA has now written to the MAC and advised accordingly (see Attachment A).

I also understand that the following six MAC members (of nine) are members of associations which
on 28 May 2021, were formally alerted to the consultation and invited to provide feedback either
individually or via their respective association:

• Dr Samantha Mead (Australian Medical Association)
• Dr Roger Paterson (individual and the Royal Australasian College of Surgeons)
• Dr Ted Mah (individual)
• Elizabeth Macey (the Law Society of South Australia)
• Donald Blairs (the Law Society of South Australia)
• Danny Connor (the Law Society of South Australia)

ReturnToWorkSA

400 King William Street Adelaide SA 5000 • GPO Box 2668 Adelaide SA 5001 • ABN 83 687 563395

General Enquiries 13 1855 • www.rtwsa.com of s'o"u">1i"AlI^r*ana



OFFICIAL: Sensitive

RECOMMENDATION

It is recommended that you note this briefing.

Michael Francis
Chief Executive Officer

^.3 June 2021

Contact Person: Dylan Fogagnolo, Government Relations
Telephone/Email: 8223 2144 or dylan.fogagnolo@rtwsa.com

Attachment A: Letter to the Minister's Advisory Committee dated 22 June 2021

NOTED

Treasurer



OFFICIAL: Sensitive

Our reference: D21/1396282
WdrkSA

DrSamantha Mead
Presiding Member
Minister's Advisory Committee

Email: CEO@amasa.org.au
ec: claudia@amasa.org.au

Dear Dr Mead

The Treasurer's Office has advised me of your request to provide feedback in relation to

ReturnToWorkSA's proposed changes to the Impairment Assessment Guidelines.

I have agreed with the Treasurer's Office that the Minister's Advisory Committee be

afforded an opportunity to provide feedback. In order to be considered, your submission
will need to be received by 6pm Wednesday 7July 2021.

Attached to this letter you will find:

1. A consultation paper which provides an overview of the proposed changes and their

impacts

2. Aversion of the current Impairment Assessment Guidelines with the proposed changes

shown in green text

3. A feedback form, which you can use to provide your feedback.

Please provide your feedback directly to wpi(a)rtwsa.corn.

Yo^rs^sjncerely

Julia
Executive Leader, Regulation
22 June 2021

ReturnToWorkSA

400 King William Street Adelaide SA 5000 • GPO Box 2668 Adelaide SA 5001 • ABN 83 687 563 395
Government

General Enquiries 13 18 55 • www.rtwsa.com of south Australia



OFFICIAL

Hon Rob Lucas MLC
Treasurer

treasurer.dtf@sa.gov.au

Dear Treasurer

I am writing on behalf of your Return to Work Minister's Advisory Committee (MAC)
with an urgent request in relation to the consultation that is currently occurring
regarding proposed changes to the Return to Work Scheme Impairment
Assessment Guidelines.

The consultation deadline for feedback in relation to the changes is 6pm Friday,
25 June 2021. The MAC has not had an opportunity to consider these changes. As
such, the MAC respectfully requests that this deadline be extended, or that you hold
over any decision until the MAC has had reasonable opportunity to consider and
advise you on the proposed changes.

Yours faithfully,

Dr Samantha Mead (Presiding Member)
Return to Work Minister's Advisory Committee

18 June 2021



Our reference; D21/1446634
Your reference: TRS21D1426

OFFICIAL: Sensitive

WdrkSA

TO: TREASURER

RE: CORRESPONDENCE REGARDING PROPOSED CHANGES TO THE IMPAIRMENT
ASSESSMENT GUIDELINES

PURPOSE

To provide you:
• Comprehensive advice regarding criticisms that have been raised in correspondence to your

office regarding the proposed changes to the Impairment Assessment Guidelines;
• Draft response templates, which can be used by your office in conjunction with the

comprehensive advice to populate replies as your office considers appropriate.

BACKGROUND

As you would be aware, on 25 May 2021 you approved ReturnToWorkSA undertaking a consultation
on your behalf relating to proposed changes to the Impairment Assessment Guidelines (the
Guidelines).

Since that time, various emails and letters have been sent to you, the Premier and other Members
of Parliament concerning the proposed changes and the consultation process.

DISCUSSION

ReturnToWorkSA has summarised the concerns and criticisms in the correspondence and grouped
them by theme. Advice, in the form of a potential response from the Treasurer, is provided against
each (see Attachment A).

Draft letters of reply are provided to the following recipients:
• Attachment B: Members of Parliament writing on behalf of constituents
• Attachment C: Workers/ members of the public or organisations who have written directly

The proposed responses in Attachment A can be utilised (copied and pasted) into the draft replies
as your office deems appropriate.

It is noted that an information session was held for the Minister's Advisory Committee on 5 July 2021.
At that meeting, ReturnToWorkSA agreed to provide some furthermore information to the MAC
regarding the impacts the proposed changes might have on assessments, This information will be
provided to the MAC on 6 July 2021 and a copy is provided for your information (see Attachment D)

ReturnToWorkSA

400 KlngWiltiamStreetAdelaideSA 5000 . GPO Box 2668 Adelaide SA 5001 • ABN 83 687 563 395

General Enquiries 1318 S5 • www.rtwsa.com of ?o>u'iTC?t"rliia



OFFICIAL:

RECOMMENDATION

it is recommended that you note the contents of this briefing and draft letters of reply.

-.%%
Michael Francis
Chief Executive Officer

6 June 2021

NOTED

[^ Ivl^tA-l

2-<.(1-(K
Treasurer

Contact Person: Steven Johnson, Manager Government Relations
Telephone/Email: 0448 787 595 /steven.johnson@rtwsa.com

Attachment A: Summary of Concerns and Advice Table

Attachment B; Draft letter to MPs writing on behalf of constituents
Attachment C: Draft letter to workers / members of the public
Attachment D: Further information provided to the Minister's Advisory Committee
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^1iâ^ill ,p
w

 ^
-

it50
 ~

0
IN

 ^
+

»
>

 ..—

u
 3

-<
 0

~

iu
 "1

<uEro

rouc3̂
_

infD$

c(UEm•
^=
)

c
r

(U
ro

u

fc
 -c

3
 ^

+
-
>

 in
U

 in
Q

; a
;

i ^1
- Q

- i-€
0
 •

I
-
'

+
^

 ~
0

fO
 o

j
J
±
 -0

=
3
 tt)

m
 (U

s
=

 u
0
 X

u
 <

u

^
 s

I -i
i
/
i
 
3

s
-
 
t
o

°
y
 c

Q
- Q

i
_
 
u

o
 c

in
 c

u
c
 a

)
0
 -Q

I i
u

 r
o

0
 -E

§ ^
r
d

 -5

E Ji
.0

 -%

1
^

=
 >

.
c
u

 u
0

 -
c

c
 +

-
'

u
 -K

?-N
1^UT- C

:

£
 ^

.Û
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4

have been adequately (sic) explained and/or
disclosed."

Correspondence stating:

• The changes go beyond what is permissible in
the Impairment Assessment Guidelines and
infringe Parliaments legislative role.

• that attempts are being made to amend the
Return to Work Act 2014 via subordinate

legislation.

• The proposed changes are inconsistent with the
terms of the Return to Work Act 2014 in a
material way that means the Minister is
overstepping the mark.

RTW5A is responsible for drafting the proposed
changes and has sought expert medical advice
where needed. The consultation includes a
significant cohort of medical experts who were
encouraged to put forward their views on the

proposed changes.

The final changes will not alterthe operation of the
Return to Work Act 2014, and this was not the intent
of any ofthe proposed changes.

Summary of issues pertaining to the proposed changes

5 Correspondence asserting that the changes:

• seek to increase the 5% threshold currently in
place for workers to receive lump sum

compensation for many injuries including injuries
to the knees, arms, hips, ankles and wrists.

• mean many genuine injuries will not rate for WPI
purposes and compensation will not be awarded.

• ".. .mean that everyone's entitlements will be

lower and thousands will be below 5°/o."

• "... will substantially undermine the goals of the
Return to Work Act 2014 and restrict worker's

entitlement to lump sum payments, in some cases

to zero, despite having an injury that causes
ongoing impairment in their day to day lives."

• "... RTWSA appear to be targeting thes°/o

threshold as well as the 30% for seriously injured
workers."

• "The entry threshold of WOI assessment will not
be recognised in the same way and nor will the

No attempt has been made to raise the 5%
threshold. This is a requirement set out in the Return
to WorkAct 2014 and cannot be undone by the
proposed changes to the Impairment Assessment
Guidelines.

I am advised the majority of changes are not
expected to impact on worker entitlements. I am

advised a small number of the changes may result in
decreases to Whole Person Impairment (WPI)
ratings, however, a small number of changes may

also result in increased WPI ratings and
consequently increased entitlements for workers.

The proposed changes are intended to ensure that
assessments are fair, consistent and based on

objective evidence.

It should also be noted that, if I do decide to publish

updated Gu;c/e//nes, they will only apply to claims
where the date of injury is afterthe publication date.
Current claims will continue to be assessed under

the current Guidelines.
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30% WO! assessment and significantly, the
ongoing access fo income protection/medical
support that comes with it. "

Correspondence and comments relating to the
proposed changes listed in the consultation paper as

1.27 and 1.29:

• The changes introduce new concerning

legislative requirements to deduct for unrelated

and/or pre-existing injuries even if there was no

symptomatic pre-existing condition at all.

• "... a minimum mandatory one-tenth deduction is

to be applied. And if there is x-ray evidence

Justifying a greater deduction, that greater
deduction will be applied, even if the result is that
the worker receives nothing."

• This amounts to an "older workers discount" and

goes against the "existing laws (legislative and
common law)"

• "As well as being unfair, this change is an example
of overreach by the Minister. The Act allows for
deductions, but only when there is a previous

impairment. This change purports to call
something (asymptomatic degeneration or
asymptomatic arthritis) an impairment, when it is
not. So the change will make the IAG inconsistent
with the Act. But it will require a lot more

disputation and litigation, in different fact
circumstances, to make this clear. "

Comments made by the Hon Tammy Franks in
Parliament on 23 June 2021:

• "As if the mandatory minimum one-tenth

deduction was not enough, there is more. If there
/s X-ray evidence Justifying a greater deduction on
top of the minimum mandatory deduction for a

pre-existing and/or unrelated injury, including if a
worker's body is completely asymptomatic, that
greater deduction will be applied even if it results
in the worker receiving nothing."

• "These deductions can occur for things you would

never even think you could possibly count. For
example, as medical evidence suggests that every
adult has degeneration of their bones, it is likely
that any worker over the age of 30 will have a 10

The proposed change listed as clause 1.27 in the
Impairment Assessment Guidelines - Proposed

Changes Consultation Paper requires a rating of pre-
existing impairment regardless of whether it was

asymptomatic as symptoms are not the only
defining factor of an impairment. Impairment as
defined in the current Impairment Assessment
Guidelines does not require something to be

symptomatic in order for it to be considered an

impairment.

The proposed change listed as 1.29, the i/ioth
deduction method, is designed to support the intent
of section 22(8)(g)oftheAct, namely that workers
should be compensated forwork-related
impairments but not for non-work related

impairments, or for those work-related impairments

for which compensation has already been received.

This change is consistent with what has been

adopted in the processes used in other states
(including NSW, QLD and the NT) and provides
assessors with an alternative way to deduct in
accordance with the Return to WorkAct 2014 (the
Act) when there is evidence of a relevant pre-
existing condition. This deduction method is only
intended'to be used when a deduction is required for

a pre-existing injury but there is insufficient
evidence for the assessor to calculate the deduction
according to the AMA methodology.

The i/ioth deduction method does not result in an

automatic 10% deduction. As an example, if there is
an initial assessment of 20% WPI and there is a pre-
existing condition which needs to be assessed, but
there is not enough evidence for the assessor to

calculate the deduction, then the assessor would

deduct 1,10th of the 20%, i.e. 2%, giving a WPI of
18%. The deduction is made just for that body part.
If the worker has multiple injuries the deduction only

applies to the relevant body part and will not affect
the WPI scores for other body parts.

I am advised by RTWSA that they expect the i/ioth

deduction is likely to be applied in a very small
number of assessments each year.
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per cent deduction even without any symptoms of
that, and indeed many who are potentially older
will face a greater deduction."

"An example of the significance of this will
mean that a person who suffered a knee

injury, requiring knee replacement surgery,
which results in a poor outcome, and who

would normally be assessed at a 30 per
cent whole person impairment, would
have their impairment reduced by 10 per
cent. On this example, no accredited

assessor could exercise clinical judgement
to avoid reducing the impairment, even
though prior to the work injury the worker

was fully fit and functional with no
symptoms."

"Under the changes, people's surgical scars are

disallowed for compensation. In a case where a person

had a meniscectomy- both medial and lateral who is

assigned 4% whole person impairment, the lack of
impairment for scarring meant that he/she will not
reach the 5% threshold for compensation. "

Comments made by the Hon Tammy Franks in
Parliament on 23 June 2021:

• "One of the new requirements is that if there are
multiple claims, the scars relating to each claim

must be assessed chronologically and any scarring
from the previous claim must be deducted as pre-
existing. As if this wasn't absurd enough on its
own, surgical scars are disallowed for

compensation.

o For example, in a case where a person has,

say, a meniscectomy (the surgical removal
of all or part of their torn meniscus)—
which I should be able to say better
because I have had that—they will be

assigned a 4 per cent whole person
impairment. Theiackof
acknowledgement of the resultant
scarring means that a person cannot

reach the 5 per cent threshold for
compensation, despite this clearly being a
serious injury."

• "Similarly, if we consider the case where a
tradesperson is working with a fractured knee

resulting in a trauma to the Joint requiring surgery
and has ongoing restriction of movement, in the

The Return to Work Act 2014 provides that people
below 5% do not receive lump sum compensation
on the basis thattheir permanent impairment is so

minorthat lump sum compensation is not
warranted. Not everyone who sustains a work injury

will have an ongoing injury leading to permanent
impairment. This does not affect their entitlements
to income support and medical expenses.

The only circumstance introduced by the proposed
changes where lump sum compensation is not

awarded for surgical scarring, is when the surgical
scarring is uncomplicated, for example, when staple
or suture marks are barely visible. Furthermore, the

current Impairment Assessment Guidelines already
provide that not all scarring will attract a permanent

impairment rating.
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current guidelines they could have the movement

in their knee measured as well as the resultant
scarring and would more likely than not have an
impairment greater than 5 per cent whole person

impairment. In the proposed guidelines, their
restricted movement and their scarring will not be
included and they will have an impairment below

that s per cent threshold. On this example, no
accredited assessor could exercise clinical
judgement to rate the impairment at 5 per cent or
above."

Reduce the impairment ratings for neck,back, hip

and knee injuries, meaning that a worker can never
reach the 30% serious injury threshold, even if they
sustain a severe neck or back injury.

It will be more difficult for workers to receive lump
sum compensation for common work injuries, such

as to the neck, lower back, elbows, arms, legs and

knees.

Correspondence in relation to the assessor selection

process asserting that:

• The changes rescind the worker's choice on who

can assess their injuries resulting in a worker
having to choose from a limited list of surgeons,

many of which live interstate, no longer practice
medicine and have not proven their ability to

assess impairments.

• The changes open the door for ReturnToWorkSA

or its agents to abuse the system and pick
doctors favourable to them.

• "...the surgeons RTWSA propose be used have no

practical experience of the South Australian

system and would need years to get up to speed.
The fact that RTWSA will tighten the noose of who
/s eligible to assess workers is itself fundamentally
unfair. It's a bit like one team in a game having the
exclusive right to decide who the umpire is."

Workers whose injuries are sufficiently severe will
continue to meet the 30% threshold. We do not
anticipate these workers will be impacted by the

proposed changes.

Medical evidence indicates that most workers with
neck,back,hip and knee injuries have successful
surgical outcomes and are therefore not seriously

injured.

The proposed changes in relation to spinal surgery
will in fact result in a number of workers receiving
increased WPI ratings.

'Worker Choice of assessor' is not part of the Return

to Work Act 2014 or the Return to Work Regulations
2015 and was only introduced into the scheme in

2015 by the Impairment Assessment Guidelines. The
proposed changes maintain worker choice, but seek
to address the situation where 12 assessors

complete over 50% of assessments, and 40% of

current assessors have yet to do a single assessment

this financial year. This situation creates significant

inefficiencies in progressing injured worker claims.

The proposed changes to the assessor selection
process only mean that where an injured worker has
had surgery, a surgeon qualified in that body system
will perform the permanent impairment
assessment. This is because surgeons have the best

understanding of likely surgical outcomes and can
most accurately assess the extent of any permanent

impairment. This will result in more assessments

being medically accurate, consistent and fairto
future injured workers.

Furthermore, 100% of the surgeons accredited to

perform permanent impairment assessments are
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• "/ believe these changes are affecting my
entitlement in a very adverse way, as well as

possibly thousands of Australians."

The proposed changes override the recognised AMA
5 Guidelines.

The 10 day time frame for assessors to be identified
isdraconian at best.

The proposed changes support anonymity of
assessors.

The proposed changes alter expectations to consider
all information prior to conducting a whole person
impairment assessment.

"Superannuation implications of the proposed changes
will create further challenges for our members in

claims where the date of injury is after the
publication date of any new Guidelines. All workers
with current claims will continue to be assessed
underthe current Guidelines.

Section 22 of the Return to WorkAct 2.014 provides
that the Guidelines may adopt provisions from other
publications, such as AMA5, with "modification or
addition". This is common practice for all workers
compensation jurisdictions, given that AMA 5 was
not written specifically for these Schemes.

I understand that you may be referring to the
proposed change listed as clause 17.4 in the
Impairment Assessment Guidelines Proposed
Changes Consultation Paper.

The current Impairment Assessment Guidelines do
not provide for situations where the worker does not
respond. This can cause delay in the process and the
receipt of potential entitlements by the worker.
Consequently, a reasonable timeframe has been

allowed for the worker to make their choice and also

to ensure progression of the Impairment
Assessment process is not delayed. Once the 10

days has expired, the claims manager will select an
assessor. If the worker requests more time to select

an assessor, this should be granted.

Feedback on the duration of the timeframe is
welcome.

There is nothing in the current or proposed
Impairment Assessment Guidelines that is related to
the anonymity of assessors.

I understand that you may be referring to the

proposed change listed as clause 1.44 in the
Impairment Assessment Guidelines-Proposed

Changes Consultation Paper.

It is completely reasonable to expect an assessor to
familiarise themselves with the worker's conditions

prior to the examination taking place. This is the
case under the current Impairment Assessment

Guidelines, the proposed changes simply make the
requirement clearer. Assessors are also paid a fee

for reading required, regardless ofwhetherthe
worker attends the appointment.

Superannuation is not payable in relation to income

support paid under the Return to Work Act 2014.
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planning for a future impacted by injuries sustained in
the workplace."

"TheAEU believes that prevention is an area the
government should befocussing on rather than
punitive changes. The proposed changes lack
transparency, do not appear to be evidence-based,

reduce worker entitlement and have an unrealisticaUy
short timeline."

Comments made by the Hon Tammy Franks in
Parliament on 23 June 2021:

• "The proposed changes also ensure that any
impairment due to the side-effects of pain
medication, which are reversible upon ceasing,
does not qualify for an impairment rating."

Comments made by the Hon Tammy Franks in
Parliament on 23 June 2021:

• The Treasurer and ReturnToWorkSA are

harming workers to benefit themselves.

• ReturnToWorkSA and the Treasurer are focusing
too heavily on the economic operation and
financial enrichment of the Corporation to the
detriment of injured workers as indicated by the
fact the Return to Work Scheme was io2°/o
funded as pertheir last annual report (well within

the target range of 90% to 120%).

Comments made by the Hon Tammy Franks in
Parliament on 23 June 2021:

» The proposed changes will require assessors to
rate impairment relating to peripheral nerve

The Government, through SafeWork SA, delivers its
commitments to workplace safety and the

prevention of workplace injury.

Where injuries occur, the Return To Work Scheme is
in place to ensure early intervention and to support
workers to return to work as quickly as possible.

The proposed changes to the Impairment
Assessment Guidelines support a fair and consistent
operation of the Scheme, which is beneficial for all
future injured workers.

I understand you may be referring to the proposed
change listed as clause 1.41 in the Impairment

Assessment Guidelines - Proposed Changes
Consultation Paper.

The purpose of an assessment of permanent

impairment is to assess and give a rating to
impairment flowing from a work injury that is
permanent. Impairment due to the side effects of
pain medication which is reversible upon ceasing is
not permanent. Consequently, I understand this
change is proposed to ensure that what is being
assessed accurately reflects an assessment of

impairment that is permanent.

A fully funded Scheme is an Objective of the Return

To WorkAct 2014 as it results in lower premiums for

employers, and certainty of support for injured
workers.

The proposed changes to the Guidelines are not

financial decisions and are instead about ensuring
medically accurate and fair and consistent decisions
for injured workers with a permanent impairment.

I am advised by RTWSA that they expect a very
small number of workers to have either increased or
decreased WPI ratings (in comparison to the current

Guidelines) as a result of the proposed changes.

I understand you are referring to the proposed
change listed as clause 2.15 in the Impairment
Assessment Guidelines - Proposed Changes

Consultation Paper
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OFFICIAL

TRS21D1426

The Hon Jane Doe MP
Member/Federal Member for XXX
ADELAIDE**SA**5000

Dear XXX

Thank you for your correspondence of XXX on behalf of your constituent about the
proposed changes to the Impairment Assessment Guidelines (the Guidelines). The
proposed changes provide for an objective and consistent method of assessing
Whole Person Impairment (WPI) arising from a work injury.

The current Guidelines came into effect on 1 July 2015. Since that time a lot of
learning and listening has occurred with regard to their administration and operation.
There have also been medical refinements and advancements over that time.

Changes are being proposed to the Guidelines to ensure they continue to facilitate
assessments that are medically accurate, consistent and fair to future injured
workers.

All feedback will be carefully considered before any changes are made to the
Guidelines. Furthermore, any changes that are made will not impact workers who
currently have claims as they will only apply to claims where the date of injury is
after the publication date of any new Guidelines.

Thank you for bringing your concerns/your constituent's concerns to my attention. I
trust that the information provided above will enable you to respond to Mr/s XX's
concerns.

I wish Mr/s XX all the best.

Yours sincerely

Hon Rob Lucas MLC
Treasurer

July 2021
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Mr/s John Doe
ADELAIDE**SA**5000

Dear XXX

Thank you for your correspondence about the proposed changes to the Impairment
Assessment Guidelines (the Guidelines). The proposed changes provide for an
objective and consistent method of assessing Whole Person Impairment (WPI)
arising from a work injury.

The current Guidelines came into effect on 1 July 2015. Since that time a lot of
learning and listening has occurred with regard to their administration and operation.
There have also been medical refinements and advancements over that time.

Changes are being proposed to the Guidelines to ensure they continue to facilitate
assessments that are medically accurate, consistent and fair to future injured
workers.

Any changes that are made will not impact your/your partner, relative etc. claim as
they will only apply to claims where the date of injury is after the publication date of
any new Guidelines.

Furthermore, I am advised the majority of the proposed changes are not expected
to impact on entitlements at all. Only a small number of changes may result in
decreases to WPI ratings and some changes may also give rise to increased WPI
ratings and consequently increased entitlements.

All feedback in relation to the proposed changes will be carefully considered before
any changes are made to the Guidelines.

I wish you all the best.

Yours sincerely

Hon Rob Lucas MLC
Treasurer

July 2021
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Clause

1.29 (new)

3.35 (new)

Change

New clause: Introduction of 1,10th

deduction for pre-existing impairment

where there is evidence of impairment

but not enough evidence to rate using
the methods in the Guidelines and

AMA5: Where there is insufficient

evidence to assess the unrelated

impairment using the methodology in
the Guidelines, but there is evidence of

an unrelated impairment, a deduction

of 1,10th of the assessed impairment

must be made. Where there are

multiple impairments within one body
system, and the unrelated impairment

relates to only part of the body system,
the 1,10th deduction is made at that

impairment level. Usual Founding

principles apply (refer 1.63).
The 1,10th deduction can not be applied

in the assessment of noise induced

hearing loss.

New clause for Hip replacement:

'Table 17-34, rating hip replacement

Notes

Allows assessors an alternative

way to deduct in accordance with

the Act if there is evidence of a
pre-existing condition but not in

the way that fits the process for
calculation in lAGs. This has been

adopted from the process used in

NSWandQLDandtheNT.

This cannot be used in the

assessment of NIHL as the whole
of the loss is taken to have
occurred immediately before

notice of the injury was given.

It is not clear in AMA5 that you

allocate 1 point for each
categorised deformity if not

Data analysis/comments

This change is designed to support the intent of section 22(8)(g)
of the Act, namely that workers should be compensated forwork-

related impairments but not for non-work related impairments,
or for those work-retated impairments for which compensation

has already been received.
The proposed change to 1.29, the 1,10th deduction method, is

consistent with what has been adopted in the processes used in

other states (including NSW, QLD and the NT) and provides

assessors with an alternative way to deduct in accordance with
the Return to WorkAct2014 (the Act) when there is evidence of a

relevant pre-existing condition. This deduction method is only
intended to be used when a deduction is required fora pre-

existing injury but there is insufficient evidence for the assessor

to calculate the deduction according to the AMA methodology.

The 1,10th deduction method does not result in an automatic

10% deduction. As an example, if there is an initial assessment of

20% WPI and there is a pre-existing condition which needs to be
assessed, but there is not enough evidence for the assessor to

calculate the deduction, then the assessor would deduct 1,10th of

the 20%, i.e. 2%, giving a WPI of 18%. The deduction is madejust
forthat body part. If the worker has multiple injuries the

deduction only applies to the relevant body part and will not
affect the WPI scores for other body parts.

There has been some misinterpretation of this change as
requiring a deduction of 10%, that is, in the example above: 20% -

10% =10% WPI. This is incorrect.

RTWSA has recently analysed Hip and Knee replacement

assessments for 2019-20 and 2021-21 YTD. Based on the WPI

rating, the surgical outcome would be considered:
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Table 17-

34 (new)

4.30 (was

4.29)

results (p548, AMA5) is replaced by
the table below.'

New table inserted for Hip

Replacement which replaces AMA5
Table 17-34

Text added: 'The first row in the

modifier table requires residual

symptoms and radiculopathyto be

present but the second, third and

fourth rows do not require residual

symptoms and radiculopathyto be
present.'

Clarification is provided around the

calculation.

present. This was explained in a
newsletter article in Issue 6, 2018
and is now reflected here.

Specialist advice was sought on

options to improve the rating

methodology, with more focus on
objective measures and function.

This is more aligned with the

majority ofAMAS andAMAG.

New tables were developed to
achieve this.

To explain the change in the

application of Table 4.2 DRE
Modifiers, consistent with the

application now seen in NSW and

clarified in their published
interpretation.

Good - 5% of assessments

Fair - 53% of assessments

Poor - 42% of assessments

A systematic review outlined below indicates outcomes far better

than what is currently reflected in impairment assessments in the
SA scheme. According to BeswickAD, WyldeV, Gooberman-Hill

R, Blom A, Dieppe P.' BMJ Open. 2012 Jan 1;2(1) 2012, the

proportion of people with an unfavourable long-term pain
outcome in studies ranged from about 7% to 23% after hip and

10% to 34% after knee replacement. In the best quality studies,
an unfavourable pain outcome was reported in about 9% of

patients after hip and about 20% of patients after knee

replacement.

The most heavily weighted factor at present determining
whether an outcome is good, fair or poor is the worker's report of

pain. The proposed changes are intended to balance pain, which
remains a relevant factor, with more objective measures and

function.

Based on RTWSA's recent analysis of single region spine injuries
for 2019-20 and 202-21 YTD, RTWSA anticipates the proposed

changes would impact workers with these injuries in the

proportions below:

• 6-7% would potentially receive a decrease in WPI (DRE 5)

• 48% would potentially receive an increase in WPI (DRE 3 or 4)

• 45-46% would potentially receive the same WP1 (DRE 2 and

below)

An example was quoted by the Hon Tammy Franks in Parliament
on 23 June 2021:
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17.3 Additional dot points that must be

complied with when choosing

assessor:

If multiple body systems are to be

assessed, multiple assessors must not

be used where there is an assessor

available who is accredited in all the

required body systems.

Nature and complexity of the injury -

for musculoskeletal injuries, if surgery

has occurred, the injury or condition
must be assessed by a surgeon

accredited in the relevant body system.

Availability of assessors - if an

appropriately accredited assessor has

available appointments, they must be
selected over an alternative assessor

These changes are aimed to
preserve the workers choice

within reasonable limitations to

ensure timeliness of assessments,

efficient use of funds and

ensuring appropriate expertise is
utilised.

• "A full-time nurse who badly injures her neck and also has a

nerve injury affecting the use of her arm. She has a fusion

surgery, but that fails, and then she is [eft with nerve pain

down the arm.

• On the current guides, the impairment would be assessed as a

31 per cent to 33 per cent whole person impairment.
• On the proposed guidelines, the impairment will be 26 per cent

to 28 per cent whole person impairment."

Assuming this is a single level fusion surgery, RTWSA would
estimate that this worker would rate as a seriously injured worker

under the current Impairment Assessment Guidelines (the
Guidelines). Under the proposed Guidelines, the nurse in this
example would stilt rate as a seriously injured worker.

"Worker Choice of assessor" is not part of the Return to WorkAct

2014 or the Return to Work Regulations 2015 and was only
introduced into the scheme in 2015 bytheJmpairment
Assessment Guidelines.

The proposed changes maintain worker choice, but seek to
address the situation where 12 assessors complete over50% of

assessments, and 40% of current assessors have yet to do a

single assessment this financial year. This situation creates

significant inefficiencies in progressing injured worker claims.

The proposed changes to the assessor selection process focus on
ensuring that multiple assessors are not chosen where a single

assessor is qualified to do the assessment, and also provide that
where an injured worker has had surgery for a musculoskeletal

injury, a surgeon qualified in that body system will perform the

permanent impairment assessment. Surgeons are well

positioned to understand the range of possible surgical

outcomes and accurately assess the worker's ongoing

permanent impairment.
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with a waiting time in excess of 6 weeks
(the time period stipulated by the
Impairment Assessor Accreditation

Scheme).

Also added: If there are no assessors

that meet all the above criteria, the

requester should Seekto identify

assessors who meet the criteria in the

order of priority set out above. For the
avoidance of doubt, this means the first

criteria takes priority over the second,
and so on.

Excluding hearing loss, 60% of assessments each year are for
spinal, upper extremity (arm) and lower extremity (leg) injuries.
For 2020-21 (YTD to end May), 64% of these assessments have

been completed by Occupational Physicians, and only 9% by

Orthopaedic Surgeons, although 46% of the accredited assessors
for these 3 body systems are Orthopaedic Surgeons.

Furthermore, 100% of the surgeons accredited to perform

permanent impairment assessments are still practicing, 73% are

local to South Australia and 73% are still regularly performing

surgery.

RTWSA expects that workers will still have a range of qualified

assessors to choose from if the proposed changes are

implemented.
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Our reference: D21/912802
WorkSA

TO: TREASURER

RE: IMPAIRMENT ASSESSMENT GUIDELINES-CONSULTATION PROCESS

PURPOSE

To inform you of ReturnToWorkSA's view of the need to amend the Impairment Assessment
Guidelines and to provide you with the information and documents required to commence this
process.

ISSUES

The Impairment Assessment Guidelines (the Guidelines) that are currently in place are from 2015
when the Return to Work Scheme commenced. Since that time, we have moved from a theoretical
understanding of the role of the Guidelines to a deep understanding of how they operate in the
context of the Scheme. Significant learning has occurred and much feedback has been received,
There have been South Australian Employment Tribunal (SAET) and Supreme Court decisions that
have highlighted areas that are unclear or subject to misinterpretation. In addition, there have
been medical refinements and advancements over that time. The culmination of this is that
ReturnToWorkSA considers that the Guidelines should be amended to ensure greater consistency,
reduce disparity between individual assessor outcomes and to reflect relevant clinical
developments. The changes have not been proposed to reduce whole person impairment scores
but for improved fairness and transparency. There are also changes proposed for corrections,
clarifications, consistency and strengthening of provisions.

As part of its role in keeping all aspects of the Return to Work scheme under review, ReturnToWorkSA
has comprehensively reviewed the Guidelines over the last 18 months. The principles of this review
have been to address issues that have arisen in disputes before the SAET and Supreme Court, to
improve readability and consistency of application, overcome ambiguities and improve inter-rater
and intra-rater reliability. As part of the review, ReturnToWorkSA has worked with key specialists in
order to identify proposed changes necessary from a medical perspective.

Given the significance of the Guidelines, as the mechanism for determining whole person
impairment and the significant value of the resulting financial entitlements, any proposed changes
are likely to elicit a strong reaction. This will be the first time changes have been proposed to the
Guidelines since their inception in 2015.

It is necessary to update the Guidelines precisely because of their significance. To ensure the
sustainability of the Return to Work scheme, a fair assessment of whole person impairment needs
to be undertaken. The changes proposed by ReturnToWorkSA support this end.

ReturnToWorkSA

400 King William Streel Adelaide SA 5000 . GPU Box 2668 Adelaide SA 5001 • ABM 83687 563395

General Enquiries 13 1855 • www.rtwsa.coin of s'o'u'th"Aus;raUa
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Worker choice
It is anticipated that a proposed change which will elicit a response, primarily from Occupational
Physicians and worker legal representatives, is worker choice (Chapter 17 of the Guidelines).
Current practice emphasises the worker's right to choose, with very little consideration of the
factors which are meant to be considered, for example, the availability of assessors is generally
disregarded, with workers opting to wait for an appointment with their preferred assessor
(including interstate assessors). The result is a small number of assessors receiving the majority of
work, while not always being the best qualified, long delays, and multiple assessors being
appointed when there are single assessors accredited to assess all the required injuries in one
assessment.

In the proposed changes worker choice is preserved, but the conditions must be adhered to, in the
order provided. Given the majority of assessments involve multiple impairments/body parts it
should address a current issue where worker representatives often select multiple assessors, even

though a single assessor may be available who can assess all impairments. A proposed
requirement that surgeons assess where a surgery has occurred will, in our view, lead to more

accurate assessments, given thatthey have a better understanding of the expected and likely
consequences of surgery for a condition. There are sufficient surgeons accredited to cover the
expected demand, however, a result of this approach may be the use of more interstate assessors,

and more regional workers having to travel, as it is largely Occupational Physicians and not
surgeons who make regular trips to regional areas at present.

It is proposed to amend the condition regardingthe availability of an assessor to make it clear that
an appropriately accredited assessor must be selected over a similar assessor who has a waiting
time in excess of 6 weeks. We have also amended this section to provide for a situation where a
worker fails to choose an assessor in a reasonable timeframe.

Process

Section 22(3) of the Return to M/or/c/Ac? 2014 provides that the Minister will publish the Impairment
Assessment Guidelines. Section 22(4) states that they must be published in the Gazette, may
specify procedures to be followed in connection with an assessment, and may be amended by the
Minister from time to time. Pursuant to section 22(5), the Minister must, before publishing or
amending the Guidelines, consult with professional associations representing the classes of
medical practitioners who hold accreditations.

Timeframes

In order to amend the Guidelines, following your approval of the process, the steps which would
need to occur with the approximate time frames are as follows:

1. Consultation with medical providers and other stakeholders-4 weeks
2. Synthesis of consultation and any changes - 2 weeks
3. Final edit and format-4 weeks

4. Approval of new Guidelines by the Treasurer - 2 weeks
5. Publishing new Guidelines in Gazette -1 week.
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Consultation
In terms of consultation, ReturnToWorkSA proposes that, in accordance with the legislative
obligation, it should include:

• Individual accredited Impairment Assessors

• Australian Medical Association

• Royal Australian College of Physicians
• Australian Faculty of Occupational and Environmental Medicine

• Faculty of Rehabilitation Medicine
• Royal Australian and New Zealand College of Psychiatrists
• Royal Australian College of General Practitioners

• Royal Australasian College of Surgeons

• Cardiac Society of Australia and New Zealand

• The Royal Australian and New Zealand College of Ophthalmologists.
• Australia Society ofOtolaryngology Head and Neck Surgery
• Thoracic Society of Australia and New Zealand

• Australasian Faculty of Public Health Medicine
• Gastroenterological Society of Australia.

Additionally, given the interest of their members as legal representatives of workers in disputes
about whole person impairment ratings it is proposed that the Law Society of South Australia be
consulted, Self-insured employers are required to administer the whole person impairment
process and so it is proposed that their representative association, the Self Insurers of South
Australia (SISA), also be consulted.

To support this consultation process, a draft consultation paper has been prepared which could be
used by ReturnToWorkSA on your behalf.

Attached, for your information and use, are:
• the proposed changes marked up in the current Guidelines (Attachment A).
• an explanatory table summarising changes proposed by ReturnToWorkSA, including their

potential impact on WPI assessment outcomes (Attachment B). This document has been
designed to assist readers without medical expertise.

• a draft Consultation Paper which ReturnToWorkSA intends to use (Attachment C).

RECOMMENDATION

It is recommended that you:
• note this briefing

• approve ReturnToWorkSA consulting on changes to the Impairment Assessment
Guidelines as set out in the attached documents, on your behalf

• note that you will need to approve and publish any amended Impairment Assessment
Guidelines before they come into effect.

Michael Francis_ | ^ppRQVED
Chief Executive Officer

Treasurer
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'i/(/May 2021

Contact Person: Julia Oakley, Executive Leader Regulation
Telephone/Email: 8233 2475/Julia.oakley@rtwsa.com

Attachment A: Draft Impairment Assessment Guidelines

Attachment B: Summary list of changes

Attachment C: Draft Consultation Paper



^

Attachment A

.it{

REVIEW DRAFT

MAY 2021 '•'-N

RETURN TO WORK SCHEME

Impairment
Assessment
Guidelines



OFFICIAL
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FOREWORD

The Impairment Assessment Guidelines (the Guidelines) are published under
subsection 22(3) of the Return to Work Act 2014 (the Act) for the purpose of
assessing the degree of whole person impairment arising from a work injury that

results in permanent impairment. The purpose of the Guidelines is to provide a

standardised objective approach to evaluating medical impairments, to promote

precision, certainty and consistency in estimating impairment by reference to

sufficient medical and non-medical information to justify the assessment.

As the Act provides for and requires determinations of impairment to be made in

accordance with the Guidelines, the Guidelines have the status of subordinate

legislation. When interpreting and applying the Guidelines, it is of paramount

importance to be faithful to the Guidelines' plain words.

The Guidelines are based mainly on the American Medical Association Guides to the

evaluation of permanent impairment, 5th edition (AMA5). They make specific provision

where features oftheAMAS are deemed not applicable to the South Australian Return

to Work Scheme.

The methodologies, processes and criteria set out in the Guidelines for the relevant

condition, body part or system must be applied and assessors must adhere to any

minimum or maximum values set out in the Guidelines for that condition, body part or

system. Where the Guidelines contain a table that is applicable to that condition, body

part or system, an assessment based on that table will not be in accordance with the

Guidelines unless the categories, descriptions, criteria, ranges, adjustments and other

elements of the table that are relevant to the condition, body part or system are

adhered to and complied with. Further, once a particular methodology is selected, its

requirements, including any limitations, must be applied in a manner set out by the

Guidelines.

Where there are requirements or prerequisites to take into consideration before an

assessment is undertaken those requirements or prerequisites must be considered and

addressed before the assessment is undertaken.

The Guidelines make clear that the protocols and methodologies it sets are

irrespective of which impairment assessor conducts the assessment. As the law stands,

the Guidelines must be applied regardless of any personal view of the assessor. While

the interpretation of medical matters referred to in the Guidelines and the exercise of

clinical judgement must be left to the assessor who is applying them, it is incumbent

on assessors to comply with any express direction contained in the Guidelines as to

how a particular objective fact is to be treated in making an assessment.

This edition of the Guidelines is applicable from <date to be entered>.
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GLOSSARY/DEFINITIONS

Act

ADL

Allodynia

AMA4

AMA5

Assessable body

systems

Assessed separately

Assessed together or

combined

Assessor

DBE

Deducted

Disregarded (para
1.25)

Distal

DRE

Dysaesthesia

Extension Lag

Extension Loss

The Return to Work Act 2014

Activities of Daily Living

A painful response to what would be considered non-painful skin

stimulation

American Medical Association Guides to the evaluation of permanent

impairment, Fourth Edition

American Medical Association Guides to the evaluation of permanent

impairment, Fifth Edition

The systems relate to the chapters of the Guidelines i.e. the upper

extremities, the lower extremities, the spine, the nervous system, the ear,

nose and throat related structures, the urinary and reproductive systems,

the respiratory system, hearing, the visual system, the haematopoietic

system, the endocrine system, the skin, the cardiovascular system, the

digestive system and psychiatric disorders.

Separate and independent whole person impairment assessments must be

made.

The impairment for each injury included in the assessment request must be

included in the final whole person impairment assessment. The combined

values chart will be used to combine the impairments.

A medical practitioner who is currently accredited by the Minister to
provide permanent impairment assessment services with respect to the

relevant body system being assessed, according to the Accreditation

Scheme. Accredited assessors are listed on ReturnToWorkSA's website

(www.rtwsa.com).

Diagnosis-based Estimates (AMA5)

One assessment is subtracted from another assessment.

The permanent impairment attributable to the injury/condition which is to
be disregarded must be assessed and deducted in the overall assessment.

That furthest from the torso. Opposite of Proximal.

Diagnosis Related Estimates (AMA5)

A painful sensation of prickling, tingling or creeping on the skin, associated
with injury or irritation of a sensory nerve or nerve root (painful

paraesthesia).

Loss of full active extension but in the presence of greater passive

extension. Usually due to a defective extensor mechanism.

Active incomplete extension from a flexed position towards the neutral

starting point.



OFFICIAL

Flexion Contracture

GEPIC

The Guidelines

Hypoaesthesia

IMA

Injury

Impairment

Lead Assessor

(para 1.9)

MMI

NAL

Neurogenicpain

No regard

Pantalar

Permanent

Proximal

Requester

Loss of full active extension where there is no difference between passive

and active extension. Usually due to either a soft tissue contracture or a

mechanical block.

Guide to the Evaluation of Psychiatric Impairment for Clinicians, as
referenced in the Impairment Assessment Guidelines

The Impairment Assessment Guidelines for the Return To Work Scheme,

Second Edition

Decreased sensory perception - a decrease in normal sensations, e.g.

response to touch, temperature, painful stimuli.

Independent Medical Adviser appointed under section 118 of the Act

Section 4 of the Act* defines 'injury' as follows.

Injury, in relation to a worker means-

(a) any physical or mental injury including -

(I) loss, deterioration or impairment of a limb, organ or part of
the body, or of a physical, mental or sensory faculty; or

(ii) a disease; or

(in) disfigurement; or

where the context admits - the death of a worker, and includes an injury

that is, or results from, the aggravation, acceleration, exacerbation,

deterioration or recurrence of a prior injury.

A loss, loss of use or derangement of any body part, organ system or organ

function (AMA5)

An assessor who has been asked to consolidate multiple assessments by

separate assessors for an injured worker and provide a collated report.

Maximum medical improvement

National Acoustics Laboratory

Pain originating as a result of injury or disease of the central or peripheral
nervous system.

The impairment is not to be included in assessing whole person

Impairment.

Includes 4 joints; tibiotalar, subtalar, talonavicular, calcaneocuboid.

The meaning given to the word 'permanent' in various decisions

of the courts includes:

a) for a long and indeterminate time but not necessarily forever

b) more likely than not to persist for the foreseeable future

Situated nearer to the centre of the body. Opposite of Distal.

Claims agent, self-insured employer or ReturnToWorkSA, and in the case of

a referral by the South Australian Employment Tribunal, the Tribunal.
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TEMSKI

Tribunal

TSANZ

Unrelated

injury/condition

Varus

Valgus

WPI

Table for the Evaluation of Minor Skin Impairments (Skin chapter 13)

The South Australian Employment Tribunal or Court

The Thoracic Society of Australia and New Zealand

Any injury or cause that is not the work injury or relevant to that injury.

This could occur before or after the work injury.

Increased angulation inward towards the body's midline of the distal bone

of a joint, (e.g, bow-legged).

Increased angulation outward from the body midline of the distal bone of a

joint, (e.g. knock-kneed).

Whole Person Impairment

*where a change Is made to a definition under section 4 of the Return to Work Act, that change Is also effective here.
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1 INTRODUCTION
1.1 The Impairment Assessment Guidelines (the Guidelines) are published under subsection 22(3)

of the Return to Work Act 2014 (the Act).

1.2 The Guidelines are based mainly on the American Medical Association Guides to the

evaluation of permanent impairment, 5th edition (AMA5). The chapter on psychiatric

Disorders is based on the Guide to the Evaluation of Psychiatric Impairment by Clinicians

(GEPIC).

1.3 The Guidelines adopt AMA5 in most cases. Where there is any deviation, the difference is

defined in the Guidelines. Where differences exist, the Guidelines are to be used as the

modifying document. The procedures contained in the Guidelines are to prevail if there is

any inconsistency with, or difference from, AMA5 (or AMA4/NAL Guide, where relevant).

1.4 The Guidelines are to be used when there is a need to establish the degree of whole

person impairment that results from a work injury. The assessment of whole person

impairment is conducted for the purpose of assessing permanent impairment in a

consistent and medically objective manner.

1.5 Before undertaking an assessment of whole person impairment, users of the Guidelines

must be familiar with the introductory section of the Guidelines and chapters 1 and 2 of

AMA5 regarding the purpose of, applications and methods for performing and reporting

impairment assessments.

1,6 These Guidelines only apply to assessments for injuries sustained on or after (date of

publication) as mandated by Section 22(6) of the Act.

1.7 Evaluating permanent impairment involves clinical assessment on the day of assessment,

determining:

• whether the worker's work injury or condition has resulted in impairment

• whether the resultant impairment is permanent

• whether the work injury or condition has reached maximum medical improvement (MMI)

• the degree of permanent impairment that results from the work injury or condition,

• the degree of whole person impairment, and

• if relevant, the proportion of permanent impairment resulting from any previous or

subsequent injury or condition (work-related or otherwise) to the same part of the body

or region,

The assessment of whole person impairment should be in accordance with diagnostic and

other objective criteria as detailed in the Guidelines.

1.8 The Guidelines are designed to direct assessors in the assessment of whole person

impairment. By the time a whole person impairment assessment is required, the question of

liability for the work injury(ies) must have been determined The person who makes the

request for an assessment of whole person impairment (the requester) is to confirm the work

injury or condition for which compensability has been determined or is the subject of an

Application for Review.

1.9 If an assessor identifies an additional injury or condition that is not identified in the assessment

request letter, the assessor must make reasonable efforts to contact the requester to advise of
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the new condition/injury and to ascertain if the assessment should proceed or be deferred to a

later date. In the event that the assessor is unable to contact the requester, the assessor is to

describe the history of the onset of the newly identified injury/condition in the report but not

proceed with the %WPI calculation for any of the injuries/conditions until they have approval

from the requester (i.e. both the requested injuries and newly identified injuries are not to be

assessed).

1.10 In the case of a complex work injury, where different assessors are required to assess different

body systems, the relevant compensating authority will appoint a Lead Assessor. This will

usually be the assessor for the worker's primary or main injury. The Lead Assessor will provide

a report that summarises the other assessments and calculates the final percentage of whole

person impairment (%WPI) resulting from the individual permanent impairment assessments.

The Lead Assessor is not required to review compliance of the other assessors' reports and

should refrain from providing comments in this regard.

Body systems covered by the Guidelines

1.11 The Guidelines refer to the assessable body systems. The Pain chapter in AMA5 (chapter 18)

is excluded. The Mental and Behavioural Disorders chapter (chapter 14) is excluded and

replaced by chapter 16 of the Guidelines, which incorporates the Guide to the Evaluation of

Psychiatric Impairment for Clinicians (GEPIC), as amended for this jurisdiction.

The visual system assessment adopts the relevant chapter from AMA4, not AMA5. Assessment

of whole person impairment due to hearing loss adopts the methodology indicated in the

Guidelines (chapter 9) with some reference to chapter 11, AMA5 (pp245-251), but uses

National Acoustic Laboratory (NAL) tables from the NAL Report No 118, Improved procedure

for determining percentage loss of hearing, January 1988.

1.12 As the Pain chapter in AMA5 (chapter 18) is excluded, no separate assessment can or should

be made for pain except in the specific circumstances described for diagnosed Complex

Regional Pain Syndrome and in the assessment of peripheral nerve injuries as described in

the upper and lower extremity chapters of the Guidelines. Impairments that may be

accompanied by pain are assessable as described in chapters 3-17, AMA5, as modified by the

Guidelines in the upper and lower extremities chapters. The impairment ratings in the

relevant chapters of AMA5 make allowance for expected accompanying pain (refer 2.5e, p20,

AMA5 and Errata).

Legislative requirements

1.13 The Act outlines specific requirements when assessing whole person impairment, which are

explained in the Guidelines. The requester has the responsibility to provide clear guidance to

the assessor to meet those requirements.

It should be noted that the Guidelines are subordinate legislation and must be adhered to.

Permanent impairment - maximum medical improvement

1.14 Assessments are only to be conducted when the injury has stabilised and the assessor

considers that the degree of whole person impairment of the worker is fully ascertainable.

Whole person impairment is fully ascertainable where the assessor believes the worker has

attained maximum medical improvement (MMI). MMI occurs when the worker's condition has

well stabilised and is unlikely to change substantially in the next year with or without medical

8
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treatment, and further recovery or deterioration is not anticipated, but can include temporary

fluctuations. The report must address how specific findings relate to the conclusion of MMI

status. For example, if the assessor identifies that the worker's condition has changed

substantially (either improved or deteriorated) but they consider that the worker is still at

MMI, the report must provide a detailed explanation as to why.

1.15 If, in the assessor's opinion, MMI has not been reached, the assessment must be deferred, an

explanation provided as to why MMI has not been reached and, if possible, an indication

provided as to when the assessor considers it is likely to be reached.

1.16 In the case of an accepted work injury for a terminal condition, a WPI assessment may be

undertaken where a workers condition has not stabilised, or reached MMI to the extent

required by paragraph 1.14.

Psychiatric impairments

1.17 The Act requires psychiatric injuries to be assessed separately from physical injuries (refer to

subsection 22(8)(d) of the Act). This means they are not combined to determine one whole

person impairment assessment (% WPI). A psychiatric injury (pure mental harm) is

distinguished from a psychiatric injury which arises as a consequence of, or secondary to,a

work related condition e.g. depression associated with a back injury (consequential mental

harm).

1.18 The requester will identify the psychiatric injury to be assessed. The requester will consider

whether workers with a brain injury require assessments for psychiatric impairment and

neurological impairment.

1.19 No whole person impairment assessment is to be made for consequential mental harm, as

required by subsection 22(8)(e) of the Act.

Multiple impairments

1.20 The Act requires that impairments arising from injuries which occurred on different dates are

to be assessed chronologically by the date of injury (refer to subsection 22(8)(a) of the Act) and

are not to be combined. Note: This subsection of the Act does not relate to the natural

progression of a work injury (i.e. where there is no further triggering event). For example, if a

worker suffers a work injury comprising an injury to a lower lumbar disc and subsequently

develops sciatica as a normal progression of the disc injury, the latter is treated as part of the

disc injury.

1.21 The requester will indicate the injuries that are to be assessed, the relevant dates of injury

and assessment of which injuries must be combined.

1.22 Impairments resulting from more than one injury caused by the same trauma are to be

assessed together and combined to arrive at the degree of permanent impairment of the

worker (refer to subsection 22(8)(c) of the Act).

1.23 Where the requester has indicated that impairments are to be assessed together, the

Combined Values Chart, AMA5 (pp604-606), is used to calculate the degree of whole person

impairment of the worker. An explanation of its use is found on pp9-10, AMA5. The exception

to this rule is detailed in 1.20 in this chapter. Please note that there is an error in the chart

combining 95 and 34-this should be 97 rather than 96.

1.24 When combining more than two impairments, the assessor must commence with the

highest impairment and combine with the next highest and so on. Impairment ratings within
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the same body system are combined before combining with those from another body

system.

Unrelated Injuries or conditions

1.25 The Act requires that injuries are assessed, not assessed or deducted, depending on specific

requirements. For example:

Subsection 22(8)(b) of the Act states "Impairments from unrelated injuries or causes are to be

disregarded In making an assessment",

Subsection 22(8)(g) of the Act states "any portion of an impairment that is due to a previous

injury (whether or not a work injury or whether because of a pre-existing condition) that caused

the worker to suffer an impairment before the relevant work injury is to be deducted for the

purposes of an assessment...".

1,26 If the unrelated injury is to the same body part (which includes but is not limited to, for

example, the shoulder, knee or hip) as the work injury and is not related to the work injury, the

requester will ask the assessor to disregard the unrelated injury or condition, which means that

the permanent impairment attributable to each injury is assessed and the degree of

impairment attributable to the unrelated injury or condition is then deducted. The same body

part, as above, is not divisible for the purpose of assessing unrelated injuries.

If, at the time of the request, the requester is uncertain as to whether there are any previous

injuries, they may ask the assessor to identify and disregard any previous injuries. This should

be appropriately documented in the assessment report.

1.27 If the requester asks for unrelated injuries to a body part to be 'deducted', the assessor

assesses the %WPI of the affected part of the body by applying the methodology in the

Guidelines then deducts the %WPI attributable to the unrelated injury/condition. Regardless of

whether the unrelated injury or condition was asymptomatic, where there is objective

evidence for an assessment of an unrelated injury/condition it must be assessed and deducted.

If there is no impairment from the previous unrelated injury or condition then there is nothing

to deduct and this should be appropriately documented in the assessment report.

1.28 When an unrelated injury needs to be considered, there should be objective evidence to

support the assessment of impairment caused by that injury (e.g. clinical evidence including

previous findings, medical records and reports, the worker's history, etc.) and this must be

carefully documented in the report, including sound rationale as to why it was not used, if it

was not used. The impairment rating of the unrelated injury is determined by applying the

methodology in the Guidelines.

The impairment from the unrelated injury is then subtracted from the overall impairment

rating for that body part. There cannot be a negative rating, that is, below 0%. If a worker

suffers an impairment caused by a pre-existing unrelated injury which has already been

assessed in accordance with the Guidelines or previous Guidelines, the assessor can deduct

that impairment from the overall impairment which reflects the effect of both injuries. If there

is objective evidence but it is not complete, it should still be used for deduction, where

possible.

1.29 Where there is insufficient evidence to assess the unrelated impairment using the

methodology in the Guidelines, but there is evidence of an unrelated impairment, a deduction

of 1,10th of the assessed impairment must be made. Where there are multiple impairments

within one body system, and the unrelated impairment relates to only part of the body system,

10
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the 1,10th deduction is made at that impairment level. Usual rounding principles apply (refer

1.63).

The 1,10th deduction cannot be applied in the assessment of noise induced hearing loss.

1.30 In some cases the requester will ask that the assessor provide a whole person impairment

assessment for all specified injuries as well as a whole person impairment assessment

specifically relating to the work injury only. If a relevant whole person impairment assessment

for the worker has been completed previously and is to be included in the assessment, the

requester will provide the results of that previous assessment to the assessor and indicate that

the assessment should be deducted. The assessor should then include that assessment in their

report and deduct that assessment as instructed. This allows the case manager to determine

the correct entitlement(s) for the worker.

Refusal of treatment

1.31 If the worker has been offered, but has refused or not undertaken, additional or alternative

medical treatment that the assessor considers is likely to improve the worker's condition, the

assessor should evaluate the current condition and treat it as 'stable', without consideration of

potential changes associated with the proposed treatment. The assessor must note the

potential for improvement in the worker's condition in the assessment report, and the reasons

for refusal by the worker, but should not adjust the degree of impairment on the basis of the

worker's decision.

Future deterioration of a condition

1,32 If an assessor forms the opinion the worker's condition is stable for the foreseeable future, but

it is expected to deteriorate in the long term, the assessor should make no allowance for this

deterioration, but note its likelihood in the report.

Information required for assessments

1.33 The assessor should be provided with all relevant medical and allied health information,

including results of all clinical investigations and previous assessments related to the work

injury in question, with the assessment request. The exception to this is radiological imaging.

Due to reducing availability of imaging in hard copy and on portable storage devices, assessors

are required to access imaging through online subscription. Alternatively, or if online

subscription is not available, assessors must seek information, measurements, etc. required for

the purpose of rating impairment directly from the relevant radiologist or radiology group.

Radiological expenses incurred will be met by the compensating authority.

1.34 The assessor must not undertake a whole person impairment assessment unless all relevant

information is provided by a claims agent, self-insured employer or ReturnToWorkSA, and in

the case of a referral by the South Australian Employment Tribunal (the Tribunal), by the

Tribunal. If the worker has relevant information to include, they must provide it to the

requestor. In that event, or if in doubt, the assessor must contact the requester to ensure they

have or are provided with all relevant information.

1.35 The requester will, if known, provide instruction to the assessor identifying:

• which injury impairment(s) should be included in the assessment

• which injury impairment(s) should not be included in the assessment

• which injury impairment(s) should be combined in a whole person impairment

11
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• which injury impairment(s) should be assessed separately

• which injury impairment(s) should be deducted

• any information from previous assessments of relevance to calculating the %WPI.

1.36 If the assessor is unclear about the assessment of unrelated injuries in a particular case,the

requester should be asked to provide clear instructions before the assessment is undertaken.

Notes for the requester can be found in Appendix 1 of the Guidelines.

1.37 The degree of permanent impairment that results from the work injury must be determined

using the tables, graphs and methodology provided in the Guidelines and AMA5 (or AMA4 for

the Visual system or The NAL Report, No 118 for Hearing). Most importantly, assessors must

have relevant information about the onset of the injury, subsequent treatment, relevant

diagnostic tests and functional assessments, if any, of the worker. The absence of required

information should result in an assessment being discontinued or deferred. Section 1.5 of

chapter 1 ofAMAS (plO) applies to the conduct of assessments and expands on this concept.

1.38 The Guidelines and AMA5 (or AMA4 for the Visual system or the NAL report, No 188 for

Hearing) set out the information and investigations necessary to diagnose and measure whole

person impairment. Assessors must apply the approach outlined in the Guidelines. Requesters

must read these documents to understand the information that they need to provide for the

assessor to be able to conduct a comprehensive assessment.

Adjustment for the effects of orthoses and prostheses

1.39 Assessments of whole person impairment must be conducted without orthoses and/or

prostheses, unless these cannot reasonably be removed for examination purposes (e.g. as with

a cochlear implant and dental implants). Further details can be found in the relevant chapters

of the Guidelines and AMA5.

1.40 In some cases, there may need to be allowance for a pre-existing use of an orthosis or

prosthesis. For example, impairment of vision should be measured with the worker wearing

their prescribed corrective spectacles and/or contact lenses, if this was usual for the worker

before the work injury occurred, If, as a result of the work injury, the worker has been

prescribed corrective spectacles and/or contact lenses for the first time, or different

spectacles and/or contact lenses than those prescribed previously, the difference should be

accounted for in the assessment of whole person impairment.

Adjustment for the effects of treatment

1.41 Where the effective long-term treatment of a work injury results in apparent substantial

reduction or total elimination of the worker's whole person impairment, but the worker is

likely to revert to a higher degree of impairment if treatment is withdrawn, the assessor may

increase the percentage of whole person impairment by 1, 2 or 3% WPI for the impairment to

which the treatment relates. This does not apply to the use of:

• analgesics and other medication for pain relief

• anti-inflammatory, or

• other symptom-relieving therapies, such as physiotherapy treatment and massage.

The assessor should document the %WPI increase, if applied, and document the

reasoning in the report.

12
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The increase cannot be applied where the use of medication is a criterion for the assigned

rating.

Impairment due to side effects of pain medication, which are reversible upon ceasing, is not

considered permanent or at MMI and therefore does not qualify for an impairment rating.

Assessment and Reports

1.42 Impairment assessments and rationale must be thorough, medically accurate and evidence-

based, to ensure the most appropriate impairment rating is determined.

1.43 A whole person impairment assessment report must be accurate, comprehensive and in

accordance with the Guidelines, AMA5 section 2.6, pp21-22 and the applicable Court Rules.

It should clearly address the question(s) being asked of the assessor. The assessor is

required to address issues including:

• current clinical status and diagnosis, including the basis and evidence used for determining

the diagnosis and maximum medical improvement

• whether there is impairment arising from the work injury/condition

• reasoning as to how the assessor decided to allocate an injury to a particular class and

selected a percentage point value within a percentage range, if applicable

• the degree of whole person impairment that results from the injury, and

• the proportion of whole person impairment due to any unrelated injury/condition (see

definition), if any, relevant to the injury being assessed.

1.44 The report must contain factual information based on the assessor's own history-taking and

clinical examination. The relevant history is obtained by a review of medical records reflecting

past medical history and the worker's presentation of the current history. It is important to

review the medical records before performing an impairment assessment, as this will enable

the assessor, among other things, to:

• Clarify and document inconsistencies, if any, between the history provided by the worker

and the history contained in the medical records.

• Reconcile inconsistencies, if any, between the worker's history during the examination and

other previous medical records. It is necessary to clarify historical inconsistencies because

several issues are determined by the history.

• Focus on the portions of the history pertinent to the impairment assessment.

1.45 Examination findings must be compared with those otherwise observed. Informal observation

forms a part of the assessment and includes any behaviour and/or activities observed before,

during and after the assessment. Observations must be documented in the report.

If the assessor considers, on the basis of their informal observations of the worker, that the

worker is not co-operating to the best of their ability during the formal assessment process, the

worker should be reminded that, in order to obtain an accurate assessment, it is necessary for

them to co-operate to the best of their ability.

1.46 The report must provide a rationale consistent with the methodology and content of the

Guidelines. It must include a comparison of the assessment's key findings with the

impairment criteria in the Guidelines. In rare circumstances, where the assessment is

conducted in the absence of pertinent data or information, the assessor must indicate how

13
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the degree of impairment was determined with the limited data and justify this in detail in the

report.

1.47 A standard report format including summary tables, which must be used by an assessor, is

available on ReturnToWorkSA's website.

1.48 The Guidelines and AMA5 may allow for more than one equally valid and specific method that

assessors can use to establish the degree of an injured person's permanent impairment.

When choosing between these equally valid and specific methods (e.g. muscle strength or

atrophy), assessors should use the method(s) that results in the highest degree of permanent

impairment.

1.49 When using range of motion (ROM) for lower extremity and/or upper extremity for

assessment, after recording the actual goniometric values, the assessor must find the listed

values and interpolate, if necessary, for the actual measurements obtained on the day of

examination. Example 16-15 in AMA5 on page 453 illustrates the interpolation process.

1.50 The assessed degree of impairment is to be expressed ultimately as a percentage of whole

person impairment (% WPI). Body system impairments, such as percentage of upper

extremity, lower extremity, visual or hearing impairments, are to be indicated in the report

and then converted to %WPI in the summary table.

1.51 The report must include the assessor's conclusion and the final %WPI. This is to be included

in the final paragraph in the body of the report, and not as a separate report.

1.52 Reports are to be provided within 10 working days of the assessment being completed, or as

agreed and documented between the requester and the assessor. This should be noted in the

report.

Compliance

1.53 Other than reports prepared by an IMA under Division 3, Part 8 of the Act, reports must be

provided to ReturnToWorkSA or the self-insured employer requesting the report (as

appropriate) for review of compliance. If, as part of the compliance process, it is not clear that

the report has been completed in accordance with the Guidelines, clarification may be sought

from the assessor who prepared the report by ReturnToWorkSA or the self-insured employer

(as appropriate). ReturnToWorkSA or the self-insured employer may obtain independent

medical advice as part of the compliance review process.

1.54 If clarification is sought from an assessor, a response is required within 5 business days. Any

amended report should be marked as such with the amended date included. A copy of

communications to and from the assessor regarding compliance review matters will be made

available to the worker within 5 business days.

Reports that have been compliance reviewed by ReturnToWorkSA will be forwarded to the

requester once this process is complete.

1.55 Only impairment assessments that have been completed in accordance with the Guidelines

may be used to determine worker entitlements.

Ordering of additional investigations

1.56 Requestors are responsible for providing all the relevant information to the assessor for the

whole person impairment assessment to be undertaken. The assessor must not order

14
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additional radiographic or other investigations purely for the purpose of assessing the degree

of impairment.

1.57 If, however, the investigations previously undertaken are not as required by the Guidelines or

AMA5 (or AMA4 in the case of visual etc.) or are inadequate for a proper assessment to be

made, the assessor should consider whether to proceed with the assessment without

adequate investigations and advise the requester accordingly.

1.58 Additional investigations can only be ordered where the assessor considers that further

investigation is essential for a complete assessment to be undertaken and no other specific

methods of assessment for the work injury/condition are available. Before proceeding, the

assessor must obtain approval from the requester.

1.59 If deferral of the assessment, whilst approval is sought, would considerably inconvenience the

worker (e.g. when the worker has travelled from a country region specifically for the

assessment), the assessor may proceed to order the appropriate investigations, provided there

is no undue risk to the worker in carrying out these investigations.

Conditions which are not covered by the Impairment Assessment

Guidelines/AMAS - equivalent or analogous conditions

1.60 AMA5 (pll) states: "Given the range, evolution and discovery of new medical conditions, the

Guides cannot provide an impairment rating for all impairments." In situations where

impairment ratings are not provided, the Guides suggest that physicians use clinical

judgement, comparing measurable impairment resulting from the unlisted condition to

measurable impairment resulting from similar conditions with similar impairment of function

in performing activities of daily living, Such a comparative process is referred to as carrying

out an assessment using analogy.

1.61 The assessor must stay within the body part/region when using analogy.

1.62 Assessors applying clause 1.60 and 1.61 must refer to AMA5, section 1.5 (pplO-11). The

assessor's "judgment, based upon experience, training, skill, thoroughness in clinical

evaluation, and ability to apply the Guides criteria as intended, will enable an appropriate

and reproducible assessment to be made of clinical impairment." (AMA5, pll). Rationale

must be documented as per clause 1.46.

Inconsistent presentation

1.63 Consistency tests are designed to ensure reproducibility and greater accuracy. These

measurements, such as one that checks the individual's lumbosacral spine range of motion,

are good but imperfect indicators of people's efforts. The physician must use the entire range

of clinical skill and judgement when assessing whether or not the measurements or test results

are plausible and consistent with the impairment being evaluated. If, in spite of an observation

or test result, the medical evidence appears insufficient to verify that an impairment of a

certain magnitude exists, the physician should modify the impairment rating accordingly and

then describe and explain the reason for the modification in writing.

Rounding

1.64 Occasionally the methods of the Guidelines will result in an impairment value which is not a

whole number (e.g. an assessment of joint impairment in the upper extremity). All such values

must be rounded to the nearest whole number before moving from one joint degree of

impairment to the next (e.g. from DIP to PIP) or from a regional impairment to a WPI. Figures
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should also be rounded before using the Combined Values Chart, AMA5 (pp604-606). This will

ensure that the final WPI will always be a whole number. The usual mathematical convention

is followed where rounding occurs-values of less than 0.5 are rounded down to the nearest

whole number and values of 0.5 and above are rounded up to the next whole number.

Individual chapters of the Guidelines may have specific provisions for rounding and these

should be applied.

<Quality assurance changed to compliance review>

<Code of conduct removed as covered more appropriately in accreditation scheme>
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2 UPPER EXTREMITY
Chapter 16, AMA5 (p433) applies to the assessment of permanent

impairment of the upper extremities, subject to the modifications set out

below.

Before undertaking an impairment assessment, users of the Guidelines must be familiar

with the following:

• the Introduction in the Guidelines

• chapters 1 and 2 ofAMAS

• the appropriate chapter/s of the Guidelines for the body system they are assessing

• the appropriate chapter/s of AMA5 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

2.1 This chapter is used to assess whole person impairment involving the upper extremities. The

upper extremities are also discussed in chapter 16, AMA5 (pp433-521). It is a complex chapter

that requires an organised approach with careful documentation of findings.

2.2 When calculating impairment using loss of range of motion (ROM), it is most important

always to compare measurements of the relevant joint(s) in both extremities. If a

contralateral "normal/uninjured" joint has less than average mobility, the impairment

value(s) obtained for the uninvolved joint serves as a baseline ('normal') and is subtracted

from the calculated impairment for the involved joint. The rationale for this decision should

be explained in the report (AMA5, p453,16.4c).

The approach to assessment of the upper extremity and hand

2.3 The impairment must be permanent and the work injury must be at MMI. The injured person

will have a defined diagnosis that can be confirmed by clinical assessment.

2.4 The assessed impairment of a part or region can never exceed the impairment due to

amputation of that part or region. For an upper limb, therefore, the maximum assessment is

60% WPI (the value for amputation through the shoulder). An exception to this is where there

is a forequarter amputation, which is 70% WPI (chapter 16, AMA5, Table 16-4, p440). Where

there is an impairment of another body system (e.g. skin/scarring) from the same injury, then

each impairment should be rated and combined.

2.5 Although ROM appears to be a suitable method for evaluating impairment, it can be

subject to variation because of pain during motion at different times of examination and/or

possible lack of co-operation by the person being assessed. Where there are alternate

methods of assessment, these must be considered and an explanation must be provided as

to the method used. Assessment of impairment from loss of ROM of a joint should be done

by measuring active ROM, as follows:

• A goniometer or inclinometer must be used.
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• Passive ROM is part of the clinical examination to ascertain clinical status of the joint. As

per page 451 AMA5, active ROM is evaluated first. In the event that full active motion is

found, passive motion values need not be taken, however if active ROM is incomplete, it

is necessary to record passive ROM measurements in the report. Nevertheless,

impairment due to reduced range of motion must be calculated using active ROM

measurements.

• Active ROM should be measured with several consistent repetitions. The highest of the

consistent measurements obtained is then used. If there is inconsistency in ROM then it

must not be used as a valid parameter of impairment assessment. Refer to section 1.58

of the Guidelines.

• Impairment values for degree measurements falling between those listed must be

adjusted or interpolated proportionately in the corresponding interval.

2.6 To achieve an accurate and comprehensive assessment of the upper extremity, findings

should be documented on a standard form. Figures 16-la and 16-lb, AMA5 (pp436-437) are

extremely useful, both to document findings and to guide the assessment process.

2.7 The hand and upper extremity are divided into thumb, fingers, wrist, elbow, shoulder and

forequarter. Close attention needs to be paid to the instructions in Figures 16-la and 16-lb,

AMA5 (pp436-437) regarding adding or combining impairments.

2.8 Table 16-3, AMA5 (p439) is used to convert upper extremity impairment to WPI. When the

Combined Values Chart is used, the assessor must ensure that all values combined are in the

same category of impairment (that is WPI with WPI, Upper extremity impairment % with

Upper extremity impairment %, Hand impairment % with Hand impairment % and so on).

Impairments of the same limb (e.g. several upper extremity impairments), must be combined

before converting to percentage WPI. (Note that impairments relating to the joints of the

thumb are added rather than combined as clearly indicated in AMA5 (plO) and in Figure 16-

la, AMA5 (p436)).

Specific interpretation of AMA5 - The hand and upper extremity

Impairment of the upper extremity due to peripheral nerve disorders

2.9 Peripheral nerve injuries must not be assessed until symptoms have persisted for at least 12

months.

2.10 If upper extremity impairment results solely from a peripheral nerve injury, clauses 16.5a to

16.5d of AMA5 are to be used. The assessor should not evaluate impairment(s) of abnormal

motion for that upper extremity when the abnormal ROM is caused by the peripheral nerve

injury.

2.11 Normal two point discrimination is defined as ^6mm.

2.12 Grade 4 Description of Table 16-10 is replaced with 'Distorted superficial tactile sensibility

(diminished light touch OR two-point discrimination), with or without minimal abnormal

sensations or pain, that is forgotten during activity.

Accordingly, the text on page 483 referring to Grade 4 definition is replaced with 'Individuals

in Grade 4 have diminished light touch OR two point discrimination (7 - 10mm), localisation

of sensory stimuli, and good protective sensibility.'

2.13 Reduced protective sensibility is defined as no ability to discern between the sharp and dull

sensations in pin prick testing and two point discrimination >15mm.
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2.14 For loss of use of the nerve to a trapezius and/or sternomastoid muscle, the assessor should

refer to 5.17 on p56 of the Nervous System Chapter in the Guidelines.

2.15 Table 2.1 below is to be used in conjunction with section 16,5d, AMA5, and encompasses all types

of nerve compression injuries, including median nerve (carpal tunnel syndrome). Where there is

variation from AMA5, this table prevails. Where surgical decompression has occurred, only

electromyography (EMG) and/or nerve conduction studies performed after an optimal recovery

time will be valid.

Table 2.1 Rating nerve compression injuries

Is the clinical

history supportive

of a compression

nerve injury?

^

^

y

v

Is there physical exam evidence of

thenar opposition weakness and/or of
diminished sensation by either 2 point

discrimination (>6mm) or

monofilament testing?

x

x

^

^

Has reliable EMG and/or

Nerve Conduction Tests

confirmed the diagnosis?

x

y

x

^

No objective basis for rating - 0% UEI

Rate impairment between 0-5% UEI

by considering impact of symptoms on

the performance of ADL

Rate impairment by the method utilised

for peripheral nerve injuries using Table

16-15, identifying the maximum loss

and grading for sensory deficit, using
16-10 and motor deficit using 16-11

2.16 Median nerve (below mid-forearm), Ulnar Nerve (below mid-forearm): In using Table 16-15

(AMA5, p492) for the sensory deficits, use only the digital branches that are involved as the

multiplier. 39% UEI (median nerve) and 7% UEI (ulnar nerve) are only applied if all relevant

digital branches are affected equally.

2.17 When applying Tables 16-10, AMA5 (p482) and Table 16-11, AMA5 (p484) and the above,

the assessor must use clinical judgement to estimate the appropriate percentage within the

range of values shown for each severity grade. Rationale for the value selected must be

provided in the report. The maximum value is NOT applied automatically. If not all

symptoms in the grade are present, a rating at the lower end of the grade should be

selected and the ADL specifically affected by the peripheral nerve injury must be described.

Impairment due to other disorders of the upper extremity

2.18 Section 16.7, AMA5, Impairment of the Upper Extremities Due to Other Disorders

(pp498-507), should be used only when other criteria, as presented in sections 16.2-16.6,

AMA5 (pp 441-498), have not adequately encompassed the extent of the impairments.

Impairments from the disorders considered in section 16.7 are usually estimated using

other criteria. The assessor must avoid duplication of impairments.

2.19 Section 16.7, AMA5, Impairment of the Upper Extremities Due to Other Disorders (p498),

notes "The severity of impairment due to these disorders is rated separately according to

Table 16-19 through 16-30 (pp500-507) and then multiplied by the relative maximum value

of the unit involved as specified in Table 16-18 (p499)". This statement does not include
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Tables 16-25 (Carpal instability, p503), 16-26 (Shoulder instability, p505) and 16-27

(Arthroplasty, p506). These tables are already expressed in terms of upper extremity

impairment.

2.20 Strength evaluation, as a method of upper extremity impairment assessment, must only be

used in exceptional circumstances. Its use must be justified when loss of strength represents

an impairing factor not adequately considered by more objective rating methods. If chosen

as a method, the caveats (detailed in AMA5, p484 and pp507-510) under the headings '16.8a

Principles', '16.8b Grip and Pinch strength' and '16.8c Manual Muscle Testing', must be

observed, i.e. decreased strength cannot be rated in the presence of decreased motion,

painful conditions on clinical history and at the time of clinical examination, deformities and

absence of parts (e.g. thumb amputation) that prevent effective application of maximal force

being evaluated.

Conditions affecting the shoulder region

2.21 All shoulder assessments must relate to a diagnosed shoulder disorder and be clearly

distinguished from symptoms due to referred pain from the neck or other structures.

• Most shoulder disorders with an abnormal ROM are assessed according to AMA5 section

16.4 - Evaluating Abnormal Motion (pp450-479). Please note that AMA5 indicates that

internal and external rotation of the shoulder are to be measured with the arm abducted

in the coronal plane to 90 degrees. If this is not possible, symmetrical measurement of

rotation is be carried out at the point of maximal abduction. If a shoulder cannot be

abducted to 90 degrees, a modified method can be applied to the injured and

contralateral shoulder and described.

• In cases of rotator cuff injury, where the loss of shoulder motion does not reflect the

severity of the tear and there is no associated pain, this may be assessed according to

section 16.8c, AMA5 - Strength evaluation, The caveats set out in paragraph 2.20 apply.

• In Table 16-27, AMA5 (p506), the figure for resection arthroplasty of the distal clavicle

(isolated) has been changed to 5% upper extremity impairment, and the figure for

resection arthroplasty of the proximal clavicle (isolated) has been changed to 8% upper

extremity impairment.

• If a resection arthroplasty is done as a part of another shoulder procedure and results in

an anatomical loss evident on clinical examination or x-ray, then it can be combined with

other impairment.

• In Table 16-18, AMA5 (p499) the maximum impairment values for the sternoclavicular

joint have been changed from 5% UEI to 25% UEI and 3% WPI to 15% WPI.

• Adhesive capsulitis cannot be rated until at least 18 months after an initial diagnosis by an

appropriate musculoskeletal physician.

2.22 Ruptured long head of biceps shall be assessed as 3% UEI or 2% WPI where it exists in

isolation from other rotator cuff pathology. Impairment for ruptured long head of biceps

cannot be combined with any other rotator cuff impairment or with loss of ROM.

2.23 Impingement: Diagnosis of impingement is made on the basis of positive findings on

appropriate provocative testing at the time of examination and is only to apply where there

is no loss of ROM. Symptoms must have been present for at least 12 months. An impairment

rating of 3% UEI or 2% WPI shall apply.
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Fractures involving joints

2.24 Displaced fractures involving joint surfaces are generally to be rated by ROM. If, however,

this loss of ROM is not sufficient to give an impairment rating; movement is accompanied

by pain; and there is 2mm or more of displacement; allow 2% UEI (1% WPI).

Epicondylitis of the elbow

2.25 Symptoms must have been present for at least 18 months. Localised tenderness at the

epicondyle must be present and provocative tests must also be positive.

2.26 This condition is rated as 2% UEI (1% WPI) where there has been no surgery.

2.27 Section 16.7d, AMA5 (p507) refers to tendon rupture or surgical procedures. If there has

been surgery then the procedure outlined on p507 can only be used if there is no other

rateable condition applicable to the elbow. The caveats set out in paragraph 2.20 apply. If

there is an associated loss of ROM, these figures are not combined, but the method giving

the highest rating is used. When strength is not a suitable method, and normal ROM is

present, then the condition is rated as 2% UEI (1% WPI).

2.28 2% UEI can be applied for lateral and medial epicondylitis where they are both present in the

same limb (i.e. 4% UEI) and the criteria in 2.25 are met.

Resurfacing procedures

2.29 No additional impairment is to be assessed for resurfacing procedures used in the

treatment of localised cartilage lesions and defects in major joints.

Complex Regional Pain Syndrome

2.30 Assessment for CRPS is not to proceed unless the following criteria have been met:

• the diagnosis is to be confirmed by criteria in Table 2.2 below - each of the four boxes must

be addressed; and

• the initial diagnosis must have been present for at least 18 months immediately preceding

the assessment (to ensure accuracy of the diagnosis and to permit adequate time to

achieve MMI); and

• the diagnosis must have been made, prior to the assessment, by at least two examining

specialists, with at least one of these being a Fellow of the Faculty of Pain Medicine or a

neurologist; and

• other possible diagnoses must have been excluded.

Note: The diagnosis of CRPS is a clinical one, based on history and physical signs at the time of

the assessment. Although changes such as Sudek's atrophy may be detectable on x-ray, such

changes are adjunctive evidence and not a necessary part of the diagnostic criteria for CRPS.

The assessor must ensure that previous diagnoses confirmed have been for complex regional

pain syndrome and not for chronic regional pain.
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Table 2.2: Diagnostic criteria for Complex Regional Pain Syndrome (CRPS) types I and

II in the upper extremity

Continuing pain as defined in section 16.5e, Paragraph 1, AMA5 (p495)

Must report at least one symptom relating to the affected part in each
of the following four categories:

Sensory: (usually persistent)

• Persistent hyperaesthesia (to include hyperalgesia)

• Mechanical allodynia

Motor/trophic: (usually persistent)

• Decreased range of joint motion

• Motor changes - weakness, wasting

• Trophic changes - hair, nails, skin

Vasomotor (often intermittent):

• Temperature asymmetry

•Skin colour changes

• Skin colour asymmetry

Sudomotor (often intermittent):

• Diffuse oedema in the region affected by CRPS

• Sweating increase or decrease

• Sweating asymmetry
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At the time of assessment at least one physical sign must be
elicited in the affected part in each of the following four
categories:

Sensory:

• Hyperaesthesia to sensory stimulus (to include hyperalgesia)

• Mechanical allodynia

Motor/trophlc:

• Joint stiffness and decreased passive motion

• Motor weakness

• Wasting

• Motor dysfunction-tremor, dystonia

• Trophic changes-hair, nails, skin

Vasomotor:

• Temperature asymmetry >2 degrees

• Asymmetric skin colour changes

Sudomotor:

• Diffuse oedema in the region affected by CRPS

• Sweating asymmetry

There is no other diagnosis that better explains the signs and symptoms.

2.31 CRPS I and II are to be assessed as follows:

• Apply the diagnostic criteria for CRPS (Table 2.2).

• If the criteria in each of the sections 1, 2, 3 and 4 in Table 2.2 are satisfied, the diagnosis of

CRPS may be made.

• Refer to the clinical and radiological signs listed in Table 16-16 of AMA-5. For each clinical

sign present and observed at the time of assessment, allocate 1 point. Allocate 1 point for

the applicable radiological signs. Total the points allocated and apply to Table 2.3 below to

determine the class.

Table 2.3 - Rating CRPS I and II

Class 1

1% - 25% UEI

>4 points

Class 2

26%-50%UEI

>6 points

Class 3

51% - 100%UEI

>8 points
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• Allocation within the class range is to be based on the impact of the condition on ADL.

Impact of the condition onADL is to be assessed using Table 2.4 below. AvalueofO-5 is

assigned to each ADL. Rationale for the application of each value is to be documented in

the report. The median value, obtained from Table 2.4, is used to assign a value within the

applicable class in Table 2.3. Values are assigned as follows:

o Independent-0

o Independent with difficulty - 1

o Able to perform independently with aids - 2

o Able to perform with assistance - 3

o Able to perform with aids AND assistance - 4

o Unable to perform - 5

Table 2.4 - Allocation within the class range for CRPS I and II

Rating

Self-care Cleaning Meal

Preparation

Gardening Transport Shopping Social

Activity
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3 LOWER EXTREMITY
Chapter 17, AMA5 (p523) applies to the assessment of permanent

impairment of the lower extremities, subject to the modifications set out

below.

Before undertaking an impairment assessment, users of the Guidelines must be

familiar with the following (in this order):

• the Introduction in the Guidelines

• chapters land 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the appropriate chapter/s of AMA5 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

3.1 The lower extremities are discussed in Chapter 17, AMA5 (pp523-564). This section is

complex and provides a number of methods for assessing whole person impairment in the

lower extremities. An organised approach is essential and findings should be carefully

documented on a worksheet.

3.2 When calculating impairment for loss of range of motion (ROM), it is most important always

to compare measurements of the relevant joint(s) in both extremities. Ifacontralateral

'normal/uninjured' joint has less than average mobility, the impairment value(s)

corresponding to the uninvolved joint serves as a baseline ('normal') and is subtracted from

the calculated impairment for the involved joint. The rationale for this decision must be

explained in the report (AMA5, p2,1.2a). Passive ROM is part of the clinical examination to

ascertain clinical status of the joint, but motion impairment must be calculated using active

ROM measurements.

The approach to assessment of the lower extremity

3.3 Assessment of the lower extremity involves clinical assessment and selection of a valid

methodology. It is imperative that the most specific methods relating to the impairment

are used and the reason for the chosen method is explained in the report.

3.4 There are several different forms of assessment that can be used, as indicated in sections

17.2b to 17.2n, AMA5 (pp528-554), Table 17-2, AMA5 (p526) indicates which assessment

methods can be combined and which cannot. It may be possible to perform several different

assessments as long as they are reproducible and meet the conditions specified below and in

AMA5. The most specific method of impairment assessment must be used. If several equally

specific methods can be used and a variety of combinations are possible, then 3.6 below

indicates which value is to be used. For example, where a DBE assessment is applicable this

should be used ratherthan ROM. 1.48 does not apply to a less specific method. But if two

equally valid specific methods are applicable, then 1.48 does apply. Reasons must be

provided for this decision.
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3.5 It is possible to use an algorithm to aid in the assessment of lower extremity

impairment. Use of the worksheet (Table 3.4 (p38)) is advised.

3.6 In the assessment process, having used the most appropriate and specific methods, the

assessment giving the highest impairment rating is selected. That may be a combined

impairment in some cases, in accordance with the Table 17-2, AMA5 (p526) - Guide to

the Appropriate Combination of Evaluation Methods, using the Combined Values Chart

(AMA5, pp604-606). Please note, with regard to "ROM Ankylosis" in Table 17-2, this

refers to range of motion or ankylosis.

3.7 When the Combined Values Chart is used, the assessor must ensure that all values

combined are in the same category of impairment rating (i.e. %WPI, LEI, or Fl). To

convert from Fl to LEI, multiply the Fl by 0.7, in accordance with Section 17. la, AMA5

(p527). Impairments of the same limb (e.g. several lower extremity impairments)

should be combined before converting to %WPI. When assessing ankles/feet/toes,

calculate and combine the impairment at the foot impairment level first, then convert

to lower extremity impairment, then finally to %WPI.

3.8 Refer to Table 17-2, AMA5 (p526) to determine which impairments can be combined

and which cannot. This table allows the assessor to assess impairment accurately

without 'double dipping'. The assessed impairment of a part or region can never exceed

the impairment due to amputation of that part or region. For the tower limb, therefore,

the maximum assessment is 40% WPI, the value for hip disarticulation. An exception to

this is where there is a hemipelvectomy, which is 50% WPI. Where there is an

impairment assessed under another body system (e.g. skin) from the same injury then

each impairment should be rated and combined at the %WPI level.

Specific interpretation ofAMAS-the lower extremity

Limb length discrepancy

3.9 When true limb length discrepancy is determined clinically (section 17,2b, AMA5, p528),

the method used must be indicated (e.g. tape measure from anterior superior iliac spine

to the medial malleolus). Clinical assessment of limb length discrepancy is an acceptable

method, but if full length computerised tomography films are available they should be

used in preference. Such an examination should not be ordered solely for determining

leg lengths.

3.10 When applying Table 17-4, AMA5 (p528), the element of choice has been removed.

Refer Table 17-4 in the Guidelines (p25).
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Table 17-4 Impairment due to limb length discrepancy

Discrepa

ncy (cm)

0-1.9

2-2.9

3-3.9

4-4.9

5+

Lower

Whole

[0]

(0)

[8]

(3)

[13]

[18]

[19]

extremity [% LEI]

Person Impairment (% WPI)

(5)

(7)

(8)

Gaitderangement

3.11 Assessment of gait derangement is only to be used as a method of last resort. Methods

of impairment assessment most fitting the nature of the disorder must be used in

preference, If gait derangement (section 17.1c, AMA5, p529) is used, it encompasses all

impairments in that lower limb and other potentially assessable impairments in the same

lower limb are not assessed separately and cannot be combined with any other

assessment in the lower extremity section of AMA5.

For unrelated impairments, the assessor will still need to calculate the impairment in the

foot/ankle/knee/hip for the purpose of making a deduction (refer 1.24 -1.29 in the

Introduction).

3.12 Any walking aid used by the subject must be a permanent requirement and not

temporary.

3.13 In the application of Table 17-5, AMA5 (p529), delete item 'b', as the Trendelenburg sign

is not sufficiently reliable,

Muscle atrophy (unilateral)

3.14 Section 17.26, AMA5 (p530) is not applicable if the limb other than that being assessed is

abnormal (e.g. ifvaricose veins cause swelling, or if there is another injury or condition

which has contributed to the disparity in size).

3.15 In the use of Table 17-6, AMA5 (p530), the element of choice is removed in the

impairment rating and only the higher figure used as outlined in the Table below.

Note that the figures for lower limb impairment in Table 17-6, AMA5 (p530) are

incorrect and the correct figures are shown below.
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Table 17-6 Impairment due to unilateral leg muscle atrophy

Difference in

circumference (cm)

Impairment degree Lower extremity [% LEI]

Whole person

Impairment (% WPI)

a. Thigh: The circumference is measured 10cm above

fully extended and the muscles relaxed.

0-0.9

1-1.9

2-2.9

3+

None

Mild

Moderate

Severe

the patella with the knee

[0]

[6]

[11]

[12]

(0)

(2)

(4)

(5)

b. Calf: The maximum circumference on the normal side is compared with the

circumference at the same level on the affected side.

0-0.9

1-1.9

2-2.9

3+

None

Mild

Moderate

Severe

[0]

[6]

[11]

[12]

(0)

(2)

(4)

(5)

Manual muscle strength testing

3.16 The Medical Research Council (MRC) gradings for muscle strength are universally accepted.

They are not linear in their application, but ordinal. Only the six grades (0-5) should be

used, as they are reproducible among experienced assessors. The descriptions in Table 17-

7, AMA5 (p531) are correct. The results of electrodiagnostic methods and tests are not to

be considered in the evaluation of muscle testing which is to be performed manually. Table

17-8, AMA5 (p532) is to be used for this method of assessment. The testing should be

repeated with consistent results demonstrated on each occasion (17.2e, p531, AMA5), but

it is not expected that the injured worker will require multiple examinations or

assessments for this purpose. Where there is inconsistency, this method should not be

used.
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Range of motion (ROM)

3.17 Although ROM, section 17.2f, AMA5 (pp533-538) appears to be a suitable method for

evaluating impairment, it may be subject to variation because of pain during motion at

different times of examination, possible lack of cooperation by the person being assessed

and inconsistency. If there is such variation then ROM cannot be used as a valid parameter of

impairment assessment.

3,18 If ROM is used as an assessment measure, then Tables 17-9 to 17-14, AMA5 (p537)are

selected for the joint or joints being tested. If a joint has more than one plane of motion, the

impairment assessments for the different planes should be added. For example, any

impairments of the six principal directions of motion of the hip joint are added (AMA5, p533)

andtheimpairmentsofthefour planes of motion of the ankle/hindfoot are also added.

3.19 Varus and valgus deformities are to be measured in a weight-bearing position using a

goniometer and must be combined with any ROM for the knee or the ankle.

It is important to bear in mind that varus and/or valgus alignments of the knee may be

constitutional. It is also important always to compare with the contralateral knee in the same

way as described in 3.2 in this chapter.

3.20 In Table 17-10, Knee Impairment, the sentence should read "Deformity measured by

femoral-tibial angle; 3° to 9° valgus is considered normal",

Measurement of selected joint motion

3.21 When measuring dorsiflexion at the ankle, the test is carried out initially with the knee in

extension and then repeated with the knee flexed to 45°. The average of the maximum

angles represents the dorsiflexion [extension] ROM (Figure 17-5, AMA5, p535) to be used in

Table 17-11, AMA5 (p537). These measurements must be provided in the report.

The same process is used for measuring plantarflexion.

3.22 Please note that in Table 17-11, AMA5 (p537). Ankle motion impairment estimates the range

for mild flexion contracture should be 0° to 10°, for moderate flexion contracture should be

11° to 19°, and the figure for severe flexion contracture should be 20° plus.

Ankylosis

3.23 Ankylosis is the equivalent to arthrodesis in impairment terms only. For the assessment of

impairment when a joint is ankylosed (section 17.2g, AMA5, pp538-543), the calculation to

be applied is to select the impairment if the joint is ankylosed in optimum position (see Table

3.1 below), and then if not ankylosed in the optimum position by adding (not combining) the
values of%WPI using Tables 17-15 to 17-30, AMA5 (pp538-543).
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Table 3.1 Impairment for ankylosis in the optimum position

Joint

Hip

Knee

Pantalar

Ankle

Triple

Subtalar

Whole person

20%

27%

19%

15%

6%

4%

Lower extremity

50%

67%

47%

37%

15%

10%

Ankle or foot

67%

53%

21%

14%

Note that the figures in Table 3.1 suggested for ankle impairment are greater than those

suggested in AMA5.

Impairment for ankylosis in variation from the optimum position of the ankle

Ankylosis of the ankle in the optimum position equates with 15 (37) [53] % impairment as per
Table 3.1. Table 3,l(a) is provided below as guidance to evaluate additional impairment owing

to variation from the optimum position. The additional amounts at the top of each column are

added to the figure for impairment in the optimum position. In keeping with AMA5 (p541), the
maximum impairment for ankylosis of the ankle remains at 25 (62) [88] % impairment.

Table 3.1(a) Impairment for ankylosis in variation from the optimum

position of the ankle

Position

Dorsiflexion

Plantarflexion

Varus

Valgus

Internal rotation

WPI % (LEI

2 (5) [7]

5-9°

5-9°

0-9°

%; [foot %] impairment

4(10)[14]

10 -19°

10 -19°

10 -19°

10 -19°

10 -19°

7 (17) [24]

20 - 29°

20 - 29°

20 - 29°

20 - 29°

20 - 29°

10

30

30

30

30

30

(25) [35]

°+

°+

°+

°+

°+
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External rotation 15 -19° 20 - 29° 30 - 39" 40° +

Arthritis

3.24 Impairment due to arthritis (section 17.2h, AMA5, pp544-545) following a work injury is

uncommon, but may occur in isolated cases. The presence of arthritis may indicate a pre-

existing condition and this should be assessed as noted in Chapter 1 of the Guidelines.

3.25 The presence ofosteoarthritis is defined as cartilage loss. Cartilage loss can be measured

by a properly aligned plain x-ray or by direct vision (arthroscopy), but impairment can only

be assessed by the radiologically determined cartilage loss intervals in Table 17-31, AMA5

(P544).

When assessing impairment of the knee joint, which has three compartments, only the

compartment with the major impairment is used in the assessment. That is, measured

impairments in the different compartments cannot be added or combined.

3.26 Detecting the subtle changes ofcartilage loss on plain radiography requires comparison with

the normal side. All joints should be imaged directly through the joint space, with no

overlapping of bones. If comparison views are not available. Table 17-31, AMA5 (p544) is used

as a guide to joint space narrowing.

3.27 Assessors should be cautious in making a diagnosis of cartilage loss on plain radiography

if secondary features of osteoarthritis, such as osteophytes, subarticular cysts or

subchondral sclerosis are lacking, unless the other side is available for comparison. The

presence of an intra-articular fracture with a step in the articular margin in the weight-

bearing area implies cartilage loss.

3.28 The accurate radiographic assessment of joints always requires at least two views. In some

cases, further supplementary views will optimise the detection of joint space narrowing or

the secondary signs ofosteoarthritis.

Sacro-iliac joints: Being a complex joint, modest alterations are not detected on

radiographs, and cross-sectional imaging may be required. Radiographic manifestations

accompany pathological alterations. The joint space cartilage loss intervals are measured in

accordance with Table 17-31, AMA5 (p544), Osteophyte formation is a prominent

characteristic of osteoarthritis of the sacro-iliac joint.

Hip:Ananteroposteriorviewofthe pelvis and a tateral view of the affected hip are ideal. If

the affected hip joint space is narrower than the asymptomatic side, cartilage loss is

regarded as being present. If the anteroposterior view of pelvis has been obtained with the

patient supine, it is important to compare the medial joint space of each hip as well as

superior joint space, as this may be the only site of apparent change. If both sides are

symmetrical, then other features, such as osteophytes,subarticularcyst formation, and

catcar thickening should be taken into account to make a diagnosis of osteoarthritis.

Knee:

• Tibio-femoral joint: The best view for assessment of cartilage loss in the knee is usually the

erect intercondylar projection, as this profiles and stresses the major weight-bearing area

of the joint which lies posterior to the centre of the long axis. The ideal x-ray is a
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posteroanterior view with the patient standing, knees slightly flexed, and the x-ray beam

angled parallel to the tibial plateau. Both knees can readily be assessed with the one

exposure.In the knee it should be recognised that joint space narrowing does not

necessarily equate with articular cartilage loss, as deficiency or displacement of the

menisci can also have this effect. Secondary features, such as subchondral bone change

and the past surgical history, must also be taken into account.

• Patello-femoral joint: Should be assessed in the 'skyline' view, again preferably with the

other side for comparison. The x-ray should be taken with 30 degrees of knee flexion to

ensure that the patella is load-bearing and has engaged the articular surface femoral

groove.

Footnote to Table 17-31, AMA5 (p544) regarding patello-femoral pain and

crepitation:

This item is only to be used if there is a history of direct injury to the front of the knee or, in

cases of patellar translocation/dislocation, without there being external direct anterior

trauma. This item cannot be used as an additional impairment when assessing arthritis of

the knee joint itself, of which it forms a component. If patello-femoral crepitus occurs in

isolation (i.e. no other signs of arthritis) following anterior knee trauma, then it can be

combined with other diagnosis based estimates (Table 17-33, AMA5, p546). Signs of crepitus

need to be present at least one year post injury.

Note: Osteoarthritis of the patello-femoral joint cannot be used as an additional

impairment when assessing arthritis of the knee joint itself, of which it forms a

component.

Ankle: The ankle should be assessed in the mortice view (preferably weight-bearing), with

comparison views of the other side, although this is not as necessary as with the hip and knee.

Subtalar: This joint is better assessed by CT (in the coronal plane) than by plain radiography.

The complex nature of the joint does not lend itself to accurate and easy plain x-ray

assessment of osteoarthritis.

Talonavicular and calcaneocuboid: Anteroposterior and lateral views are necessary.

Osteophytes may assist in making the diagnosis,

Intercuneiform and other intertarsal joints: Joint space narrowing may be difficult to assess

on plain radiography. CT (in the axial plane) may be required. Associated osteophytes and

subarticular cysts are useful adjuncts to making the diagnosis of osteoarthritis in these small

joints.

Great toe metatarsophalangeal: Anteroposterior and lateral views are required.

Comparison with the other side may be necessary. Secondary signs may be useful.

Interphalangeal: It is difficult to assess small joints without taking secondary signs into

account. In a foot with flexed toes, the plantar-dorsal view may be required to get through the

joints.

3.29 If arthritis is used as the basis for assessing impairment, the rating cannot be combined with

gait disturbance, muscle atrophy, muscle strength or ROM assessments. It can be combined

with a diagnosis-based estimate (Table 17-2, AMA5, p526).
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Amputation

3.30 Where there has been amputation of part of a lower extremity. Table 17-32, AMA5 (p545)

applies. In that table, the references to 3 inches for below-the-knee amputation should be

converted to 7.5cm,

3.31 There is an error in AMA5 Table 17-32 (AMA5, p545). For Syme (hindfoot) the figures should
read 28% WPI (70% LEI) as 100% Fl converts to these ratings.

Diagnosis-based estimates (lower extremity)

3.32 Section 17.2j, AMA5 (pp545-549) lists a number of conditions that fit a category of diagnosis-

based estimates (DBE). They are listed in Tables 17-33,17-34 and 17-35, AMA5 (pp546-549).

When using these tables it is essential to read the footnotes carefully.

The category of mild cruciate and collateral ligament laxity has inadvertently been omitted in

Table 17-33. The appropriate rating is 5% WPI (12% LEI).

3.33 It is possible to combine impairments from Tables 17-33, 17-34 and 17-35 for diagnosis-based

estimates with other components (e.g. nerve injury) using the Combined Values Chart (AMA5,

pp604-606) after first referring to Table 17-2, AMA5 (p526) - Guide to the appropriate

combination of evaluation methods table.

3.34 Pelvic fractures: Pelvic fractures are to be assessed as per Table 4.3 in the Spine chapter of the

Guidelines (p52) and not by using the references to the pelvis in Table 17-33, AMA5 (p546).

3.35 Hip replacement: Table 17-34, rating hip replacement results (p548, AMA5) is replaced by the

table below.

Table 17-34 - Rating hip replacement results

a

b

Pain

None

Occasional

Continual

Function

Limp

Supportive
TH R)

Mild

Moderate

Severe

Mild

Moderate

Severe

None

Slight

Moderate

Severe

Device (required due to

None

No of Points

25

20

15

10

15

10

5

11

8

5

0

11
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Distance Walked

c Activities

Stair climbing

Putting on shoes

and socks

Sitting

d Deformity

Fixed adduction

Fixed internal
rotation

Fixed external

rotation

One cane or one

crutch for long

walks

Cane/crutch

Two Canes

Two

crutches/walker

(inclusive of aids)

Unlimited

1-5 km

250m - 1km

Indoors home

and/or office
only

Transfers only

Unlimited

Rail required -

one foot per

step

Rail required -

two feet per

step

Unable to climb

With ease

With difficulty

Unable to do

Any chair, min 1

hour

Raised chair

Unable to sit
comfortably

Unable to sit

< 10°

^10°

<10°

>10°

< 10°

7

5

2

0

11

8

5

2

0

10

8

5

0

10

5

0

10

7

4

0

1

0

1

0

1
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Flexion contracture

Leg length
discrepancy

e Range of Motion

Flexion

Abduction

Adduction

External rotation

Internal rotation

>10°

<15°

>15°

<1.5cm

1.5-2.5cm

>2.5cm

>90°

<90°

>15°

^15°

>15°

$15°

>30°

$30°

>15°

<15°

0

1

0

2

1

0

1

0

1

0

1

0

1

0

1

0

3.36 Femoral osteotomy:

Good result: 25% LEI (10% WPI)

Poor result: Estimate according to examination and arthritic degeneration

This is based on the rating for proximal tibial osteotomy as described in Table 17-33 of

AMA5 (p547).

3.37 Patello-femoral joint replacement: The DBE for patello-femoral joint replacement is 9% WPI

(22% LEI) for isolated patello-femoral joint replacement. If other knee assessments are

rateable, make sure their use is allowable by referring to Table 17-2, AMA5 (p526).

3.38 Total ankle replacement:

Table 3.1(b) rating ankle replacement results

The point system for rating total ankle replacement is similar to methods used for total hip and total

knee replacements, with the following impairment ratings:

35



Good result:

Fair result:

Poor result:

85-100 points

50-84 points

<50 points

(LEI) WPI %
(30) 12
(40) 16
(50) 20

a

b

c

Pain

None

Occasional

Continual

Range of Motion

Flexion

Extension

Function

Limp

Mild

Moderate

Severe

Mild

Moderate

Severe

>20°

11 - 20°

5-10°

<5°

>10°

5-10°

<5°

None

Slight

Moderate

Severe

Supportive Device (Required due to TAR)

Distance Walked

None

One cane or one

crutch for long

walks

Cane/crutch

Two Canes

Two

crutches/walker

(inclusive of aids)

Unlimited

1-5 km

250m - 1km

No of Points

25

20

15

10

15

10

5

15

10

5

0

10

5

0

15

11

8

0

10

8

6

3

0

15

12

8
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Stair climbing

Deductions (minus) d,e,f

d Varus*

d Valgus*

Indoors home

and/or office only

Transfers only

Unlimited

Rail required-one

foot per step

Rail required-two

feet per step

Unable to climb

<5°

5°-10°

>10°

<5°

5°-10°

>10°

Sub
total

Sub

total

4

0

10

8

5

0

0

10

15

0

10

15

*Can only be rated based on post-operative x-rays. If x-rays are not available then rating should be 0.

3.39 Tibia-os calcis angle: The table given below for the impairment of loss of the tibia-os calcis

angle is to replace Table 17-29, AMA5 (p542) and the section in Table 17-33, AMA5 (p546)

dealing with loss oftibia-os calcis angle. These two sections are contradictory and neither

gives a full range of loss of angle.

Table 3.2: Impairment for the loss of the tibia-os calcis angle

Angle (degree)

110-100

99-90

<90

Foot (lower extremity)

[whole person] impairment (%)

17 (12)[5]

28 (20) [8]

+3 (2) [1] per0 up to 54 (37) [15]

3.40 Hindfoot Intra-articular fractures: In the interpretation of Table 17-33, AMA5 (p547),

reference to the hindfoot, intra-articular fractures, the words subtalar bone, talonavicular

bone and calcaneocuboid bone imply that the bone is displaced on one or both sides of the
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joint mentioned. To avoid the risk of doubte-assessment, if avascular necrosis with collapse is

used as the basis of impairment assessment, it cannot be combined with the relevant intra-

articular fracture in Table 17-33, column 2, In Table 17-33, column 2, metatarsal fracture with

loss of weight transfer means dorsal displacement of the metatarsal head.

3.41 Plantar fasciitis: If there are persistent symptoms and clinical findings after 18 months from

diagnosis, this is rated as 2% lower extremity impairment (1% WPI).

3.42 Resurfacing procedures: No additional impairment is to be awarded for resurfacing

procedures used in the treatment of localised cartilage lesions and defects in major joints.

3.43 Table 17-34 and Table 17-35 use a point score system, and then the total of points calculated

for the hip (or knee) joint is converted to an impairment rating from Table 17-33 (AMA5,

pp546-547). Tables 17-34 and 17-35 refer to the hip and knee joint replacement respectively.

Note that, while all the points are added in Table 17-34, some points are deducted when Table

17-35 is used,

3.44 Table 17-35, AMA5 (p549) is replaced by the table below.

Table 17-35 Rating knee replacement results

a Pain

None

Occasional

Continual

b Function

Supportive

Mild

Moderate

Severe

Mild

Moderate

Severe

Device (Required due to TKR)

None

One cane or

one crutch for

long walks

Cane/crutch

Two Canes

Two

crutches/walker

Distance Walked (inclusive of aids)

Unlimited

1-5 km

250m - 1km

Indoors home

and/or office
only

No of Points

25

20

15

10

15

10

5

5

4

3

1

0

10

9

7

5
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Stair climbing

c Range of Motion

Add 1 point for every
5 degrees offlexion
up to 125°

d Stability

(maximum

movement in any

position)

Anteroposterior

Mediolateral

Deductions (minus) d,e,f

Transfers only

Unlimited

Rail required -

one foot per

step
Rail required -

two feet per

step

Unable to climb

<5mm

5-9 mm

>9 mm

5°

6-9°

10 -14°

>14"

Sub-

total

0

10

8

5

0

25 (maximum)

10

5

0

15

10

5

0

e Flexion Contracture

f Extension Lag

Tibio-femoral

g alignment*

0-4°

5-9°

10-15°

16-20°

>20°

0°

1-9°

10-20°

>20°

>15°valgus

10 -15° valgus

3-9°Valgus

0-2° valgus

0

2

5

10

20

0

5

10

15

20

3 points per degree of difference
from normal

0 (normal)

3 points per degree of difference
from normal
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Anyvarus

Deductions subtotal

9 points + 3 points per degree of

varus above 0 to a max of 21

*Can only be rated based on post-operative x-rays. If x-rays are not available then rating should be 0.

Skin loss (lower extremity)

3.45 Skin loss (AMA5, p550) can only be included in the calculation of impairment if it is in

certain sites and meets the criteria listed in Table 17-36, AMA5 (p550).

Peripheral nerve injuries (lower extremity)

3.46 Peripheral nerve injuries must not be assessed until symptoms have persisted for at least

12 months.

3.47 When assessing the impairment due to peripheral nerve injury (AMA5, pp550-552),

assessors should read the text in this section. Note that the separate impairments for the

motor, sensory and dysaesthetic components of nerve dysfunction in Table 17-37, AMA5

(p552) are to be combined. This table is for complete motor or sensory loss, but if the loss

is partial, use methods outlined in the upper extremity chapter with Tables 16-10 and 16-

11, AMA5 (pp482-484). Table 5.1 in the Nervous System chapter of these Guidelines may

be used by assessors accredited in the lower extremity when assessing miscellaneous

peripheral nerves, where appropriate.

3,48 When applying Tables 16-10 and 16-11, the assessor must use clinical judgement to estimate

the appropriate percentage within the range of values shown for each severity grade.

Rationale for the value selected must be provided in the report. The maximum value is not

applied automatically. If all symptoms in the grade are not present, a rating at the lower end

of the grade should be selected and the ADL specifically affected by the peripheral nerve injury

must be described.

3.49 If a lower extremity impairment results solely from the peripheral nerve injury, the assessor

must not evaluate impairment(s) of abnormal motion for that lower extremity when the

abnormal ROM is caused by the peripheral nerve injury. Note the (posterior) tibial nerve is

not included in Table 17-37, but its contribution can be calculated by subtracting ratings of

common peroneal nerve from sciatic nerve ratings. There is an error in AMA5 Table 17-37.

The motor rating for common peroneal nerve should read 17% WPI as this is the conversion

from 42% LEI.

3.50 Peripheral nerve injury impairments can be combined with other impairments, but not those

for gait derangement, muscle atrophy, muscle strength or complex regional pain syndrome, as

shown in Table 17-2, AMA5 (p526).

Complex regional pain syndrome (lower extremity)

3.51 Section 17.2m, AMA5 (p553) - Causalgia and complex regional pain syndrome (reflex

sympathetic dystrophy) should not be used. Instead the methodology outlined in Paragraphs

3.52 and 3.53 below should be followed. Use of the same methods of impairment assessment

for CRPS involving either the upper or lower extremity also improves the consistency of the

Guidelines.
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3-.52 Assessment for CRPS is not to proceed unless the following criteria have been met:

• the diagnosis is to be confirmed by criteria in Table 2.1 below-each of the four boxes

must be addressed; and

• the initial diagnosis must have been present for at least 18 months immediately preceding

the assessment (to ensure accuracy of the diagnosis and to permit adequate time to

achieve MMI); and

• the diagnosis must have been made, prior to the assessment, by at least two examining

specialists, with at least one of these being a Fellow of the Faculty of Pain Medicine or a

Neurologist; and

• other possible diagnoses must have been excluded.

Note: The diagnosis of CRPS is a clinical one, based on history and physical signs at the time of

the assessment. Although changes such as Sudek's atrophy may be detectable on x-ray, such

changes are adjunctive evidence and not a necessary part of the diagnostic criteria for CRPS.

The assessor must ensure that previous diagnoses confirmed have been for complex regional

pain syndrome and not for chronic regional pain.

Table 3.3: Diagnostic criteria for complex regional pain syndrome (CRPS) types I and II in

the lower limb

Continuing pain as defined in section 16.5e, Paragraph 1, AMA5 (p495)

Must report at least one symptom relating to the affected part in each
of the following four categories:

Sensory: (usually persistent)

• Persistent hyperaesthesia (to include hyperalgesia)

• Mechanical allodynia

Motor/trophic: (usually persistent)

• Decreased range of joint motion

• Motor changes - weakness, wasting

• Trophic changes - hair, nails, skin

Vasomotor (often intermittent):

• Temperature asymmetry

•Skin colour changes

• Skin colour asymmetry

Sudomotor (often intermittent):

• Diffuse oedema in the region affected by CRPS

• Sweating increase or decrease

• Sweating asymmetry
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At the time of assessment at least one physical sign must be
elicited in the affected part in each of the following four
categories:

Sensory:

Hyperaesthesia to sensory stimulus (to include hyperalgesia)

• Mechanical allodynia

Motor/trophic:

•Joint stiffness and decreased passive motion

• Motor weakness

• Wasting

• Motor dysfunction-tremor, dystonia

• Trophic changes - hair, nails, skin

Vasomotor:

• Temperature asymmetry >2 degrees

• Asymmetric skin colour changes

Sudomotor:

• Diffuse oedema in the region affected by CRPS

• Sweating asymmetry

There is no other diagnosis that better explains the signs and symptoms.

3.53 CRPS I and II are to be assessed as follows:

• Apply the diagnostic criteria for CRPS (Table 3.3).

• If the criteria in each of the sections 1, 2, 3 and 4 in Table 3-3 are satisfied, the diagnosis

ofCRPSmaybemade.

• Refer to the clinical and radiological signs listed in Table 16-16 of AMA-5. For each

clinical sign present and observed at the time of assessment, allocate 1 point. Allocate

one (1) point for the applicable radiological signs. Total the points allocated and apply to

Table 3.4 below to determine the class.

Table 3.4 - Rating CRPS I and II

Class 1

1%-25%UEI

>4 points

Class 2

26% - 50%UEI

>6 points

Class 3

51% - 100%UEI

>8 points

Allocation within the class range is to be based on the impact of the condition on ADL
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Impact of the condition on ADL is to be assessed using Table 3.5 below. A value of 0 - 5 is

assigned to each ADL. Rationale for the application of each value is to be documented in

the report. The median value, obtained from Table 3.5, is used to assign a value within the

applicable class in Table 3.4. Values are assigned as follows:

o Independent-0

o Independent with difficulty - 1

o Able to perform independently with aids - 2

o Able to perform with assistance - 3

o Able to perform with aids AND assistance - 4

o Unable to perform-5

Table 3.5 - Allocation within the class range for CRPS I and 11

Rating

Self-care Cleaning Meal
Preparation

Gardening Transport Shopping Social

Activity

Peripheral vascular disease (lower extremity)

3.54 Lower extremity impairment due to vascular disorders (AMA5, pp553-554) is evaluated using

Table 17-38, AMA5 (p554). Note that Table 17-38 gives values for lower extremity impairment,

not whole person Impairment. In that table there is a range of lower extremity impairments

within each of the classes 1 to 5. As there is a clinical description of which conditions place a

person's lower extremity in a particular class, the assessor has a choice of impairment rating

within a class, the value of which is left to the clinical judgement of the assessor and must be

explained in the report.

Table 3.6: Lower extremity worksheet

Item

1

2

3

Impairment

Limb length
discrepancy

Gait derangement

Unilateral muscle

atrophy

Table

17-4, AMA5

17-5, AMA5

17-6, AMA5

AMA5 Page;

Guidelines ref.

528; 3.9-3.10

Guidelines

529; 3.11-3.13

Guidelines

530; 3.14-3.15

Guidelines

Potential

impairment(s)

Selected

impairment(s)
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4

5

6

7

8

9

10

11

12

13

Muscle weakness

Range of motion

Joint ankylosis

Arthritis

Amputation

Diagnosis-based

estimates

Skin loss

Peripheral nerve

deficit

Complex regional

pain syndrome

Vascular

disorders

17-8, AMA5

17-9 to 17-14,

AMA5

17-15 to 17-30,

AMA5

17-31, AMA5

17-32, AMA5

17-33 to 17-35,

AMA5

3.2, Tibia-os

calcis angle,
Guidelines

(P33),

TKR (p32)

17-36, AMA5

17-37, AMA5

3.3 Guidelines

(P36)

17-38, AMA5

532

537

538-543

544

545

546-549; Tibia-

os calcis angle
3.36; Rating TKR
use,

3.40 Guidelines

550

550-552

3.45-3.48

Guidelines

554

Combined impairment rating (refer to Table 17-2, AMA5, p526 for permissible

combinations)

Potential impairment is the impairment percentage for that method of assessment. Selected

impairment is the impairment or impairments selected that can be legitimately combined with

other lower extremity impairments to give a final lower extremity impairment rating. There

are many options available but only the specific and appropriate methods must be used.
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4 SPINE
Chapter 15, AMA5 (p373) applies to the assessment of permanent impairment

of the spine, subject to the modifications set out below.

Before undertaking an impairment assessment, users of the Guidelines must be familiar

with the following:

• the Introduction in the Guidelines

• chapters land 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the appropriate chapter/s ofAMAS for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

4.1 The spine is discussed in Chapter 15, AMA5 (pp373-431). That chapter presents two methods

of assessment, the diagnosis-related estimates method and the range of motion (ROM)

method. Evaluation of impairment of the spine is only to be done using diagnosis-related

estimates (DREs) (AMA5 sections 15.3-15.6, pp381-395). This chapter also includes evaluation

of impairment related to spinal cord or cauda equina damage under section 15.7, AMA5

(p395). AMA5 refers to pelvic injuries under section 15.14, AMA5 (pp427-428). Traumatic

pelvic injuries and fractures are to be assessed under Table 4.3 of the Guidelines and not

AMA5.

4.2 The DRE method relies especially on evidence of neurological deficits and less common

adverse structural changes such as fractures and dislocations. Using this method, DREs are

differentiated according to clinical findings that can be verified by standard medical

procedures.

4.3 Regional impairments of the spine (e.g. cervical, thoracic, lumbar) must be combined before

combining with other body part impairments (AMA5, plO, Fig 15-4, p380, Section 15.2a, Part

7, Table 15-20, p429, Errata).

Assessment of the spine

4.4 The assessment should include:

• a comprehensive, accurate history

• a review of all pertinent records available at the assessment

• a comprehensive description of the individual's current symptoms and their relationship

to daily activities

• a careful and thorough physical examination, and

• all findings of relevant laboratory, imaging, diagnostic and ancillary tests available at the

assessment.

Imaging findings that are used to support the impairment rating should be concordant with

symptoms and findings on examination. The assessor should record whether diagnostic tests
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and radiographs were seen or whether they relied solely on reports. All assessors should be

familiar with section 15.la, AMA5 (pp374-377), which is a valuable summary of history and

physical examination.

4.5 Box 15-1, AMA5 (pp382-383) provides definitions of clinical findings used to place an

individual in a DRE category, The Guidelines provide further clarification of DREII and

radiculopathy.

4.6 The DRE model for assessment of spinal impairment must be used.

4,7 The ROM method (sections 15.8-15.13 inclusive, AMA5, pp398-427) must not be used.

4.8 Common developmental findings such as spondylolysis, spondylolisthesis and disc

protrusions without radiculopathy occur in 7%, 3%, and up to 30% respectively in individuals

up to the age of 40 (AMA5, p383). Their presence does not in itself mean that the individual

has an impairment due to injury.

4.9 Cortico-spinal tract damage and cauda equina syndrome must have been diagnosed prior to

the assessment by a neurosurgeon, neurologist, rehabilitation physician ororthopaedic

surgeon. The assessor must be accredited in both the central and peripheral nervous system

and the spine to undertake this assessment.

Cauda equina syndrome is defined in chapter 15, Box 15.1, AMA5 (p383) as "manifested by

bowel or bladder dysfunction, saddle anaesthesia and variable loss of motor and sensory

function in the lower extremities." For cauda equina syndrome to be present, there must be

neurological signs in the lower limbs and sacral region. Additionally, there must be a

radiological study which demonstrates a lesion in the spinal canal causing a mass effect on

the cauda equina with compression of multiple nerve roots. The mass effect would be

expected to be large and significant. A lumbar MRI scan is the diagnostic investigation of

choice for this condition.

If a person has spinal cord orcauda equina damage, including bowel, bladder and/or sexual

dysfunction, he or she is assessed according to the method described in section 15.7 and

Table 15.6 (a) to (g), AMA5 (pp395-397). For an assessment of neurological impairment of

bowel or bladder, there must be objective evidence of spinal cord or cauda equina injury.

A cauda equina syndrome may occasionally be a complication of lumbar spine surgery. In this

situation, a mass lesion may not be present in the spinal canal on radiological investigation

but neurological signs in the lower limbs and sacral region that are consistent with cauda

equina syndrome need to be present,

4.10 Loss of sexual function must only be assessed where there is other objective evidence of

spinal cord, cauda equina or bilateral nerve root dysfunction. The ratings are described in

Table 15-6, AMA5 (pp396-397). Loss of sexual function is not assessed as an activity of daily

living.

4.11 All spinal impairments are only to be expressed as a percentage of WPI.

4.12 The assessor must include in the report a description of how the impairment rating was

calculated, with reference to the relevant tables and/or figures used.

4.13 The optimal method to measure the percentage compression of a vertebral body is a well-

centred plain x-ray. Assessors must state the method they have used. The loss ofvertebral

height should be measured at the most compressed part and must be documented in the

impairment assessment report. The estimated normal height of the compressed vertebra
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should be determined where possible by averaging the heights of the two adjacent

(unaffected and normal) vertebrae. The assessment of a vertebral fracture is to be based

upon a report of trauma resulting in an acquired injury, and not on developmental or

degenerative changes. Justification must be provided in the report.

Specific interpretation ofAMAS

4.14 Motion segment integrity alteration can be either increased translational or angular motion, or

decreased motion resulting from developmental changes, fusion, fracture healing, healed

infection or surgical arthrodesis. Motion of the individual spine segments cannot be

determined by a physical examination, but is evaluated with flexion and extension

radiography.

4.15 The assessment of altered motion segment integrity is to be based upon a report of trauma

resulting in an injury, and not on developmental or degenerative changes.

4.16 When routine imaging is normal and severe trauma is absent, motion segment disturbance is

rare. Thus, flexion and extension imaging is indicated only when a history of trauma or other

imaging leads the physician to suspect alteration of motion segment integrity.

DRE definitions of clinical findings

4.17 DRE II is a clinical diagnosis based upon the features of the history of the injury and clinical

features. Clinical features which are consistent with DRE II and which are present at the time

of assessment include significant muscle guarding or spasm, asymmetric loss of range of

movement or non-verifiable radicular complaints. Localised (not generalised) tenderness may

be present. In the lumbar spine additional features include a reversal of the lumbosacral

rhythm when straightening from the flexed position and compensatory movement for an

immobile spine such as all flexion occurring from the hips. In assigning category DRE II, the

assessor must provide detailed reasons why the category was chosen.

While imaging and other studies may assist assessors in making a diagnosis, the presence of a

morphological variation from 'normal' in an imaging study does not make the diagnosis.

Approximately 30% of people who have never had back pain will have an imaging study that

can be interpreted as 'positive' for a herniated disc, and 50% or more will have bulging discs.

The prevalence of degenerative changes, bulges and herniations increases with advancing age.

To be of diagnostic value, imaging findings must be concordant with clinical symptoms and

signs. In other words, an imaging test is useful to confirm a diagnosis, but an imaging result

alone is insufficient to qualify for a DRE category,

4.18 The clinical findings used to place an individual in a DRE category are described in Box 15-1,

AMA5 (pp382-383). The reference to 'electrodiagnostic verification of radiculopathy' is not

to be taken into account.

Applying the DRE method

4.19 Table 4.1 is a simplified version of section 15.3, AMA5 (p381) indicating the steps that should

be followed to evaluate impairment of the spine. The selection within the range for a DRE

category is determined by the impact on ADL, as per 4.25. Select the lowest value in the

ranges given for the DRE category and then consider the impact on ADL.

Table 4.1 Procedures in evaluating impairment of the spine by the DRE method
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History

Physical examination

^

Diagnosis

4-

Use clinical findings to place an individual's condition in a DRE category

according to Box 15.1, AMA5 (pp382-383)

4,

Choose the category that determines the percentage impairment:

Lumbar region Table 15-3, AMA5 (p384)

Thoracic region Table 15-4, AMA5 (p389)

Cervical region Table 15-5, AMA5 (p392)

0, 1, 2 or 3% can be added to the bottom of the DRE category range

based on the impact of the spinal condition on ADL

Consider modifiers and combine, if applicable, as per Table 4.2 of

these Guidelines

4.20 Radiculopathy is the impairment caused by malfunction of a spinal nerve root or nerve

roots. In order to conclude that radiculopathy is present, two or more of the following

criteria must be present, one of which must be major (major criteria in bold):

• Loss or marked and clinically significant asymmetry of tendon reflexes anatomically

related to injury.

• Muscle weakness that is anatomically localised to the appropriate spinal nerve root

distribution. Significant long standing weakness is usually accompanied by atrophy.

• Reproducible impairment of sensation must be in strict anatomic distribution localised to

the appropriate spinal nerve root.

• Positive nerve root tension (Box 15-1, AMA5, p382).

• Muscle wasting - atrophy (Box 15-1, AMA5, p382). Atrophy, for the purposes of assessing

radiculopathy, is measured differently from the lower extremity method.

• Findings on an imaging study consistent with the clinical signs (Box 15-1, AMA5, p382).
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4.21 Note that radicular complaints of pain or sensory features that follow anatomical pathways

but cannot be verified by neurological findings (somatic pain, non-verifiable radicular pain)

do not alone constitute radiculopathy,

4.22 Global weakness of a limb related to pain or inhibition or other factors does not constitute

weakness due to spinal nerve malfunction.

4.23 Vertebral body fractures and/or dislocations at more than one vertebral level are to be

assessed as follows:

• Measure the percentage loss ofvertebral height at the most compressed part for each

vertebra

• Add the percentage loss at each level:

o Total loss of more than 50% = DRE IV

o TotaHossof25%to50%=DREIII

o Totallossoflessthan25%=DREII

• If radiculopathy is present then the person is assigned one DRE category higher.

• If there are adjacent vertebral fractures at the transition zones (C7/T1, T12/L1), the

methodology in 4.22 is to be adopted. For fractures of C7 and Tl, use the WPI ratings for

the cervical spine (Chapter 15, Table 15.5, AMA5, p392). For fractures ofT12 and LI use

the WPI rating for the thoracic spine (Chapter 15, Table 15.4, p389, AMA5).

One or more end plate fractures in a single spinal region without measurable compression of

the vertebral body are assessed as DRE category II.

Posterior element (i.e. lamina, pars and pedicle) fractures at a single level are assessed as DRE

II and at multiple levels are assessed as DRE III.

Displaced fractures oftransverse orspinus processes at one or more levels are assessed

as DRE Category II because the fracture does not disrupt the spinal canal (AMA5, p385)

and does not cause multilevel structural compromise.

4.24 Within a spinal region (cervical, thoracic or lumbar), separate spinal impairments are not

combined. The highest DRE category that includes any unrelated impairment (to be deducted

as per paragraph 1.27) is chosen. Impairments in different spinal regions are combined using

the Combined Values Chart (pp604-606, AMA5) in accordance with 4.3:

• Disc lesions at the transition zones C7/T1 are rated in the cervical spine.

• Disc lesions at the transition zones T12/L1 are rated in the thoradc spine.

• Disc lesions at the transition zones L5/S1 are rated in the lumbar spine.

4.25 Impact of Activities of Daily Living (ADL). Tables 15-3,15-4 and 15-5, AMA5 give an

impairment range for DREs 11-V. Within the range 0,1, 2 or 3% WPI may be assessed using

4.25, 4.26 and 4,27 below. Hence, for example, for an injury which is rated DRE Category II, the

impairment is 5%, to which may be added an amount of up to 3% for the effect of the injury
on the worker's ADL. The determination of the impact on ADL is not solely dependent on self-

reporting, but is an assessment based on all clinical findings and other reports.

4.26 The following diagram should be used as a guide to determine whether 0, 1, 2, or 3% WPI

should be added to the bottom of the appropriate impairment range. This is only to be added
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if there is a difference in activity level as recorded and compared to the worker's status prior

to the injury.

Yard/garden

sports/recreation 1%

Home-care 2%

Self-care 3%

4.27 The diagram is to be interpreted as follows:

Increase base impairment by:

• 3% WPI if worker's capacity to undertake personal care activities such as dressing,

washing, toileting and shaving has been restricted

• 2% WPI if the worker can manage personal care, but is restricted with usual

household tasks such as cooking, vacuuming, making beds or tasks of equal

magnitude such as shopping, climbing stairs or walking reasonable distances

• 1% WPI for those able to cope with the above, but unable to get back to previous

sporting or recreational activities such as gardening, running and active hobbies.

4.28 Impact on ADL can increase the base impairment caused by spinal injury by a maximum

of 3% WPI. For a single injury, where there has been more than one spinal region

injured, the effect of the injury on ADL is assessed once only.

For injuries to one spinal region on different dates, the effect of the injury on ADL is

assessed for the first injury. If, following the second injury, there is a worsening in the

ability to perform ADL, the appropriate adjustments are made within the range. For

example, if 1% WPI for ADL is assessed following the first injury and 3% after the

second injury, then 2% WPI is assessed for the ADL for the second injury.

For injuries to different spinal regions on different dates where there is a worsening of

ADL after the second injury, additional impairment may be assessed. For example, if,

for an injury to the cervical spine, 1% for ADL was assessed, and, following a

subsequent injury to the lumbar spine, 3% WPI was assessed, then 2% WPI is assessed

for the lumbar injury.

Where there are impairments to other body parts, only the portion of the activities of

daily living resulting from the spine impairment are rateable, to avoid duplication of

ratings, and this must be recorded.
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Effect of spinal surgery

4.29 Tables 15-3,15-4 and 15-5, AMA5 (pp384, 389 and 392), do not adequately account for

the effect of surgery upon the impairment rating for certain disorders of the spine.

• Surgical decompression for spinal stenosis is DRE category III.

• Operations resulting in the resolution of the radiculopathy are considered under

the DRE category III (AMA5, Tables 15-3,15-4,15-5).

• Operations with surgical arthrodesis (fusion) are considered under DRE category IV

(AMA5, Tables 15-3,15-4,15-5).

• DRE category V is not to be used following spinal fusion where there is a persisting

radiculopathy. Instead, use Table 4.2 in the Guidelines.

• Radiculopathy present after spinal surgery is not adequately accounted for in

category III of each of those tables and therefore Table 4.2 was developed to rectify

this anomaly.

Table 4.2 indicates the additional ratings which should be combined with the rating

determined under DRE III or DRE IV, using the DRE method where an operation for an

intervertebral disc prolapse, spinal canal stenosis or spinal fusion has been performed.

Example 15-4, AMA5 (p386) should therefore be ignored.

4.30 In summary, to calculate WPI for radiculopathy (as per definition) following spinal

surgery:

• select the appropriate DRE category from Table 15-3,15-4 or 15-5

• select the base WPI value from Table 15-3,15-4 or 15-5 and add the impact on the

worker's ADL (1-3% WPI).

• if DRE category III or IV, select the modifiers from Table 4.2 below. If there are

multiple applicable modifiers within Table 4.2, these are added together.

• combine this value from Table 4.2 with the determined DRE plus ADL category to

determine the final WPI.

The first row in the modifier table requires residual symptoms and radiculopathy to

be present but the second, third and fourth rows do not require residual symptoms

and radiculopathyto be present.

Cortico-spinal damage is dealt with under section 15.7, AMA5 (pp395-398).

Table 4.2: Modifiers for DRE III and IV following surgery

Procedures

Spinal surgery

with

residual radicular

signs and

symptoms (refer

Cervical

3% WPI

Thoracic

2% WPI

Lumbar

3% WPI
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to 4.20 in this

chapter)

Second and

further levels

operated on

A second

operation at

the same

level

Third and
subsequent

operations

1% WPI each
additional level

2% WPI

1% WPI each

1% WPI each
additional level

2% WPI

1% WPI each

1% WPI each
additional level

2% WPI

1%WPI each

4.31 Disc replacement surgery: The impairment resulting from this procedure is to be

equated to that from a spinal fusion,

4.32 Posterior spacing or stabilisation devices: The insertion of such devices does not

warrant any addition to WPI.

4.33 Spinal cord stimulator or similar device: The insertion of such devices, including

any associated surgery, does not warrant any addition to %WPI.

4.34 Impairment due to pelvic fractures should be evaluated with reference to the

following table which replaces Table 15-19, AMA5 (p428).

Table 4.3: Pelvic fractures

Disorder

1. Non-displaced, healed fractures

2. Fractures of the pelvic bones (including sacrum)

• maximum residual displacement <lcm

• maximum residual displacement 1 to 2 cm

• maximum residual displacement >2cm

• bilateral pubic rami fractures, as determined by the most displaced
fragment

omaximum residual displacement S2cm

%WPI

0

2

5

8

5
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omaximum residual displacement >2cm

3. Traumatic separation of the pubic symphysis

• <lcm

• 1 to 2 cm

• >2cm

• Internal fixation/ankyloses

4. Sacro-lliac joint dislocations or fracture dislocations

• maximum residual displacement ^lcm

• maximum residual displacement >lcm

• Internal fixation/ankyloses

5. If two out of three joints are internally fixed/ankylosed

If all three joints are internally fixed/ankylosed

6. Fractures of the coccyx

• healed, (and truly) displaced fracture

• excision of the coccyx

7. Fractures of the acetabulum

Evaluate based on restricted range of hip motion

8

5

8

12

5

8

12

5

8

10

1

5

The rating ofWPI is evaluated based on radiological appearance at maximum medical

improvement, whether or not surgery has been performed. Multiple injuries of the pelvis

should be assessed separately and combined. The maximum WPI for pelvic fractures is 20%.

4.35 Arthritis: See sections 3.24-3.29 of chapters of the Guidelines.

4.36 Rib fractures are not rateable. Only the impact, if any, on the respiratory or other systems

can be rated.
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5 NERVOUS SYSTEM
Chapter 13, AMA5 (p305) applies to the assessment of permanent impairment

of the central and peripheral nervous system, subject to the modifications set

out below.

Before undertaking an impairment assessment, users of the Guidelines must be familiar with

the following (in this order):

• the Introduction in the Guidelines

• chapters land 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the appropriate chapter/s of AMA5 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

5.1 Chapter 13, AMA5 (pp305-356) on the central and peripheral nervous system provides

guidelines on methods of assessing whole person impairment involving the central nervous

system. It is logically structured and consistent with the usual sequence of examination of the

nervous system. Cerebral functions are discussed first, followed by the cranial nerves, station,

gait and movement disorders, the upper extremities related to central impairment, the brain

stem, the spinal cord and the peripheral nervous system, including neuromuscular junction

and muscular system. A summary concludes the chapter.

5.2 If a person has spinal injury with spinal cord or cauda equina, bilateral nerve root or lumbosacral

plexus injury causing bowel, bladder and/or sexual dysfunction, they are assessed according to

the method described in section 15.7 and Table 15.6 (a) to (g), AMA5 (p395-398). An assessor

must be accredited for the Spine to rate spinal injury using the DRE categories (refer chapter 4 of

the Guidelines).

5.3 Section 15.7 of AMA5 deals with rating corticospinal tract damage. Table 15.6 in chapter 15,

AMA5 (pp396-397) is to be used for rating spinal cord injuries. The impairments, once

selected, are then combined with the corresponding additional spinal impairment from DRE

Categories 11-V for cervical and lumbar impairment and Categories 11-IV for thoracic impairment

to obtain a final total value. The assessor must be accredited in both the central and peripheral

nervous system and the spine to undertake this assessment.

5.4 The relevant parts of the upper extremity, lower extremity and spine sections of chapter 13,

AMA5 must be used to evaluate impairments of the peripheral nervous system.

The approach to assessment of permanent neurological impairment

5.5 Chapter 13, AMA5 disallows combination of cerebral impairments. However, for the purpose

of the Guidelines, cerebral impairments should be evaluated and combined as follows:

• consciousness and awareness

• mental status, cognition and highest integrative function

• aphasia and communication disorders, and

• emotional and behavioural impairments relating to a verifiable neurological impairment.
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The assessor should take care to be as specific as possible and not to double-rate the same

impairment, particularly in the mental status and behavioural categories.

These impairments are to be combined using the Combined Values Chart, AMA5 (pp604-606).

The resultant impairment should then be combined with any or multiple distinct neurological

impairments listed in Table 13-1, AMA5 (p308).

5.6 AMA5 sections 13.5 and 13.6 (pp 336-340) should be used for cerebral, basal ganglia,

cerebellaror brain stem impairments. This section covers hemiplegia, monoplegia (arm or leg)

and upper or lower limb impairment arising from incoordination or movement disorder due to

brain injury.

5.7 Complex regional pain syndromes are to be assessed using the methods indicated in the upper

and lower extremities chapters of the Guidelines. The assessor must be accredited for the

relevant system (upper or lower extremity) to undertake assessment for complex regional pain

syndrome.

5.8 Chapter 13, AMA5 on the nervous system lists many impairments where the range for the

associated WPI is 0-9% or 0-14%. Where there is a range of impairment percentages listed,

the assessor must nominate an impairment percentage value within the range based on the

complete clinical circumstances revealed during the consultation and in relation to all other

available information and provide rationale for this decision in the report.

Specific interpretation ofAMAS

5.9 In assessing disturbances in the level of consciousness and/or awareness, arousal and sleep

disorders, mental status, cognition and highest integrative function, communication

impairments (dysphasia and aphasia) and emotional or behavioural impairments (sections

13.3a, 13.3c, 13.3d, 13.3e, 13.3f, AMA5 pp309-311, 317-327), the assessor ratings are based

on clinical assessment and the results of neuropsychological testing, unless contra-indicated.

Neuropsychological testing must be conducted by a registered psychologist who specialises in

clinical neuropsychology, Neuropsychological tests are to be considered in the context of the

overall clinical history, examination and radiological findings, not in isolation.

Where the injured worker is able to undertake neuropsychological testing, this should have

been undertaken within the last 12 months.

5.10 For traumatic brain injury (including post-concussion syndrome), there should be evidence of

the mechanism of injury, such as a severe impact to the head or that the injury involved a high

energy impact.

In order to qualify for an assessment of brain injury, at least one of the following must be

confirmed:

• clinically documented abnormalities in initial post injury Glasgow Coma Scale score of nine

or below

• significant duration of post traumatic amnesia, greater than 12 hours, or

• significant intracranial pathology on CTscanorMRI.

5.11 For acquired brain injury, there should be evidence of the mechanism of injury, such as a

disease or thrombus. In order to qualify for an assessment of brain injury, at least one of the

following must be confirmed:

pathology or ancillary testing such as EEG indicating brain disease
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significant intracranial pathology on CT scan or MRI.

5.12 Assessment of arousal and sleep disorders (section 13.3c, AMA5, pp317-319) refers to

assessment of sleep disorders due to neurological injury. The assessor should make ratings of

arousal and sleep disorders based on the clinical assessment that would normally have been

done for clinically significant disorders of this type (i.e. sleep studies or similar tests). For sleep

apnoea, the cause needs to have been confirmed prior to assessment and a sleep study must

have been conducted by a respiratory physician within the past two years.

5.13 Olfaction and taste: The assessor should use Chapter 11, section 11.4c, AMA5 (p262) and

Table 11-10 (pp272-275) to assess olfaction and taste, for which a maximum of 5% WPI is

allowable for total loss of each sense. The effect on activities of daily living should be

considered in allocating the degree of impairment within the range and detailed in the report,

The assessor should also consider the information provided in Table 6.4 of the ear, nose and

throat chapter of the Guidelines, which is a partial reproduction of Table 11-10,

5.14 Visual impairment assessment using Chapter 10 of the Guidelines:

An ophthalmologist must assess all impairments of visual acuity, visual fields, extra-ocular

movements or diplopia.

S.lSTrigeminal nerve assessment using AMA5 (p331): Sensory impairments of the trigeminal nerve

should be assessed with reference to Table 13-11, AMA5 (p331). The words 'sensory loss or

dysaesthesia' should be added to the table after the words 'neuralgic pain' in each instance.

Impairment percentages for the three divisions ofthetrigeminal nerve should be apportioned

with extra weighting for the first division (e.g. V 40%, V" 30%, V"' 30% applied against Table 13-

11). If present, motor loss for the trigeminal nerve should be assessed in terms of its impact

on mastication and deglutition (AMA5, p262).

For bilateral injury to the trigeminal nerves, assess each side separately and combine the

assessed whole person impairments.

5.16 Vestibulocochlear nerve assessment using AMA5 (p333): Tinnitus in the absence of hearing

loss resulting from a traumatic brain injury, where it adversely affects activities of daily living,

canberatedasl%WPI.

5.17 Spinal accessory nerve: AMA5 provides insufficient reference to the spinal accessory nerve

(cranial nerve Xl). This nerve supplies the sternomastoid and partial motor supply to trapezius.

Forlossof use of the spinal accessory nerve, the assessor can rate up to a maximum of 8%

WPI. This can be combined with any effects on swallowing and speech.

5.18 Impairment of sexual function caused by severe traumatic brain injury is to be assessed by

using Table 13.21, AMA5 (p342). For spinal cord or cauda equina, bilateral nerve root or

lumbosacral plexus injury causing bowel, bladder and/or sexual dysfunction, sexual

impairment should only be assessed using Table 15.6(f), AMA5 (p397) provided there is

appropriate objective evidence of neurological damage (e.g. spinal cord, cauda equina or

bilateral nerve root dysfunction).

5.19 Impairment due to miscellaneous peripheral nerve injury should be evaluated with reference

to Table 5.1 below.
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Table 5.1 Criteria for rating miscellaneous peripheral nerve injury not specifically covered

in AMA5

Peripheral nerve

Greater

occipital nerve

Lesser

occipital nerve

Greater

auricular nerve

Intercostal nerve

Genitofemoral

llioinguinal

lliohypogastric

Pudendal

Whole person impairment rating

0%

No neurogenic pain

No sensory loss

1%

Sensory loss

only in an
anatomic
distribution

2%-3%

Mild to moderate
neurogenic pain
in an anatomic
distribution

4%-5%

Severe
neurogenic pain
in an anatomic
distribution
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6 EAR, NOSE, THROAT AND RELATED

STRUCTURES
Chapter 11, AMA5 (p245) applies to the assessment of permanent

impairment of the ear (with the exception of hearing impairment), nose,

throat and related structures, subject to the modifications set out below.

Before undertaking an impairment assessment, users of the Guidelines must be familiar

with the following:

• the Introduction in the Guidelines

• chapters land 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the appropriate chapter/s of AMA5 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

6.1 Chapter 11, AMA5 (pp245-275) details the assessment of the ear, nose, throat and related

structures. With the exception of hearing impairment, which is dealt with in Chapter 9 of

the Guidelines, Chapter 11, AMA5 should be followed in assessing whole person

impairment, with the variations included below.

6.2 The degree of impairment arising from conditions that are not caused by a work injury

must be assessed and considered when determining the degree of whole person

impairment. The degree to which pre-existing conditions and lifestyle activities such as

smoking contribute to the degree of permanent impairment requires judgement on the

part of the clinician undertaking the impairment assessment. Any deductions for these

conditions must be recorded and reasoning for the degree of impairment assigned

provided in the assessor's report.

The ear

6.3 Hearing is assessed under Chapter 9 in these Guidelines.

6.4 Before undertaking a hearing assessment, consider the information in Table 11-10,

AMA5 (pp272-275) under Hearing Impairment, noting that only the last column is not

relevant.

The face

6,5 AMA5 (pp255-259) relates to the face. Table 11-5, AMA5 (p256) should be replaced

with Table 6.1 when assessing whole person impairment due to facial disorders and/ or

disfigurement.
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Table 6.1: Criteria for rating permanent impairment due to facial

disorders and/or disfigurement

Class 1

0%-5%

impairment of the

whole person

Facial abnormality
limited to disorder
ofcutaneous
structures, such as
visible simple scars
(not hypertrophic
oratrophic) or
abnormal
pigmentation or

mild, unilateral,

facial paralysis
affecting most

branches ornasal

distortion that
affects physical
appearance or

partial loss or

deformity of the
outer ear

Class 2

6%-10%

impairment of

the whole
person

Facial abnormality
involves loss of

supporting
structure of part of

face, with or

without cutaneous

disorder (e.g.

depressed cheek,

nasal, orfrontal

bones) or near

complete loss of

definition of the
outer ear or

hypertrophic or
atrophic scar

Class 3

11%-15%
impairment of

the whole
person

Facial abnormality
involves absence of
normal anatomic
part or area of face,
such as loss of eye
or loss of part of
nose, with
resulting cosmetic
deformity, combine
with any functional
loss, e.g. vision

(Chapter 8, AMA4)

or severe unilateral

facial paralysis
affecting most

branches or

mild, bilateral,

facial paralysis
affecting most

branches

Class 4

16%-50%
impairment of

the whole
person

Massive or total
distortion of
normal facial
anatomy with
disfigurement so
severe that it
precludes social
acceptance, or

severe, bilateral,

facial paralysis
affecting most

branches or loss of

a major portion of

or entire nose

Note 1: Tables used to classify the examples in section 11.3, AMA5 (pp256-259) should also be

ignored and assessors should refer to the modified table above for classification.

Note 2: For cases of facial disfigurement (which can include scarring), the assessor may

alternatively refer to the TEMSKI table, if that is considered more appropriate, given the nature

ofthedisfigurement.

6.6 Visual impairment related to eye disorders causing disfigurement, such as enophthalmos, must

be assessed by an ophthalmologist.

The nose, throat and related structures

Respiration (section 11.4a, AMA5, pp259-261)

6.7 Assessments for obstructive sleep apnoea can only be undertaken by a respiratory or ear, nose

and throat physician. The type of sleep apnoea must have been confirmed prior to rating.

6.8 Before impairment can be assessed for obstructive sleep apnoea (3rd paragraph, section

11.4a, AMA5, p259), the person must have had appropriate assessment and treatment by an
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ear, nose and throat physician and a sleep study by a respiratory physician undertaken within

the past two years.

6.9 The assessment of sleep apnoea is addressed in section 5.6, AMA5 (pl05) and assessors should

refer to this chapter, as well as paragraphs 8.10-8.13 in the Guidelines for rating.

6.10 Table 11-6, AMA5 (p260), Criteria for rating impairment due to air passage defects

This table should be replaced with Table 6.2, below, when assessing whole person impairment due

to air passage defects.

Table 6.2: Criteria for rating permanent impairment due to air passage defects

Percentage impairment of the whole person

Class la

0%-5%

Class 1

0%-10%

Class 2

11%-29%

Class 3

30%-49%

Class 4

50%-89%

Class 5

90%+
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There are

symptoms of

significant

difficulty in
breathing

through the

nose.

Examination

reveals

significant

partial

obstruction of

the right
and/orleft

nasal cavity or

nasopharynx

or significant

septal

perforation

Dyspnoea does
not occur at rest

and dyspnoea is

not produced by
walking freely on
a level surface,

climbing stairs

freely, or
performance of
other usual
activities of daily
living and

dyspnoea is not
produced by
stress, prolonged

exertion,

hurrying, hill-

climbing, or
recreational or

similar activities

requiring

intensive effort*
and examination

reveals partial
obstruction of

the oropharynx,

laryngopharynx,

larynx, upper
trachea (to the
fourth

ring), lower
trachea, bronchi,

or complete
(bilateral)
obstruction of
the nose or

nasopharynx

Dyspnoea does

not occur at rest

and dyspnoea is

not produced by

walking freely on

a level surface,

climbing one

flight of stairs, or

performance of

other usual

activities of daily

living but

dyspnoea is

produced by

stress, prolonged

exertion,

hurrying,

hillclimbing, or

recreational or

similar activities

(except sedentary

forms)and

examination

reveals partial

obstruction of

the oropharynx,

laryngopharynx,

larynx, upper

trachea (to the

fourth

cartilaginous

ring), lower

trachea, bronchl,

or complete

(bilateral)
obstruction of

the nose or

nasopharynx

Dyspnoea does

not occur at rest

but dyspnoea is

produced by

walking freely

more than one or

two level blocks,

climbing one

flight of stairs

even with periods

of rest, or

performance of

other usual

activities of daily

living and

dyspnoea is

produced by

stress, prolonged

exertion,

hurrying,

hillclimbing, or

recreational or

similar activities

and examination

reveals partial

obstruction of

the oropharynx,

laryngopharynx,

larynx, upper

trachea (to the

fourth

cartilaginous

ring), lower

trachea or

bronchi

Dyspnoea
occurs at rest,

although
individual is not

necessarily
bedridden and

dyspnoea is
aggravated by
the

performance of
any of the usual
activities of

daily living
(beyond
personal
cleansing,

dressing or

grooming) and
examination

reveals partial
obstruction of

the oropharynx,

laryngopharyx,
larynx, upper
trachea (to the
fourth

cartilaginous

ring), lower
trachea, and/or
bronchi

Severe dyspnoea
occurs at rest and

spontaneous

respiration is
inadequate and

respiratory
ventilation Is

required and
examination
reveals partial

obstruction of the

oropharynx,

laryngopharynx,
larynx, upper
trachea (to the
fourth

cartilaginous ring),
lower trachea or

bronchi

*Prophylactic restriction of activity, such as strenuous competitive sport, does not exclude subject from class 1.

Note: Individuals with successful permanent tracheostomy or stoma should be rated at 25% impairment of the whole
person. Example 11-16, AMA5 (p261): Partial obstruction of the larynx affecting only one vocal cord is better linked to

voice (section 11.4e, AMA5).

6.11 When using Table 11-7, AMA5 'Relationship of dietary restrictions to permanent impairment'

(p262), first category is to be 0-19%, not 5-19%. The selection within class 1 for mastication

and deglutition is made in accordance with Table 6.3 below, which is an extension of Table 11-7

in AMA5 (p262). Table 6.3 divides class 1 of permanent impairment into 4 groupings of

impairment.
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Table 6.3 - Class 1 rating for Mastication and deglutition

%WPI

0

1-4

5-9

10-14

15-19

Criteria

No interference. Food of any desired type can be eaten without

difficulty.

Very tough or hard food has to be avoided but diet is otherwise as

desired

Diet is permanently limited to soft foods

Diet is permanently limited to soft and pureed foods

Diet is permanently limited to pureed foods

6.12 A treating dentist's or relevant specialist's report confirming the presence of a diagnosis that

impacts directly on mastication and deglutition is required.

Speech (AMA5, pp262-264)

6.13 With regard to the first sentence of the 'Examining procedure' subsection

(pp263-264), the examiner should have sufficient hearing for the purpose - disregard "normal

hearing as defined in the earlier section of this chapter on hearing".

6.14 Examining procedure (pp263-264), second paragraph: "The examiner should base judgements

of impairment on two kinds of evidence: (1) attention to and observation of the individual's

speech in the office (e.g. during conversation, during the interview, and while reading and

counting aloud) and (2) reports pertaining to the individual's performance in everyday living

situations". Disregard the next sentence: "The reports or the evidence should be supplied by

reliable observers who know the person well."

6.15 Examining procedure (pp263-264): where the word 'American' appears as a reference,

substitute 'Australian', and change measurements to the metric system (e.g. 8.5 inch =

21.6cm).

The voice (section 11.4e, AMA5, pp264-267)

6.16 Substitute the word 'laryngopharyngeal' for 'gastroesophageal' in all examples where it

appears.

6.17 Example 11.25 (Impairment Rating, p269), second sentence: add the underlined phrase

"Combine with appropriate ratings due to other impairments including respiratory impairment

to determine whole person impairment."

Ear, nose, throat and related structures impairment evaluation summary

6.18 Table 11-10, AMA5 (pp272-275): Do not use this table, except for impairment of olfaction

and/or taste, and hearing impairment as determined in the Guidelines.
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Olfaction and taste

6.19 Before undertaking impairment of olfaction and/or taste, consider the information in Table

11-10, AMA5 (pp274) under Impairment ofOlfaction and/or Taste or refer partial Table 6.4

below. A maximum of 5% WPI is allowable for total loss of each of these senses.
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7 URINARY AND REPRODUCTIVE SYSTEMS
Chapter 7, AMA5 (pl43) applies to the assessment of permanent impairment

of the urinary and reproductive systems, subject to the modifications set out

below.

Before undertaking an impairment assessment, users of the Guidelines must be familiar

with the following (in this order):

• the Introduction in the Guidelines

• chapters land 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the appropriate chapter/s of AMA5 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

7.1 Chapter 7, AMA5 (ppl43-171) provides clear details for assessment of the urinary and

reproductive systems. Overall the chapter should be followed in assessing whole person

impairment, with the variations included below.

7.2 Neurogenic bladder and cauda equina syndrome are assessed as indicated in the Spine

chapter of the Guidelines, paragraph 4.9 (p46),

7.3 The assessor needs to be quite clear as to the cause of the urological dysfunction. If due to

primary dysfunction of the urinary system, this chapter applies, butifduetoa spinal cord

injury, the Spine chapter would apply, or if due to a neurological disorder, the Neurological

chapter would apply.

7.4 For both male and female sexual dysfunction, identifiable pathology must be present for an

impairment percentage to be given.

7.5 For all assessments under this chapter, appropriate investigation, patho-anatomical diagnosis

and treatment must have been provided by a urologist or gynaecologist prior to the

assessment.

Urinary diversion

7.6 Table 7-2, AMA5 (pl50) should be replaced with Table 7.1, below, when assessing whole

person impairment due to urinary diversion disorders. This table includes ratings for

neobladder and continent urinary diversion.

7.7 Continent urinary diversion is defined as a continent urinary reservoir constructed of small

or large bowel with a narrow catheterisable cutaneous stoma through which it must be

emptied several times a day.
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Table 7.1: Criteria for rating permanent impairment due to urinary diversion

disorders

Diversion type

Ureterointestinal

Cutaneous ureterostomy

Nephrostomy

Neobladder/replacement
cystoplast

Continent urinary diversion

% Impairment of the whole person

10%

10%

15%

15%

20%

Bladder

7.8 Table 7-3, AMA5 (pl51) should be replaced with Table 7.2, below, when assessing impairment

due to bladder disease. This table includes ratings involving urge and total incontinence. Urge

urinary incontinence is the involuntary loss of urine associated with a strong desire to void. This

table also should be used for examples of mixed urge and stress incontinence, examples of

nocturnal enuresis or wetting bed, or examples of total incontinence.

Table 7.2: Criteria for rating permanent impairment due to bladder disease

Class 1

0%-15%WPI

Symptoms and signs of

bladder disorder and
requires intermittent

treatment and normal

functioning between

malfunctioning episodes

Class 2

16%-40% WPI

Symptoms and signs of
bladder disorder

e.g. urinary frequency
(urinating more than

every two hours);

severe nocturia

(urinating more than

three times a night);
urge incontinence more

than once a week and

requires continuous

treatment

Class 3

41%-70% WPI

Abnormal (i.e. under or

over) reflex activity (e.g.

intermittent urine

dribbling, loss of control,

urinary urgency and

urge incontinence once

or more each day)

and/or no voluntary

control ofmicturition;

reflex

or areflexic bladder on

urodynamics and/or

total incontinence

(e.g. fistula)

7.9 Example 7-16, AMA5 (pl51) should be reclassified as an example of Class 2, as the urinary

frequency is more than every two hours and continuous treatment would be expected.
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7.10 Examples 7-18, 7-19, 7-20, AMA5 (ppl52-153) are all examples of bladder dysfunction

secondary to neurological disease. In the case of example 7-18, the impairment of bladder

function should be assessed using Table 13-19, AMA5 (p341). In the case of examples 7-19 and

7-20, the impairment of bladder function should be assessed using Table 15-6d, AMA5 (p397).

Urethra

7.11 Table 7-4, AMA5 (pl53) should be replaced with Table 7.3, below, when assessing impairment

due to urethral disease. This table includes ratings involving stress incontinence. Stress urinary

incontinence is the involuntary loss of urine occurring with clinically demonstrable raised intra-

abdominal pressure. It is expected that urinary incontinence should be of a regular or severe

nature (necessitating the use of protective pads or appliances).

Table 7.3: Criteria for rating permanent impairment due to urethral disease

Class 1

0%-10% WPI

Symptoms and signs of

urethral disorder and

requires intermittent

therapy for control

Class 2

11%-20% WPI

Symptoms and signs of

urethral disorder; stress

urinary incontinence

more than three times a

week and

cannot effectively be

controlled by treatment

Class 3

21%-40% WPI

Urethral dysfunction

resulting in intermittent

urine dribbling, or stress

urinaryincontinenceat

least daily

Male reproductive organs

Penis

7.12 In AMA5, pl57, the box labelled 'Class 3, 21-35%' should read 'Class 3, 20% impairment of the

whole person' as the descriptor 'No sexual function possible' does not allow a range (the

correct value is shown in AMA5 Table 7-5), pl56. Note, however, that there is a loading for

age, so a rating higher than 20% is possible (AMA5, section 7,7, pl56).

Testicles/ epididymides and spermatic cords

7.13 Table 7-7, AMA5 (pl59) should be replaced with Table 7.4, below, when assessing impairment

due to testicular, epididymal and spermatic cord disease. This table includes rating for

infertility and equates impairment with female infertility (see Table 7.6 in this chapter of the

Guidelines).

7.14 Male infertility is defined as azoospermia or other cause of inability to cause impregnation

even with assisted conception techniques,

7.15 Loss of sexual function related to spinal injury should only be assessed as an impairment

where there is other objective evidence of spinal cord, cauda equina or bilateral nerve root

dysfunction. The ratings described in Table 13-21, AMA5 (p342) are used in this instance.

There is no additional impairment rating system for loss of sexual function in the absence of

objective clinical findings.
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Table 7.4: Criteria for rating permanent impairment due to testicular,

epididymal and spermatic cord disease

Class 1

0%-10% WPI

Testicular, epididymal

orspermaticcord

disease symptoms and

signs and anatomic

alteration and no

continuous treatment

required and no

seminal or hormonal

function or

abnormalitiesor

solitary testicle*

Class 2

11%-15% WPI

Testicular, epididymal

orspermaticcord

disease symptoms and

signs and anatomic

alteration and

cannot effectively be

controlled by treatment

and

detectable seminal or

hormonal abnormalities

Class 3

16%-35% WPI

Trauma or disease

produces bilateral

anatomic loss of the

primary sex organs

or no detectable

seminal or

hormonal function

or

infertility

*Loss of one testlcle should be assessed as class 1,10% WPI

Female reproductive organs

Fallopian tubes and ovaries

7.16 Table 7-11, AMA5 (pl67) should be replaced with Table 7.6, below, when assessing

impairment due to fallopian tube and ovarian disease. This table includes rating for infertility

and equates impairment with male infertility (see Table 7.4, above).

7.17 Female infertility: a woman in the childbearing age is infertile when she is unable to conceive

naturally. This may be due to anovulation, tubal blockage, cervical or vaginal blockage or an

impairment of the uterus.

7.18 Table 7.5 below replaces AMA5 Table 7-10 (pl65)forthe assessment of cervical and uterine

disease.
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Table 7.5: Criteria for rating permanent impairment due to cervical and

uterine disease

Class 1

0%-10% WPI

Cervical oruterine

disease or deformity

symptoms and signs do

not require continuous

treatment; or

cervical stenosis, if

present, requires no

treatment or

anatomic cervical or

uterine loss in the

postmenopausal

period

Class 2

11%-15% WPI

Cervical or uterine

disease or deformity

symptoms and signs

require continuous

treatment; or

cervical stenosis, if

present, requires

periodic treatment

Class 3

16%-35% WPI

Cervical or uterine

disease or deformity

symptoms and signs

are not controlled by

treatment; or

complete cervical

stenosis oranatomic

functional cervical or

uterine loss in the

premenopausal

period

Table 7.6: Criteria for rating permanent impairment due to fallopian tube

and ovarian disease

Class 1

0%-10% WPI

Fallopiantubeor

ovarian disease or

deformity symptoms

and signs do not

require continuous

treatment or only one

functioning fallopian
tubeand/orovaryin

the premenopausal

period* or bilateral

fallopiantube or

ovarian functional loss

in the postmenopausal

period

Class 2

11%-15% WPI

Fallopian tube orovarian

disease or deformity

symptoms and signs

require continuous

treatment, buttubal

patency persists and

ovulation is possible

Class 3

16%-35% WPI

Fallopian tube or

ovarian disease or

deformity symptoms

and signs and total

tubal patencyloss or

failure to produce ova

in the premenopausal

period or bilateral
fallopiantube or

bilateral ovarian loss

in the premenopausal

period; infertility

"the loss of an ovary and/or fallopian tube should be assessed as class 1,10% WPI.
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8 RESPIRATORY SYSTEM
Chapter 5, AMA5 (p87) applies to the assessment of permanent impairment

of the respiratory system, subject to the modifications set out below.

Before undertaking an impairment assessment, users of the Guidelines must be familiar

with the following:

• the Introduction in the Guidelines

• chapters 1 and 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the appropriate chapter/s of AMA5 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

8.1 Chapter 5, AMA5 (pp87-115) provides a useful summary of the methods for

assessing whole person impairment arising from respiratory disorders.

8.2 The degree of impairment arising from conditions not caused by a work injury must be

assessed and considered in determining the degree of permanent impairment, and recorded

in the report. The degree to which pre-existing conditions and tifestyle activities such as

smoking contribute to the degree of permanent impairment requires judgement on the part: of

the assessor. The manner in which any deduction for these is applied needs to be recorded in

the assessor's report.

Examinations, clinical studies and other tests for evaluating respiratory

disease (section 5.4, AMA5)

8.3 The predicted lower limit values provided in the laboratory tests (to Thoradc Society of

Australia and NZ (TSANZ) standards) are applied in Table 5-12, AMA5 (pl07), to determine the

impairment classification for respiratory disorders. AMA5 Tables 5-2b, 5-3b, 5-4b, 5-5b, 5-6b

and 5-7b should not be used.

8.4 Table 5-12, AMA5 (pl07) should be used to assess whole person impairment for respiratory

disorders other than occupational asthma. The pulmonary function tests listed in Table 5-12

must be performed to TSANZ standards by a pulmonary function laboratory. Exercise testing is

not required.

8.5 Classes 2, 3 and 4 in Table 5-12, AMA5 (pl07) list ranges of whole person impairment. The

assessor should nominate the nearest whole percentage based on the complete clinical

circumstances when selecting within the range, giving reasons to support the %WPI selected in

the report.

8.6 An isolated abnormal diffusing capacity for carbon monoxide (DiCO) in the presence of

otherwise normal results of lung function testing should be interpreted with caution and its

aetiology should be clarified. Where the DiCO is the key parameter used to rate impairment,

its relationship to the work injury must be explained.
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Asthma (section 5.5, AMA5, pl02-104)

8.7 In assessing whole person impairment arising from occupational asthma, the assessor

will require evidence from the treating physician that:

• an appropriate diagnosis has been established by a respiratory physician based on clinical

history, physical examination and spirometry with at least one appropriate lung function

test performed to TSANZ standards by a pulmonary function laboratory within the last 12

months. In rare cases where the person is unable to undertake the test for medical reasons,

an opinion from a second respiratory physician is required.

• the clinical status has been confirmed over time with repeated spirometry, and

• the worker has received optimal treatment, has an Asthma Plan in place, and is compliant

with their medication regimen.

8.8 Bronchial challenge testing should not be performed as part of the impairment assessment.

In Table 5-9, AMA5 (pl04) ignore column 4 (PC20 mg/mL or equivalent, etc.).

8.9 Permanent impairment due to asthma is rated by the score for the best postbronchodilator

forced expiratory volume in one second (FEV1) (score in Table 5-9, AMA5, column 2) plus %

of FEV1 (score in column 3) plus minimum medication required (score in column 5). The total

score derived is then used to assess the % impairment in Table 5-10, AMA5 (pl04). The same

approach to determining the actual impairment within the range of %WPI discussed in 8.5

should be adopted.

Obstructive sleep apnoea (section 5.6, AMA5, pl05)

8.10 Assessments for obstructive sleep apnoea can only be undertaken by a respiratory or ear,

nose and throat physician. The cause must have been confirmed prior to rating.

8.11 This section needs to be read in conjunction with section 11.4, AMA5 (p259) and section

13.3c, AMA5 (p317).

8.12 Before permanent impairment can be assessed, the person must have had appropriate

assessment and treatment by an ear, nose and throat physician and a sleep study by a

respiratory physician undertaken within the past two years.

8.13 The degree of permanent impairment due to obstructive sleep apnoea should be

calculated with reference to Table 13-4, AMA5 (p317).

Hypersensitivity pneumonitis (section 5.7, AMA5, pl05)

8.14 Whole person impairment arising from disorders included in this section is assessed

according to the impairment classification in Table 5-12, AMA5 (pl07).

Lung cancer (section 5.9, AMA5, pl06)

8.15 Whole person impairment due to lung cancer should be assessed using Table 5-12, AMA5

(pl07) (not Table 5-11). Table 5-11 is used to help select the rating within the class. Where

surgery has occurred, assessment should not be undertaken until at least six months after

the procedure.

8.16 Persons with residual lung cancer after treatment are classified in Respiratory Impairment

Class 4 (Table 5-12).
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9 HEARING
Chapter 11, AMA5 (p245) applies to the assessment of permanent impairment

of hearing, subject to the modifications set out below.

Before undertaking an impairment assessment, users of the Guidelines must be familiar

with the following:

• the Introduction in the Guidelines

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the National Acoustic Laboratory (NAL) Guide.

In the event of any inconsistency, the Guidelines take precedence over the NAL Guide and

AMA5. Refer to paragraph 1.3.

Assessment of hearing impairment (hearing loss)

9.1 A worker may present for hearing loss assessment before having undergone all or any of the

health investigations that generally occur before assessment of whole person impairment. For

this reason and to ensure that conditions other than 'occupational hearing impairment' are

precluded, the medical assessment should be undertaken by an ear, nose and throat physician

or other appropriately qualified specialist. The medical assessment needs to be undertaken in

accordance with Table 9.1 below. The assessor performing the assessment must examine the

worker. The assessment must be based on medical history and ear, nose and throat

examination, evaluation of relevant audiological tests and evaluation of other relevant

investigations available to the assessor. Only an ear, nose and throat physician or other

appropriately qualified specialist can issue permanent impairment reports for assessment of

hearing impairment.

Some of the relevant tests are discussed in the hearing impairment assessment summary

below.

Table 9.1 Impairment Assessment Summary for Hearing

1-
a)

•g

I
History, including

selected relevant

symptoms

Examination
record

Assessment of
physical function

Physical findings Diagnosis Degree of
impairment
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s
faO <U
•il
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± I

Comprehensive

history including

family history,

developmental

history of trauma,

noise and drug

exposure; surgical

procedures;

symptoms of

imbalance (e.g.
unsteadiness or

vertlgo);

earpopping; history

oftinnltus;age;

associated
metabollcand/or

endocrine disorders

General physical

examination; ear,

nose and throat

examination;

findings from

pneumonotoscopy,

tunlng-fork tests,

hearing tests,

balance function

tests and

radiographlc

tests; metabolic

evaluation

Otologic examination

on tuning-fork tests;

tympanometry;

behavioural,

audiometry and

auditory brain

(evoked)response

tests;

electrocochleaography

tests;

electroystagmography;
metabolicand

endocrine studies as

necessary

Assess relevant

organs;external
ear and middle

ear functions;

Eustachlan tube

function: status

of hearing by
audlometry;

electrophyslologlc

tests as

applicable

Conductive,

sensorineural,
mixed and

functional

hearing loss;

tlnnltus;
Menlere's

disease

Assessed as

per the
Guidelines

9.2 Cortical Evoked Response Audiometry (CERA) can be requested by the assessor in the event

that standard audiology testing is inconsistent or there is a discrepancy between audiology

test results and observed function. Rationale for requiring the test must be documented in the

report.

9,3 The degree of hearing impairment not caused by exposure to noise is assessed and considered

when determining the degree of noise induced/work-related hearing impairment. While this

requires medical judgement on the part of the examining assessor, any non-work-related

impairment should be recorded in the report.

9.4 Do not use Tables 11-1,11-2,11-3, AMA5 (pp247-250). For the purposes of the Guidelines,

National Acoustic Laboratory (NAL) tables from the NAL Report No. 118, Improved procedure

for determining percentage loss of hearing (January 1988) are adopted as follows:

• Tables RB 500-4000 (ppll-16)

• Tables RM 500-4000 (ppl8-23)

• Appendix 1 and 2 (pp8-9)

• Appendix 5 and 6 (pp24-26)

• Tables EB 4000-8000 (pp28-30) (the extension tables)

• Tables EM 4000-8000 (pp32-34) (the extension tables)

When an assessor uses the extension tables, they must provide an explanation of the worker's

special requirement to be able to hear at frequencies above 4000Hz.

In the presence of significant conduction hearing loss, the extension tables do not apply.

Table 11-3, AMA5 is replaced by Table 9.2 in this chapter.

9.5 It is noted that there are some arithmetical errors in the NAL tables, however, the impact of

these errors is minimal and assessors should use these tables, rather than any other programs,

for consistency.

Hearing impairment

9.6 Impairment of a worker's hearing is determined according to assessment of the individual's

binaural hearing impairment.
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9.7 Permanent hearing impairment should be assessed when the condition is stable. Prosthetic

devices (such as hearing aids) must not be worn (or must be switched off) during the

assessment of hearing acuity.

9.8 Hearing threshold level for pure tones is defined as the number of decibels above standard

audiometric zero for a given frequency at which the listener's threshold of hearing lies when

tested in a suitable sound attenuated environment. It is the reading on the hearing level dial of

an audiometer that is calibrated according to Australian Standard AS IEC 60645.1-2002.

9.9 Assessment of binaural hearing impairment: Binaural hearing impairment is determined by

using the tables in the 1988 NAL publication with allowance for presbyacusis according to the

presbyacusis correction table, if applicable, in the same publication.

The Binaural Tables RB 500-4000 (NAL report no. 118, ppll-16) are to be used. The extension

Tables EB 4000-8000 (pp28-30) may be used when the worker has 'a special requirement to be

able to hear above frequencies above 4000Hz' (NAL report no. 118, p6). Where an assessor

uses the extension tables, they must provide an explanation of the worker's special

requirement to be able to hear at frequencies above 4000Hz.

Where it is necessary to use the monaural tables, the binaural hearing impairment (BHI) is

determined by the formula:

BHI = [4 x (better ear hearing loss)] + worse ear hearing loss

9.10 Presbyacusis correction table (Appendix 5, NAL publication, p24) only applies to occupational

hearing loss contracted by gradual process-for example, occupational noise induced hearing

loss and/or occupational solvent induced hearing loss. Please note when calculating by

formula for presbyacusis correction (e.g. when the worker is above 81 years) the formula is

correct as long as the correct numerator is used, that is b=-1.79059*(age) (page 26, NAL) and

not (b) 1.79509 (page 25, NAL). Note: Recent reprintings of this NAL guide have been

corrected.

9.11 Binaural hearing impairment and severe tinnitus: Up to 5% BHI may be added to the work-

related binaural hearing impairment for severe tinnitus caused by a work injury:

• after presbyacusis correction, if applicable, and

• before determining WPI.

The severity of tinnitus is determined by the assessor with consideration given as to its impact

on ADL. The value assigned must be supported by clear rationale. Refer examples 9.1-9.5 in this

chapter.

9.12 Vestibulocochlear nerve assessment using AMA5 (p333): Tinnitus in the absence of hearing

loss resulting from a traumatic brain injury, where it adversely affects ADL, can be rated as 1%

WPI.

9.13 Only hearing ear: A worker has an 'only hearing ear* if he or she has suffered a non-work-

related severe or profound sensorineural hearing loss in the other ear. If a worker suffers

a work injury causing a hearing loss in the only hearing ear of x dBHL at a relevant

frequency, the worker's work-related binaural hearing impairment at that frequency is

calculated from the binaural tables using x dB as the hearing threshold level in both ears.
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Deduction for presbyacusis if applicable and addition for severe tinnitus is undertaken

according to this guide.

9.14 When necessary, binaural hearing impairment figures should be rounded to the nearest

0.1%. Rounding up should occur if equal to or greater than .05%, and rounding down

should occur if equal to or less than .04%.

9.15 Table 9.2 is used to convert binaural hearing impairment, after deduction for presbyacusis

if applicable and after addition for severe tinnitus, to WPI,

Noise Induced Hearing Loss

9.16The assessment of permanent impairment and %WPI in respect of noise induced hearing

loss needs to be assessed consistently with the particular requirements of subsections

188(2) and (3) of the Act which provide:

"(2) Subject to this section, where a claim is made under this Act in respect of noise induced

hearing loss by a worker (not being a person who has retired from employment on account of

age or ill health), the whole of the loss will be taken to have occurred immediately before

notice of the injury was given and, subject to any proof to the contrary, to have arisen out of

employment in which the worker was last exposed to noise capable of causing noise induced

hearing loss.

(3) If a claim is made under this Act in respect of noise induced hearing loss by a person who

has retired from employment on account of age or ill-health, the whole of the loss will be

taken to have occurred immediately before the person retired and, subject to any proof to

the contrary, to have arisen out of employment in which the person was last exposed to noise

capable of causing noise induced hearing loss."

Where the worker has retired, the assessor must use the audiogram closest to the date of

retirement or provide detailed explanation as to why they have elected not to.

The requester is responsible for providing clear guidelines to an assessor regarding the

assessment of impairment in such cases.

9.17 For the purpose of rating impairment, use the better of the air and bone conduction

thresholds at 2000Hz and below. Above 2000Hz use the air conduction thresholds.

9,18 Impairment due to noise induced hearing loss is to be calculated on the assessed hearing

thresholds between 2000Hz and 4000Hz.

9.19 If noise exposure has been prolonged, ISOOHz can be included in the impairment assessment,

provided a detailed explanation is given as to frequency, duration and source of noise

exposure, whether it was constant or intermittent and, if known, decibels.

9.20 The following thresholds apply when rating for noise induced hearing loss. Any readings

above these are to be rated as per the following limits:

1500Hz-45dB
2000Hz-65dB
3000Hz-90dB
4000Hz-90dB
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Table 9.2: Relationship of binaural hearing impairment to whole person impairment

% Binaural hearing

impairment

0.0

6.0

6.8

8.8

10.7

12.6

14.5

16.4

18.4

20.5

22.8

25.1

27.1

29.1

31.1

33.1

35.1

5.9

6.7

8.7

10.6

12.5

14.4

16.3

18.3

20.4

22.7

25.0

27.0

29.0

31.0

33.0

35.0

37.0

% Whole
person

impairment

% Binaural hearing

impairment

0 51.1

3 53.1

4 55.1

5 57.1

6 59.1

7 61.1

8 63.1

9 65.1

10 67.1

11 69.1

12 71,1

13 73.1

14 75.1

15 77.1

16 79.1

17 81.1

18 83.1

53.0

55.0

57.0

59.0

61.0

63.0

65.0

67.0

69.0

71.0

73.0

75.0

77.0

79.0

81.0

83.0

85.0

% Whole

person

impairment

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42
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37.1 -

39.1 -

41.1 -

43.1 -

45.1 -

47.1 -

49.1 -

39.0

41.0

43.0

45.0

47.0

49.0

51.0

19

20

21

22

23

24

25

85.1 -

87,1 -

89.1 -

91.1 -

93.1 -

95.1 -

97.1 -

99.1 -

87.0

89.0

91.0

93.0

95.0

97.0

99.0

100

43

44

45

46

47

48

49

50

9,21 Examples 11.1, 11.2,11.3, AMA5 (pp250-251) are replaced by examples 9.1-9.7, below.

Table 9.3: Medical assessment elements in examples

Element

General use of binaural table - NAL 1988

'Better ear' -'worse ear' crossover

Assessable audiometric frequencies

Tinnitus

Presbyacusis

Binaural hearing impairment

Conversion to whole person impairment

Gradual process injury

Noise-induced hearing loss

Solvent-induced hearing loss

Acute occupational hearing loss

Acute acoustic trauma

Example No.

1,2

1,2

7-also 1,2,4,5,6

1,2,3,4,5

All examples

All examples

All examples

3

1,2,3,5,6,7

3

4,5

5
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Pre-existing non-occupational hearing loss

Only hearing ear

NAL 1988 Extension Table Use

Multiple causes of hearing loss

Head injury

6

6

7

3,5,6

4

Example 9.1: Occupational noise-induced hearing loss and severe tinnitus

A 55 year-old man, a boilermakerfor 30 years, gave a history of progressive hearing loss and

tinnitus. The tinnitus was present most days, interfering with concentration and regularly

interfering with sleep when it could not be dampened with extraneous noise. The assessor has

assessed the tinnitus as severe. The external auditory canals and tympanic membranes were

normal. Rinne test was positive (air conduction better than bone conduction) bilaterally and

the Weber test result was central. Clinical assessment of hearing was consistent with results of

pure tone audiometry, which showed a bilateral sensorineural hearing loss consistent with the

dose and duration of significant noise. The assessor diagnosed noise induced hearing loss

(NIHL) with severe tinnitus. The assessor included the ISOOHz frequency in this assessment

due to long-term constant noise exposure likely to be greater than 90dB. Presbyacusis

correction does not apply because the worker is less than 56 years of age.

Pure tone audiometry

Frequency

(Hz)

500

1000

1500

2000

3000

4000

6000

8000

Left

(dB HL)

15

20

25

35

60

75

30

20

Right
(dB HL)

10

20

25

35

60

75

30

20

Total % BHI

Binaural hearing impairment (% BHI)

0

0

1.4

3.4

6.3

8.2

19.3
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No Presbyacusis correction

Add 4.0% BHI for severe tinnitus

Adjusted total % BHI

0

4

23.3

Resultant total BHI of 23.3% = 12% WPI (Table 9.2 in the Guidelines)

Example 9.2: Occupational noise-induced hearing loss and mild tinnitus

A 55-year-old man, a steelworker for 30 years, gave a history of increasing difficulties with

hearing and tinnitus. In the first 20 years of his career little attention was paid to hearing

protection. There was no family history of deafness and no past history of recreational

noise, illness or medication that could impact upon hearing. The assessor diagnosed

occupational noise-induced hearing toss with intermittent mild tinnitus that had no impact

on ADL and was only mildly irritating during the day and night. The assessor considered the

loss atISOOHz should be included due to the reported constant noise exposure likely to be

greater than 90dB given the occupational history.

Pure tone audiometry

Frequency

(Hz)

500

1000

1500

2000

3000

4000

6000

8000

Left

(dB HL)

15

15

20

30

50

55

30

20

Right
(dB HL)

15

15

25

35

45

55

30

20

Total %BHI

Less Presbyacusis correction

Adjusted total % BHI

Binaural hearing impairment (% BHI)

0.0

0.0

1.0

2.5

4.2

5.2

12.9

0

12.9
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Resultant total BHI of 12.9% = 7% WPI (Table 9.2 in the Guidelines)

Comment: The assessor's opinion is that the tinnitus suffered by the worker is not severe and thus no

addition to the binaural hearing impairment was made for tinnitus.

Example 9.3: Multiple gradual process occupational hearing loss

A 63-year-old male boat builder and printer gave a history of hearing difficulty and tinnitus.

There had been marked chronic exposure to both noise and solvents in these occupations for

35 years altogether. The assessor diagnosed bilateral noise-induced hearing loss and bilateral

solvent-induced hearing loss with severe tinnitus. The tinnitus was rated in the lowest range

of severity as it only occasionally interfered with sleep for one or two nights of the week and

only mildly affects him during the day.

The assessor's opinion is that the solvent exposure contributed to the hearing impairment as

a gradual process injury. The total noise-induced and solvent-induced BHI was 17.5%. The

assessor did not identify any factors in the family or personal health profile of the worker to

account for the loss at ISOOHz and considered the long-term exposure, whilst intermittent,

warranted inclusion of this frequency in the assessment.

The appropriate presbyacusis deduction was applied. Then, the assessor added 2% BHI to the

after-presbyacusis binaural hearing impairment for severe tinnitus at the lower end of the

range with occasional sleep disturbance and no impact on other ADL.

Pure tone audiometry

Frequency

(Hz)

500

1000

1500

2000

3000

4000

6000

8000

Left

(dB HL)

15

15

25

35

60

60

45

40

Right
(dB HL)

15

15

25

40

60

60

50

40

Total noise-induced and solvent-

induced % BH I

Presbyacusis correction of 1.7%

Binaural hearing impairment (% BHI)

0.0

0.0

1.4

3.8

6.3

6.0

17.5

-1.7
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1% BHI addition for medically
assessed severe tinnitus

Adjusted total % BHI

1

17.8

Resultant total BHI of 16.8% = 9% WPI (Table 9.2 in the Guidelines)

Example 9.4: Occupational noise-induced hearing loss from head injury

A 62-year-old male worker sustained a head injury after falling from a ladder. He suffered left

hearing loss and tinnitus unaccompanied by vertigo. The assessor assesses his tinnitus in the

lower range of severity as the injury has resulted in sleep disturbance two or three nights per

week and some interference with ADL in the day. External auditory canals and tympanic

membranes are normal. Rinne test is positive bilaterally and Weber test lateralises to the

right. CT scan of the temporal bones shows a fracture on the left. Clinical assessment of

hearing is consistent with pure tone audiometry, which shows a flat left sensorineural hearing

loss and mild right sensorineural hearing loss. Presbyacusis correction does not apply because

the worker sustained a head injury. The assessor used all frequencies in the assessment due to

the effect of fracture trauma being non-selective for a particular frequency.

Pure tone audiometry

Frequency

(Hz)

500

1000

1500

2000

3000

4000

6000

8000

Left

(dB HL)

50

55

60

65

65

65

65

65

Right
(dB HL)

15

15

20

20

25

30

20

20

Total %BHI

No correction for presbyacusis applies

Binaural hearing impairment (% BHI)

2.3

3.1

3.4

2.6

2.2

2.1

15.7

0
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Adjusted 2.0% BID for severe tinnitus

Adjusted total % BHI

2

17.7

Resultant total BHI of 17.7% = 9% WPI (Table 9.2 in the Guidelines)

Example 9.5: Acute unilateral occupational hearing loss in the presence of

pre-existing bilateral noise-induced hearing loss

A 62-year-old man who has been a production worker for 10 years in a noisy workplace was

injured in an explosion that occurred on his left side while at work. He reported immediate

post-injury otalgia and acute hearing loss in the left ear. The assessor noted, at examination,

hearing loss in the right ear consistent with noise exposure. For the purposes of the

impairment assessment, it was clinically determined that this NIHL effect would, more

probably than not, have been present in the left ear at the time of the explosion. The hearing

loss was greater on the left side, consistent with the explosion. The assessor diagnosed left

acoustic trauma in the presence of bilateral occupational noise-induced hearing, as there was

no evidence that hearing in the left ear was different to the right, prior to the explosion.

Severe tinnitus is present and assessed at the highest range due to major sleep disturbance

every night with ADL impacted during every day. The tinnitus was attributed to the explosion

trauma as this is clinically more likely to be the cause rather than the mild chronic noise effect.

All the frequencies were used to assess the left ear but only the frequencies of 3000 and

4000HZ were used to calculate the NIHL given its short duration and low exposure.

Pure tone audiometry

Frequency

(Hz)

500

1000

1500

2000

3000

4000

6000

8000

Left

(dB HL)

30

45

55

70

80

80

>80

>80

Right
(dB HL)

15

15

15

15

25

30

30

25

Total %BHI

Binaural hearing

impairment (% BHI)

1.0

2.5

2,5

2.2

2.4

2.3

n/ainNIHL

n/ainNIHL

12.9

BHIdue to
NIHL(%BHI)

0.0

0.0

0.0

0.0

0.7

0.8

n/a in NIHL

n/a in NIHL

1.5-

1.3
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Presbyacusis correction for NIHL

Adjusted NIHL BHI (%)

Acute acoustic trauma BHI (%)

Presbyacusis does not apply
to acute acoustic trauma

Tinnitus-5% BHI allocated

to the acoustic trauma

Totals

12.9

0

5

17.9

0.2

0.2

Resultant total BHI due to acute acoustic trauma

of 17.9% - 0.2 = 17.7% BHI = 9% WPI (Table 9.2 in the

Guidelines)

Example 9.6: Occupational noise-induced hearing loss in an only hearing ear

A 66-year-old woman has been a textile worker for 30 years. Childhood mumps had left her

with profound hearing loss in the left ear. She gave a history of progressive hearing loss in her

only hearing ear unaccompanied by tinnitus or vertigo. External auditory canals and tympanic

membranes appeared normal. Rinne test was positive on the right and was false negative (the

signal was picked up in the other ear) on the left. Weber test lateralised to the right. Clinical

assessment of hearing is consistent with pure tone audiogram showing a profound left

sensorineural hearing loss and a partial right sensorineural hearing loss. The assessor

diagnosed NIHL in the right ear consistent with noise dose and duration. For the purposes of

the assessment of NIHL (column 5), the assessor assumes that the hearing in the left ear is

identical to that in the right ear due to the noise exposure at work. The assessor used the

frequencies of 1500 and 2000Hz in this assessment due the dose and duration of noise in an

only hearing ear,

Pure tone audiometry

Frequency

(Hz)

500

1000

1500

Left

(dB HL)

>95

>95

>95

Right
(dB HL)

10

15

20

Binaural

hearing

impairment (%
BHI)

3.4

4.3

4,2

BHI due to noise-

induced hearing

loss

0

0

0.6
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2000

3000

4000

6000

8000

>95

>95

>95

>95

>95

25

50

70

50

40

Total %BHI

Total occupational % BHI

Presbyacusis correction does not apply

to a 66 year old woman

No addition tinnitus

Adjusted total occupational % BHI

3.8

5.4

8.0

n/a in NIHL

n/a in NIHL

29.1

n/a

1.1

4.8

7.5

n/a in NIHL

n/ainNIHL

14.0

0

0

14.0

Total occupational BHI of 14% = 7% WPt (Table 9.2 in the Guidelines)

Example 9.7: Occupational noise-induced hearing loss where there is a special

requirement for ability to hear at frequencies above 4000 Hz

A 56-year-old female process worker who worked in a noisy factory for 20 years had increasing

hearing difficulty. The diagnosis made was bilateral occupational noise-induced hearing loss

extending to 6000 Hz or 8000 Hz. The assessor was of the opinion that there was a special

requirement for hearing above 4000 Hz as the worker is a musical writer for violins and violas

in a recreational opera company, so the extension tables were used as there is a significant

effect on her ADL. There was no conductive hearing loss, or other factor identified to account

for this loss at 6000 and SOOOHz.

Pure tone audiometry

Binaural hearing impairment (% BHI)

Frequency

(Hz)

500

1000

Left

(dB HL)

10

15

Right
(dB HL)

10

15

Using extension

table-4000, 6000

and 8000 Hz (p28-
29 NAL)

0.0

0.0

Not using

extension

table

0.0

0.0
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1500

2000

3000

4000

6000

8000

20

30

45

45

60

50

25

32

45

50

55

20

Total BHI (%) using extension table

Total BHI (%) not using extension table

Presbyacusis correction

The assessor is of the opinion that the

binaural hearing impairment in the

matter is 10.6% rather than 10.2%

Adjusted total % BHI

0

2.5

4,1

2.2

1.6

0.2

10.6

0

10.6

0

2.5

4.1

3.6

10.2

0

0

Resultant Total BHI of 10.6% = 5% WPI (Table 9.2 in the Guidelines)
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10 VISUAL SYSTEM

Chapter 8, AMA4 (p209) applies to the assessment of permanent impairment of

the visual system, subject to the modifications set out below.

Before undertaking an impairment assessment, users of the Guidelines must be familiar with

the following (in this order):

• the Introduction in the Guidelines

• chapters 1 and 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the appropriate chapter/s of AMA4 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA4 and AMA5. Refer

to paragraph 1.3.

Introduction and approach to assessment

10.1 The visual system must be assessed by an ophthalmologist,

10.2 Chapter 8, AMA4 (pp209-222) is adopted for the Guidelines without significant change. The

exception is Table 3, AMA4, as below.

10.3 AMA4 is used rather than AMA5 for the assessment of whole person impairment of the visual

system because:

• there is little emphasis on ctiplopia in AMA5, yet this is a relatively frequent problem

• many ophthalmologists are familiar with the Royal Australian College of Ophthalmologists'

impairment guide, which is similar to AMA4.

10.4 Impairment of vision should be measured with the worker wearing their prescribed corrective

spectacles and/or contact lenses, if that was normal for the injured worker before the work

injury or condition. If, as a result of the work injury or condition, the injured worker has been

prescribed corrective spectacles and/or contact lenses for the first time, or different spectacles

and/or contact lenses than those prescribed before injury or condition, the difference should

be accounted for in the assessment of permanent impairment.

10.5 An ophthalmologist should assess visual field impairment in all cases.

10.6 The ophthalmologist should perform or review all tests necessary for the assessment of whole

person impairment rather than relying on the interpretations of tests done by the orthoptist or

optometrist.

10.7 In section 8.5, AMA4 (p222) on other conditions, the 'additional 10% impairment' referred to

means 10% WPI, not 10% impairment of the visual system.

10.8 If disfigurement is limited to the immediate periorbital area, then it is to be assessed by the

ophthalmologist. However, if it extends to involve more of the face, it is to be undertaken in

accordance with the Ear, Nose and Throat Chapter by an assessor accredited in that system.
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10.9 For impairment assessment for monocular aphakia or monocular pseudophakia, AMA4

directs that the lower numbers are used in Table 3 (p212, AMA4). The separate scales are no

longer required. Only the top numbers are to be used.

10.10 AMA4 allows an additional 5% to 10% visual impairment to be combined with the impaired

visual function of the involved eye for abnormalities such as media opacities, corneal or lens

opacities and abnormalities resulting from such symptoms as epiphora, photophobia or

metamorphopsia, if it interferes with the visual function and is not reflected in visual acuity,

decreased visual fields or ocular mobility with diplopia (p209, AMA4). This impairment can be

applied even where the visual function impairment is 0%.
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11 HAEMATOPOIETIC SYSTEM
Chapter 9, AMA5 (pl91) applies to the assessment of permanent impairment of

the haematopoietic system, subject to the modifications set out below.

Before undertaking an impairment assessment, users of the Guidelines must be familiar with

the following (in this order):

• the Introduction in the Guidelines

• chapters 1 and 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the appropriate chapter/s of AMA5 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

11,1 Chapter 9, AMA5 (ppl91-210) provides guidelines on the method of assessing whole person

impairment of the haematopoietic system. Overall, that chapter should be followed when

conducting the assessment, with variations indicated below. The diagnosis being rated must have

been made by a haematologist, oncologist, immunologist or other specialist internal medicine

physician prior to the assessment.

11.2 Impairment of end organ function due to haematopoietic disorder should be assessed

separately, using the relevant chapter of the Guidelines. The percentage WPI due to end organ

impairment should be combined with any percentage WPI due to haematopoietic disorder, using

the Combined Values Table, AMA5 (pp604-606).

Anaemia

11.3 Table 11.1 (below) replaces Table 9-2, AMA5 (pl93).

Table 11.1: Classes of anaemia and percentage whole person impairment (WPI)

Class 1:

0-10% WPI

No symptoms

and

haemoglobin

100-120g/L

and

no transfusion

required

Class 2:

11-30% WPI

Minimal symptoms

and

haemoglobin

80-lOOg/L

and

no transfusion

required

Class 3:

31-70% WPI

Moderate to

marked symptoms

and

haemoglobin 50-

80g/L before

transfusion and

transfusion of 2 to

3 units required,

every 4 to 6 weeks

Class 4:

71-100% WPI

Moderate to

marked symptoms

and

haemoglobin

50-80g/L

before

transfusion and
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transfusion of 2 to

3 units required,

every 2 weeks

11.4 The assessor must exercise clinical judgement in determining WPI, using the criteria in

Table 11.1. For example, if comorbidities exist which preclude transfusion, the assessor

may assign Class 3 or Class 4, on the understanding that transfusion would under other

circumstances be indicated. Similarly, there may be some workers with Class 2

impairment who, because of comorbidity, may undergo transfusion.

11.5 Pre-transfusion haemoglobin levels in Table 11.1 are to be used as indications only. It is

acknowledged that, for some workers, it would not be medically advisable to permit the

worker's haemoglobin levels to be as low as indicated in the criteria of Table 11.1,

11,6 The assessor should indicate a %WPI, as well as the class.

Polycythaemia and myelofibrosis

11.7 The level of symptoms (as in Table 11.1) should be used a guide for the assessor in cases

where non-anaemic tissue iron deficiency results from venesection.

Functional asplenia

11.8 In cases of functional or post traumatic asplenia, the assessor should assign 3% WPI. This

should be combined with any other impairment rating, using the Combined Values

Table, AMA5 (pp604-606).

White blood cell diseases

11.9 Table 9-3, AMA5 (p200) should be used for rating impairment due to HIV infection or

auto immune deficiency disease.

Haemorrhagic and platelet disorders

11.10 Table 9-4, AMA5 (p203) is to be used as the basis for assessing haemorrhagic and

platelet disorders.

11.11 For the purposes of the Guidelines, the criteria for inclusion in Class 3 of Table

9-4, AMA5 (p203) are:

• symptoms and signs of haemorrhagic and platelet abnormality

• requires continuous treatment, and

• interference with daily activities, with occasional assistance required.
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11.12 For the purposes of the Guidelines, the criteria for inclusion in Class 4 of Table

9-4, AMA5 (p203) is:

• symptoms and signs of haemorrhagic and platelet abnormality

• requires continuous treatment, and

• difficulty performing daily activities, with continuous care required.

Deep-vein thrombosis

11.13 A single deep-vein thrombosis should not be assessed under the haematopoietic system.

It is assessed under either the cardiovascular system or upper or lower extremity system.

Table 9-4, AMA5 (p203) is used as the basis for determining impairment due to a

persistent or recurring thrombotic disorder.
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12 ENDOCRINE SYSTEM
Chapter 10, AMA5 (p211) applies to the assessment of permanent impairment of

the endocrine system/ subject to the modifications set out below.

Before undertaking an impairment assessment, users of the Guidelines must be familiar with

the following (in this order):

• the Introduction in the Guidelines

• chapters land 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the appropriate chapter/s of AMA5 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

12.1 Chapter 10, AMA5 provides a useful summary of the methods for assessing whole person

impairment arising from disorders of the endocrine system. The diagnosis being rated must have

been made by an Endocrinologist with supporting objective evidence prior to the assessment.

12.2 Refer to other appropriate chapters for related structural changes - the visual system

(chapter 8 of AMA4), the skin (e.g. pigmentation, chapter 8, AMA5), the central and

peripheral nervous system (memory, chapter 13, AMA3), the urinary and reproductive

system (infertility, renal impairment, chapter 7, AMA5), the digestive system

(dyspepsia, chapter 6, AMA5), the cardiovascular system (chapters 3 and 4, AMA5).

12.3 The clinical findings to support the impairment assessment are to be reported

in the units recommended by the Royal College of Pathologists of Australia.

Assessors should use the current RCPA Manualto assist with interpretation of

pathology tests, which can be found at www.rcpamanual.edu.au.

Adrenal cortex

12.4 First paragraph of 10.5, AMA5 (p222): No regard is to be had to the last sentence:

"They also affect inflammatory response, cell membrane permeability, and

immunologic responses, and they play a role in the development and

maintenance of secondary sexual characteristics." Replace with: "Immunological

and inflammatory responses are reduced by these hormones and they play a role

in the development and maintenance of secondary sexual characteristics."

12.5 Example 10-18, AMA5 (pp224-225): Westergren erythrocyte sedimentation rate

(WSR) is equivalent to ESR.

12.6 Example 10-20, AMA5 (p225) - History: For "hypnotic bladder" read "hypotonic bladder".

Diabetes mellitus

12.7 AMA5 (p231): refer to the current Australian Diabetes Association Guidelines with regard to

levels of fasting glucose. For the purposes of Table 10-8 (p231, AMA5), satisfactory control isa

haemoglobin Ale level of ^ 7%.
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MammaryGlands

12.8 In AMA5 example 10-45 regarding current symptoms (p239), the last sentence is replaced with

'Routine use of bromocriptine and cabergoline is normal in Australia. It is rare that nausea

precludes their use'.

Criteria for rating permanent impairment due to metabolic bone disease

12.9 AMA5 (p240): Impairment due to a metabolic bone disease itself is unlikely to be associated

with a work injury and would usually represent a pre-existing condition.

12.10 Impairment from fracture, spinal collapse or other complications may arise as a result of a work

injury associated with these underlying conditions (as noted in section lO.lOc, AMA5) and would

be assessed using the other chapters indicated, with the exception of chapter 18 on pain which

is excluded from the Guidelines.
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Chapter 8, AMA5 (pl73) applies to the assessment of permanent impairment

of the skin, subject to the modifications set out below.

Before undertaking an impairment assessment, users of the Guidelines must be familiar

with the following (in this order):

• the Introduction in the Guidelines

• chapters 1 and 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the appropriate chapter/s of AMA5 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

13.1 Chapter 8, AMA5 (ppl73-190) refers to skin diseases generally rather than work-related skin

diseases alone. In the Guidelines, this chapter has been adopted for measuring impairment

of the skin system, with the variations listed in the subsequent sections of this chapter.

13,2 Disfigurement, scars and skin grafts may be assessed as causing significant permanent

impairment when the skin condition causes limitation in the performance of activities of daily

living (ADL).

13.3 Table 8-2, AMA5 (pl78) provides the method of classification of impairment due to

skin disorders. Three components - signs and symptoms of skin disorder, limitations in

activities of daily living and requirements for treatment - define five classes of

permanent impairment. The assessor should allocate a specific percentage

impairment within the range for the class that best describes the clinical status of the

worker and provide detailed reasons for their selection in the report.

13.4 The skin is regarded as a single organ and all non-facial scarring, including any compensable

and non-compensable scarring, is measured together as one overall impairment rather than

assessing individual scars separately and combining the results. If there is any unrelated

component, then this is deducted from the total. As the skin is treated as a whole (except for

the face), the location of the unrelated component does not need to be in the vicinity of the

work injury to be deducted.

13.5 If there are multiple claims being assessed at the same time, then the scars that relate to

each claim must be assessed chronologically and any scarring resulting from the previous

claim must be deducted as pre-existing e.g. assess scars from claim 1, as in 13.4, and then

assess scarring from claim 1 and claim 2 together, then deduct the impairment as assessed

from claim 1 as pre-existing (refer example).

Example: Claim 1 shoulder injury - Claim 2 knee injury
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Assess pre-existing scar from abdomen 1%

Assess compensable shoulder scar plus abdomen 2%

Assess compensable knee scar plus shoulder plus abdomen 3%

Table 1-Shoulder injury

2%-1% = 1%

Table 2-Knee injury

3% - 2% = 1%

13.6 The Table for the Evaluation of Minor Skin Impairment (TEMSKI -13.1) is an extension

of Table 8-2 in AMA5. The TEMSKI divides Class 1 of permanent impairment (0-9%)

due to skin disorders into five groupings of impairment. The TEMSKI may be used by

assessors (who are not trained in the skin body system but who are trained in the use

of TEMSKI) for determining skin impairment from 0-4% WPI associated with the

injury which they are rating. Skin impairment from the TEMSKI greater than 4% must

be assessed by an assessor who has undertaken the requisite training in the

assessment of the skin body system.

13.7 The TEMSKI is to be used in accordance with the principle of 'best fit'. The assessor

must be satisfied that the criteria within the chosen category of impairment best

reflect the skin disorder being assessed. The assessor must provide detailed reasons

as to why this category has been chosen over other categories.

13.8 For cases of facial disfigurement (which can include scarring), refer to Table 6.1 in the

Ear, Nose and Throat Related Structures chapter of the Guidelines or alternatively to

the TEMSKI table (up to 4% WPI unless accredited in skin), whichever is considered

most appropriate given the nature of the disfigurement. The face is rated separately

and then combined where appropriate.

13.9 In cases of inflammatory conditions involving both the face and the skin of other areas

of the body, assessors are advised to assess by both skin (Table 8-2 AMA5) and by face

(Table 6.1, Ear, Nose and Throat chapter, p52) and then allocate whichever is the

higher impairment.

13.10 Where there is a range of values in the TEMSKI categories, the assessor must use

clinical judgement to determine the specific degree of impairment and provide the

rationale for choosing that value in the report.

13.11 A scar may be present and rated as 0% WPI. Note that the TEMSKI table does not

apply to uncomplicated scars for standard surgical procedures, which do not, of

themselves, rate an impairment.

13.12 The case examples provided in chapter 8, AMA5 do not, in most cases, relate to

permanent impairment that results from a work injury. The following examples are

provided for information.

13.13 Work-related case study examples 13.1,13.2,13.3,13.4,13.5, 13.6 are included

below, in addition to AMA5 examples 8.1-8.22 (ppl78-187).
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Table 13.1 For The Evaluation of Minor Skin Impairment {TEMSKI)
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Example 13.1: Cumulative irritant dermatitis

Subject:

History:

Current:

42-year-old man

The worker is a spray painter working on ships in dry dock who has presented

with a rash on both hands. Not required to prepare surface but required to mix

paints (including epoxy and polyurethane) with 'thinners' (solvents) and spray

metal ship's surface. At end of each session, the worker was required to clean

equipment with solvents and was not supplied with gloves or other personal

protective equipment until after the onset of symptoms. Off work two months

leading to clearance of the rash, but frequent recurrence, especially if the

worker attempted prolonged work wearing latex or PVC gloves or wet work

without gloves. Treatment by GP with topical steroid creams showed

improvement.

Returned to dry duties only at work. Mostly clear of dermatitis now, but flares.

Physical examination: Varies between 'no abnormality detected' to 'mild self-limiting dermatitis of

the dorsum of hands'. On the day of the assessment there was no identifiable

skin condition.

Investigations:

Impairment:

Comment:

Patch test standard + epoxy + isocyanates (polyurethanes). No reactions.

3% WPI as deemed to be at the lower third of the range in Class 1 from Table 8.2

inAMA5(pl78).

Intermittently present and minimal interference with activities of daily living

(ADL) and occasional intermittent treatment, perhaps once per year.

Example 13.2

Subject:

History:

Treatment:

Current:

Burns

32 year old man

The worker is an electrician. Twelve months ago he was involved in an accident

in which a meter board suddenly exploded and his neck and chest were burnt.

He was taken to the hospital and a second degree burn to his neck and chest

was diagnosed.

He was treated in hospital. He remained for 2 days and, following discharge, he

attended Outpatients for several weeks until the burn eventually healed leaving

a rather poorly defined, abnormally pigmented linear keloid scar across his neck

and chest. The scar measured approximately 6cm in length and 5cm in width.

This is currently being treated with a silicone gel which he is applying once daily.
The scar is painful when touched and when exposed to temperature. His shirt

also irritates the scar and he cannot do up a collar. He also complains of pruritus

in the scar which is present most of the time.
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Investigation: Clinical examination reveals a prominent erythematous keloidal scar with the

above dimensions. The scar is visible from 3 metres. He is uncomfortable in his

clothes due to the irritation that this causes the scar. He is extremely

embarrassed by the cosmetic appearance of this scar and has become

somewhat socially withdrawn.

Impairment: 10% WPI from Table 8-2 Class 2 (pl78, AMA5) at the lower end of the range.

Comment: There is a skin disorder and signs and symptoms are consistently present. There

is limited performance of some of the activities of daily living (mainly social)
because of his embarrassment regarding this problem. Itching is a problem and

pain frequently occurs within the scar. He is always conscious of the problem

and requires constant treatment in an effort to soothe this scar.

Example 13.3:

Subject:

History:

'Cement dermatitis' due to chromate in cement

43 year-old man

Concreter since age 16. Eighteen-month history of increasing hand dermatitis

eventually on dorsal and palmar surface of hands and fingers. Off work and

treatment led to limited improvement only. Referred to Dermatologist and

prescribed strong steroid ointment and cleansing lotion in lieu of soap.

Physical examination: Fissured skin, hyperkeratotic chronic dermatitis.

Investigation:

Current:

Impairment:

Patch test. Positive reaction to dichromate.

Intractable, chronic, fissured dermatitis.

Mid-range from Class 2 in Table 8.2 (pl78, AMA5) selected at 17%
WPI.

Comment: Unable to obtain any employment because has chronic dermatitis

and on disability support pension. Difficulty gripping items including
steering wheel, hammer and othertools. Unable to do any wet work,

(e.g. painting). Former home handyman, now calls in tradesman to

do any repairs and maintenance. Limited performance in some ADL

and requires intermittent treatment,

Example 13.4:

Subject:

History:

Latex contact urticaria/angioedema with cross reactions

Female nurse, age 40

Six-month history of itchy hands minutes after applying latex gloves at work.

Later swelling and redness associated with itchy hands and wrists and
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subsequently widespread urticaria. One week off led to immediate clearance.

On return to work wearing PVC gloves developed anaphylaxis on first day back.

Physical examination: No abnormality detected or generalised urticaria/angioedema.

Investigation: Latex radioallergosorbent test, strong positive response.

Current: The subject experiences urticaria and anaphylaxis if she enters a hospital, some

supermarkets or other stores (especially if latex items are stocked), at children's

parties or in other situations where balloons are present, or on inadvertent

contact with latex items including sports goods handles, some clothing, and

many shoes (latex based glues). Also has restricted diet (must avoid bananas,

avocados and kiwi fruit).

Impairment: 22% WPI. At the higher end of the range within Class 2 selected from Table 8.2

(pl78, AMA5).

Comment: Severe limitation in some ADL and uncertainty of when she could next experience

an anaphylactic reaction.

Example 13.5:

Subject:

History:

Non-melanoma skin cancer

53-year-old married man

'Road worker' since 17 years of age. Has had a basal cell carcinoma on the left

forehead, squamous cell carcinoma on the right forehead (graft), basal cell

carcinoma on the left ear (wedge resection) and squamous cell carcinoma on the

lower lip (wedge resection) excised since 45 years of age. No history of

locoregional recurrences. Multiple actinic keratoses treated with cryotherapy or

Efudix (fluorouracil) cream over 20 years (forearms, dorsum of hands, head and

neck).

Current: New lesion right preauriculararea. Concerned over appearance

"I look a mess."

Physical examination: Multiple actinic keratoses forearms, dorsum of hands, head and neck. Five

millimetre diameter nodular basal cell carcinoma right preauricular area,

hypertrophic red scar 3cm length left forehead, 2cm diameter graft site

(hypopigmented with 2mm contour deformity) right temple, non-hypertrophic
scar left lower lip (vermilion) with slight step deformity and non-hypertrophic

pale wedge resection scar left pinna leading to 30% reduction in size of the
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pinna. Graft sites taken from right post auricular area. No regional

lymphadenopathy.

Impairment rating: 9%WPI

Comment: 6% WPI for facial disfigurement. This facial disfigurement was

selected at the lowest range within this Class 2 (Table 6.1 in

these Guidelines) and combined with 3% WPI for non-facial

scarring of the upper extremities from Table 8.2 in AMA5. This

non-facial scarring was clinically determined to be in the lower

third percentile within Class 1 from Table 8-2. Total is 6% WPI

combined with 3% WPI.

Example 13.6:

Subject:

History:

Current:

Non-melanoma skin cancer

35-year-old single female professional surf life-saver

Occupational outdoor exposure since 19 years of age. Basal cell

carcinoma on tip of nose excised three years ago with full

thickness graft following failed intralesional interferon

treatment.

Poor self-esteem because of cosmetic result of surgery and facial

disfigurement.

Physical examination: lcm diameter graft site on the tip of nose (hypopigmented with 2mm depth

contour deformity, cartilage not involved). Graft site taken from right post-

auriculararea.

Impairment rating:

Comment:

10% WPI was selected at the highest range in Class 2 (Table 6.1 in these

Guidelines) as it involved structural change in the nose and impact on her hair-

line around the right ear.

Refer to Table 6.1 (facial disfigurement).
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14 CARDIOVASCULAR SYSTEM
Chapters 3 and 4, AMA5 (p25 and p65) apply to the assessment of

permanent impairment of the cardiovascular system, subject to the

modifications set out below.

Before undertaking an impairment assessment, users of the Guidelines must be

familiar with the following:

• the Introduction in the Guidelines

• chapters 1 and 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing,

and

• the appropriate chapter/s of AMA5 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

14.1 The cardiovascular system is discussed in chapter 3, AMA5 (Heart and Aorta) and 4,

AMA5 (Systemic and Pulmonary Arteries) (pp25-85). These chapters can be used to
assess whole person impairment of the cardiovascular system with the following minor

modifications.

14.2 The impairment being evaluated/rated must be diagnosed by a cardiologist with

evidence to support the diagnosis prior to the assessment. The exception is thoracic

outlet syndrome (14.8).

14.3 It is noted that in this chapter there are wide ranges for the impairment values in each

category. When conducting a whole person impairment assessment, assessors should

use their clinical judgement to express a specific percentage within the range suggested

and provide justification for their choice in the report.

Exercise stress testing

14.4 As with any other investigations not provided, it is not the role of an assessor to order

exercise stress tests purely for the purpose of evaluating the extent of whole person

impairment.

14.5 If the result of exercise stress testing is available, then it isa useful piece of information

in arriving at the overall percentage impairment.

14.6 If investigations provided are inadequate for a proper assessment to be made, the

assessor must consider the value of proceeding with the assessment of whole person

impairment without the adequate investigations and data (see chapter 1 in the

Guidelines, Information required for assessment (p8) and ordering of additional

investigations (pll).

Vascular diseases affecting the extremities

14.7 Note that in this section, Table 4-4 and Table 4-5, AMA5 (p74 and p76) refer to percentage

impairment of the upper or lower extremity. Therefore, an assessment of impairment
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concerning vascular impairment of the arm or leg requires that the percentages identified

in Tables 4-4 and 4-5 be converted to whole person impairment. The table for conversion of

the upper extremity is Table 16-3, AMA5 (p439) and the table for conversion of the lower

extremity is Table 17-3, AMA5 (p527).

Thoracic outlet syndrome

14.8 Impairment due to thoracic outlet syndrome is assessed according to chapter 16,

AMA5 on the upper extremities, and chapter 2 of the Guidelines.

Pulmonary embolism

14.9 Pulmonary embolism is assessed as per section 4.4, AMA5 (pp79-81).

Pulmonary hypertension

14.10 In Table 4-6 of AMA5 'any degree of pulmonary hypertension' is defined as a PAP >40mmHg

(p79).

14.11 The classes (2, 3 and 4) referred to in the criteria in class 3 and 4 of Table 4-6, AMA5, relate to

Table 3-1 - Functional Classification of Cardiac Disease (p26, AMA5) where these classes are

written as Class 11,111 and IV.

Effect of medical treatment

14.12 If the worker has been offered, but refused, additional or alternative medical treatment which

the assessor considers is likely to improve the worker's condition, the assessor must evaluate

the current condition, without consideration for potential changes associated with the

proposed treatment. The assessor must note the potential for improvement in the worker's

condition in the assessment report, and the reason for refusal by the worker, but must not

adjust the degree of impairment on the basis of the worker's decision (refer paragraph 1.31).

Pre-existing condition

14.13 If the assessor is unable to find any objective evidence of pre-existing functionally

significant coronary artery disease, no rating can be applied for pre-existing disease

and the assessor must explain this in the report.
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15 DIGESTIVE SYSTEM
Chapter 6, AMA5 (pll7) applies to the management of permanent impairment of

the digestive system.

Before undertaking an impairment assessment, users of the Guidelines must be familiar with

the following (in this order):

• the Introduction in the Guidelines

• chapters land 2 of AMA5

• the appropriate chapter/s of the Guidelines for the body system they are assessing, and

• the appropriate chapter/s of AMA5 for the body system they are assessing.

In the event of any inconsistency, the Guidelines take precedence over AMA5. Refer to

paragraph 1.3.

Introduction

15.1 The digestive system is discussed in chapter 6, AMA5 (ppll7-142). This chapter is used to

assess whole person impairment of the digestive system.

15.2 AMA5 Table 6-3 (pl21) Class 1 is to be amended to read 'there are symptoms and objective

evidence of digestive tract disease'.

15.3 AMA5 Table 6-4 (pl28) Class 1 is to be amended to read 'there are symptoms and objective

evidence of colonic or rectal disease infrequent and of brief duration'.

Effects of medication on the digestive tract

15.4 Some medications may cause symptoms in the digestive tract:

• In the absence of reproducible objective evidence of upper digestive tract disease,

anatomic loss or alteration, a 0% WPI is to be assessed. Occasional minor dyspepsia, gas

and belching are within the experience of all individuals (AMA5, pll8).

• Constipation is a symptom, not a sign, and is generally reversible. A WPI assessment of 0%

applies to constipation.

• Irritable bowel syndrome without objective evidence of colon or rectal disease is to be

assessed at 0%WPI.

15.5 For medication-related impairments to be assessed, the following must have occurred:

• Appropriate investigation and tests have been undertaken, which may include but are not

limited to, endoscopy or colonoscopy, confirming the disorder. All other possible causes

for the condition have been excluded. Self-reporting of symptoms alone is insufficient.

• Treatment options have been identified and discussed.

• ADL have been impacted that are not elsewhere rated.
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Herniae

15.6 Section 6.6, AMA5 (pl36) deals with herniae. This section may be used by assessors accredited

in the digestive system for herniae only, for determining impairment from 0 to 5% WPI.

Impairments greater than 5% must be assessed by an assessor who has full accreditation in the

assessment of the digestive body system.

15.7 A diagnosis of a hernia should not be made on the findings of an ultrasound examination alone

- there must be a palpable defect in the supporting structures of the abdominal wall and either

a palpable lump or a history of a lump when straining. The first two criteria in Table 6-9

(AMA5, pl36) need to be met (within each class) and the third point regarding ADL will assist

the assessor in finding a percentage within the class. Explanation for how the assessor arrived

at the selection within that range must be provided in the report.

15.8 A divarication of the rectus muscles in the upper abdomen is not considered to be a hernia.

15.9 Occasionally, with regard to inguinal hernias, there is damage to the ilio-inguinal nerve

following surgical repair. Refer to Table 15.1 below.

Table 15.1 Table for the assessment of the ilio-inguinal nerve following hernia surgery

Whole person impairment rating

llio-ingulnal nerve 0%

No

neurogenic

pain

No sensory

loss

1%

Sensory

loss only In

ananatomlc

distribution

2%

Mild

neurogenlc

pain'In an

anatomic
distribution

3%

Moderate

neurogenic

pain' In an

anatomlc

distribution

4%

Severe

neurogenlc

pain' in an

anatomlc
distribution

without

dysaesthesia"

5%

Severe

neurogenic

pain' in an

anatomlc

distribution

with
dysaesthesia"

" Sensory loss must be present in order to confirm the presence of neurogenic pain.

" Dysaesthesia is a painful sensation of prickling, tingling or creeping on the skin associated with injury or irritation

of a sensory nerve or nerve root (painful paraesthesiae).

15.10 Where a work related hernia at the same site has recurred and the worker has a limitation of

ADL (e.g. lifting) this should be assessed as herniation class 1 (Table 6-9, AMA5, pl36).

15.11 Splenectomy: In cases of functional or post traumatic asplenia following abdominal trauma,

the assessor should assign 3% WPI (refer 11.8 in the Guidelines, p88).

15.12 Abdominal adhesions: In addition to the information in Table 6-3 (AMA5, pl21):

• adhesions post laparotomy for abdominal trauma can give rise to intermittent symptoms

including change in bowel habit and can be assessed as a 3% WPI, and

• intra-abdominal adhesions following trauma requiring further surgery should be assessed

under Table 6-3 (pl21) or 6-4 (pl28), AMA5.
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16 PSYCHIATRIC DISORDERS

AMA5 chapter 14 is excluded and replaced by this chapter. This chapter is based

on the Guide to the Evaluation of Psychiatric Impairment for Clinicians (GEPIC)

written by Dr Michael Epstein, Dr George Mendelson and Dr Nigel Strauss/

assisted by members of the Victorian Medical Panel.

Before undertaking an impairment assessment, users of the Guidelines must be familiar with

the following (in this order)

• the Introduction in the Guidelines

• chapters 1 and 2 of AMA5, and

• the appropriate chapter/s of the Guidelines for the body system they are assessing.

Introduction

16.1 This chapter sets out the method for assessing psychiatric impairment. The assessment of

impairment requires a medical examination.

16.2 Assessment of psychiatric impairment is conducted by a psychiatrist who has undergone

appropriate training in the assessment method and is accredited under the Act.

16.3 A psychiatric disorder (the term is synonymous with a mental disorder or a psychological

disorder) is a syndrome characterised by clinically significant disturbance in an individual's

cognition, emotion regulation or behaviour that reflects a dysfunction in the psychological,

biological or developmental processes underlying mental functioning. Mental disorders are

usually associated with significant distress in social, occupational or other important

activities. An expected or culturally approved response to a common stressor or loss, such as

the death of a loved one, is not a mental disorder. Socially deviant behaviour (e.g. political,

religious, or sexual) and conflicts that are primarily between the individual and society are

not mental disorders unless the deviance or conflict results from a dysfunction in the

individual, as described above (adapted from DSM5).

16.4 Prior to assessment, the worker must have had a psychiatric diagnosis, made by the treating

psychiatrist, based on the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition

(DSM-5) and the condition must have reached maximum medical improvement (MMI - refer

introduction 1.13-1.14).

16.5 Permanent impairment assessments for psychiatric disorders are only required where the

primary injury is a psychiatric one. The treating psychiatrist needs to confirm that the

psychiatric diagnosis is the injured worker's primary diagnosis.

16.6 Impairment resulting from physical injury is to be assessed separately from impairment

relating to psychiatric injury.

16.7 In assessing the degree of impairment resulting from physical injury or psychiatric injury, no

regard is to be had to impairment that results from consequential mental harm.

16.8 In making a determination of impairment for each domain of mental function, it must be

referenced to the description in the Guidelines.
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The following flowchart sets out the assessment framework:

Request received for psychiatric
impairment assessment

T
Worker is interviewed and mental

state examination carried out

T
Clinical assessment made

[ I r 1
Intelligence Thinking Perception Judgement Mood Behaviour

i I I T T T
Class of

impairment
Class of

impairment
Class of

impairment
Class of

impairment
Class of

impairment
Class of

impairment

T
Overall impairment

class (median)

T
Assessment of range within class

I
Rating percentage impairment

range/class

T
Final rating (deduct pre-existing

or non-relevant impairment)
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Introduction and background to the Scale

16.9 The Guide to the Evaluation of Psychiatric Impairment for Clinicians (GEPIC) and its precursor
were developed from the American Medical Association Guides to the Evaluation of

Permanent Impairment, 2nd Edition. Subsequent editions of the AMA Guides have failed to

provide a workable method of rating psychiatric impairment. The GEPIC and its precursor

have been in use since 1997 and have been used to evaluate more than 100 000 claimants

and have a good degree of reliability.

The GEPIC method involves assessment of 6 mental functions (that is, Intelligence, Thinking,

Perception, Judgement, Mood, and Behaviour) into 5 classes of increasing severity and

provides a method of combining these. Descriptors associated with each class for a particular

mental function are intended to be indicative of the type of symptoms one could expect to

see in that class range. The list of descriptors is not intended to be all-encompassing, as the

GEPIC is designed to be used only by qualified psychiatrists who have completed the required

training. To provide an exhaustive list of descriptors would be an impossible and ultimately

unnecessary task. Furthermore, such a document would be so voluminous as to be practically

useless as a handy guide for the clinician, and would amount to a textbook of psychiatry.

The GEPIC must be considered in the context of the philosophy and principles ofAMAS

(Chapters 1 and 2), and any explanatory or other information provided in that edition of the
AMA Guides is applicable to the GEPIC.

UseoftheGEPIC

16.10 The presence and extent of impairment is a medical issue, and is assessed by medical means.

The GEPIC has been designed for use by medical practitioners. In evaluating psychiatric

impairment in accordance with this chapter, clinical information has to be obtained and

assessed, together with an examination of the individual's mental state.

16.11 The assessment of psychiatric impairment in accordance with the GEPIC is meant to be

informed by clinical judgement, based on appropriate training and experience, and the specific

rating criteria are not meant to be used in a 'recipe book' fashion.

16.12 The descriptors associated with particular classes for each mental function are intended to be

indicative only. They are intended to provide an overview of the type and severity of symptoms

expected for each particular class. It would be futile to attempt to list all relevant symptoms

and would be onerous for the assessor. The absence of a particular symptom in the list of

descriptors does not mean that that symptom is to be ignored. The assessor is required to

explain why that/those symptom(s) is/are associated with a particular class of severity.

16.13 It is ultimately for the clinician, and no one else, to make the clinical judgement whether a

specific rating criterion is present. If the clinician doubts that a particular symptom or

abnormality of mental function is present, even after hearing the patient describe it, the item

should be rated as not present. This convention is advocated in the Structured Clinical

Interview for DSM-5 Personality Disorders (SCID-5), and it is important to emphasise that the

assessment of psychiatric impairment, like diagnosis, is based on 'ratings of criterion items,

not of answers to questions'.
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Psychiatric impairment assessment

16.14 The assessment of psychiatric impairment is based on the systematic application of empirical

criteria, and takes into consideration both the diagnosis and other factors unique to the

individual.

It is also relevant to consider motivation, and to review the history of the illness, as well as

the treatment and rehabilitation methods. These considerations can be summarised in the

following five principles:

Principle 1:

In assessing the impairment that results from any psychiatric or physical disorder, readily

observable empirical criteria must be applied accurately. The mental state examination, as

used by consultant psychiatrists, is the prime method of evaluating psychiatric impairment.

Principle 2:

Diagnosis is among the factors to be considered in assessing the severity and possible duration

of the impairment, but is by no means the sole criterion.

Principle 3:

The assessment of psychiatric impairment requires that consideration be also given to a

number of other factors including, but not limited to, level of functioning, educational,

financial, social and family situation.

Principle 4:

The underlying character and value system of the individual is of considerable importance in

the outcome of the disorder, be it mental or physical. Motivation for improvement is a key

factor in the outcome.

Principle 5:

A careful review must be made of the treatment and rehabilitation methods that have been

applied or are being used. No final judgement can be made until the whole history of the

illness, the treatment, the rehabilitation phase, and the individual's current mental and

physical status and behaviour have been considered.

The procedure for assessing whole person impairment

16.15 The following process should be used to arrive at the whole person impairment related to the

work injury:

1. Take a comprehensive history.

2. Do a mental state examination. This must be consistent with your scores in the table.

3. Write your opinion, incorporating a summary of the data leading to a diagnosis or

diagnoses. Relate the diagnosis or diagnoses to the workplace injury or incident and

comment on any diagnoses for which the employment was not the significant contributing

cause.

4. Write an impairment formulation, explaining your rationale for your impairment scores

with sufficient detail describing how the worker's presentation aligns with the class

criteria.
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5. Complete Worksheet Table 1 (the GEPIC table) including scoring both for the class and

severity within the class.

6, Follow the instructions for determining the median class and median level of severity.

7. Use Worksheet Table 2 to refine the percentage range within the median class.

8. Determine the whole person impairment as a percentage.

9. Determine pre-existing, continuing impairments and unrelated impairments. The assessing

psychiatrist must use all available information to rate the injured worker's pre-injury level

of functioning in each area. The percentage impairment is calculated and subtracted from

the current WPI to obtain the percentage of impairment attributable to the work-related

injury. If the assessor considers that there is unrelated impairment, but there is inadequate

information available to determine the percentage, 1,10th of the assessed WPI must be

deducted (refer 1.28).

10. Determine impairment due to consequential mental harm, and deduct.

11. The final figure is the impairment due to pure mental harm relevant to the work injury.

A copy of the GEPIC Worksheet can be found at Appendix 2 and on the ReturnToWorkSA

website or on request from ReturnToWorkSA.

Table 16.1 Assessment of Psychiatric Impairment

Class of impairment

Percentage of

impairment

0

1

-5% 10

2

- 20%

3

25-50%

4

55-75%

5

Over 75%

MENTAL FUNCTION

Intelligence

(Capacity for
understanding)

Thinking

(The ability to form or
conceive in the mind)

Perception (The
brain's

interpretation of

internal and

external stimuli)

Normal

to Slight

Normal

to Slight

Normal

to Slight

Mild

Mild

Mild

Moderate

Moderate

Moderate

Moderately

Severe

Moderately

Severe

Moderately

Severe

Severe

Severe

Severe

107



OFFICIAL

Judgement

(Ability to assess a
given situation and act

appropriately)

Mood

(Emotional tone

underlying all
behaviours)

Behaviour

(Behaviour that is
disruptive, distressing

or aggressive)

Normal

to Slight

Normal

to Slight

Normal

to Slight

Mild

Mild

Mild

Moderate

Moderate

Moderate

Moderately

Severe

Moderately

Severe

Moderately

Severe

Severe

Severe

Severe

Whole person psychiatric impairment

16.16 The second edition of the American Medical Association Guides to the Evaluation of Permanent

Impairment stated that "the overall rating of a patient [is] based upon the mental status and

upon the current condition as observed by the evaluator. The rating is based upon observed

attributes and phenomena that are somewhat interrelated, and it necessarily must be

considered to be somewhat subjective",

In developing the GEPIC, the authors have taken this comment into consideration.

The authors considered that the median method is the most appropriate and fairest of the three

statistical methods available by which the overall level of the whole person psychiatric

impairment can be calculated, based on each of the six items reflecting mental functions. The

three methods are the 'mean' (or average), the 'median', and the 'mode'. The advantage of

using the median is that it is not influenced by extreme scores (as is the 'mean' or averaging

method), yet it is significantly more sensitive to variability of scores than the mode, especially

with the modification implemented in the GEPIC.

Because each of the six aspects of mental functioning that constitute the GEPIC is rated on

what is essentially an ordinal scale, the median method is technically the most appropriate

method of determining the overall rating. For that reason, the determination of the'class'of

the overall collective whole person psychiatric impairment assessed in accordance with the

GEPIC is to be undertaken in accordance with the median method. The median is the middle

number of a series; for example, a typical result of scores for the six individual aspects of

mental function may be 112233, and thus the middle number is 2.

'Class 2' is therefore the correct class for the 'whole person psychiatric impairment' in this

example.

The overall collective percentage impairment is within the percentage range of the median

class.
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The final figure is determined by taking into account the person's level of functioning, on the

basis of clinical judgement.

Each median class includes descriptors which indicate a range of symptoms within that class.

Each class has a low range, a mid-range, and a high range.

The indicative ranges for each class are as follows:

Class 1

Class 2

Class 3

Class 4

Class 5

Low range

0 -1%

10-12%

25-30%

55-60%

75 - 80%

Mid-range

2-3%

14 -16%

35-40%

65-70%

85-90%

High range

4-5%

18 - 20%

45-50%

70-75%

95- 100%

In coming to the final rating of the whole person psychiatric impairment, the assessor should

consider the range of descriptors and/or equivalent symptoms that emerged during the

interview, as well as the findings on mental state examination.

The assessor should consider both the descriptors for each class and equivalent symptoms that

might not be listed amongst the descriptors. The assessor should assess the severity of each

symptom or descriptor and/or the number of symptoms or descriptors present. As a result of

this clinical assessment the assessor should use clinical judgement to determine where the

final figure lies.

The assessor should consider in which part of the median class these descriptors and/ or

equivalent symptoms would fall, e.g. if the individual assessed has symptoms which lie within

Median Class 1, and these symptoms were relatively minimal in severity or there were only a

few symptoms, this indicates a final value in the low range for Class 2 (10-12%). If the

descriptors and/or equivalent symptoms were more numerous and/or more severe, the final

value is likely to be mid-range (14-16%). If the individual has most of the descriptors and/or

equivalent symptoms for median class 2 or fewer but more severe descriptors and/or

equivalent symptoms, the final value would be in the upper range (18-20%). These indicative

ranges are to provide guidance to clinicians and do not preclude the use of final values lying

between them (e.g. 13%).

It may be the case that the median of a series is not a whole number (e.g. 111233: the median

of this series is 1.5); similarly, a series such as 222334 has a median of 2.5. There are

problems of legality, equity and simplicity with a number of proposed solutions to this

dilemma.

An appropriate and simple solution is to promote the median figure to the next highest class

and allow only the lowest percentage in that class. This practice should be followed when using

this Guide.

Using the examples given therefore:
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• Series 111233, median 1.5 becomes 2, and therefore the whole person psychiatric

impairment is 10% (Class 2).

• Series 222334, median 2.5 becomes 3, and therefore the whole person psychiatric

impairment is 25% (Class 3).

If the distribution of scores is skewed, with four or more scores in the Class 1 range and one or

two significantly higher scores, the highest possible whole person psychiatric impairment

rating is 10%.

When selecting a percentage within a class, the assessor should consider the overall severity of

impairment, not just the median functions.

Rating Intelligence

16.17 This relates to the individual's capacity for understanding and for other forms of adaptive

behaviour. Impairments of intelligence are a consequence of brain injury or disease. Before

impairment of intelligence is confirmed, neuropsychological assessment must be undertaken.

Care has to be exercised to ensure that there is no overlap between an assessment of

impairment of intelligence made during a psychiatric evaluation and an assessment of

impairment of higher cerebral functions made by an assessor in accordance with chapter 13 of

AMA5. In the absence of any evidence of brain injury, disability or disease, the rating for

intelligence would be expected to be class 1.

Table 16.2: Guide for the rating of impairment of intelligence

Class

1

2

3

4

Impairment

0 - 5%

10 - 20%

25 - 50%

55-75%

Description

Normal to Slight

• There is no evidence of cognitive impairment on

mental state examination, and the individual

does not report any difficulties in everyday

functioning that can be attributed to cognitive

difficulties.

Mild

• Some interference with everyday functioning.

Moderate

• A reduction in intelligence that significantly

interferes with everyday functioning.

Moderately Severe

• A reduction in intelligence which makes

independent living impossible.
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Over 75% Severe

• Needs constant supervision and care.

Rating Thinking

16.18 This relates to the ability to form thoughts and conceptualise. Impairment is both a matter of

degree and type of disturbance, which may involve stream, form and content.

Table 16.3: Guide for the rating of impairment of thinking

Class

1

2

Impairment

0-5%

10 - 20%

Description

Normal to Slight

• Includes mild transient disturbances that are not

disruptive and are not noticed by others.

Mild

Mild symptoms that usually cause subjective

distress, for example:

• thinking may be muddled or slow;

• may be unable to think clearly;

• mild disruption of the stream of thought due to

some forgetfulness or diminished concentration;

• may have some obsessional thinking which is

mildly disruptive;

• may be preoccupied with distressing fears, worries

or experiences, and by inability to stop ruminating;

• an increased sense of self-awareness or a

persistent sense of guilt;

• some other thought disorder that is minimally

disruptive, such as overvalued ideas or delusions;

• some formal thought disorder that does not

interfere with effective communication.
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3

4

5

25 - 50%

55-75%

Over 75%

Moderate

Manifestations of thought disorder, to the extent that

most clinicians would consider psychiatric treatment

indicated, for example:

• severe problems with concentration due to

intrusive thoughts or obsessional ruminations;

• marked disruption of the stream of thought due

to significant memory problems or diminished

concentration;

• persistent delusional ideas interfering with

capacity to cope with everyday activities (e.g.

severe pathological guilt);

• formal thought disorder that interferes with

verbal and other forms of communication.

Moderately Severe

• Disorders of thinking that cause difficulty in
functioning independently and usually require

some external assistance.

Severe

• Disorders of thinking that cause such a severe

disturbance that independent living is impossible.

Rating Perception

16.19 This relates to the individual's interpretation of internal and external experience received

through the senses.

Stimuli arise from the five senses - the form is relevant, not necessarily the content (refer to

discussion above of the concept of perception in clinical psychiatry).

Definitions:

Hallucinations: Abnormalities of sensory perception in the absence of external stimuli.

Illusions: Distortions of real sensory stimuli - illusions can be a normal phenomenon as well as

indicating psychopathology.

Pseudohallucinations: Hallucinations that are recognised by the person as being imaginary

(not real, lacking an external source or stimulus).

Table 16.4: Guide to the rating of impairment of perception

Class Impairment Description
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1

2

3

4

5

0-5%

10-20%

25 - 50%

55-75%

Over 75%

Normal to Slight

• Transient heightened, dulled or blunted perceptions

of the internal and external world, but with no or

little interference with function.

Mild

• Persistent heightened, dulled or blunted perceptions

of the internal and external world, with mild but

noticeable interference with function;

• Pseudohallucinations.

Moderate

• Presence ofhalludnations (other than hypnagogicor

hypnopompic) that cannot be attributed to a
transitory drug-induced state;

• Obvious illusions (when associated with a

diagnosable mental disorder).

Moderately Severe

• Hallucinations and/or illusions (as above)cause

subjective distress and disturbed behaviour.

Severe

• Hallucinations and/or illusions (as above)cause

disturbed behaviour to the extent that constant

supervision is required,

Rating Judgement

16.20 This relates to the individual's ability to evaluate and assess information and situations,

together with the ability to formulate appropriate conclusions and decisions. This mental

function may be impaired due to brain injury or to conditions such as schizophrenia, major

depression, anxiety, dissociative states or other mental disorders.

Table 16.5: Guide to the rating of impairment of judgement

Class

1

Impairment

0-5%

Description

Normal to Slight

• May lack some insight and misconstrue situations

but with little interference with function.
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2

3

4

5

10 - 20%

25 - 50%

55 - 75%

Over 75%

Mild

• Persistently misjudges situations in relationships,

occupational settings, driving and with finances.

The misjudgements are noticed by others but are

accommodated.

Moderate

• Misjudging social, work and family situations

repeatedly leading to some disruption in

relationships, occupational settings, living
circumstances and financial reliability;

• Inappropriate spending of money or gambling.

Moderately Severe

• Moderately severe misjudgementwith regular

failure to evaluate situations or implications,

causing actual risk or harm to self or others;

• Failure to respond to any regular guidance and

requirement for constant supervision.

Severe

• Persistently assaultive due to misinterpretation

of the behaviour or motives of others;

• Sexually disinhibited (may occur following a
head injury).

Rating Mood

16.21 Mood is a pervasive lasting emotional state. Affect is the prevailing and conscious emotional

feeling during the period of the mental state examination.

Affect observed during the mental state examination is a reflection of the subject's mood, and

has a number of features, including:

Range: Variability of emotional expression over a period of time, i.e. if only one mood is

expressed over a period of time, the affective range is restricted.

Amplitude: Amount of energy expended in expressing a mood, i.e. a mild amplitude of anger is

manifested by annoyance and irritability.

Stability: Slow shifts of mood are normal. Rapid shifts (effective lability) may be

pathological.

Appropriateness; The 'fit' (or congruency) between the affect and the situation.

Quality of Affect: Suspicious, sad, happy, anxious, angry, apathetic.

Relatedness: Ability to express warmth, to interact emotionally and to establish rapport.
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Table 16.6: Guide for the rating of impairment of mood

Class

1

2

3

Impairment

0-5%

10 - 20%

25 - 50%

Description

Normal to Slight

• Relatively transient expressions of sadness,

happiness, anxiety, anger and apathy;

• Normal variation of mood associated with upsetting

life events.

Mild

Mild symptoms: some or all of the below:

• mild depression;

• subjective distress leading to some mild interference

with function;

• reduced interest in usual activities;

• some time off work;

• reduced social activities;

• fleeting suicidal thoughts;

• some panic attacks;

• heightened mood;

• may experience feelings of derealisation or

depersonalisation.

Moderate Impairment

Moderate symptoms: some or all of the below:

• frequent anxiety attacks with somatic concomitants;

• inappropriate self-blame and/or guilt;

• persistent suicidal ideation or suicide attempts;

• marked lability of affect;

• significant lethargy;

• social withdrawal leading to major problems in

interpersonal relationships;

• anhedonia;

• appetite disturbance with significant weight change;

• psychomotor retardation/agitation;

• hypomania;

• severe depersonalisation.
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4

5

55 - 75%

Over 75%

Moderately Severe

Cannot function in most areas:

• constant agitation;

• violent manic excitement;

• repeated suicide attempts;

• remains in bed all day;

• extreme self-neglect;

• extreme anger/hypersensitivity;

• requires supervision to prevent injury to self or

others.

Severe

• Severe depression, with regression requiring

attention and assistance in all aspects ofself-care;

• Constantly suicidal;

• Manic excitement requiring restraint.

Rating Behaviour

16.22 Behaviour is one's manner of acting. It is considered with regard to its appropriateness in the

overall situation. Disturbances vary in kind and degree. Behaviour may be destructive either to

self and/or others and may lead to withdrawal and isolation. Behaviour may be odd or

eccentric. Particular mental disorders may be manifested by particular forms of behaviour (e.g.

compulsive rituals associated with Obsessive Compulsive Disorder).
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Table 16.7: Guide for the rating of impairment of behaviour

Class

1

2

3

4

Impairment

0-5%

10 - 20%

25 - 50%

55-75%

Description

Normal to Slight

• Transient disturbances in behaviour that are

understandable in the context of this person's

situation, excessive fatigue, intoxication, family or

work disruption.

Mild

• Persons who generally function well, but regularly

manifest disturbed behaviour under little extra

pressure that nevertheless is able to be

accommodated by others;

• Persistent behaviour that has some adverse effect

on relationships or employment.

Moderate

• Occasional aggressive, disruptive or withdrawn

behaviour requiring attention or treatment;

• Obsessional rituals interfering with but not

preventing goal-directed activity;

• Repeated antisocial behaviour leading to conflict with

authority.

Moderately Severe

• Persistently aggressive, disruptive or withdrawn

behaviour requiring attention or treatment;

• Behaviour significantly influenced by delusions or

hallucinations;

• Behaviour associated with risk ofself-harm outside

the hospital setting, but not requiring constant

supervision;

• Manic overactivity associated with inappropriate

behaviour;

• Significantly regressed behaviour (e.g. extreme

neglect of hygiene, inability to attend to own bodily
needs).
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Over 75% Severe

Requiring constant supervision to prevent harming

self or others (repeated suicide attempts, frequently

violent, manic excitement);

Catatonic excitement or rigidity;

Incessant rituals or compulsive behaviour preventing

goal-directed activity.
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17 ASSESSOR SELECTION PROCESS
17.1 The Act requires assessments to be "made by an accredited medical practitioner

selected in accordance with the Impairment Assessment Guidelines" (subsection

22(7)(c)).

17.2 For the purposes of the Guidelines:

• an assessor is a medical practitioner who is accredited to perform permanent

impairment assessments under the accreditation scheme provided for in subsection

22(17) of the Act

• the 'selection process' referred to in subsection 22(7)(c) of the Act refers to the

selection of an assessor to perform the whole person impairment assessment and is

outlined in this chapter.

• The 'requester' is the claims agent, self-insured employer or ReturnToWorkSA.

17.3 Once there is medical evidence (e.g. from the treating doctor(s) or specialises)) that the

work injury has stabilised/reached MMI and a permanent impairment assessment is

required, the worker must be given the opportunity to choose the assessor who will

assess their whole person impairment caused by their work injury1, adhering to the

following factors:

• The body system to which the injury/assessment relates - the assessor selected must

be accredited for the relevant body system(s).

• If multiple body systems are to be assessed, multiple assessors must not be used where

there is an assessor available who is accredited in all the required body systems.

• Nature and complexity of the injury - for musculoskeletal injuries, if surgery has

occurred, the injury or condition must be assessed by a surgeon accredited in the

relevant body system.

• Possible conflicts of interest.

• Availability of assessors - if an appropriately accredited assessor has available

appointments, they must be selected over an alternative assessor with a waiting time

in excess of 6 weeks (the time period stipulated by the Impairment Assessor

Accreditation Scheme).

1 Unless the relevant permanent impairment assessment Is requested by the South Australian Employment Tribunal
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The requester must ensure the worker is aware of all the assessors that satisfy the above

factors. If there are no assessors that meet all the above criteria, the requester should seek to

identify assessors who meet the criteria in the order of priority set out above. For the

avoidance of doubt, this means the first criteria takes priority over the second, and so on.

The worker must undertake the selection process in consultation with the requester. The

worker must inform the requester of their choice of assessor as soon as practicable after they

have finalised their choice.

17.4 If the worker does not wish to select the assessor, or does not make a selection within 10

business days, then the requester should select the assessor, in consultation with the worker,

taking into consideration the factors outlined in 17.3 - informing the worker of the chosen

assessor(s) as soon as is practicable after the selection is made.

17.5 The requester must ensure that workers are provided with the draft report request prior to it

being sent to the assessor. The requester must give the worker at least ten business days to

consider the request and have an opportunity to raise any issues, errors or omissions.

Notes for the requester can be found at Appendix 1 of the Guidelines.
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NOTE

OF PERMANENT

IMPAIRMENT ARISING FROM

CHRONIC PAIN
(exclusion of chapter 18, AMA5)

The international Association for the Study of Pain (IASP) has defined pain as:

'An unpleasant sensory and emotional experience associated with actual or potential tissue

damage or described in terms of such damage'.

For chronic pain assessment using AMA5 and the Guidelines, chapter 18 of AMA5, Pain (pp565-

591) is excluded.

The reasons for excluding chronic pain as a separate condition from the Guidelines are:

• It is subjective experience and is therefore open to exaggeration and fabrication in the

compensation setting. Assessment depends on the credibility of the subject being

assessed. In order to provide reliability, workers undergoing pain assessments require

more than one examiner at different times, concordance with the established

conditions, consistency overtime, anatomical and physiological consistency, agreement

between the examiners and exclusion of inappropriate illness behaviour.

• Tools to measure pain are based on self-reports and may be inherently unreliable.

• Some impairment ratings take symptoms into account and some of the ranges of

impairment (e.g. WPI spine, may reflect the effect of injury and pain on ADL). This is not

so for impairment assessment of the upper and lower limb, which is based on range of

motion (ROM) and diagnosis-based estimates, other than for peripheral nerve injury and

diagnosed complex regional pain.

Where there is a peripheral nerve injury and there is sensory loss, some of the sensory nerve

impairment categories permit pain to be included (Categories 1-5, Table 16-10, p482, AMA5).

The section 17.2m (AMA5, p553), 'Causalgia and complex regional pain syndrome (reflex

sympathetic dystrophy)' should not be used. Refer to paragraph 1.11 in the Introduction of the

Guidelines for information regarding Complex Regional Pain Syndrome.
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APPENDIX 1

NOTES FOR THE REQUESTOR

It is the responsibility of the person requesting the report (the 'requester') to advise the assessor

what injuries to assess, what not to assess and what unrelated injuries may need to be assessed and

deducted in accordance with subsection 22(8) (g) of the Act.

The requester must provide clear guidance to the assessor regarding the injuries to be included in

the assessment. The Act requires specific assessment approaches, such as:

• "impairments from unrelated injuries or causes are to be disregarded in making an

assessment" (subsection 22(8)(b) of the Act)

• "impairments from the same injury or cause are to be assessed together or combined to

determine the degree of impairment of the worker" (subsection 22(8)(c) of the Act)

• "impairment resulting from physical injury is to be assessed separately from impairment

resulting from psychiatric injury" (subsection 22(8)(d) of the Act)

• "in assessing the degree of permanent impairment resulting from physical injury, no regard is

to be had to impairment that results from a psychiatric injury or consequential mental harm"

(subsection 22(8)(f) of the Act)

• "any portion of an impairment that is due to a previous injury (whether or not a work injury or

whether because of a pre-existing condition) that caused the worker to suffer an impairment

before the relevant work injury is to be deducted for the purposes of an assessment"

(subsection 22(8)(g) of the Act).

Assessor Selection Process

The process for the selection of the assessor is included in Chapter 17 of the Guidelines.

The requester must ensure workers are provided with the report request prior to it being sent to the

assessor. The requester must give the worker at least ten days to consider the request and have an

opportunity to raise any issues, errors or omissions before the request is sent to the assessor.

Request Letter

Clear instructions must be provided to the assessor before the assessment is undertaken. The

assessor must be provided with all relevant medical and allied health information, including results of

all clinical investigations and previous assessments related to the work injury or condition in

question. Assessors should contact the requester if they consider additional information is required.

If known, the requester must provide instruction to the assessor identifying:

• which injury impairment(s) should be included in the assessment

• which injury impairment(s) should not be included in the assessment
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• which injury impairment(s) should be combined to create a whole person impairment

• which injury impairment(s) should be assessed separately

• which injury impairment(s) should be deducted

and provide any information from previous assessments of relevance to calculating the %WPI.

Additional information to be provided

• The requester must identify if there are any unrelated injuries/conditions (which can be

ascertained, for example, from previous medical or claims records) relevant to the work

injury/condition(s) to be assessed. They must ensure that they have directly asked the worker

or the worker's representative if there is such a condition and liaised with them to ensure that

all appropriate information/documentation is included.

• Where there are unrelated injuries/conditions that are relevant to the work injury that need to

be considered, the requester should request a whole person impairment assessment for the

total impairment encompassing both the work injury and the unrelated injury/condition, and

then ask the assessor to deduct the degree of impairment attributable to the unrelated

injury/condition.

• This is done to satisfy various requirements of the Act, such as determining access to statutory

lump sums, determining dollar amounts when there is access to statutory lump sums, serious

injury support and common law.

Origin of impairment

An impairment often involves more than one body system and the same condition may be covered in

more than one chapter. Usually the system where the impairment presents is used for evaluating the

impairment, however if an impairment is related to an injury to another area e.g. the brain or spinal

cord, the assessment may need to be undertaken by an assessor accredited in the system where the

impairment originates.

Clinical studies and other tests

The requester should ensure that, prior to requesting an assessment, any relevant clinical studies,

radiological investigations and tests have been completed and the results forwarded to the assessor

with the request for assessment and report. For example:

S/eep apnoea

For sleep apnoea assessment, a sleep study must have been conducted by a respiratory physician

within the past two years.

For obstructive sleep apnoea assessment, the worker must also have been examined by an ear, nose and

throat physician.

Central sleep apnoea is rated by an assessor accredited in the Nervous System.

Asthma
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The requester should ensure that a diagnosis has been made for asthma by a respiratory physician

and the diagnosis has been confirmed overtime with repeated testing, before requesting an

assessment. At least one lung function test must have been performed to TSANZ standards by a

pulmonary function laboratory and it would be expected that spirometry has been conducted within

the previous six months. The requester should provide details of any available Asthma Plan(s), to

assist in the impairment assessment process.

Other respiratory disorders

The requester is required to provide an appropriate set of respiratory function tests performed to

TSANZ standards by a pulmonary function laboratory.

Hearing impairment

Standards apply to the required tests for audiology assessment. The requester needs to ensure that

all available audiograms are sent to the assessor, who will establish whether the tests have been

performed according to the required standards.

Arthritis

Arthritis, as measured by cartilage interval, can only be assessed with the appropriate x-rays. Due to

reducing availability of imaging in hard copy, and on portable storage devices, requesters can direct

assessors to access the relevant imaging via online subscription or direct from the radiologist or

radiology group (refer 1.33).

Operation notes

When surgery has occurred, it is important that the requester obtains all relevant operation notes

and imaging for provision to the assessor.

Adhesive capsulitis (frozen shoulder)

Adhesive capsulitis can be rated 18 months after the initial diagnosis by an appropriate musculoskeletal

physician. The requester must ensure that this timeframe is met prior to the assessment.

Brain Injury

The requester should ensure that any emergency or first responder notes, hospital clinical notes and

all relevant radiology are forwarded to the assessor.

Neuropsychological testing for brain injury is required to be undertaken within the 12 month period

before the assessment. If the injured worker is unable to undertake that testing, the requester must

explain this in the request.

Complex regional pain syndrome

The diagnosis of complex regional pain syndrome (CRPS) must have been present for at least 18

months immediately preceding the assessment to ensure accuracy of the diagnosis and to permit

adequate time to achieve MMI. The diagnosis must have been made prior to the assessment by at
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least two examining specialists; with at least one being made by a Fellow of the Faculty of Pain

Medicine or a neurologist.

Care should be taken to ensure that any previous diagnoses have been for Complex Regional Pain

Syndrome as opposed to Chronic Regional Pain.

Cortico-spinal tract and cauda equina syndrome

Cortico-spinal tract damage and cauda equina syndrome must have been diagnosed prior to the

assessment by a neurosurgeon, neurologist, rehabilitation specialist or orthopaedic surgeon.

The assessor must be accredited in both the Nervous System and the Spine.

Dental

Assessment for dental injuries and conditions is conducted by an assessor accredited in the Ear, Nose

and Throat system and is assessed in relation to the impact on mastication and deglutition. To assist

the assessment process, the requester should obtain and provide prior dental records.

Epicondylitis

The requester must ensure that symptoms have been present for at least 18 months prior to

arranging for assessment of epicondylitis.

Lung Cancer

Impairment due to lung cancer that has been treated surgically should be assessed at least six

months after surgery.

Noise Induced Hearing Loss (NIHL)

Requests for an assessment of permanent impairment and %WPI in respect of noise induced hearing

loss will consider, in addition to section 22 of the Act, the requirements of subsections 188(2) and

188(3) of the Act. The requester will consider these requirements and include relevant instructions

and information (e.g. date of retirement, if relevant) in the request.

Peripheral nerve injuries

The requester must ensure that symptoms have persisted for at least 12 months prior to arranging an

assessment for a peripheral nerve injury.

In the case of compression and entrapment nerve injuries (such as carpal tunnel syndrome and cubital

tunnel syndrome), copies of nerve conduction study results must be provided to the assessor. Where

surgery has been undertaken, and the worker continues to report ongoing symptoms, updated nerve

conduction studies undertaken post-surgery (following an optimal recovery time) will need to be obtained

prior to the assessment.

Whilst still useful, nerve conduction studies are not a requirement for traumatic injuries to the peripheral

nerves such as in the case of crush injuries and lacerations.
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Plantarfasciitis

The requester must ensure that symptoms have persisted for at least 18 months prior to arranging an

assessment for plantar fasciitis.

Psychiatric disorders

The worker must have a psychiatric disorder with a diagnosis made by the treating psychiatrist using

the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) in order to be assessed

for whole person impairment.

Terminal disease

In the case of an accepted work injury of a progressive nature such as silicosis and other terminal

disease, a WPI assessment may be requested where a workers condition has not stabilised, or

reached MMI, to the extent required by section 1.14. In these circumstances the assessor will be

asked to assess the degree of impairment as if the worker's condition has reached MMI. MMI in

diseases of long term progressive decline needs to be considered on a case by case basis.
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APPENDIX GEPIC WORKSHEET
This worksheet must be used in conjunction with Impairment Assessment Guidelines chapter 16-

Psychiatric and psychological disorders. The worksheet can be downloaded from

ReturnToWorkSA's website.

Table 1

Class of impairment

Percentage of impairment

1

0-5%

2

10-20%

3

25-50%

4

55-75%

5

Over 75%

MENTAL FUNCTION

Intelligence

(Capacity for understanding)

Thinking

(The ability to form or conceive in
the mind)

Perception

(The brain's interpretation of internal

and external stimuli)

Judgement

(Ability to assess a given situation
and art appropriately)

Mood

(Emotional tone underlying all
behaviours)

Behaviour

(Behaviour that is disruptive,
distressing or aggressive)

Normal to

Slight

Normal to
Slight

Normal to

Slight

Normal to
Slight

Normal to

Slight

Normal to

Slight

Mild

Mild

Mild

Mild

Mild

Mild

Moderate

Moderate

Moderate

Moderate

Moderate

Moderate

Moderately

Severe

Moderately

Severe

Moderately
Severe

Moderately
Severe

Moderately

Severe

Moderately

Severe

Severe

Severe

Severe

Severe

Severe

Severe

Reasons for selection of classes

Assessors must write a brief paragraph justifying their selection of each class that is consistent with the

findings of the Mental State Examination. This paragraph should be intelligible to an intelligent lay

person (see 16.12).
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Table 2

The indicative ranges for each class are as follows:

Class 1

Class 2

Class 3

Class 4

Class 5

Low range

0-1%

10 -12%

25-30%

55 - 60%

75 - 80%

Mid-range

2 - 3%

14 -16%

35-40%

65 - 70%

85-90%

High range

4-5%

18 - 20%

45 - 50%

70-75%

95 - 100%

Determining compensable psychiatric impairment

Determine the median class (the median number is the middle number in a series

e.g. 12345, the middle number is 3).

Classes .-..-.---.-....-.-----.----.---.

Classes in order ................................

Median Class

Assessment Outcome

1. The Median Class is

2, The Median Severity Rating is

3. The Total Psychiatric Impairment is

4. Impairments not related to the work injury =

5. Impairment from consequential mental harm =

6. The compensable psychiatric impairment is the total

psychiatric impairment - unrelated impairment and

impairment from consequential mental harm =

%

%

Vo

,. %

Equals: Compensable impairment from 'pure mental harm'

(i.e. impairment that is not secondary to a physical work

injury)

%
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RETURN TO WORK SCHEME

Enquiries: 13 18 55

400 King William Street, Adelaide
South Australia 5000

www.rtwsa.com

Free information support services:

TTY (deaf or have hearing / speech impairment):

Phone 13 36 77 then ask for 13 18 55

Speak & Listen (speech-to-speech):

Phone 1300 555 727 then ask for 13 18 55

Languages other than English:

Please ring the Interpreting and Translating Centre

on 1800 280 203 and ask them to contact us on 13 18 55

Braille, audio, or e-text:

Call 13 18 55 and ask for required format.

Government of
South Australia



OFFICIAL

CONFIDENTIAL

Summary of proposed changes to Impairment Assessment Guidelines

Definitions

The Explanatory Notes in Appendix 2 and the Glossary in Appendix 3 have been combined and moved to

the front of the Guidelines and renamed 'Definitions', as these definitions have been missed by

assessors and the Tribunal, The number of definitions have also been expanded to counter

interpretations made by assessors, lawyers and the SAET contrary to the original intention of the

guidelines.

1 - Introduction

Note: some numbering has changed due to re-ordering and additional points.

Clause

1.6

1.9

(separated
out from

prev. 1.7)

1.10 (was

1.8)

Change

New clause added to make it clear

when this Edition is to be used.

Additional wording: 'If an assessor

identifies an additional injury or :
condition that is not identified in the
assessment request lettef, "the assessor

must make reasonable efforts to

contact the requestqr towdvise of the \
new condition/ihjury and to qscertciin if
the assessment should proceed pr be

deferred to a later date. 'In the event

that the assessor is unable to contact

the requester,, the assessor is to

describe the history of'the onset of the
newly identified Unjury/c6ndition in the
report butnpt proceed with the %WPI
calculation for any of the
injurles/condHions until they have
approval from the requester (i.e. both

the requested injuries and newly
identified injuries are not to be
assessed).'

New sentence: The Lead Assessor is not

required to review compliance of the

other assessors' reports and should

refrain from providing comments in this
regard.

Notes

S22(6) of Act mandates that this
Editioh only to be used when date
of injury is after publication date.

To cover situations where a new

; injury is identified at the
examination which is unknown to

the requestor and may not have

been medically investigated.

Important due to the one

assessment rule.

The current Guidelines were

written before the Act was

finalised then adjusted. This
section appears to have been

missed and was not adjusted for

the single assessment change.

To address an emerging issue.

There have been several instances

of lead assessors making comment

on one of the sub-assessor's

reports as the opinion differed

from their own. This was

regardless of the sub assessor

WPI impact

N/A

N/A

N/A

Explanatory table - Impairment Assessment Guidelines review
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1.12

1.13

1.14

y-
'.K',.

1.15 1"@1|:,

1.16 (new)

Sentence added: The impairment

ratings in the relevant chapters of

AMA5 make allowance for any

expected accompanying pain (refer

2.5e, p20, AMA5 and Errata).

Sentences added: The requester has

the responsibility to provide clear
guidance to the assessor to meet those

requirements.

It should be noted that the Guidelines
are subordinate legislation and must be

adhered to.

Words added: MM I occurs when 't^e,

worker's condition has well stabilised^

and is unlikely to change substarifiQHy
in the next year with or vi/ithout meSW
treatment, onc/furthef;:!recovery or ii,|;:

deterioration is n:®;antietpated;<but |
can include terii|Roraryfluc(uatiohs;;rae11

report musVJciddress.hQWSpecifiG^ ""

findings relate^ the'cOnclusion bf'MMI
statu^Wo^exqmpfe., if We. assessor

identifies^hSW^^^ker'fflCSondition
Wsc^ngedssubstcjnfiQlly (either
•Ijmproveclsor dsi:6norated) but they
consider th'Whe 'Vt/drker is still at MM!,

t^report rwst provide a detailed
expWa^iS^s to why.

Worc)g added: 'If, in the assessor's

ip/^lh, MMI has not been reached,
the assessment must be deferred, an

explanation provided as to why and, if

possible, an indication provided as to

when they consider it will be reached/

New clause added: In the case of an

accepted work injury for a terminal

condition, a WPI assessment may be

undertaken where a worker's condition

reports being reviewed as

compliant by RTWSA.

A reminder as some assessors are

sometimes concerned about

painful conditions and try to rate

additional impairment. Also

reinforces the stance of pain not

being compensable on its own.

Words added to ensure it i\si

understood that they are
subordinate legislation and that
assessments must be'G^mpletedin

accordan(;e|wifh;,the Guidelines;

There, has beeiksome l;::t!:,, "•1;':1

misun(|!e;rstandihg amongst
|assessors;ithat the I^Gs are a
l'©t,ijde'%njylti|liii,

AddNiSises issues around defining
Ithe "foreseeable future" and is

consistent with AMA5.

\A<Q(!ds added to assist the worker
and requester with future

planning.

Wording change to provide clarity.

Extra requirement for assessor to

provide approximate timeline if
possible to assist requesters and

workers.

The single assessment currently

prohibits a worker from accessing

a WPI assessment if their

condition is terminal as the

condition will never meet the

Neutral

N/A

N/A

N/A

Possible
increase in that

impairment can

be assessed

where it

Explanatory table - Impairment Assessment Guidelines review
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1.24

1.26 (was

1.23)

1.27 (was

1.24)

1.29 (new)

has not stabilised, or reached MMI to

the extent required by paragraph 1.14.

New text added to clause: Impairment

ratings within the same body system

are combined before combining with
those from another body system.

'Part of the body' has been changed to

'body part' and examples are provided.

Further explanation is provided in
another sentence: The same part of the

body, as above, is not divisible for the

purpose of assessing unrelated injuries.

Requires a rating of unrelated :

impairment regardless of whether it
was asymptomatic - additional text:

Regardless of whether the unrelated}
injury or condition w/gs asymptomatic,

where there is objective evidence for an

assessment of an unrelated condition it
must be assessed and deducted.

New clause: Introduction of 1,10th

dedLjction for pre-existing impairment

where there is evidence of impairment

but not enough evidence to rate using

the methods in the Guidelines and
AMA5: Where there is insufficient
evidence to assess the unrelated

impairment using the methodology in
the Guidelines, but there is evidence of

an unrelated impairment, a deduction

of 1,10th of the assessed impairment
must be made. Where there are

definition of MMI. For diseases

such as Silicosis it was decided an

exception should be allowed for in

the guidelines so that workers can

access serious injury and/or a

lump sum prior to death.

To further clarify the process and

remove any ambiguity. This has

been an issue with some assessors

in the current version of the

Guidelines.

For clarification in response to

misunderstanding experienced
with current.Gujdes. This,is due to

a number of decisions made by

the SAET which has interpreted
the section to exclude a deduction

of a prior injury because it was in a

different part of the Knee or the
othsr side of the spinal segment
being lassessed. This interpretation

is not consistent with the

intention.

This allows the assessor to make

the deduction in accordance with

the Act where there is clear

evidence of prior impairment,

such as x-rays showing arthritis,

but it is unclear whether there

were prior symptoms. This is to be

used where the condition

contributed to the current level of

impairment. This change

addresses recent legal decisions

that misinterpret this section.

Allows assessors an alternative

way to deduct in accordance with

the Act if there is evidence of a
pre-existing condition but not in

the way that fits the process for

calculation in lAGs. This has been

adopted from the process used in

NSW and QLD and the NT.

This cannot be used in the

assessment of NIHL as the whole

of the loss is taken to have

previously could

not

Neutral

Neutral

Neutral

Decrease
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1.33

1.41

s:

multiple impairments within one body
system, and the unrelated impairment

relates to only part of the body system,

the 1,10th deduction is made at that
impairment level. Usual rounding

principles apply (refer 1.63).

The 1,10th deduction cannot be applied
in the assessment of noise induced

hearing loss.

Information required for assessments: -

new passage added 'The exception to

this is radiological imaging. Due.to

reducing availability of imaging in hard
copy and on portable storage devices,

assessors are required to access

imaging through online subscription.

Alternatively, or if online subscription is

not available, assessors must seek

information, measurements, etc.

required for the purpose of rating,s:y

impairment directly from the relevant

radiologist or radiology group. Any

expense incurred will be tyBis::by'thB^ \

compensating authority' vf,.... ;;

I:

Clarified whattKissectiori KelateStQ: 1!

'Where the effective Iqng-teW
treatment ofiltworl^mjury result&lin

appanant substantial reciyction or total
elimination of Abe workers whole

!i:personiJmpE(i,rmerit»!:ltiu^ worker is

llikely to reverl; ..|o a higher degree of
yimpairmen1::iftreiatment is withdrawn,
tfie assessoilifpay increase the

percentag&fOf whole person

impairment by 1, 2 or 3% WPI/o/- f/ie

impairment to which the treatment
Wela'tes. This does not apply to the use

of:'

First dot point changed to 'analgesic

and other medication for pain relief,

or...'

Sentence added: 'The increase cannot

be applied where the use of
medication is a criterion for the

assigned rating/ And

occurred immediately before

notice of the injury was given.

Assessors are then advised to

apportion in regards to the effect

of employment.

This is an update to reflect;.the

changing nature of.x-ray j4

availability. 'W%::,.

\:.

Clarification.

Other medication for pain relief
added to encompass non

analgesics such as Lyrica.

Removed reference to diabetes

which was not a suitable example

as the effects of treatment are

already incorporated in the

impairment rating.

New sentence at the end clarifies

the existing requirement that

prevents double dipping.

Second new sentence prevents

assessors from rating impairment

that is reversible.

Neutral

Neutral
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1.42

1.43

1.44

'Impairment due to side effects of pain

medication, which are reversible upon

ceasing, is not considered permanent

or at MMI and therefore does not

qualify for an impairment rating'

Original clause removed and replaced

with Impairment assessments and

rationale must be thorough, medically

accurate and evidence- based, to

ensure the most appropriate

impairment rating is determined.

In the first dot point, wording has been

amended to read: 'current clinical

status and diagnosis, including the

basis and evidence used for

determining the diagnosis and
maximum medical improvement'.

A dot point has been added: 'whether

there is impairment arising from the

work injury/condition'.

The words 'point value' within a

percentage range have been added in

the third dot point for clarity.

The references to pre-existing

condition or abnormality have been

replaced with 'unrelated 'iii'^ ;:

injury/condition' for consistency
throughout.

Additional wording: The relevant
history is obtained by a review of
medical records reflecting past medical
history and the worker's presentation

of the current history. It is important to

review the medical records before

performing an impairment assessment,

os this will enable the assessor, among

other things, to:

Clarify or document inconsistencies, if

any, between the history provided by

the worker and the history contained in

the medical records.

Reconcile inconsistencies, if any,

between the worker's history during the

New clause added for ensuring

assessments are medically

accurate and evidence-based.

Compliance reviews have

indicated a greater focus is

required on report require me nts

therefore this section has been

expanded to include this.

The assessor is not asked to

decide whether the result is 'fair'

in their assessment, rather to

apply the guiclelines. Consistent
application of the Guidelines, as
required! by the Act, is designed to
make the process as fair as

possible.

The applicable Court rules are
contained in the request letter

and form standards for reports if

they are to be submitted as

evidence which is frequently the
case. The requirements are always

as such, to ensure consistency.

Compliance review is

demonstrating a reluctance

amongst assessors to take into

account the clinical history. There

is an over reliance on 'assessing

the person as they present on the

day' even if that presentation is in

stark contrast to recent history.

This causes issues with clinical

justification ofMMI.

These clauses are based on

wording from AMA6 which is less
ambiguous than AMA5 and
provides much clearer guidance.

Neutral

Neutral

Neutral
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1.45

1.48 (was

1.38)

!:i':. i'

1.53-1.55

examination and other previous

medical records. It is necessary to

clarify historical inconsistencies

because several issues are determined

by the history.

Focus on the portions of the history

pertinent to the impairment

assessment.

New clause added: 'Examination

findings must be compared with those
otherwise observed. Informal

observation forms a part of the

assessment and includes any behaviour

and/or activities sighted before, during
and after the assessment. Observations

must be documented in the report.

If the assessor considers, on the basis of

their informal observations of the ,;

worker, that the worker is not co-

operating to the best of their abilityy'
during the formal assessment process,

the worker should be reminded that, W;
order to obtain an accurgte '

assessment, it is necessary for them M

co-operate to the best-oftheif ability,"

Text altered tor^ad 'The Catijdelines
and AMA5 may allow fqr; mdre ;tharr
one equally valid and Specific method
that assessors can us^ to establish the

degree of arrinjureci person's

,,permanenf:|j,mpa!f:rnenti, When

\fhoosing±etween these'equally valid
'and specific methods (e.g. muscle

Sfrength or dti-ophy), assessors should

use^he me1;Hod(s) that results in the
highestldegfee of permanent

impairment.'

The^uality Assurance section has been

replaced with the 'Compliance' section

which incorporates the previous 1.60

and 1.62:

Some assessors rely solely on the

assessments required to rate a

condition 'such as ROM' witHout

comparing it to the'w[lQle, clinical,

picture such as informal
observatiQni:e.g.|fprmall^,asses§es

90 degreesofshou'lclerfl^xjbn but
wh e n: as k^d;to re m ove th ei (?;fto p

reaiGl-ies to l20::degrees'0f;flexion,

or has returned to! a work role that

(reciMires forking above shoulder
Hejglitliaf?.&

Aims to make this statement

clearer and remove any ambiguity.

The example is added to
demonstrate what is meant by

different methods.

This is to address current practice

of relying on this section to rate a

higher impairment when
comparing methods of assessment

that are NOT equally valid.

This section more clearly

articulates the compliance review

process for both ReturnToWorkSA,

self-insured employers and

assessors.

Time frames have also been added

to aid efficiency in the process.

Neutral

N/A

N/A
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2 - Upper extremity

Clause

2.10

(was
2.9)

2.11

(new)

2.12

(new)

2.13

(nevy):

2.15

(new)

Change

First sentence clarified 'If upper extremity

impairment results solely from a

peripheral nerve injury, clauses 16.5a to

16.5d ofAMA5 are to be used.'

Normal two point discrimination is

defined as <6mm.

New clause: 'Grade 4 Description of Table

16-10 is replaced with 'Distorted

superficial tactile sensibility (diminished
light touch OR two-point discrimination))
with or without minimal abnormal
sensations or pain, that is forgotten during

activity. :;::: , .,'.

Accordingly, the text on page 483 ; j:

referring to Grade 4:definition is replaced
with 'Individuals in Grade 4 have
diminished light touch QR^two point
discrimination (7 - 10mm), tocalisation of
sensory stimuli, and good protective

sensibility;'

New clause: 'ReduGed protective

sensibility is defined as no ability to
discern between ,ithe sharp and dull

sensations in pin prick testing and two

point discrimination >15mm.'

Carpal tunnel section replaced with:

'Table 2.1 is to be used in conjunction

with section 16.5d, AMA5, and

encompasses all types of nerve

compression injuries. Where there is

variation from AMA5 this table prevails.

Notes

This previously referred to two

tables within this section however it

is evident that assessors are

referring very specifically to these

tables without considering the
supporting guidance. There have

also been some new learnings and

case law that support this change.

There is currently discrepancy in

AMA5 between what is normal two

point discrimination When
comparing digital nerves arid

peripheral nerves. Medical advice

supports the change and makes the

two consistent.

The current table does not allow for

the event that light touch is normal
and t\A/o point discrimination is

abnormal even though it

acknowledges this is a possibility in
the supporting text.

This scenario has proven to be not

uncommon and therefore modified

to provide clear guidance. The

modification also allows for the

changed definition of normal two

point discrimination

This is an update, reflecting specialist

advice and AMA6, to provide

additional guidance.

The assessment of protective

sensibility has been heavily relied
upon to rate high peripheral nerve

impairments frequently resulting in

bi-lateral carpal tunnel being rated

for serious injury

This new clause relates to a new

Table 2.1 below, which has been

created to assist in more consistent

rating of nerve compression injuries.

WPI Impact
Neutral

Neutral

Neutral

Neutral

Slight
increase.

Allows for
5%U El where
nerve

conduction
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2.17

(was
2.12)

2.20

(was
2.15)

2.21

(was
2.16)

r

s

2.26 -

2.28

(was
2.20)

Where surgical decompression has

occurred, only electromyography (EMG)

and/or nerve conduction studies

performed after an optimal recovery time

will be valid.'

Text added to clause: 'If not all symptoms

in the grade are present, a rating at the

lower end of the grade should be selected

and the ADL specifically affected by the
peripheral nerve injury must be

described.'

I:

,.'<' :'!':1:''

Words added: ", i.e. decreased strength

cannot be rated in the presence of \| i,

decreased motion, painful coridition:s,on

clinical history and at the tirri^pf 'cliniCal^,
examination,..' '.<:::., ''j'^:.:,. !v''

Conditions affectingWe shoulder region: ,i;i

'Shoulder disordeWii'eplaced with "vl,!;4

'diagnosed shoulder disorder'. <|,

In the second ddtlppint; ^'sentence has
been added^'The caveats s^ out in
paragraph 2^2Qapply/:1:,,,:,

Newdotl!RQintaclded:'Adhfisivecapsulitis
cannot be rated until at least 18 months

aft^ron initiat'^lagnosis by an appropriate
musCmoskeleta'll (Dhysician/

The section Epicondylitis of the elbow has
been reordered and some new text added

as follows:

2.26 This condition is rated as 2% UEI (1 %
WPI) where there has been no surgery.

2.27 Section 16.7d, AMA5 (p507) refers to
tendon rupture or surgical procedures. //

there has been surgery then the procedure

This is in reaction to further learning

in this area of the guides, case law

decisions and assessor concern that

no impairment in the absence of

positive nerve conduction studies is

not fair. This is also based on the

AMA training provided by Dr Chris
Brigham.

This is consistent with thenew

clause 3.47 in the lower extremity

chapter which aimstoi provide nnore

clarity and consistency ih
assessment, Tl')erang6s''m tl'iejtables

are large:lnd alf6w,for significant
integrate i-,;discrepahcy. Thgse

changes are designed Iq ma'ke rating

more'consistehf between assessors

l ;and therefore fairerito all workers

regardless blithe assessor

Clarificgtiori as there has been
iGonfusi^n.regarding whether painful

conditjpns'meant in the presence of

'ajpainful condition or whether the

assessment was painful.

To make it clear that a medical

diagnosis is required i.e. not

shoulder injury / shoulder condition
as is sometimes seen.

Period set for assessment of

adhesive capsulitis (frozen shoulder)
as this is not expected to be at MMI

before that time. This is to address

assessors making this diagnosis for

the first time in the history of the
injury but proceeding to rate it
without consideration of recovery

andMMI

Text added to clarify the
requirements ofAMAS.

This explains what to do if you can't

use strength testing (as per 2.18) in

the presence of pain.

Clarification also shows that

epicondylitis is rated as 2% only
where there has been no surgery

and that it can be applied twice if

studies are

negative or

not available.

This currently
does not

qualify for an
impairment

Neutral

Neutral

Neutral

Neutral
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2.30

(was
2.22)

j

2.31

(was
2.23)

outlined on p507 can be used if there is no
other rateable condition applicable to the
elbow. The caveats set out in paragraph

2.18 apply. If there is an associated loss of

ROM, these figures are not combined, but

the method giving the highest rating is
used. When strength is not a suitable

method, and normal ROM is present, then

the condition is rated as 2% UEI (1% WPI).

2.28 2% UEI can be applied for lateral and
medial epicondylitis where they are both
present in the same limb (i.e. 4% UEI) and
the criteria in 2.25 are met.

Text altered as follows:

'Assessment for CRPS is not to proceed

un/ess the following criteria have been

met:

• the diagnosis is to be confirmed by

criteria in Table 2.2 below-each of the

four boxes must be addressed AND

• the initial diagnosis must have been

present for at least 18 months

immediately preceding the assessment

(to ensure accuracy of the diagnosis

and to permit adequate time to achieve

MMI)AND

• the diagnosis must havejbeen made,

prior to the assessment, by at least two

examining specialists, 'with at least one

,of these being a Fellow of the Faculty of

'^qin Medicine or a neurologist; and

• other possible diagnoses must have

been excluded.'

Additional note: 'The assessor must

ensure that previous diagnoses confirmed

have been for complex regional pain

syndrome and not for chronic regional

pain/
CRPS: Altered to include assessment of

CRPSIandll.

New methodology outlined in dot point 3
and 4 and two new tables 2.3 and 2.4

both lateral and medial epicondylitis
is present - to ensure fairness for the

worker as some assessors only rate it

once.

Prior to the assessment added for
clear application.

More rigour is expected tie,re to

ensure proper diagnosis has been

made.

This is to ensure an accurate

diagnosis. There'have been cases

where a:doctor has confused chronic

regional pain (a different condition)
With complex regional pain and used
the acronym incorrectly.

It is important that this is rated
correctly as an accurate assessment

frequently results in serious injury

status.

These changes have also been

reflected in Chapter 3.

In response to assessor feedback,

ratings have been modified to
correlate with the changes to the

eligibility criteria that occurred for
the current guidelines. Input from a

May impact
the number of

assessments

for CRPS so a
decrease to

the scheme

but not to the
individual
rating

This will result
in a reduction

of some

impairments

but the more

severe cases
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pain physician was sought to

develop the modified ratings.

These changes have also been

reflected in Chapters.

will still rate as
serious injury.

This has been
tested against

some recently

received

assessments

3 - Lower extremity

Clause

3.3

3.4

3.7

t:h;l

3.16

Change
Additional text: 'Assessment of the lower

extremity involves clinical evaluation and

selection of a methodology. It is

imperative that the most specific methods
relating to the impairment are used and

the reason for the chosen method is

explained in the report. '

The word 'should' has been changed to ;

must. 'The most specific method of ii:

impairment assessment must be used.';

and 'If several equally specific methods '"'v
can be used...'. ^iyi' "":w':l^.. '"'••

Example added 'For example; W/here a '111:^| /.,

DBE assessment is applicable thisishould |!
be used rather than range ofimotidri;. 1.46,;'

does not apply to ^le^s specific:tTiethOc(',l!

Text addeclfitalics^, ''^ ,„,

'To convert fro fn.FI ,;t:C)(LEI, rMfl'tiply the Fl
by Q.,7/:,in pcco/'ctonce'W/ffeSecfibn 17.2a;
^ii(pS^^ "1:MI::^'

Setitence adUgd: 'When assessing

iankles/feet/toe,s,,,calclilate and combine

the impairment'^ the foot impairment

level first, then Convert to lower extremity

impairm^pt, then finally to WPI%.'
Manual [muscle strength testing:
Additional sentence added: 'The testing

should be repeated with consistent results

demonstrated on each occasion (17.2e,

p531, AMA5), but it is not expected that
the injured worker will require multiple
examinations or assessments for this

purpose. Where there is inconsistency,

this method should not be used/

Notes ;

To remind assessor's, of this

requirement,,.;:!: '% ';^

'^..,, 1!":;:-;:1:1:., 'l""":;:li::-"l:'"

'To rempy^ny ambiguity and add
cllalt{itY.:ll:':':;::^iy::;|li:':,,

Jhere'ijs widespread practice that

assessor's! use section 1,46 to justify

selecting a higher rating method
evenwhen it is not the most specific.

Adjustments have been made to

both sections to ensure the higher

rating is only selected from equally

valid methods of assessment

Providing specific instructions to

remind assessors of the

requirements in AMA5 and adding
clarification regarding the
calculations which are sometimes

incorrectly applied.

This has been an ongoing issue in

compliance reviews

AMASS states that measurements

should be consistent on different

occasions and some assessors have

enquired whether they need to

complete multiple
appointments/examinations so this

aims to clarify that process.

WPI Impact
Neutral

Neutral-to

curb outlier

behaviour

Neutral

Neutral
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3,19 This clause has been simplified to 'Varus

and valgus deformities are to be

measured in a weight-bearing position

using a goniometer and must be combined

with any range of motion for the knee or

the ankle.'

This section has been confusing for

assessors so the aim is to provide a

very clear and simple instruction,

Neutral

3.35

(new)
New clause for Hip replacement: 'Table

17-34, rating hip replacement results

(p548, AMA5) is replaced by the table
below.'

It is not clear in AMA5 that you
allocate 1 point for each categorised

deformity if not present. This was

explained in a newsletter article in

Issue 6, 2018 and is now reflected

here.

Table
17-34

(new)

New table inserted for Hip Replacement
which replaces AMA5 Table 17-34

Assessment of joint re|a|acements

are presently rated heavily oh the
workers reported pain symptoms.

This is in contrast to the stance that

the guides has adopted that pain is
not a rateable condition.

Observation through the compliance

review process also reveals frequent

discrepancies between what is

reported.at an impairment review

and what is reported to treating

practitioners. There is no objective

way to verify this at present. The

degree of impairment allocated to

joint replacements has a significant

impact on the scheme and therefore

advice was sought in regards to

possibilities to improve the rating
methodology.

Consultation took place with an

Orthopaedic Surgeon specialising in
the lower limb and it was agreed

that pain is still a relevant factor in
rating joint replacements but should
be weighted less than the current

tables with more focus on objective

measures and function. This is more

in line with the majority ofAMAS
and certainly the focus the AMA has
moved towards with AMA6.

As such new tables were developed

to achieve this.

Would
anticipate

reduction.

Modelling a
sample of

poor, fair and

good
outcomes by

the current

rating with the
proposed

change shows

a move down

a category for

approximately
70 - 80% of
the
assessments

meaning the

more severe

cases

remained in

the category

they started
in. There were

no examples

of cases

moving from

poor to good

outcome (two

category

jumps)
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3.48 New clause: 'When applying Tables 16-10

and 16-11, the assessor must use clinical

judgement to estimate the appropriate

percentage within the range of values

shown for each severity grade. Rationale

for the value selected must be provided in

the report. The maximum value is not

applied automatically. If not all symptoms
in the grade are present, a rating at the

lower end of the grade should be selected
and the ADL specifically affected by the
peripheral nerve injury must be described.'

This requires rationale regarding the

selected rating within a grade to be

provided. This aims to provide more

clarity and consistency in

assessment.

This has been implemented
following observation through the
compliance review process.

Neutral

4-Spine

Clause

4.3

(new)

4.9

(was
4.8)

!!;;.'::;>>1

w

4.19

(was
4.17)

4.20

(was
4.19)

Change
New clause: 'Regional impairments of the

spine (e.g. cervical, thoracic, lumbar) must

be combined before combining with other

body part impairments (AMA5, plO, Hgi
15-4, p380. Section 15.2a, Part 7, tablglS-

20, p429, Errata).

New requirement for cayda fequina

syndrome to be diagnpsedtand assessed
by an appropriate assessor acGreditecUn /

the spine and the hervous syst6tir|), "v^

consistent witH|what ttNr&ady states in
the nervous syste'm chapiter.

New text ad decl to last sentence: 'A cauda

equina.iSyndroiTie niay QGcasidhally be a

c^mplicatiEin q/'llumbar Spirite surgery. In
^/|,s/t'uo(7onj|a,mlss;|esion may not be

present in the ^pmal canal on radiological

investigation bi^t'neurological signs in the

lower lim^an^'sacral region need to be

.present'^,

Added sehtence: 'The selection within the

range for a DRE category is determined by

the impact on ADL, as per 4.25. Select the

lowest value in the ranges given for the

ORE category and then consider the impact

onADL.'

Removed words 'In general' in first

sentence.

Words added: 'marked and clinically

significant..'

Notes,:;:;y ""i,;i:'!:, ""<:':

Reminding assessors oftl-te order of

combihmg in the'Spme, in line with

,:'thel;AIVIA5!;|rrata Spifie Evaluation
SummaryiiiTI'iere has also been

.differing opinioh' in this regards so

^his is tc>:;establish a consistent

approach.

To&tnsure appropriate diagnosis of

this significant condition, provide

more consistent application and

avoid identification of it as a new

condition at the assessment. This

will assist the assessor in

determining whether the
impairment is at MMI.

The last line provides some clarity to

assist the assessor in identifying

cauda equine to establish a

consistent approach.

This is the current practice however

the wording did not reflect this. This
is also applied differently in different
states so potential for confusion if

assessors are assessing across

multiple jurisdictions.

Further defined criteria for
radiculopathyand improved
consistency with AMA5. Removed

ambiguous wording. This was in

WPI Impact
Neutral

Neutral

Neutral

Neutral
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4.28

(was
4.27)

4.29

(was
4.28)

4.30

(was
4.29)

4.33

(was
4.32)

New dot point: Significant long standing
weakness is usually accompanied by

atrophy.

Amended dot point: Reproducible
impairment of sensation must be in a

strict anatomic distribution localised to

the appropriate spinal nerve root.

Slight change to sentence: 'If, following

the second injury, there is a worsening in

the ability to perform ADL, the appropriate
adjustments are made within the range.

New sentence added: 'Where there are

impairments to other body parts, only the

portion of the activities of daily living
resulting from the spine impairment are

rateable, to avoid duplication of ratings,

and this must be recorded.'

A new dot point has been added: 'DRE

Category V is not to be used following
spinal fusion where there is a persisting ,

radiculopathy. Instead, use Table 4.2 in the

Guidelines.'

Added word category after DRE for
consistency. Text added to sentence as

follows: 'Table 4.2 indicates the additional
ratings which should be combined with
the rating determined under DRE III or DRE
IV, using the DRE method where an
operation for ah intervertebral disc :,: i

prolapse, spinal canal stenosis or spinal

fusion has been performed.'

Text added: 'The first row in the modifier
table requires residual symptoms and

radiculopathyto be present but the
second, third and fourth rows do not

require residual symptoms and

radiculopathy to be present/
'Clarification is provided around the
calculation.

Additional text added: 'The insertion of
such devices/ including any associated

surgery, does not warrant any addition to
WPt.'

response to feedback received from

an assessor

Clarification consistent with change

made in the interstate guidelines.

Clarification of current arrangement

in response to observations through

compliance review.

The new dot point is to address
advice issued by SIRA in NSW to
clarify the application of Table 4.2
which is taken from the National
(auidelihes and is also used in our

Guidelines. Therefore included to

maintain consistency.

To provide clarity around the

operations relevant to this process.

There has been some attempt to

include procedures such as insertion

of spinal cord stimulator or

rhyzolysis.

To explain the change in the

application of Table 4.2 DRE
Modifiers, consistent with the

application now seen in NSW and

clarified in their published
interpretation.

Clarification of existing arrangement.

As per 4.29 there have been some

attempts to include insertion of

spinal cord stimulator as a

subsequent surgery under the

multiplier table.

Neutral

Neutral

Increase

This will allow
additional
impairment

where there is

no ongoing

radiculopathy
which is a
current

requirement

Neutral
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4.36

(new)

New clause: 'Rib fractures are not

rateable. Only the impact on the

respiratory or other systems, if any,can be

rated.'

New note to clarify existing

arrangement for rib fractures in

response to observation through

compliance review.

Neutral

5 - Central and peripheral nervous system

Clause

5.9

5.10

5.11

(new)

5.12

ITTIi
V.

5.16

(new)

Change

'Should' amended to 'must' with regard to

neuropsychological testing.

New sentence added: 'Where the injured

worker is able to undertake

neuropsychological testing, this should

have been undertaken within the last 12

months/

Text altered to read: 'For traumatic brain

injury (including post-concussion

syndrome), there should be evidence of

the mechanism of injury, such as a severe;,

impact to the head or that the injury
involved a high energy impact. ij^

In order to qualify for an assessmentof ' i,

brain injury, at least one of ttie following
must be confirmed:...' ,'; ;1:

New section includedi^r acquired ibrain '!

injury. <^1:1 "l;v\ l''-[;

Additional sentencNf:o/' sleepy apnoea, the

cause,needs'%Mvebeencorrfirmed pri^^

tq^assess'ment and a sleepjstudy must
hav/e been conducted by a respiratory

^pHygipan withM'the past two years.'

,!

New clause: 'Vestibulochochlear nerve

assessment using AMA5 (p333): Tinnitus
in the absence of hearing loss resulting

from a traumatic brain injury, where it

adversely affects activities of daily living,
can be rated as 1% WPI/

Notes

There are rare circumstances where

the person is severely distressed or

cannot undertake the testing so that

is recognised in this'.change. w

New text added to m'^ke sure that' .'l

the informati6n;being u$eclto!as^ss
impairment is current. ''\;i';;

_^

Prqyides exarHRle to rellect'the
different mechanisms/causes that

^t'aymatia^nd accfuired brain injury
'''wiirhave.,^li"'i.,.

"•<::"!•. '1";

'\,

Previously we provided information

that only referenced traumatic brain

injury so this has been added for
clarification.

To ensure that it has been properly

established whether the worker has

central or obstructive sleep apnoea

prior to referral for assessment,

consistent with ENTand Respiratory

chapters. This has been altered in

response to feedback from an

assessor

Creates a new rating for a

circumstance not previously

provided for. This was in response to

feedback from assessors.

WPI impact
Neutral

Neutral

Neutral

Neutral

Increase-this

is not available

in current

guidelines
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6 - Ear, nose, throat and related structures

Clause

Table
6.1

6.7

6.8

(was
6.7)

6.11

(was
6.10)

Tablet,
6.3 V'.,

(new)

6.12

(new)

Change
Corrected reference from AMA5 to AMA4.

Additional note added: Note 2: For cases

of facial disfigurement (which can include
scarring), the assessor may also refer to

the TEMSKI table, if that is considered
more appropriate, given the nature of the

disfigurement.

New clause: 'Assessments for obstructive

sleep apnoea can only be undertaken by a

respiratory or ear, nose and throat

physician. The type of sleep apnoea must

have been confirmed prior to rating'.

Words added to this clause: 'Before

impairment can be assessed for

obstructive sleep apnoea (3rd paragraph,

section 11.4a, AMA5, p259), the person

must have had appropriate assessment

and treatment by an ear, nose and throat

specialist and a sleep study by a
respiratory physician undertaken within
the past two years/

Introduction to new table for the

assessment of mastication and deglutition

added to the end of this clause: 'The
selection within class 1 for masticatidn and
deglutition is made In accordance with
Table 6,3 below, which is an extension of
Tqble ll-7inAMA5 (p262). Table 6.3
divides class I of permanent impairment
into, i[A, groupings of impairment.'

New table 6.3 ihserted for rating
mastication and deglutition within Class 1.

New clause: 'A treating dentist or relevant

specialist report confirming the diagnosis

that impacts directly on mastication and

deglutition is required.'

Notes

Reference corrected as AMA4 is

used for the visual system.

In some cases assessors have raised

the issue of Table 6.1 not being

adequate for facial scarring and this

provides another option for skin

assessors.

This is to ensure that this condition is
assessed by someone With the

appropriate qualificatioh.

\

For consistency with respiratory

chapter, to ensure the currency of

the information provided to the
assessor,

This explains the purpose of the new

table 6.3 below.

This table is designed to assist
assessors when selecting within

Class 1 of Table 11-7 ofAMAS which
has a wide range of 0-19%. This is to

improve consistency of rating

between assessors.

This is to ensure that appropriate

diagnosis has been provided prior to

assessment and assist the assessor in

determining whether the condition

is at MMI.

WPI Impact
Increase

Current table

allows up to

5%WPI
whereas

TEMSKI allows
up to 9%

N/A

N/A

N/A

Neutral

Neutral
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6.19

(was
6.17)

Sentence added to clause: 'A maximum of

5% WPI is allowable for total loss of each
of these senses.'

To make it clear to assessors that up

to 5% is allowable for each sense

and to align with 5.13 in the CNS
chapter.

Neutral

7 - Urinary and Reproductive Systems

Clause

7.4

7.5

Change
Word 'should' changed to 'must': 'For

both male and female sexual dysfunction,

identifiable pathology must be present
for an impairment percentage to be

given/

New clause: 'For all assessments under

this chapter, appropriate investigation,

pathoanotomical diagnosis and treatment

m ust have been provided by a urologist or

gynaecologist prior to the assessment.' ^

Notes

More consistent application

^mi-.. '"^h

w'^

To ensurentlHe 6Rpprturi(ty,fe)r '':j!

a p p ro R rj afe i nvestigati o ris^n d
treatment Have taken plac&.prior to

the assessment. This will also assist

ithp asiesspr in determining whether

We impairn-'ient is at!'MMI.

WPI impact

N/A

Neutral

8 - Respiratory system

Clause

8.7

,t

8.15

(was
8.14)

Change <|:|r l'"i,::;:,,

Addition of wording in dotpoinfs;, '%
• 'an appropriate diagl'?osis^has t3e@n ^

established by a^respiratory •-socialist,, ,,;i:;l

based on clinical history, physical!
examination and spirom.etry with a^

[east oneaRpropFiate IUh&function test

performed^o :-PSANZ •&tandiaifds by a

pljlMQpatyfui'ictioMa^orijtory. In rare

(coses wheretHe. person is unable to

Undertake the;fesi!fQr medical reasons,

aW.Opinionfrdrn a second respiratory

specialist is r^cjuired.
•the wprker has received optimal

treatment, has an Asthma Plan in place,

aind|iis:compliant with their medication
regimen.

Additional text: 'Where surgery has

occurred, assessment should not be

undertaken until at least six months after

the procedure.'

Notes

THisls to ensure that appropriate

diagnosis and treatment has been

available prior to assessment.

The requirement for the laboratory

to be accredited has been removed,

as few labs are accredited and only

labs in public hospitals which will
severely restrict access. Other

private labs do meet the TSANZ
standards however.

It would be expected that if asthma
has been diagnosed and has resulted

in impairment then an asthma plan

will be in place.

This is consistent with the National
Guidelines.

WPI impact
Neutral

N/A
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9 - Hearing

Clause

9.2 (new)

9.11

9.16

9.17-

9.20

(new)

Change

New clause: 'Cortical Evoked Response

Audiometry (CERA) can be requested by
the assessor in the event that standard

audiology testing is inconsistent or there

is a discrepancy between audiology test

results and observed function. Rationale

for requiring the test must be

documented in the report.'

Additional text: 'The severity of tinnitus,

is determined by the assessor with

consideration gi\fen as to the impact on

ADL. The value assigned must be

supported by clear rationale. Refer

examples 9.1-9.5 in this chapter.'

Sentence added: Where the worker has

ff^tired, the assessor m us f'use the

^ndiogram closest to the date of
retirement or provide detailed

explanation as to why they have elected
not to.

New clauses.

Notes

CERA is a newer technology that has

not been incorporated into the

current guidelines. It is administered

in a similar way to standard

audiometry except it does not rely

on the person reporting whether

they hear the noise or not, Instead it

uses electrodes on the head to

detect a response in the brain. This

results in a much more objective

assessment. This is preferred to the

subjective nature bfstahdard
audiqmetry however there is

currently only one lab located in SA.

As such an allowance is made for use

when iriconsistent results are

suspected,by the assessor. This is

also to provide clarity to legal and
claims agents about appropriate use

as there has been some confusion

and debate at the SAET.

This provides additional guidance
around how the assessor is expected

to provide rationale for their chosen

value, consistent with other

chapters.

To clarify existing requirements.

This replaces the previous 9.5 and

provides clear guidance in assessing

for noise induced hearing loss.

In the current guidelines the use of

bone or air conduction readings,

appropriate frequencies and

decibels is left to clinical judgement
with wide variance between

assessors resulting in inconsistent

impairments depending on who

performs the assessment.

WPI impact
Neutral

Neutral

Neutral

Reduction of
outlier

behaviour. The

majority of
assessors

assess within

these

parameters
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Examples

9.1-9.7

Examples have been updated.

The parameters included in these

changes were a result of

consultation with a specialist and

evidence-based in relation to noise

induced hearing loss.

The examples are now better aligned

to the results in the table and are

more consistent with the Guidelines.

As per

changes to

NIHL

10-Visual

Clause

10.8

(new)

10.9

(new)

10.10

(new)

Change
New clause: If disfigurement is limited to
the immediate periorbital area, then it is

to be assessed by the ophthalmologist.

However, if it extends to involve more of

the face, it is to be undertaken in

accordance with the Ear, Nose and

Throat Chapter by an assessor

accredited in that system. , ':iv

New clause: For impairment assessment

for monocular aphakia or monffisulqr ,1

pseudophakia, AMA4 directsvthatthS
lower numbers are used in Tgljle 3 '

(p212, AMA4). The separate scdiles are '^

no longer required.^nly Wetpp ":il:;|h, ,,|

numbers are to Kejnsed. ,, \|:^.. <1|

N ew d a tfs^^MA4 allows ah additional
5^Q:M% vifiiql'tmpcHrment to be
(combinecl^with':fhe impaired visual

function of fife involved eye for
abnormalitieslsuch as media opacities,

corriW pr letfssopacities and

abnormal if les resulting from such

symptoms as epiphora, photophobia or
WetqWbrphopsia, if it interferes with the
visual function and is not reflected in

visual acuity, decreased visual fields or

ocular mobility with diplopia (p209,
AMA4). This impairment can be applied
even where the visual function

impairment is 0%.

Notes ''•,:''S':I^IT'... '"!! ;!;••;

This aims to avoid dulalicafion wher^r
the worker is seeing bdth.a Vjsuali
AssessQ^ahd an ENTfor assessment
and they rr% both assess tlie
scarring and dQuble up. :

:^::
'"...:,

^his is to reflect improved outcomes

of lens replacement surgery for

.cataracts. AMA4 was published in

t993!iand assessors have raised

concerns that the additional

impairment for lens replacement is

now excessive given the surgery

results in significantly improved

vision.

This allows for an additional
impairment for these abnormalities

where AMA4 is somewhat unclear

about whether it can be rated in the

absence of a visual impairment.

VVPI impact
Meutral

Reduction

Potential
increase
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11 - Haematopoietic system

Clause

11.1

Change

New sentence added: 'The diagnosis

being rated must have been made by a

haematologist, oncologist, immunologist

or other specialist internal medicine

physician prior to the assessment. '

Notes

To ensure that this has been

considered by an appropriate

specialist providing opportunity for
investigation and treatment, where

required.

WPI impact
Neutral

12 - Endocrine system

Clause

12.1

12.8

(new)

Change
New sentence added: 'The diagnosis

being rated must have been made by an

endocrinologist with supporting
objective evidence prior to the

assessment/

New clause regarding mammary glands:

'In AMA5 example 10-45 regarding

current symptoms (p239), the last
sentence is replaced with 'Routine use of

bromocriptine and cabergoline is normal

in Australia. It is rare that nausea

precludes their use'/ : :,

Notes

To ensure that this has been

considered by an appropriate
specialist providingtoppdrtunity for
investigation gnd treatmeht,where

required.

For consistency with the National
Guidelines.

WPI impact
Neutral

N/A

13-Skin

Clause

13.4

j:

13.5

(new)

Change
Text added; 'The skin is regarded as a
single organ ancl,all ncin-facjal scarrin&

including any compehsable and non-

compensable scarring, is measured

.it&gether aSlone overall impairment

rather than assessing individual scars

separately and combining the results. //
there,is any unrelated component, then

this is Deducted from the total. As the
skin is treated as a whole (except for
the face), the location of the unrelated
component does not need to be in the

vicinity of the work injury to be
deducted.'

New clause and example:

'If there are multiple claims being
assessed at the same time, then the

scars that relate to each claim must be

Notes

To clarify existing arrangements that

are sometimes misunderstood and

counter case law in the decision of

Gouch vs RTWSA which interpreted
this paragraph opposite to its
intention

As above.

WPI impact
Neutral

Neutral
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13.8 (was

13.5)

13.11

{wasfff
13.9%

'i.il:'l:

TEMSKI
Table

Example

13.2

assessed chronologically and any

scarring resulting from the previous

claim must be deducted as pre-existing

e.g. assess scars from claim 1, as in

13.4, and then assess scarring from

claim 1 and claim 2 together, then

deduct the impairment as assessed

from claims 1 as pre-existing (refer

example).

Example: Claim 1 shoulder injury -

Claim 2 knee injury
Assess scar from abdomenl%

Assess compensable shoulder scar plus

abdomen 2%

Assess compensable knee scar plus

shoulder plus abdomen 3%

Table 1 - Shoulder injury

2%-1%=1%

Table 2 - Knee injury

3%-2%=1%' ^,|li^l:l:l:;:::1-.:^., Nj

Sentence extended: 'For cases of facial;

disfigurement (wl-ijch can'jnclude

scarring), refer :t6 Table 6.11nthe!iEar,,;';

Nose and Throaf Related ;StruGt;y res

chapter oftHNi'Guidelineso/- t-o (l/7isi:

TEMSKI table (Llp^Q 4^mless accredited
in skin), '•Whlcheyens^epnsidei'ed most

ffftpropriate^iyeh "th^nciture of the
•'^isfigur'ernsnf.^

Sentence adXed: y%pte that the TEMSKI
ta^le does ncffiqpply to uncomplicated
scars for staff ffard surgical procedures,

which da "not, of themselves, rate an

impairment.

iBracket added to heading in the final •
column: 5-5% WPI (skin assessors only).

Burns: Text altered in this example to

change burns to forehead to burns to

neck and chest and irritation caused by

his shirt rather than his hat.

"•:<j;i1

'''!\i'!'..'l'l'':''':^:li;'.. "%

"••.r1^,. w-

V ;•'''.

''•\T:,::.,,

:.''

,1;':1

R@®ifider that the TEMSKI table can
be used for this assessment if

appropriate.

Some paragraphs have been

reordered as considered more

logical.

Consistent with NSW, NT, QLD and
WA approach. These scars are

already taken into account in the

rating for the surgery.

To make clear the existing rule that

this table can be used for assessors

accredited under other body

systems only to rate scarring up to

4% - beyond that you need to be

accredited in skin.

This has been altered as it previously

involved the face, which is rated in a

different way.

Increase as

perENT
chapter

Neutral

Neutral

N/A

Explanatory table - Impairment Assessment Guidelines review 20



OFFICIAL

CONFIDENTIAL

13.6 Additional text added: 'For cases of

facial disfigurement (which can include
scarring), refer to Table 6.1 in the Ear,

Nose and Throat Related Structures

chapter of the Guidelines or to the
TEMSKI table (up to 4% WPI), whichever
/s considered most appropriate given

the nature of the disfigurement.'

In some cases assessors have raised

the issue of Table 6.1 not being

adequate for facial scarring and this

provides another option for skin

assessors.

Increase as

per ENT
chapter

14 - Cardiovascular system

Clause

14.2

(new)

14.10-

14.11

(new)

14.13

(was
14.10)

Change
New clause: 'The diagnosis being

evaluated/rated must be diagnosed by a
cardiologist with evidence to support the
diagnosis prior to the assessment. ' The

exception is thoracic outlet syndrome.

New section on Pulmonary

hypertension:

'14.10 In Table 4-6 ofAMAS 'any degree

ofpulmonary hypertension' is defined
os o PAP >40mmHg (p79),

14.11 The classes referred Win the

criteria in class 3 and 4 of Table 4-6,

AMA5, relate toTa^e 3-1-Functional

Classification of Cardiac Disease (p26,
AMA5).'

'Coronary disease? changed to

'Coronary artery disease'; 'Should' has

been, cha nged to 'm ust' in this

sentence: If the assessor is unable to

find any objective:eyidence of pre-
existing functionally significant
coronary disease, no rating can be

applied for pre-existing disease and

the assessor must explain this in the

report.:;''

Notes

To ensure that this has been
considered by an appropriate

specialist providing bppprtuhjty for
investigation and treatment, where

required,

A case that reached the Full Court of
the Supreme Court highlighted that
thesfe cables are not clear and open

to interpretation, so this section was

created to add clarity in line with the
decision.

The Act requires the pre-existing to

be deducted so if the assessor

considers that they are unable to do

so, this needs to be explained. The

change from should to must

removes any ambiguity.

WPI impact
Neutral

Neutral

Neutral

15 - Digestive system

Clause

15.2

(new)

Change

New clause: AMA5 Table 6-3 (pl21)
Class 1 is to be amended to read 'there

are symptoms and objective evidence of

digestive tract disease'.

Notes

Changed from symptoms 'or' signs

which is only worded that way in
Class 1. Term 'objective evidence'

used here to make it clear that signs

WPI impact
Decrease as •

anticipate

non-

permanent or

non-evidence
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15.3

(new)

15.4-15.5

(new)

15.6 (was

15.5)

New clause: 'AMA5 Table 6-4 (pl28)
Class 1 is to be amended to read 'there

are symptoms and objective evidence of

colonic or rectal disease infrequent and

of brief duration'.'

New section 'Effects of medication on

the digestive tract'.

Title and text changed from 'Ingujnal
hernias' to 'Herniae' and laf')guage!

changed to reflect that assessors cari: ^;,

now be accredited forfhe digestive
system for herniaglohly for'the
purposes of this^ssessmen(;;.!|;;,, "":%^y

cannot be based on workers report

only.

For consistency with the above.

Based on, but not identical to/the

NSW, QLD, WA and NT Guidelines,
aimed at strengthening

requirements to ensure]|that the!;

appropriate inyestigafion an^i!, '''•,^:'

treatmentihas b6en prowictec|,w?Gh
also assists with determining

whether thei'impairment is'.9!t MMI,

and;tiat the relevant evidence is in

,Rlace."^

:!T?his!:jsjn fesponse teithese
impajrments'lbejng used incorrectly

1:0 irtorease overall WPI
1'This sectlori does not only relate to

;inguinal,hernias.

Th&'a^dreditation scheme was

alt&red in 2019 to allow for
assessment of herniae under specific

digestive system accreditation and

as such the wording required

updating to fall in line with the
changes.

based
conditions will
not qualify

Decrease as

anticipate

fewer

impairments

will qualify

Decrease

N/A

16 - Psychijatric djsdrciers

Clause

16.3J2!:;

16.15

point 4

Change I ,
Theword 'jusfify' changed to 'explain'.

The word 'disregarded' changed to

'ignored' to avoid confusion with the

;[(iiefini1!i6n of disregard which is a term
used in the Act and has case law

associated with it.

Additional words added: 'Write an

impairment formulation, explaining your

rationale for your impairment scores

with sufficient detail describing how the
worker's presentation aligns with the

c/c?ss criteria.

Notes

This does not intend to remove the

expectation that it is justified, but to
highlight that there should be
explanation. This is in response to

observation through compliance

review process.

Clarification of the point that
supports the expectation of the

Tribunal for sufficient detail.

WPI impact

N/A

N/A

Explanatory table - Impairment Assessment Guidelines review 22



OFFICIAL

CONFIDENTIAL

16.15

point 9

16.16

16.17

This section has been expanded as

follows: 'The assessing psychiatrist must

use all available information to rate the

injured worker's pre-injury level of

functioning in each area. The

percentage impairment is calculated

and subtracted from the current WPI to

obtain the percentage of impairment

attributable to the work-related injury. If

the assessor considers that there is

unrelated impairment, but there is

inadequate information available to

determine the percentage, 1,10th of the

assessed WPI must be deducted (refer
1.28).

In the examples dot points: removed the

ranges.

At the very end of the clause, a sentence

has been added: 'When selecting a

percentage within a class, the assessor

should consider the overall severity of

impairment, not just the median

functions.'

The requirement for neuropsychological,

testing has changed fr6m 'should' to

'must' and the word 'generally' has

been removed. :: i: ii.i>:'^ ,'; : ;

A sentence has been added: 'In the

absence of any evidence of brain injury,
disability or disease, the rating for
intelligence would be expected to be
class 1.'

This provides additional information
about how to manage deductions for

unrelated impairment.

Provides a clearer instruction. There

have been noexamples of

circumstances that would

appropriately alter this guideline.
The ranges are unnecessary here

and confuse the; example.

IThis clarifies an issue raised by
assessors and provides consistency.

This is consistent with the training
delivered for this chapter. The
removal of the word 'generally' and

change from should to must

removes any ambiguity.

Neutral

Neutral

Neutral

17 - Assessor selection process

Clause

17.2

17.3

Change
Additional dot point: 'The 'requester' is

the claims agent, self-insured employer

or Return ToWorkSA.'

Additional dot points that must be
complied with when choosing assessor:

If multiple body systems are to be
assessed, multiple assessors must not

be used where there is an assessor

Notes

This is to ensure self-insured employers are

covered as there has been some behaviour

amongst assessors treating self-insured employers

differently to registered agents.

Current practice takes worker choice very literally

with very little consideration to the points currently

in the guidelines.

The result is a small number of assessors receive

the vast majority of assessments while not always

being the most appropriately qualified or the
worker waiting unreasonable times for the

Explanatory table - Impairment Assessment Guidelines review 23



OFFICIAL

CONFIDENTIAL

17.4

17.5 (new)'!,

available who is accredited in all the

required body systems.

Nature and complexity of the injury -

for musculoskeletal injuries, if surgery

has occurred, the injury or condition

must be assessed by a surgeon

accredited in the relevant body system.

Availability of assessors-if an

appropriately accredited assessor has

available appointments, they must be

selected over an alternative assessor

with a waiting time in excess of 6 weeks

(the time period stipulated by the

Impairment Assessor Accreditation

Scheme).

Also added: If there are no assessors

that meet all the above criteria, the i;

requester should seek to identify ,4

assessors who meet the criteria in^he

order of priority set out above.^FprtH^
avoidance of doubt, this^edns 'We^firs^Q

criteria takes priority over the seconO,^

and so on. ,•,.„, •%, S;;i>^ \^
l";':i:£",. v;:'iL::'._

Added wording that ifthe\A/;brker;c]oes
not make a|:selecti(S>n within iffibusiness
days, then th^requestOr should select
the assessor, '!l'.:;;'s, '":'.|^',,,

"1;^.^;.,.

|The reqU^storcnList ensure workers are

^provided wj|h the draft report request
prior to it b|!hg sent to the assessor.

The 're.duesfbr must give the worker at

leasfrten business days to consider the

reqfclest and have an opportunity to

raise any issues, errors or omissions.

preferred assessor and multiple assessments being

conducted when there are assessors available with

all the required accredited body systems who could
perform the assessment in a single assessment

These changes are aimed to preserve the workers

choice within reasonable limitations to ensure

timeliness of assessments, efficient use of funds

and ensuring appropriate expertise is utilised.

'•,;:

\;j:;

;\

-:1':';-

"\

Current version provides for situations where the

worker actively does not want to choose the

assessor, but does not provide for situations where

the worker simply does not respond. A reasonable

timeframe has been allowed for the worker to

make their choice.

This is moved from the Notes for the Requester

section and the words 'claims agent' replaced with

'requester'.

Appendix 1 - Notes for the requester

Clause

General

Change
This section has been updated throughout to

reflect changes made to the other Chapters

Notes

Consistency.
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Introductory

paragraph

New

heading and
text

rewarded

New

heading

Bladder i:

lmpai,rment

Text removed: 'If a monetary reduction of the

compensation payable is required in

accordance with subsection 58(7) or

subsection 56(6) of the Act, that monetary
reduction will be made by the requester,

making use of the information contained in

the whole person impairment assessment

report.'

The word 'pre-existing' has been replaced by

'unrelated' consistent with the other changes

and the definitions.

Request letter

Clear instructions must be provided to the

assessor before the assessment is undertaken.

The assessor must be provided with all

relevant medical and allied health
information, including results of all clinical

investigations and previous assessments

related to the work injury or condition :jn

question. Assessors should contgctthe

requester if they consider addjtiphal
information is required.

Additional information to be provided'
amended to read: 'Where there are unrelated

injuries/conditions that are relevant to the
work injury ne^d to be considered, the^

requester should request a whole person

impairment assessment for tlie total
impairment encompassing both the work

injury and the unrelated injury/condition, and
then ask the.assessor to deduct the degree of

impairment attributable to the unrelated
injury/cpndltion.

Section replaced with:
Origin of impairment
An^impairment often involves more than one

body system and the same condition may be

covered in more than one chapter. Usually the

system where the impairment presents is used

for evaluating the impairment, however if an

impairment is related to an injury to another

area e.g. the brain or spinal cord, the

assessment may need to be undertaken by an

assessor accredited in the system where the

impairment originates.

Out of place here. This is covered further

down in separate sections.

This reminds requestors of the

requirements as set out in the'

Introduction.

Clarification

The issue being described is not limited
to the bladder so it has been replaced
with a more general statement and

moved up.
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Appendix 2 - Explanatory notes and Appendix 3 - Glossary - transferred

The Explanatory notes have been combined with the Glossary, renamed 'Definitions' and moved to the

front of the Guidelines.

Appendix 2 - GEPIC worksheet - was appendix 5

Clause

Worksheet 2
Change
Correction of table labelling on page 2

Notes

Correcting typo in current edition.
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Introduction

Whole Person Impairment (WPI) assessments are a

critical aspect of the Return to Work Scheme (the

Scheme).

The ImpairmentAssessment Guidelines (the

Guidelines) are published in accordance with section

22 of the Return to Work Act 2014 (the Act) and

provide for an objective, fair and consistent method

of assessing permanent impairment arising from a

work injury. This supports fair and equitable

outcomes for all workers, and an affordable and

durable workers compensation scheme for South

Australian businesses.

Regulatory context
Section 22 of the Act requires assessments to be

made in accordance with the Guidelines, and requires

consultation on amendments to the Guidelines.

The Treasurer, through his Industrial Relations

portfolio, is responsible for consulting on any

proposed changes and publishing the Guidelines.

ReturnToWorkSA is consulting on the proposed

changes on behalf on the Treasurer.

Background
Over 2,000 WPI assessments are performed in the

scheme each year. They inform determinations

about whether workers are seriously injured, and

therefore whether they will receive lifetime care and

support. The determination and calculation of

entitlements to lump sums under the Act is also

dependent on WPI assessments.

The current Guidelines came into effect on 1 July

2015, when the Scheme commenced. Since that time

a lot of learning and listening has occurred with

regard to the administration and operation of the

Guidelines. In addition, there have been medical

refinements and advancements over that time. The

culmination of this is that changes are being

proposed to the Guidelines to deliver greater clarity,

consistency, and transparency, and to reflect relevant

clinical developments. There are also corrections and

clarifications proposed.

Summary of proposed
changes

The most significant proposed changes include:

• introducing the ability to make a deduction of

1/lOth of the assessed WPI% where there is

evidence of pre-existing impairment but

insufficient evidence to assess under the

Guidelines

• aligning the definition of Maximum Medical

Improvement (MMI) with the definition in AMA5

and the national guidelines

• formalising and expanding on the existing

compliance section, which provides for the

review of assessment reports by

ReturnToWorkSA and Self-lnsured employers

and the ability to seek clarification from

assessors on issues of compliance. This will

ensure only assessments that comply with the

Guidelines are used to determine entitlements

under s22(2)(a) ofthe Act.

• clarifying assessment requirements for

medication-related impairments

• ensuring assessments align with medical

advances and are based on the latest evidence

• correcting errors in the current Guidelines

• applying more objective measures to improve

assessment consistency

• restructuring Appendix 2 and 3 Explanatory

Notes and Glossary to form a Definitions section

at the front of the Guidelines; and

• providing further instruction around worker

choice of assessor.

Consultation-Impairment Assessment Guidelines Page 2
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Impact of proposed changes
As the majority of the proposed changes clarify

aspects of the Guidelines' intent, they will support

consistency in their understanding and application. It

is anticipated that the proposed changes will provide

a fairer scheme for workers and employers.

Of the 72 proposed changes, the majority are not

expected to impact on average WPI ratings. A small

number of the changes may result in increased WPI

ratings and a similarly small number may result in

decreased WPI ratings.

As stated above, the intent of the proposed changes

is to provide improved clarification and consistency

of assessments, based on 5 years of feedback and

learning since the current Guidelines were published,

Consultation

Before publishing or amending the Guidelines, the

Minister is required to consult with professional

associations representing the class or classes of

medical practitioners who hold accreditations under

this section. Therefore, this consultation paper is

being sent to:

• Individual accredited Impairment Assessors

• Australian Medical Association

• Royal Australian College of Physicians

• Australian Faculty of Occupational and

Environmental Medicine

• Faculty of Rehabilitation Medicine

• Royal Australian and New Zealand College of

Psychiatrists

• Royal Australian College of General Practitioners

• Royal Australasian College of Surgeons

• Cardiac Society of Australia and New Zealand

• Royal Australian and New Zealand College of

Ophthalmologists.

• Australia Society of Otolaryngology Head and

Neck Surgery

• Thoracic Society of Australia and New Zealand

• Australasian Faculty of Public Health Medicine

• Gastroenterological Society of Australia.

Although the list above fulfils the consultation

requirements of the Act, ReturnToWorkSA is including

the Law Society of SA and the Self Insurers of SA

(SISA) in the formal consultation process. Workers'

legal representatives are closely involved in the WPI

process and any associated legal disputes, and self-

insurers administer the process for their workers.

Therefore we are also seeking the views of these two

groups.

Consultation will be open for 4 weeks.

Attached to this document you will find a Summary

that explains the main proposed changes and their

intent (Attachment 1).

A copy of the draft Impairment Assessment

Guidelines with the proposed changes shown in

green text is included as Attachment 2.

Once you have reviewed the above documents, you

can provide your feedback using the attached

feedback form (Attachment 3), or you can email your

feedback directly to wpiOrtwsa.com,

All feedback is welcome, including support for the

proposed changes.

All feedback must be provided by:

Friday x 2021.

Once feedback has been received and considered by

ReturnToWorkSA and the Treasurer, you will be

advised of any changes to the Guidelines in due

course.

Consultation - Impairment Assessment Guidelines Page3
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Attachment 1: Summary of proposed changes to Impairment Assessment

Guidelines

Definitions

The Explanatory Notes in Appendix 2 and the Glossary in Appendix 3 have been combined and moved to the front

of the Guidelines and renamed 'Definitions'.

1-Introduction

Note: some numbering has changed due to re-ordering and additional points.

Clause

1.6

1.9

(separated
out from

p rev. 1.7)

1.14

1.16 (new)

Change
New clause added to make it clear when this
Edition is to be used.

Additional wording: 'If an assessor identifies an
additional injury or condition that is not identified
in the assessment request letter, the assessor must

make reasonable efforts to contact the requester to

advise of the new condition/injury and to ascertain
if the assessment should proceed or be deferred to a
later date. In the event that the assessor is unable

to contact the requester, the assessor is to describe

the history of the onset of the newly identified
injury/condition in the report but not proceed with
the %WPI calculation for any of the
injuries/conditions until they have approval from
the requester (i.e. both the requested injuries and
newly identified injuries are not to be assessed).'

Words added: MMI occurs when the worker's

condition has well stabilised and is unlikely to
change substantially in the nextye'ar with or
without medical treatment, and further recovery or

deterioration is not anticipated, but can include
temporary fluctuations. The report must address

how specific findings relate to the conclusion ofMMI
status. For example, if the assessor identifies that

the worker's condition has changed substantially
(either improved or deteriorated) but they consider
that the worker is still at MM I, the report must
provide a detailed explanation as to why.

New clause added: In the case of an accepted work

injury for a terminal condition, a WPI assessment

may be undertaken where a worker's condition has

not stabilised, or reached MM I to the extent required

by paragraph 1,14.

Notes

522(6) of Act mandates that this
Edition only to be used when date
of injury is after publication date.

To cover situations where a new

injury is identified at the
examination which is unknown to

the requester and may not have

been medically investigated.
Important due to the one
assessment rule.

Addresses issues around defining

the "foreseeable future" and is

consistent with AMA5.

Words added to assist the worker
and requester with future
planning.

The single assessment currently

prohibits a worker from accessing

a WPI assessment if their
condition is terminal as the
condition will never meet the
definition of MM I. For diseases
such as Silicosis it was decided an
exception should be allowed for in
the guidelines so that workers can
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Clause

1.26 (was

1.23)

1.27 (was

1.24)

1.29 (new)

1.41

Change

'Part of the body' has been changed to 'body part'
and examples are provided. Further explanation is

provided in another sentence: The same part of the
body, as above, is not divisible for the purpose of
assessing unrelated injuries,

Requires a rating of unrelated impairment
regardless of whether it was asymptomatic-

additional text: Regardless of whether the
unrelated injury or condition was asymptomatic,

where there is objective evidence for an assessment

of an unrelated condition it must be assessed and

deducted.

New clause: Introduction of 1,10th deduction for
pre-existing impairment where there is evidence

of impairment but not enough evidence to rate
using the methods in the Guidelines and AMA5:
Where there is insufficient evidence to assess the

unrelated impairment using the methodology in the
Guidelines, but there is evidence of an unrelated
impairment, a deduction of 1,10th of the assessed
impairment must be made. Where there are

multiple impairments within one body system, and
the unrelated impairment relates to only part of the
body system, the 1,10th deduction is made at that

impairment level. Usual Founding principles apply
(refer 1.63).

The 1,10th deduction cannot be applied in the
assessment of noise induced hearing loss.

Clarified what this section relates to:

'Where the effective long-term treatment of a work

injury results in apparent substantial reduction or
total elimination of the worker's whole person

impairment, but the worker is likely to revert to a
higher degree of impairment if treatment is
withdrawn, the assessor may increase the

percentage of whole person impairment by 1,2 or

3% WPI for the impairment to which the treatment
relates. This does not apply to the use of:'

First dot point changed to 'analgesic and other
medication for pain relief, or,..'

Sentence added: 'The increase cannot be applied

where the use of medication is a criterion for the
assigned rating.'And

'Impairment due to side effects of pain
medication, which are reversible upon ceasing, is

not considered permanent or at MMIand

Notes

access serious injury and/or a

lump sum prior to death.

For clarification in response to
issues experienced with current

Guides.

This allows the assessor to make

the deduction in accordance with
the Act where there is clear
evidence of prior impairment,

such as x-rays showing arthritis,

but it is unclear whetherthere
were prior symptoms. This is to be

used where the condition
contributed to the current level of
impairment

Allows assessors an alternative

way to deduct in accordance with

the Act if there is evidence of a
pre-existing condition but not in
the way that fits the process for
calculation in lAGs, This has been
adopted from the process used in
NSWandQLDandtheNT.

This cannot be used in the
assessment of NIHL as the whole
of the loss is taken to have
occurred immediately before
notice of the injury was given.

Clarification.

Other medication for pain relief
added to encompass non

analgesics such as Lyrica.

Removed reference to diabetes

which was not a suitable example
as the effects of treatment are

already incorporated in the
impairment rating.
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Clause

1.44

1.48 (was

1.38)

1.53 -1.55

Change
therefore does not qualify for an impairment
rating'

Additional wording: The relevant history is
obtained by a review of medical records reflecting
past medical history and the worker's presentation

of the current history. It is important to review the

medical records before performing an impairment

assessment, as this will enable the assessor, among

other things, to:

Clarify or document inconsistencies, if any, between

the history provided by the worker and the history
contained in the medical records.

Reconcile inconsistencies, if any, between the

worker's history during the examination and other

previous medical records. It is necessary to clarify

historical inconsistencies because several issues are

determined by the history.

Focus on the portions of the history pertinent to the
impairment assessment.

Text altered to read 'The Guidelines and AMA5
may allow for more than one equally valid and
specific method that assessors can use to establish

the degree of an injured person's permanent

impairment. When choosing between these equally

valid and specific methods (e.g. muscle strength or
atrophy), assessors should use the method(s) that
results in the highest degree of permanent
impairment.'

The Quality Assurance section has been replaced
with the 'Compliance' section which incorporates

the previous 1.60 and 1.62:

Notes

These clauses are based on

wording from AMA6 which is less
ambiguous than AMA5 and
provides much clearer guidance.

Aims to make this statement
clearer and remove any

ambiguity. The example is added
to demonstrate what is meant by
different methods.

This section more clearly

articulates the compliance review

process for both ReturnToWorkSA,

self-insured employers and

assessors.

Time frames have also been added

to aid efficiency in the process.

2- Upper extremity
Clause

2.11

(new)

2,12

(new)

Change
Normal two point discrimination is defined as :s6mrn.

New clause:'Grade 4 Description of Table 16-10 is

replaced with 'Distorted superficial tactile sensibility
(diminished light touch OR two-point discrimination),
with or without minimal abnormal sensations or pain,

that is forgotten during activity.
Accordingly, the text on page 483 referring to Grade 4
definition is replaced with 'Individuals in Grade 4

Notes

There is currently discrepancy in
AMA5 between what is normal two
point discrimination when
comparing digital nerves and
peripheral nerves. Medical advice

supports this change and makes
the two consistent.

The current table does not allow

for the event that light touch is
normal and two point

discrimination is abnormal even

though it acknowledges this is a
possibility in the supporting text.
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Clause

2.13

(new)

2.15

(new)

2.17

(was
2.12)

2.26 -

2.28

(was
2,20)

2.30

(was
2.22)

Change
have diminished light touch OR two point
discrimination (7 - 10mm), localisation of sensory
stimuli, and good protective sensibility.'

New clause: 'Reduced protective sensibility is defined
as no ability to discern between the sharp and dull
sensations in pin prick testing and two point
discrimination >15mm.'

Carpal tunnel section replaced with; 'Table 2.1 is to

be used in conjunction with section 16.5d, AMA5, and

encompasses all types of nerve compression injuries.

Where there is variation from AMA5 this table
prevails. Where surgical decompression has occurred,

only electromyography (EMG) and/or nerve
conduction studies performed after an optimal
recovery time will be valid,'

Text added to clause: 'If not all symptoms in the
grade are present, a rating at the lower end of the

grade should be selected and the ADL specifically
affected by the peripheral nerve injury must be
described.'

The section Epicondylitis of the elbow has been
reordered and some new text added as follows:

2.26 This condition is rated as 2% UEI (1 % WPI) where
there has been no surgery.

2.27 Section 16.7d, AMA5 (p507) refers to tendon
rupture or surgical procedures. If there has been

surgery then the procedure outlined on p507 can be
used if there is no other rateable condition applicable
to the elbow. The caveats set out in paragraph 2.18

apply. If there is an associated loss of ROM, these
figures are not combined, but the method giving the
highest rating is used. When strength is not a suitable
method, and normal ROM is present, then the condition
/s rated os 2% U El (1% WPI).

2,28 2% UEI can be applied for lateral and medial
epicondylitis where they are both present in the same
limb (i.e. 4% UEI) and the criteria in 2,25 are met.

Text altered as follows:

'Assessment for CRPS is not to proceed unless the

following criteria have been met:

Notes

This scenario has proven to be not

uncommon and therefore

modified to provide clear
guidance. The modification also
allows for the changed definition
of normal two point
discrimination.

This is an update, reflecting
specialist advice and AMA6, to
provide additional guidance.

This new clause relates to a new

Table 2.1 below, which has been
created to assist in more

consistent rating of nerve

compression injuries.

This is in response to further
learning in this area, and assessor

concern that no impairment in the

absence of positive nerve

conduction studies may be unfair.

This is consistent with the new
clause 3.47 in the lower extremity

chapter which aims to provide
more clarity and consistency in

assessment. The ranges in the

tables are large and allow for
significant inter-rater discrepancy.

These changes are designed to
make rating more consistent,

Text added to clarify the
requirements ofAMAS.

This explains what to do if the
assessor cannot use strength

testing (as per 2.18) due to the
presence of pain.

Clarification that epicondylitis is
rated as 2% only where there has
been no surgery and that it can be
applied twice if both lateral and
medial epicondylitis is present.

These changes have also been

reflected in Chapter 3, and are

intended to avoid confusion
between Chronic Regional Pain

Consultation-Impairment Assessment Guidelines Page?
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Clause

2.31

(was
2.23)

Change
• the diagnosis is to be confirmed by criteria in Table

2.2 below - each of the four boxes must be

addressed AND

• the initial diagnosis must have been present for at
least 18 months immediately preceding the
assessment (to ensure accuracy of the diagnosis

and to permit adequate time to achieve MMI) AND

• the diagnosis must have been made, prior to the

assessment, by at least two examining specialists,

with at least one of these being a Fellow of the
Faculty of Pain Medicine or a neurologist; and

• other possible diagnoses must have been

excluded.'

Additional note: The assessor must ensure that

previous diagnoses confirmed have been for complex

regional pain syndrome and not for chronic regional
pain.'

CRPS: Altered to include assessment of CRPS I and II.

New methodology outlined in dot point 3 and 4 and
two new tables 2.3 and 2.4

Notes

and Complex Regional Pain, which
has occurred from time to time.

Based on feedback received from
assessors and specialist medical

advice, an alternative method has

been developed, using AMA6 as a

guide.

These changes have also been

reflected in Chapter 3.

3 - Lower extremity

Clause

3.4

3.7

3.16

Change
The word 'should' has been changed to must. 'The

most specific method of impairment assessment

must be used,' and 'If several equally specific

methods can be used...'.

Example added 'For example, where a DBE

assessment is applicable this should be used rather
than range of motion. 1.46 does not apply to a less

specific method'.

Text added (italics):
'To convert from Fl to LEI, multiply the Fl by 0.7, in
accordance with Section 17.2a, AMA5 (p527)'
Sentence added: 'When assessing ankles/feet/toes,

calculate and combine the impairment at the foot
impairment level first, then convert to lower

extremity impairment, then finally to WPI%.'
Manual muscle strength testing: Additional sentence
added: 'The testing should be repeated with
consistent results demonstrated on each occasion

(17.2e, p531, AMA5), but it is not expected that the
injured worker will require multiple examinations or
assessments for this purpose. Where there is

inconsistency, this method should not be used.'

Notes

To remove any ambiguity and add
clarity.

Providing specific instructions
regardingthe calculations which
are sometimes misunderstood.

AMA5 states that measurements

should be consistent on different
occasions and some assessors

have enquired whether they need
to complete multiple
appointments/examinations so

this aims to clarify that process.
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Clause

3.19

3.35

(new)

Table
17-34

(new)

3.48

Change
This clause has been simplified to 'Varus and valgus
deformities are to be measured in a weight-bearing

position using a goniometer and must be combined
with any range of motion for the knee or the ankle. '

New clause for Hip replacement; Table 17-34, rating

hip replacement results (p548, AMA5) is replaced by
the table below,'

New table inserted for Hip Replacement which
replaces AMA5 Table 17-34

New clause: 'When applying Tables 16-10 and 16-11,

the assessor must use clinical judgement to estimate

the appropriate percentage within the range of values
shown for each severity grade, Rationale for the value

selected must be provided in the report. The maximum

value is not applied automatically. If not all symptoms
in the grade are present, a rating at the lower end of
the grade should be selected and the ADL specifically
affected by the peripheral nerve injury must be
described.'

Notes

This section has been confusing

for assessors so the aim is to

provide a very clear and simple

instruction.

It is not clear in AMA5 that you
allocate 1 point for each
categorised deformity if not
present. This was explained in a

newsletter article in Issue 6, 2018

and is now reflected here.

Specialist advice was sought on
options to improve the rating

methodology,
with more focus on objective
measures and function. This is

more aligned with the majority of
AMA5andAMA6.

New tables were developed to
achieve this.

This requires rationale regarding
the selected rating within a grade
to be provided, This aims to
provide more clarity and
consistency in assessment,

4-Spine

Clause

4,3

(new)

4.9

(was
4.8)

Change

New clause: 'Regional impairments of the spine (e.g.

cervical, thoracic, lumbar) must be combined before

combining with other body part impairments (AMA5,
plO, Fig 15-4, p380, Section 15.2a, Part 7, table 15-20,

p429, Errata).

New requirement for cauda equina syndrome to be

diagnosed and assessed by an appropriate assessor

accredited in the spine and the nervous system,

consistent with what it already states in the nervous

system chapter.

New text added to last sentence: 'A cauda equina

syndrome may occasionally be a complication of

lumbar spine surgery. In this situation, a mass lesion

may not be present in the spinal canal on radiological
investigation but neurological signs in the lower limbs
and sacml region need to be present',

Notes

Clarification on the order of
combining in the spine, in line
with the AMA5 Errata Spine
Evaluation Summary, to establish
a consistent approach.

To ensure appropriate diagnosis

of this significant condition,
provide more consistent

application and avoid
identification of it as a new
condition at the assessment. This

will assist the assessor in

determining whether the
impairment is at MMI.

The last line provides some clarity
to assist the assessor in identifying
cauda equina to establish a
consistent approach.
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Clause

4.19

(was
4.17)

4.20

(was
4.19)

4.28

(was
4.27)

4.29

(was
4.28)

4.30

(was
4.29)

4.36

(new)

Change
Added sentence: 'The selection within the range fora
ORE category is determined by the impact on ADL, as
per 4.25. Select the lowest value in the ranges given for

the DRE category and then consider the impact on ADL. '

Removed words 'In general' in first sentence.

Words added: 'marked and clinically significant..'

New dot point: Significant long standing weakness is
usually accompanied by atrophy.
Amended dot point: Reproducible impairment of
sensation must be in a strict anatomic distribution

localised to the appropriate spinal nerve root.

Slight change to sentence: 'If, following the second
injury, there is a worsening in the ability to perform
ADL, the appropriate adjustments are made within
the range.

New sentence added: 'Where there are impairments to

other body parts, only the portion of the activities of
daily living resulting from the spine impairment are
rateable, to avoid duplication of ratings, and this must
be recorded.'

A new dot point has been added: 'DRE Category Vis
not to be used following spinal fusion where there is a
persisting radiculopathy. Instead, use Table 4.2 in the

Guidelines.'

Added word category after DRE for consistency. Text

added to sentence as follows: 'Table 4,2 indicates the

additional ratings which should be combined with the
rating determined under DRE III orDRE IV, using the
DRE method where an operation for an intervertebral

disc prolapse, spinal canalstenosis or spinal fusion has

been performed.'

Text added: 'The first row in the modifier table

requires residual symptoms and radiculopathy to be
present but the second, third and fourth rows do not
require residual symptoms and radiculopathy to be
present.'

Clarification is provided around the calculation.

New clause; 'Rib fractures are not rateable. Only the

impact on the respiratory or other systems, if any, can

be rated.'

Notes

This is the current practice
however the wording did not
reflect this.

Further defined criteria for

radiculopathy and improved
consistency with AMA5. Removed

ambiguous wording. This was in

response to feedback received

from assessors.

Clarification consistent with
change made in the interstate
guidelines.

The new dot point is to address
advice issued by SIRA in NSW to
clarify the application of Table 4.2
which is taken from the National
Guidelines and is also used in our
Guidelines. Therefore included to
maintain consistency.

To explain the change in the
application of Table 4.2 DRE
Modifiers, consistent with the
application now seen in NSW and
clarified in their published

interpretation.

New note to clarify existing
arrangement for rib fractures.

5 - Nervous system

Clause

5.9

Change
'Should' amended to 'must' with regard to

neuropsychological testing.
New sentence added: 'Where the injured worker is

able to undertake neuropsychological testing, this
should have been undertaken within the last 12
months.'

Notes

There are rare circumstances

where the person is severely

distressed or cannot undertake

the testing so that is recognised in
this change.

New text added to make sure that
the information being used to
assess impairment is current.

Consultation-Impairment Assessment Guidelines Page 10
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Clause

5.10

5.11

(new)

5.12

5.16

(new)

Change
Text altered to read: 'For traumatic brain injury

(including post-concussion syndrome), there should be
evidence of the mechanism of injury, such as a severe

impact to the head or that the injury involved a high

energy impact.

In order to qualify for an assessment of brain injury, at
least one of the following must be confirmed:...'

New section included for acquired brain injury.

Additional sentence 'For sleep apnoea, the cause

needs to have been confirmed prior to assessment and

a s/eep study must have been conducted by a
respiratory physician within the past two years.'

New clause: 'Vestibulochochlear nerve assessment

using AMA5 (p333): Tinnitus in the absence of hearing
loss resulting from a traumatic brain injury, where it
adversely affects activities of daily living, can be rated
asl%WPI.'

Notes

Provides example to reflect the
different mechanisms/causes that
traumatic and acquired brain
injury will have.

Previously we provided
information that only referenced
traumatic brain injury so this has
been added for clarification.

To ensure that it has been

properly established whether the
worker has central or obstructive

sleep apnoea prior to referral for

assessment, consistent with ENT

and Respiratory chapters. This has
been altered in response to

feedback from assessors.

Creates a new rating for a

circumstance not previously

provided for. This was in response

to feedback from assessors,

6 - Ear, nose, throat and related structures

Clause

Table

6.1

6.8

(was
6.7)

Table
6.3

(new)

6.12

(new)

Change
Corrected reference from AMA5 to AMA4.

Additional note added; Note 2; For cases of facial
disfigurement (which can include scarring), the
assessor may also refer to the TEMSKI table, if that is
considered more appropriate, given the nature of the

disfigurement.

Words added to this clause: 'Before impairment can

be assessed for obstructive sleep apnoea (3rd

paragraph, section 11.4a, AMA5, p259), the person

must have had appropriate assessment and treatment

by an ear, nose and throat specialist and a s/eep

study by a respiratory physician undertaken within the
past two years.'

New table 6.3 inserted for rating mastication and
deglutition within Class 1.

New clause: 'A treating dentist or relevant specialist

report confirming the diagnosis that impacts directly
on mastication and deglutition is required.'

Notes

Reference corrected as AMA4 is

used for the visual system.

In some cases assessors have

raised the issue of Table 6.1 not

being adequate for facial scarring
and this provides another option
for skin assessors.

For consistency with respiratory

chapter, to ensure the currency of

the information provided to the
assessor.

This table is designed to assist
assessors when selecting within

Class 1 of Table 11-7 of AMA5
which has a wide range of 0-19%.

This is to improve consistency of

rating between assessors.

This is to ensure that appropriate
diagnosis has been provided prior
to assessment and assist the

Consultation-Impairment Assessment Guidelines Page 11
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Clause Change Notes

assessor in determining whether

the condition is at MMI.

7 - Urinary and Reproductive Systems

Clause

7.5

Change
New clause: 'For all assessments under this chapter,

appropriate investigation, pathoanotomical diagnosis
and treatment must have been provided by a urologist
orgynaecologistpriorto the assessment.'

Notes

To ensure the opportunity for
appropriate investigations and
treatment have taken place prior

to the assessment. This will also

assist the assessor in determining

whether the impairment is at MMI.

8 - Respiratory system

Clause

8.7

8.15

(was
8.14)

Change
Addition of wording in dot points:
• 'an appropriate diagnosis has been established by a

respiratory specialist based on clinical history,
physical examination and spirometry with at least
one appropriate lung function test performed to
TSANZ standards by a pulmonary function
laboratory. In rare cases where the person is unable

to undertake the test for medical reasons, an opinion

from a second respiratory specialist is required.

® the worker has received optimal treatment, has an

Asthma Plan in place, and is compliant with their
medication regimen.

Additional text: 'Where surgery has occurred,

assessment should not be undertaken until at least

six months after the procedure.'

Notes

This is to ensure that appropriate
diagnosis and treatment has been

available prior to assessment.

The requirement for the
laboratory to be accredited has
been removed, as few labs are

accredited and only labs in public
hospitals which will severely
restrict access. Other private labs

do meet the TSANZ standards
however.

It would be expected that if
asthma has been diagnosed and
has resulted in impairment then
an asthma plan will be in place.
This is consistent with the

National Guidelines.

9- Hearing

Clause

9.2 (new)

9.16

Change
New clause: 'Cortical Evoked Response Audiometry

(CERA) can be requested by the assessor in the
event that standard audiology testing is
inconsistent or there is a discrepancy between

audiology test results and observed function.

Rationale for requiring the test must be
documented in the report.'

Sentence added: Where the worker has retired, the
assessor must use the audiogram closest to the date

of retirement or provide detailed explanation as to
why they have elected not to.

Notes

CERAisanewertechnologythat
has not been incorporated into

the current guidelines. It is

administered in asimilarwayto
standard audiometry except it
results in a much more objective

assessment. Clarification provided

for requesters and assessors on

when it should be used.

To clarify existing requirements.
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9.17-

9.20

(new)

Examples
9.1-9.7

New clauses.

Examples have been updated.

This replaces the previous 9.5 and

provides clear guidance in

assessing for noise induced

hearing loss.

These changes were a result of

specialist advice.

The examples are now better

aligned to the results in the table
and are more consistent with the

Guidelines.

10-Visual

Clause

10.8

(new)

10.9

(new)

10.10

(new)

Change
New clause: Ifdisfigurement is limited to the
immediate periorbital area, then it is to be assessed

by the ophthalmologist. However, if it extends to
involve more of the face, it is to be undertaken in

accordance with the Ear, Nose and Throat Chapter by
an assessor accredited in that system.

New clause: For impairment assessment for

monocular aphakia or monocular pseudophakia,

AMA4 directs that the lower numbers are used in Table
3 (p212, AMA4), The separate scales are no longer
required. Only the top numbers are to be used,

New clause: AMA4 allows an additional 5% to 10%
visual impairment to be combined with the impaired
visual function of the involved eye forabnormalities
such as media opacities, corneal or lens opacities and

abnormalities resulting from such symptoms as
epiphora, photophobia or metamorphopsia, if it
interferes with the visual function and is not reflected
in visual acuity, decreased visual fields or ocular

mobility with diplopia (p209, AMA4). This impairment
can be applied even where the visual function
impairment is 0%.

Notes

This aims to avoid duplication
where the worker is seeing both a
Visual Assessor and an ENT for

assessment.

This is to reflect improved
outcomes of lens replacement

surgery for cataracts. AMA4 was

published in 1993 and assessors
have raised concerns that the

additional impairment for lens
replacement is now excessive

given the surgery results in
significantly improved vision.

This allows for an additional
impairment for these
abnormalities where AMA4 is
somewhat unclear about whether

it can be rated in the absence of a

visual impairment.

11 - Haematopoietic system

Clause

11.1

Change
New sentence added: 'The diagnosis being rated
must have been made by a haematologist,

oncologist, immunologist or other specialist internal

medicine physician prior to the assessment.'

Notes

To ensure that this has been
considered by an appropriate
specialist providing opportunity
for investigation and treatment,

where required.
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12 - Endocrine system

Clause

12.1

12.8

(new)

Change
New sentence added: 'The diagnosis being rated
must have been made by an endocrinologist with
supporting objective evidence prior to the
assessment.'

New clause regarding mammary glands: 'InAMAS

example 10-45 regarding current symptoms (p239),
the last sentence is replaced with 'Routine use of

bromocriptine and cabergoline is normal in Australia,

It is rare that nausea precludes their use','

Notes

To ensure that this has been

considered by an appropriate
specialist providing opportunity
for investigation and treatment,

where required.

For consistency with the National
Guidelines.

13 - Skin

Clause

13.4

13.5

(new)

13.8 (was

13.5)

Change
Text added: 'The skin is regarded as a single organ
and all non-facial scarring, including any

compensable and non-compensable scarring, is

measured together as one overall impairment

rather than assessing individual scars separately
and combining the results. If there is any unrelated
component, then this is deducted from the total. As

the skin is treated as a whole (except for the face),
the location of the unrelated component does not

need to be in the vicinity of the work injury to be
deducted.'

New clause and example:

'If there are multiple claims being assessed at the
some time, then the scars that relate to each claim

must be assessed chronologicalty and any scarring

resulting from the previous claim must be deducted
os pre-existing e.g. assess scars from claim 1, as in

13.4, and then assess scarring from claim 1 and

claim 2 together, then deduct the impairment as
assessed from claims 1 as pre-existing (refer

example).

Example: Claim 1 shoulder injury - Claim 2 knee
injury
Assess scar from abdomenl%

/Issess compensable shoulder scar plus abdomen

2%
Assess compensable knee scar plus shoulder plus

abdomen 3%
Table 1 - Shoulder injury
2%-1%=1%

Table 2 - Knee injury
3% -2%=!%'

Sentence extended:'For cases of facial

disfigurement (which can include scarring), refer to
Table 6.1 in the Ear, Nose and Throat Related

Structures chapter of the Guidelines or to rte

Notes

To clarify existing arrangements.

To clarify existing arrangements.

ReminderthattheTEMSKI table
can be used for this assessment if

appropriate.
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Clause

13.11

(was
13.9)

TEMSKI
Table

13.6

Change
TEMSKI table (up to 4% unless accredited in skin),
whichever is considered most appropriate given the
nature of the disfigurement.'

Sentence added: 'Note that the TEMSKI table does
not apply to uncomplicated scars for standard
surgical procedures, which do not, of themselves,

rateanimpairment.

Bracket added to heading in the final column: 5-5%
WPI (skin assessors only).

Additional text added: 'For cases of facial
disfigurement (which can include scarring), refer to
Table 6.1 in the Ear, Nose and Throat Related
Structures chapter of the Guidelines or to (',76

TEMSKI table (up to 4% WPI), whichever is considered
most appropriate given the nature of the
disfigurement.'

Notes

Some paragraphs have been

reordered as considered more

logical.

Consistent with NSW, NT, QLD and
WA approach. These scars are

already taken into account in the
rating for the surgery.

To make clear the existing rule
that this table can be used for
assessors accredited under other

body systems only to rate scarring

up to 4% - beyond that you need
to be accredited in skin.

In some cases assessors have

raised the issue of Table 6.1 not

being adequate for facial scarring
and this provides another option

for skin assessors.

14 - Cardiovascular system

Clause

14.2

(new)

14.10-

14.11

(new)

Change
New clause: 'The diagnosis being evaluated/rated
must be diagnosed by a cardiologist with evidence to
support the diagnosis prior to the assessment.' The

exception is thoracic outlet syndrome,

New section on Pulmonary hypertension:

'14.10 In Table 4-6 ofAMAS 'any degree ofpulmonary

hypertension'is defined as a PAP >40mmHg (p79).
14.11 The classes referred to in the criteria in class 3

and 4 of Table 4-6, AMA5, relate to Table 3-1 -

Functional Classification of Cardiac Disease (p26,
AMA5).'

Notes

To ensure that this has been
considered by an appropriate
specialist providing opportunity
for investigation and treatment,

where required.

A case that reached the Full Court
of the Supreme Court highlighted
that these tables are not clear and

open to interpretation, so this

section was created to add clarity

in line with the decision.

15 - Digestive system

Clause

15.2

(new)

15,3

(new)

15.4-15.5

(new)

Change
New clause: AMA5 Table 6-3 (pl21) Class 1 is to be
amended to read 'there are symptoms and objective

evidence ofdigestive tract disease'.

New clause: 'AMA5 Table 6-4 (pl28) Class 1 is to be
amended to read 'there are symptoms and objective

evidence ofcolonic or rectal disease infrequent and

of brief duration'.'

New section 'Effects of medication on the digestive
tract'.

Notes

Clarification that objective
evidence is required.

Clarification that objective
evidence is required,

Based on the NSW, QLD, WA and
NT Guidelines, aimed at clarifying
requirements that the appropriate
investigation and treatment has

been provided, which also assists
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Clause

15.6 (was

15.5)

Change

Title and text changed from 'Inguinal hernias' to
'Herniae' and language changed to reflect that

assessors can now be accredited for the digestive

system for herniae only for the purposes of this
assessment.

Notes

with determining whetherthe
impairment is at MMI, and that the
relevant evidence is available.

This section does not only relate
toinguinalhernias.

Updated to reflect 2019 changes
to the Impairment Assessor

Accreditation Scheme to allow for
assessment of herniae under

specific digestive system
accreditation.

16 - Psychiatric disorders

Clause

16.15

point 9

16.16

Change
This section has been expanded as follows: 'The

assessing psychiatrist must use all available
information to rate the injured worker's pre-injury

level of functioning in each area. The percentage

impairment is calculated and subtracted from the
current WPI to obtain the percentage of impairment
attributable to the work-related injury. If the assessor

considers that there is unrelated impairment, but

there is inadequate information available to
determine the percentage, 1,10th of the assessed WPI

must be deducted (refer 1.28).

In the examples dot points: removed the ranges.

At the very end of the clause, a sentence has been

added; 'When selecting a percentage within a class,

the assessor should consider the overall severity of

impairment, not Just the median functions. '

Notes

This provides additional
information about how to manage

deductions for unrelated

impairment.

Provides a clearer instruction. This

clarifies an issue raised by
assessors and provides

consistency.

17 - Assessor selection process

Clause

17.2

17.3

Change
Additional dot point: 'The 'requester' is the claims
agent, self-insured employer or Return ToWorkSA. '

Additional dot points that must be complied with
when choosing assessor:

If multiple body systems are to be assessed,
multiple assessors must not be used where there is

an assessor available who is accredited in all the

required body systems.

Nature and complexity of the injury-fo/-

musculoskeletal injuries, if surgery has occurred,

the injury or condition must be assessed by a
surgeon accredited in the relevant body system.

Availability of assessors - if an appropriately
accredited assessor has available appointments,

they must be selected over an alternative assessor

with a waiting time in excess of 6 weeks (the time

Notes

This is to clarify that self-insured
employers are included.

These changes are aimed to

preserve the workers choice

within reasonable limitations to
ensure timeliness of assessments,

efficient use of funds and ensuring

appropriate expertise is utilised.
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Clause

17.4

17.5 (new)

Change
period stipulated by the Impairment Assessor
Accreditation Scheme).

Also added: If there are no assessors that meet all

the above criteria, the requester should seek to

identify assessors who meet the criteria in the order

of priority set out above. For the avoidance of

doubt, this means the first criteria takes priority

over the second, and so on.

Added wording that if the worker does not make a
selection within 10 business days, then the
requester should select the assessor.

The requester must ensure workers are provided

with the draft report request prior to it being sent
to the assessor. The requester must give the

worker at [east ten business days to consider the

request and have an opportunity to raise any

issues, errors or omissions.

Notes

Current version does not provide

for situations where the worker

simply does not respond. A

reasonable timeframe has been

allowed for the worker to make
their choice.

This is moved from the Notes for
the Requester section and the

words 'claims agent' replaced

with 'requester',

Appendix 1 - Notes for the requester

Clause

New

heading
and text

rewarded

New

heading

Change
Request letter

Clear instructions must be provided to the
assessor before the assessment is undertaken,

The assessor must be provided with all
relevant medical and allied health information,
including results of all clinical investigations
and previous assessments related to the work

injury or condition in question. Assessors

should contact the requester if they consider
additional information is required.
Additional information to be provided'
amended to read: 'Where there are unrelated

injuries/conditions that are relevant to the work
injury need to be considered, the requester

should request a whole person impairment

assessment for the total impairment

encompassing both the work injury and the
unrelated injury/condition, and then ask the
assessor to deduct the degree of impairment

attributable to the unrelated injury/condition.

Notes

This reminds requesters of the
requirements as set out in the

Introduction.

Clarification

Appendix 2 - GEPIC worksheet - was Appendix 5

Clause

Worksheet 2
Change

Correction of table labelling on page 2

Notes

Correcting typo in current edition.
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12 July 2021

Mr Rob Lucas MLC
Minister for Industrial Relations
GPO Box 2264
ADELAIDE SA 5000

Email: Treasurer.dtf@sa.gov.au

Dear Minister

Re: AMA(SA) response to the ReturntoWorkSA revised Impairment Assessment
Guidelines

On behalf of the Australian Medical Association South Australia (AMA(SA)) Council and
our members, I am contacting you to convey our concerns about the draft
ReturntoWorkSA (RTWSA) Impairment Assessment Guidelines.

In preparing a response to the draft Guidelines, AMA(SA) CEO Dr Samantha Mead and
I met and corresponded with members of the AMA(SA) ReturntoWorkSA Reference
Group, who work in the workers' compensation field and are best placed to understand
how existing and future guidelines do and should work in practice. Feedback from this
group was instrumental in formulating our considered response.

However, it was very clear during this process 'that the Reference Group members were
perplexed at how the Guidelines had been developed, and by whom. They were not
aware that any of the main parties involved in the assessments had expressed serious
concerns with the existing Guidelines; nor were they aware of any invitations addressed
to themselves or their colleagues to review or change the existing Guidelines.

In addition, the members were extremely concerned that, having been presented with
the 129-page draft Guidelines, AMA(SA) had been asked to respond in an appropriate
manner within four weeks. (In fact, the period was reduced to two weeks, as Dr Mead
and I decided it was imperative that we attend a RTWSA information session before we
developed our response.) As,they pointed out, many of the draft Guidelines related to
changes to protocols and clinical decision-making that must necessitate, as only one of
the many steps involved, a level of consultation between and among Faculty and
College colleagues that is impossible to arrange in such a short period.

In light of this feedback, in addition to the nature of the comments the Reference Group
members made about specific elements of the draft Guidelines, I committed to
contacting you about our concerns, and signified this intention in.our response to
RTWSA of.24 June 2021 (attached). In the interim, I note that you have indicated in a
media article about the Guidelines and the consultation process {InDaily, 8 July 2021),
that you will consider advice from the Minister's Advisory Committee. I will be,sharing
our members' concerns with this group, which, as you are aware, does include AMA(SA)
representation.
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In the meantime, 1 ask that you suspend further action in relation to these draft
Guidelines, and - if and when changes are subsequently deemed to be necessary -
begin a review process that starts with and maintains input from the medical, legal and
other professionals involved.

Please contact me if you wish to discuss this further, by contacting me through AMA(SA)
Executive Assistant Mrs Claudia Baccanello on 8361 0109 or at claudia@amasa.org.au.

Yours sincerely

Dr Michelle Atchison
BM, BS, FRANZCP, GDipArtHist, AMA(M)
President

Co Mr Michael Francis, CEO, Return To WorkSA
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AUSTRALIAN MEDICAL ASSOCIATION
(SOUTH AUSTRALIA) INC.

ABN 91 028693268

24 June 2021

Ms Julia Oakley ^aj
Executive Leader Regulation
ReturntoWorkSA
400 King William St
ADELAIDE SA 5000
E: wpi@rtwsa.com

Dear Ms Oakley

Re: AMA(SA) response to the ReturntoWorkSA revised Impairment Assessment
Guidelines

On behalf of the Australian Medical Association South Australia (AMA(SA)) Council and
our members, I thank you for the opportunity to provide feedback on the
ReturntoWorkSA (RTWSA) Impairment Assessment Guidelines.

J

In developing this submission, I have met and received input from members of the . e v™<
AMA(SA) ReturntoWorkSA Reference Group, who are best placed to understand how Q
existing and future guidelines do and should work in practice, and the impacts of these
on the complex negotiations between assessing clinicians, clients and their lawyers, and
claims assessors.

Before providing detailed responses, I note as a comment on the consultation process •
that it is the strong belief of these skilled and experienced clinical assessors that the Q
consultation timeframe for these draft Guidelines is much too short to allow for the in-
depth analysis they deserve. These are substantive changes that should be scrutinised
by Colleges, Faculties and technical advisory groups with knowledge in specialist
medical fields such as pain management and musculoskeletal injury. The feedback of
these clinicians should be a critical component of the development or redrafting of
Guidelines - a process that will take much longer than the four weeks allowed for this
consultation (only two weeks if the timing of the information sessions is considered). It
was noted by one member that the request for feedback to his medical body was sent to
the national office, rather than the state office, with the resultant delay rendering a timely Q-
response almost impossible from that body.

Consideration of the level of expertise required for feedback has also led to queries • ^
about how and by whom these Guidelines were written, with what goals. We are C^
concerned that there is a lack of transparency about the reasons for both individual and ^/^
collective changes, which includes the potentially conflicting roles of ReturntoWorkSA ^
itself. ~ ' . - - ^^

In this regard, we ask to what degree the Guidelines' development was based on a
desire to cut costs, rather than to ensure improved outcomes for injured workers.

Our submission examines key aspects of the Guidelines that we believe have significant
repercussions on these negotiations, and on the willingness and capacity of clinicians to ^

^
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commit significant time and resources into impairment assessments. In summary,
however, our feedback may be condensed into three main points:

• We have many questions about many items in the Guidelines that are of major
concern to our assessor members, and ask that any action on these Guidelines
be indefinitely postponed until these questions are answered to our satisfaction.

• The consultation process is too short for us to adequately consult among
ourselves to consider the individual items of concern and offer a reasonable
response.

• We seek an explanation of the 'provenance' of the new Guidelines - who asked
for them and who developed them, on the basis of what problems with existing
Guidelines and according to which medical and other expert advice.

On the basis of these serious concerns, and the issues discussed below, AMA(SA)
cannot and will not support these Guidelines. In addition, we will be taking our concerns
about the Guidelines and the process of their development to the Minister.

1, Intended goals of whole person impairment (WPI) assessment

AMA(SA) members raised several points in relation to the Guidelines concerning whole
person impairment (WPI) assessments. There is a.concern that changes such as the
removal of scarring have been proposed solely to reduce the cost of the Scheme,
without considering how other system changes could contribute to budgetary objectives.

We note the proposal to introduce a blanket 10 per cent reduction in compensation
where there is a pre-existing condition that may contribute to WPI. While we recognise
this figure is used in other Australian jurisdictions, we would like to see evidence of its
relevance to South Australian cases.

In addition, we point out that such a change may require change to the South Australian
legislation, such that we query whether other legislative reform is also being considered.

2. Methodology and tools reforms

Our members are extremely interested in the impacts of proposed reforms to
assessment methods and tools. However, as noted previously, analysis of these
proposals will require a level of peer engagement that is not possible by the
25 June deadline.

We recommend that such changes are considered by a body external to RTWSA and
welcome the opportunity for input into this evaluation process.

3. . Requirement for surgical assessment

Our members strongly oppose any recommendation that the assessment of a
musculoskeletal injury must be by a surgeon accredited in the relevant body system.

Many clinicians - including some of the AMA(SA) members who have provided input for this
submission - have accumulated many years of training and expertise in assessing injuries
and have become specialists in the field of musculoskeletal injuries. It discriminates against
these non-surgical assessors to consider their accumulated knowledge of aspects of a
person's injury and rehabilitation less valuable than that of a surgeon with 'site specific'
knowledge but limited expertise in the broader rehabilitation context. For example, a pain
patient with Complex Regional Pain Syndrome and a surgically implanted stimulator, would
pen/ersely have a surgeon with limited knowledge or understanding of pain syndromes



performing the WPI assessment- perhaps restricting the assessment to a purely functional
one at a time when research is providing increasing evidence in the area of pain medicine.

It appears to us that the overall purpose of these changes is to reduce the cost of the
Scheme: for example, because surgeons provide lower assessments of residual
disability than rehabilitation and occupational physicians. If this is the case, AMA(SA)
members suggest RTWSA review these aspects of the Scheme, with our input, and
address any disparity highlighted by objective analysis.

In addition, members have pointed out that to limit the assessment to surgeons would
significantly reduce the number of available assessors in South Australia, triggering a
bottleneck and the need for more 'fly in, fly out' (FIFO) consultants from interstate.
Members have noted that there is already significant use of FIFO consultants,
particularly by lawyers who pay for advice that may be biased and conflicted.

In a general sense, we suggest that any use of FIFO consultants must add significant
cost that has to be borne by one or more participants - and eventually, we would
assume, by the client or the taxpayer - and would also seem unwise in an era of
unpredictable and potentially lengthy COVID-related border closures.

If the purpose of the new Guidelines, and the items relating to surgical assessments in
particular, is to reduce costs of the scheme, AMA(SA) recommends that the Ministerial
Advisory Committee review the Guidelines based on issues raised by, and with input
from, the professional groups involved - rather than have this document put to us
without evidence to support the proposed changes.

4. Number and use of assessors

AMA(SA) understands that 2 per cent of assessors complete 35 per cent of
assessments, and the next 7 per cent a further 21 per cent, so that 9 per cent are
responsible for 56 per cent of the assessments in this state. We understand that
RTWSA has proposed changes with the aims of more evenly distributing assessments
among assessors, avoiding multiple assessors, and decreasing waiting times for
assessments to less than six weeks. However, it is not clear what has prompted any
change -whether it is the quality of reporting, complaints about an 'unfair playing field'
or other systemic flaws.

AMA(SA) members strongly support Guidelines that ensure all assessors are
appropriately trained in the clinical and reporting aspects of assessment. We also
understand the frustration of doctors who have undertaken such training and who are
not allocated work, and support the concept of spreading work among all accredited
assessors. However, we note that the legislation requires the worker to select their
assessor, while AMA(SA) members report that it is often the lawyer who chooses an
assessor based on previous (positive) reports. While any alteration to 'level the playing
field' - for example, that could make the allocation of an assessor random or come from
'the next on the list' - may require legislative change, we suggest this will promote a
transparent and fair system. We also suggest such reform could incorporate the de-
identification of the source of the referral, so the assessor is not potentially influenced by
knowing which party has sought their assessment.

It has also been pointed out that preparing an independent medical examination (IME) is
more complex and demanding than preparing a permanent injury assessment (PIA) -
which often builds on information from the IME - yet both tasks attract the same fee.



5. Quality of referral letters

The quality of referral letters and reports has been raised by all parties involved in the
Scheme. AMA(SA) members seek reports that are concise, simple, structured, and
provide enough information to complete an assessment.

We note that some years ago, a set of templates was devised with AMA(SA) assistance
to maximise consistency between similar claims; these templates are now rarely used
and seem to have been replaced by documents that are lengthy, unwieldy and without
structure or focus are often difficult to read.

6. Formalising and expanding the compliance section

AMA(SA) members suggest compliance monitoring should be a function of an
independent entity, outside RTWSA.

We note the new requirement that any response from an assessor to a RTWSA request
for clarification of a report must be received within five business days. We consider this
unworkable and ask that the period be 10 days, with allowances for exceptional
circumstances such as the assessor being on leave.

7. Assessment requirements for medication-related impairments

After an initial examination of the Guidelines, AMA(SA) members do not oppose these
changes. However, we again point out the short deadline for feedback, and ask for a
delay in gazetting the Guidelines until we can include appropriately specialised clinical
colleagues in evaluating them.

Thank you again for the opportunity to submit this feedback. My fellow AMA(SA)
members and I contend that this feedback is important to the development of Guidelines
that ensure impairment assessments are based on the fair, consistent and transparent
application of clinical evidence, so that everyone involved can trust in the outcomes.
Again, we cannot support the draft Guidelines or the process of their development, and
do not support them being gazetted. As noted earlier, we will also be expressing our
concerns about the process and the content of the Guidelines to the Treasurer.

Please contact me if you wish to discuss this further, by contacting me through AMA(SA)
Executive Assistant Mrs Claudia Baccanello on 8361 0109 or at claudia@amasa.org.au.

Yours sincerely

Dr IVIichelle Atchison
President, AMA(SA)

Co Mr Michael Francis
CEO, ReturnToWorkSA



From: Claudia Baccanello <claudia@amasa.org.au>

Sent: Monday, 12 July 2021 2:50 PM
To: DTF:Treasurer

Cc: michael.francis@rtwsa.com

Subject: AMA(SA) response to the ReturntoWorkSA revised Impairment Assessment
Guidelines

Attachments: 2770 MA Lucas 07-12 cb.pdf

Good afternoon Minister Lucas

I draw your attention to the attached letter by Dr Michelle Atchison, President of the Australian Medical
Association in SA.
The CEO of RTWSA, Mr Michael Francis, has been cc'd onto this email as a courtesy.

Please contact me with no hesitation should you wish to discuss the contacts with Dr Atchison.

Warm regards
taudia

Claudia Baccanello
Assistant to President and Executive
Australian Medical Association (South Australia) Inc
(In the office Monday- Thursday)

175 Fullarton Road, Dulwich SA 5065
P: (08)83610109
E; claudia@amasa.ora.au
W: www.amasa.ora.au



DTFrTreasurer

From: Fotina Soukoulis <fsoukoulis@pmn.com.au>

Sent: Friday, 25 June 2021 4:11 PM
To: DTF:Treasurer

Subject: FW: PROPOSED CHANGES TO THE lAGs
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3vel 5, 28 Grenfell Street

Adelaide, SA 5000

Telephone 08 8212 3566
Facsimile 08 8231 3847

pmnlawyers.com.au

From: Fotina Soukoulis
Sent: Friday, 25 June 2021 3:53 PM
To: wpi@rtwsa.com

Cc: rob.lucas@parliament.sa.gov.au; treasurer.dft@sa.gov.au

Subject: PROPOSED CHANGES TO THE lAGs

Dear Alt,

I refer to the Consultation Paper dated 28 May, 2021 concerning proposed changes to the Impairment Assessment
luidelines.

I do not support the proposed changes.

I have grave reservations about the effect that these changes will have on ordinary working South Australians who
are unfortunate enough to be injured at work.

As lawyer who has represented workers for almost 40 years I find the proposed changes draconian, unfair and

illogical. As a legal professional I also find this to be an attempt to change the Return to Work Act without going
through the necessary parliamentary safeguards and I believe this is impermissible and cannot be defended.

The consultation process itself has been truncated and insufficient time and opportunity has been afforded to
people who are relevant stakeholders to respond.

There are huge wholescale changes that will affect the way impairments are assessed to the detriment of most

workers who will be assessed at a lower impairment and will fall under relevant thresholds e.g. 5% - will get no

compensation, and below 30% wilt miss out on being seriously injured despite life changing injuries in each case.

The rationale for the changes is misleading. No worker will be better off under the changes. All will be worse off.

1



To add insult to injury this process intends to bypass parliamentary debate!!

There should be true transparency in effecting changes without the benefit of parliamentary scrutiny, and it
isentirely absent here.

I urge you to reconsider the proposed changes and to extend the consultation process to allow a more measured

and comprehensive examination of the true facts.

Fotina Soukoulis

Lawyer

Level 5, 28 Grenfell Street

Adelaide, SA 5000

Telephone 08 8212 3566
Facsimile 08 8231 3847

pmnlawyers.com.au



DR. GARY CHAMPION
M.B.B.S., (NSW) F.R.A.C.P

CONSULTANT PHYSICIAN/RMEUMATOLOGIST
Suite 32

57-59 Anzac Highway
ASHFORD 5035

PRIVATE LETTER _. Phone: (08) 8297 6622
PLEASE DO NOT PHOTOCOPY FOR^^,,,,,....,.,,-.^.""-."^--'-''.7'''^ ', FE«; (08) 8371 1043

MEDICO-LEGALORWORKCOVER^URPOSES,|;t5'i ^-'.'c '-''" '' ''"""' ; Provider No. 211433H

i| i Mobile: 041 9806422
Email: drgarychampion@internode.on. net!|

22nd June 2021 [.^, _.^^^-^

Mr Rob Lucas MLC ';F:;.^ .'^

Minister for Industrial Rel'gtLQDS- —-
GPO Box 2264
ADELAIDE SA 5001

Dear Mr Lucas

I doubt whether you will recall a face-to-face meeting I had with you in late 2017 regarding
permanent impairment assessment for workers who had suffered occupational injury. My

concerns were that the outgoing Weatherill Government had changed the legislation so
that it was the worker who could choose the assessor of his or her choice.

Subsequently assessments then trended towards assessors favoured by certain legal
practitioners who were representing the injured worker.

Recently there has been a-consideration of a change to the Independent Assessment

Guidelines for the assessment of work-related injuries and in particular I reference

musculoskeletal injuries. Musculoskeletal injuries represent approximately 80% of all
worker's injuries. A significant number, although I cannot provide an exact number will

have surgery for their injury, surgeries being arthroscopies of the knees, replacement

arthroplasty of the knee, sometimes of the hip and arthroplasty and interventions into the
shoulders and into the elbows and a very common intervention is the treatment surgically
of carpal tunnel syndrome. The planned change to the assessment is that only surgeons
will be able to assess workers who have permanent assessment from a work-related

injury and who have undergone surgery. This will therefore exclude a large number of . ,
assessors such as myself who are consultant physicians and others who have an
impeccable reputation in terms of providing exact assessments of the worker's injuries

and it would be left therefore to a small group of surgeons to provide the assessment. I •

suspect that this amendment is to attempt to thwart those assessors who are providing
excessive assessments and who are not surgeons. Unfortunately, "this shotgun" approach

wilt lead to many assessors including myself being excluded from the assessment process
of workers who have undergone surgery.

As well as the above it does raise difficulties in the assessment of a worker .who may have

undergone surgery in one part of their body, for example carpal tunnel syndrome'who

requires an assessment of that injury and who may have a problem with their lower limb,
their ankle for example, or their spine for example where they haven't undergone surgery

and where the assessor, in this case a surgeon, is not qualified to provide an assessment
of the spine or the lower limb. Therefore, the worker will have to have multiple
assessments.



Mr Rob Lucas MLC

You should be aware that all of those assessors who do become accredited assessors
have undergone training in their own time to become accredited and when they became
accredited it was never considered that they would be barred from assessing workers who
have undergone surgical intervention.

I am writing to you personally and I do not represent any group, however I have been
involved with the worker's compensation system for near on 30 years and with the
permanent impairment assessment and as an assessor in multiple systems for the last
13 years.

If you wish to discuss it with me personally then please feel free to contact me. I am also
aware of the political situation currently with a forthcoming State Election and the need to
tread softly, so to speak, at this stage.

If you need any more information, I am willing to speak to you.

I am aware that the AMA have been requested to provide a criticism of the draft proposals
and are sending their criticism to the CEO of Return-to-Work SA, but I write to you as an

individual.

Yours faithfully,

GARY CHAMP
MBBS (NSW) FRACP

GC:mg

Copy: Mr David Pisoni, Minister for Innovation & Skills-Email: officeofministerpisoni@sa.gov.au
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Rob Lucas MLC
GPO Box 2264
ADELAIDE SA 5001

l,^,.,.,.^fcl^L

21/06/2021

By email: treasurer.dtf@sa.Rov.au

Dear Mr Lucas

Return to Work SA Proposed Changes to Impairment Assessment Guidelines

I am writing to you as SA President of the Australian Lawyers Alliance (ALA). The ALA is a national

association of lawyers/ academics and other professionals dedicated to protecting and promoting

justice, freedom and the rights of the individual. We have over 1500 members around Australia and

estimate that our members represent up to 200,000 people each year,

This letter seeks to highlight our concern at the proposed changes to the Impairment Assessment

Guidelines, ALA is concerned about both the proposed changes and the way the consultation

process was handled.

The consultation paper was incorrect and misleading in stating that it would create a fairer scheme

for workers and employers. The changes overwhelmingly disadvantage workers. Many of the

changes will have the effect of causing years of litigation,

The consultation paper states that the majority of changes will not impact on average WPI ratings,

with a small number being increased and a small number being decreased. This is completely false.

In the time available, I have been able to identify numerous occasions where the WPI ratings will be

decreased, but no instances where they will be increased.

I understand that many doctors who work in this area have also expressed great concern about the

proposed changes.

20027601 O25.docx



In relation to the consultation process, only four weeks were given for submissions on the

consultation paper. Although a copy was provided to the Law Society, it was not distributed to

lawyers who work in this area of law, or to the ALA. The ALA only became aware of the paper

approximately two weeks after it was released. In this time, it was impossible to fully understand the

numerous changes and to provide detailed submissions on all of them.

The changes are significant and will have a massive impact on the entitlement of thousands of South

Australian workers into the future. These type of changes and the level of impact requires very

careful scrutiny and consultation. If you are inclined to make changes to the guidelines, we implore

you not to do so without further consultation and serious consideration of the impact on injured

workers.

I attach a copy of the submissions that were put in by the ALA. I would be grateful for the

opportunity to meet with you to discuss the proposed changes at your earliest convenience. I can

be contacted on 8238 6666 or svinall@andersons.com.au.

Yours faithfully,

u/^C
Sarah Vinall

Australian Lawyers Alliance

SA President

20027601_025.docx
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Who we are

The Australian Lawyers Alliance (ALA) is a national association of lawyers, academics and other

professionals dedicated to protecting and promoting justice, freedom and the rights of the individual.

We estimate that our 1,500 members represent up to 200,000 people each year in Australia. We

promote access to justice and equality before the law for all individuals regardless of their wealth,

position, gender, age, race or religious belief.

The ALA is represented in every state and territory in Australia. More information about us is available

on ourwebsite.1

The ALA office is located on the land of the Gadigal of the Eora Nation,

lwww.lawyersalliance,com.au.



Introduction

1. The ALA welcomes the opportunity to comment on the Consultation Paper for Impairment

Assessment Guidelines - Proposed Changes.

Consultation Process

2. The ALA is concerned about the very short consultation time that was given, especially when the

changes to the guidelines are substantial and will have a very large impact on injured workers.

3. In view of the wide reaching impact of the changes, the ALA is concerned that the Consultation

Paper was not provided directly to groups who represent injured workers. Whilst not a

requirement under the Act, we believe the Paper should have been provided directly to lawyers

who represent injured workers, the ALA; Unions and other key stakeholders.

4. The ALA only received a copy of the proposed changes on 11 June 2021 after being provided

with it by one of its concerned members.

5. Given the short time frame given for consultation, it has not been possible to consider the

proposed changes in as much detail as they deserve,

6. Although the consultation paper refers to 72 proposed changes, there are in fact many more

changes than this.

7. Not all of the changes are clearly identified. The deletions to the current guidelines are not

marked in the draft that has been provided.

8. To make the consultation process fair and more transparent, we request that a marked up copy

of the Guidelines be provided to all interested parties who have commented on the current

proposals. This copy should make all additions, changes and deletions clear.

9, We also ask that the medical advice relied upon to make the amendments be provided to all

relevant parties.



Impact of Proposed Changes

10. The consultation paper says that "It is anticipated that the proposed changes will provide a fairer

scheme for workers and employers". It goes on to say that "[o]f the 72 proposed changes, the

majority are not expected to impact on average WPI ratings. A small number of the changes may

result in the increased WPI ratings and similarly a small number may result in decreased ratings,"

11. The above statements are both misleading and incorrect.

12. On our reading of the changes and after speaking to numerous doctors about the proposed

changes, we understand that the changes will overwhelmingly decrease WPI ratings.

13. We have not been able to find an example where the WPI will increase. We request that you

provide us with examples of any WPI that is expected to increase under the proposed changes.

Proposed Changes Relate to Tribunal and Court Decisions

14. it is evident that some of the proposed changes seek to alter the Guidelines to accord with an

interpretation advocated by the Corporation in proceedings before the South Australian

Employment Tribunal (SAET) and which the Tribunal rejected, including:

a. How to assess skin impairments resulting from scars;2

b. The practice of "peer reviewing" assessments;3

c. The definitions of "disregard" and "deduct";

15. It is not appropriate that RTWSA propose changes to the Guidelines that are inconsistent with

Tribunal or Court rulings. If changes are to be made that impact these decisions, they should be

made by Parliament, after adequate debate and consideration.

16. Many of the changes also relate to matters that are currently the subject of litigation in the

Supreme Court and Court of Appeal, including the Full Court of the Supreme Court in Paschalisv

2 Gooch v RTWSA [2020] SAET 27

3 PO//OS v RTWSA [2019] SAET 224; Canales-Cordova v RTWSA [2020]SAET 8



/? TLVS/44, the appeal to the Court of Appeal in RTW5/4 i/Op/esand the appeal to the Full Bench of

the SAET in RTWSA v Gooch6.

Specific Clauses

17. The ALA considers that the majority of the proposed changes will result in significant injustice

to workers and strongly objects to same. However, given the limited time permitted to

prepare this submission, our comments below are not intended to be exhaustive. Many of

the changes are complicated and require us to consider medical advice on the

appropriateness of the change and the likely impact,

18. The amendment to clause 1.8 is inconsistent with the decision in Lohman.7 It does not make

sense to require a whole person impairment to only be undertaken once an injury or condition

has been determined or is the subject of an application for review. This will simply increase the

number of proceedings.

19. ALA does not agree with the amendment to clause 1.9. The clause gives total power to the

requester to direct the assessor to proceed with the assessment and to exclude the additional

injuries identified by the assessor without any obligation on the requester to communicate with

the unrepresented worker or legal representative. The assessor is then required to provide the

one and only assessment, thereby precluding the worker from claiming the additional injuries

identified by the assessor.

20. This is an unacceptable denial of natural justice. The worker should be included in those

communications and given an opportunity to stop the assessment at that time.

21. This also creates an unworkable onus on the medical professional concerned as to how to deal

with the issue, especially when case managers can be difficult to contact at short notice.

22. The ALA strongly objects to the amendment to clause 1.27. There is no logical reason to require

a doctorto make a deduction for an unrelated injury or condition that was asymptomatic. This

4 on appeal from [2019] SAET 199

5 on appeal from [2020] SAET 62

6 on appeal from [2020] SAET 27.

7 Lohmann v RTWSA [2019] SAET 213.



clause will require doctors to make a deduction for degenerative changes, even where the

worker had no pain or impairment from such a condition. Given the high incidence of

asymptomatic degenerative changes in the general population, this clause can only be seen as

deliberately and unfairly reducing WPI.

23. The ALA objects to the amendment to clause 1.28 as a deduction should not be made where

the objective evidence is not complete. This is unfair to the worker.

24. ALA strongly objects to clause 1.29 and the mandatory deduction of 1,10th of the assessed

impairment where there is insufficient evidence to assess the unrelated impairment. This

reduction is unfair and should not be made.

25. If despite objections, the 1,10th deduction rule is introduced, the Guidelines need to be clear on

how the reduction is to be applied. If a person is assessed as having a WPI of 5% and undergoes

a reduction of 10%, this would be a 0.5% reduction. We believe in this situation, the WPI would

be reduced to 4.5% and this figure should then be rounded up to 5%. It is important however

that this is made clear.

26. In relation to the compliance section in Chapter 1 (1.53 and 1.54), these amendments seem to

have the effect of undermining the rulings of the SAET in Palios8, Canales-Cordova9 and Frkic10 It

is not appropriate that the Guidelines be used to change Tribunal Rulings. This should be

reserved for Parliament.

27. The imposition of minimum time frames before various specific injuries can be assessed, as

detailed below, is unnecessary and unwarranted given the existing requirement that the worker

has reached MMI before an assessment can occur. The proposed minimum time frames will

unfairly delay injured workers' access to lump sum payments in circumstances where weekly

payments for the vast majority of workers cease after a period of 2 years, regardless of whether

they remain unfit for work or not. Workers in this category, of which there are many,are

usually suffering from financial hardship. Delaying their access to the lumps sums to which they

are entitled, for economic loss and non-economic loss, will only exacerbate their situation.

8 Palios v RTWSA - [2019] SAET 224

9 Canales-Cordova v RTWSA - [2020]SAET 8

10 Frkic v RTWSA - [2020] SAET 16



28. Further to the above, in relation to clause 2.9, concerning peripheral nerve injuries, no

explanation is given for the requirement that injured workers should wait for 12 months before

being assessed. This will result in a delay of the worker's entitlement to a lump sum payment.

29. In clause 2.21 there is no explanation for requiring workers to wait at least 18 months after an

initial diagnosis of adhesive capsulitis. This will have the effect of delaying the worker's

entitlement to any lump sum payment.

30. In clauses 2.30 and 3.51 there is no explanation as to why injured workers are required to wait

at least 18 months after an initial diagnosis of Complex Regional Pain Syndrome. This will have

the effect of delaying the worker's entitlement to any lump sum payment.

31. In relation to clause 3.44 and table 17-35, no justification is given for replacing the table

contained inAMAS with this table. The purpose of this seems solely to beta reduce any lump

sum entitlement.

32. The introduction of clause 4.3 seems to have the sole purpose of reducing an injured person's

lump sum entitlement when they have suffered multiple injuries in the same trauma.

33. In clause 4.17, the insertion of the word 'significant' priorto muscle guarding, seems to have

been done solely to make it more difficult for injured workers to meet the 5% threshold.

34. In relation to clause 9.16, using the audiogram closest to the date of retirement is inconsistent

with section 22(7) of the Act, which states that the worker's current impairment must be

assessed as at the date of the assessment. This clause is also inconsistent with the Tribunal's

decision in the matter ofStewart v RTWSA11.

35. In relation to Chapter 15, the amendments in this section seem to be forthe purpose of

changing the effect of the Supreme Court decision of Mitchell.12 This will simply reduce an

injured worker's entitlement to a lump sum payment,

36. In relation to clause 16.15, it is unfairto require the assessor to deducts 1,10th of the assessed

WPI, where there is inadequate information as to a pre-existing impairment.

11 [2018]SAET35

12 [2019]SASCFC 34



37. In relation to Clause 17.3 and the selection of an accredited assessor, the changes seek to

dramatically restrict a worker's choice as to the most appropriate assessor.

38. We cannot see the need for musculoskeletal injuries, where surgery has occurred, to be

exclusively assessed by surgeons. Occupational physicians and rehabilitation physicians have

extensive experience in assessing the impact of injuries on the day to day life and capacity of

injured workers, the very issues that are at the heart of assessing WPIs. They also have

extensive working knowledge of the Guides across multiple body systems, the requirements of

the legislation and the operations of the Tribunal. There are many instances, especially with

injuries involving multiple body parts, where an occupational physician or rehabilitation

physician is a more appropriate assessor than a surgeon.

39. We are concerned as to who will perform assessments if occupational physicians are precluded

from doing so, there being a paucity of accredited surgeons in Adelaide capable of undertaking

such assessments, and reliance on interstate surgeons not being a feasible solution given

ongoing snap border closures around Australia.

40. There is no need for the amendment that states that if there is another assessor available with

appointments, they must be selected over an alternative assessor with a waiting time in excess

of 6 weeks. Where the worker is happy to wait a longer time for an appointment, they should

be allowed to do so. If the worker is not happy to wait, they can select another assessor.

41. In relation to clause 17.4, the requirement that a worker select an assessor within 10 business

days is too short. There are many legitimate reasons why the worker may seek to take extra

time to choose an assessor. Also, if the worker does not have access to email; they may not

receive correspondence by post in relation to this choice before the time limit has expired.

RTWSA is not prejudiced by this delay. The time limit should be removed. If it is not removed, a

much longer period is required.

10



Conclusion

42. The Australian Lawyers Alliance (ALA) are very concerned about the proposed changes to the

guidelines, without allowing time for proper community consultation, or sufficient circulation of

the proposal to interested parties

43. We believe it is inappropriate that such dramatic changes that disadvantage workers are being

made underthe guidelines.

44. If such widespread changes are to be made, this should be done by amending the legislation,

This would allow for proper scrutiny of the changes and the likely impact.

45. The proposed changes are likely to cause uncertainty and increase litigation. The current

scheme was introduced in 2015. Since then, there has been extensive and ongoing litigation as

the parties involved, the Tribunal and the Supreme Court clarify and interpret those changes. It

is inevitable that further changes will result in additional litigation, and significantly delay the

clarity and consistency in understanding, the proposed changes are intended to achieve,

46. Furthermore, the proposed changes are inconsistent with, and contrary to the stated aims of

the Act. In particular, section 3 states that the objects of the Act include:

"to ensure workers who suffer injury at work receive high-quality service, are treated

with dignity, and are supported financially" and

"to provide a reasonable balance between the interests of the workers and the

interests of the employers."

47, To enable us to provide a more thorough position on the proposed changes, we ask that the

following be provided:

a. A marked up copy of the proposed amended guidelines that show all deletions,

additions and amendments.

b. A copy of the medical evidence and details of the "clinical developments" that have

been relied upon by RTWSAwhen drafting the proposed changes.

c. A copy of the actuarial and other costing advice that has been obtained by RTWSA

with respect to the proposed changes.

d. Details of any injuries that will result in an increased WPI under the guidelines, as

stated at the start of the consultation paper,

11



48. We are also happy to meet to discuss our submissions in person.

s^w0-L^Ju-

Sarah Vinall

SA President

Australian Lawyers Alliance
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Australian Nursing and
Midwifery Federation
(SA Branch)
With you at work and in practice

21 June 2021

Hon Rob Lucas
Treasurer of South Australia
GPO Box 2264
ADELAIDE SA 5001

Via email: treasurer.dtf@sa..gov,au
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Dear Mr Lucas

Re: Return to Work Scheme Impairment Assessment Guidelines

The ANMF (SA Branch) represents more than 22,000 nurses, midwives and care workers in

South Australia.

We recently became alert to proposed changes to the Return to Work Scheme Impairment

Assessment Guidelines.

We note with concern that there has been no attempt made to consult on this proposal with

the ANMF(SA Branch).

We write to advise that we believe that these changes would have a materially deleterious

effect on workers, including those we represent. This is in the context of the existing scheme

that we already believe to be grossly unfair on injured workers.

We seek that you:

1. Reject the proposed guidelines
2. Review the Return to Work Scheme, in conjunction with unions, in order to improve

the scheme to ensure fairness to workers
3. Refocus emphasis to improving the system by a focus on injury prevention. This

should benefit workers and employers alike by reducing injury and therefore also
reducing liability.

We request your urgent attention and reply.

We would also be pleased to discuss this with you.

Yours sincerely

Adj Assoc Professor Elizabeth Dabars AM
CEO/Secretary

ANMF (SA Branch)
ABN 95 969 485 175
ANMF South Australian Branch
ABN 71 465 180 449

191 Torrens Road
Ridleyton SA 5008
t: 08 8334 1900
f; 08 8334 1901

Toll Free
1800809642
Membership Line
088334 1902

Mail Address
PO Box 861 Regency Park BC SA 5942
e; enquiry@anmfsa.org.au

w; anmfsa.org.au

Connect with us



Tanuku, Naveena (DTF)

From: noreply@squiz.net

Sent: Friday, 18 June 2021 2:47 PM
To: DPQPremier
Subject: Premier website - Contact us

Categories: sent to RM

Name: colin mack

Email: colimnackl975@yahoo.com

Dear Mr Marshall As the premier, I feel the need to write to you in regard to proposed

amendments to the states workers compensation Act. As you may be aware, RTWSA are looking

to push through changes via subordinate legislation. In other words, Through the permanent

impairment guidelines. This will mean that it will not have to pass parliamentary scrutiny and
RTWSA are looking to get these changes pushed through as quickly as possible which is riot
good! A concern here is that RTWSA appear to be targeting the 5% threshold as well as the
30%for seriously injured workers. Another concern is going to be for older workers and those

with Pre existing injuries that we're not symptomatic at the time of the work injury, think of
arthritis for example. If there is a degenerative condition, even if it was benign, RTWSA are

looking to reduce the impairment level substantially. I believe that this would be a disaster to
injured workers if this was allowed to be pushed through without debate in Parliament, especially
as the legislation affects so many injured workers now and in the future. Regards Colin Mack

Details



DTF:Treasurer

From: Colin Mack <colinmack1975@yahoo.com> ]T " ' • ' ^,^'"..''^/.::.", '^ ,1

Sent: Friday,,18 June 2021 3:08 PM '! '• ;1 —••-

To: DTF:Treasurer \

Subject: RTWSA [ ^ ...J^/6.^C;?M-'-"""^

Dear Mr Lucas \.:'i''\'ii'[ "':.^'.,l".;-".^.'.i: '•'•'"':'' "'i'"

I feel the need to write to you in regard to proposed amendments to the states workers compensation Act.

As you may be aware, RTWSA are looking to push through changes via subordinate legislation, In other words,
Through the permanent impairment guidelines. This will mean that it will not have to pass parliamentary scrutiny and
RTWSA are looking to get these changes pushed through as quickly as possible which is not good!

A concern here is that RTWSA appear to be targeting the 5% threshold as well as the 30% for seriously injured
workers.

Another concern is going to be for older workers and those with Pre existing injuries that we're not symptomatic at the
-time of the work injury, think of arthritis for example, If there is a degenerative condition, even if it was benign,
,'HWSA are looking to reduce the impairment level substantially.

I believe that this would be a disaster to injured workers if this was allowed to be pushed through without debate in
Parliament, especially as the legislation affects so many injured workers now and in the future.

Regards

Colin Mack

Pixm- &to-(s-|c|i



Australian Education Union
SA Branch | 163 Greenhill Road, Parkside, SA 5063
phone: [08] 8172 6300 email; aeusa@aeusa.asn.au
fax: [08] 8172 6390 website: www.aeusa.asn.au

Our reference: DTJ;LY;/LG:JD

17 June 2021

The Honourable Steven Marshall MP
Premier of South Australia
State Administration Centre
200 Victoria Square
ADELAIDE SA 5000

Dear Premier Marshall

Re: Amendments to the Rehirn to Work Act 2014

The Australian Education Union has become aware that changes to the Return to Work Act,
Impairment Assessment Guidelines are being proposed with significant consequences for
recognition ofthe'injuries sustained by workers in the course of their employment,

The AEU has multiple concerns:

1. There has been no consultation with unions as the representative bodies of the workers for
whom this legislation affects.

2. There is no parliamentary review process as the current Act has omitted to recognise the
importance of scrutiny of decision making by our peak democratic body.

3. Injured workers' ability to access recognition and support for injuries sustained are

impacted by proposed guideline changes that:

a, Reduce the choice of whole of injury assessor;

b. Change the consideration of pre-existing injuries;

c, Override the recognised AMA 5 Guidelines;

d. Require reduced timelines and access assessments to be conducted; a 10 day time
frame for assessors to be identified is draconian at best;

e. Supports anonymity of assessors; and

f. Changes expectations to consider all information prior to conducting a whole of injury
(WOI) assessment.

The AEU interprets these proposed changes to have negative impacts on our members and all

workers,

• The entry threshold of WOI assessment will not be recognised in the same way and nor
will the 30% WOI assessment and significantly, the ongoing access to income
protection/medical support that comes with it.

® Transparency is no longer valued. •

B Asytnptomatic conditions that are a natural part of ageing will now act as an active
reduction in the WOI assessment made.



^ _

a Superannuation implications of the proposed changes will create further challenges for our
members in planning for a future impacted by injuries sustained in the workplace.

The AEU has previously expressed concerns in relation to the existing Return to Work Act
(RTW Act); the move from a pension type scheme that provides payments based on actual
mcapacity for work is now a capped scheme.

Psychological injuries are an increasing area of concern for our members and the importance of
regulating in this regard has been supported by WHS Ministers at their 20 May meeting, This
is welcomed, as would be a clear commitment to the development of these.

The Department for Education have procedures in place for psychosocial hazards to be
identified and aie planning to utilise the Safe Work Australia People at Work Survey (PAWS)
early in term 4 of this year to direct the controls necessary to mitigate these identified risks,
The AEU contends that action could be taken now, but acknowledges that this proactive
strategy demonstrates recognition of the importance of preventing injury, rather than having to
manage and support it once it has occurred.

The AEU believes that prevention is an area the government should be focussing on rather

fhan punitive changes. The proposed changes lack transparency, do not appear to be
evidence-based, reduce worker entitlement and have an unrealistically short timeline.

The AEU seeks the immediate cessation of the proposed changes and a genuine consultation
period -with all stakeholders. It is important that there is no further reduction to injured
worker entitlements. Instead, there should be legislative change that values parliamentary
scrutiny and a focus on the prevention of, rather than reaction to, workplace injuries.

It is still the AEU's position that South Australia's workers compensation legislation should
provide for fair compensation and payments based on the actual loss an injured worker has
sustained. The establishment of the RTW Act 2014 has shifted the true cost of work injuries
from the Scheme to workers and their families; core 2021 proposals that go further in
reducing injured worker entitlement are unacceptable.

Ybui's sincerely

^5
LARAGOLDING
Branch President

c.c. The Hon. Rob Lucas, MP

The Hon. Peter Malinauskas, MP
The Hon. Kyam Maher, MLC



OFFICIAL

Our reference: D21/1500755
Work

TO: TREASURER

RE: MEETING WITH DR JOHN MEEGAN REGARDING PROPOSED CHANGES TO THE
IMPAIRMENT ASSESSMENT GUIDELINES

PURPOSE

To provide you information and advice on concerns raised by Dr John Meegan, whom you are
meeting with on 7 July 2021, regarding proposed changes to the Impairment Assessment Guidelines
(the Guidelines).

BACKGROUND

On 25 May 2021, you approved ReturnToWorkSA to undertake, on your behalf, a consultation
process regarding proposed changes to the Guidelines.

The consultation is now closed and ReturnToWorkSA is preparing advice for you regarding the
feedback received.

DISCUSSION

Dr Meegan was included in the consultation on the Guidelines as he is an accredited assessor, and
has provided you a copy of his submission. The specific issues raised in that submission will not be
canvassed in this briefing as they form part of the consultation process and DrMeegan's submission
will be considered alongside all other feedback received.

I note that Dr Meegan's submission was primarily concerned with assessor fees and that the
Guidelines do not set assessor fees. The quantum of assessor fees is a longstanding issue for Dr
Meegan, Fees for 2021-22 effective 1 July 2021 have now been gazetted, subsequent to your
approval.

The issues raised in Dr Meegan's email to you are addressed below.

Issue 1: The proposed changes are extreme and inconsistent with the Return to Work Act 2014

As you are aware, the Act, which passed Parliament with bi-partisan support, outlines the
requirements of the Minister prior to publishing updated guidelines. The requirements of the Act
were fulfilled, and in fact exceeded.

The Guidelines have not been updated since their publication in 2015 and do not reflect the most
up-to-date advancements in medical practice, They also currently create inefficiencies where 40 per

ReturnToWorkSA

^OtiKiiiL'Willi.iniSI'iPeiAf.lel.llcleSAbUOC • W Hn>;2(:.?Aclc'lai(1eSA 5001 . ABM S3 ?7 W 39S K<.1//
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OFFICIAL

cent of currently accredited assessors are yet to complete a single assessment in the current
financial year,

Additionally, I note that Dr Meegan suggests the majority of surgeons will be fly-in fty-out under the
proposed changes. This is not correct, with 73 per cent of accredited surgeons being local to South
Australia and 73 per cent still performing surgeries.

Issue 2: Consultation process is unfair

The consultation process undertaken by ReturnToWorkSA fulfilled the requirements of the Act, and
in the interest of receiving broad and diverse opinions, additional professional entities, such as the
Law Society of South Australia and the Self-lnsurers of South Australia were also consulted.

Two requests for extension were received and both were granted.

It is also important to note that no changes have yet been agreed to or implemented as
ReturnToWorkSA is carefully considering all feedback.

Dr Meegan attended an information session at RTWSA on 10 June where he was able to express his
views, and has also provided a submission.

Issue 3: RTWSA should be reviewed or subjected to an enquiry

ReturnToWorkSA is governed by the Return to Work Corporation of South Australia Act 1994, which
was reviewed and underwent significant legislative amendments in 2013.

The Return to Work Act, which governs the operations of the Return to Work Scheme, was reviewed
by the Hon John Mansfield AM QC in 2017, with the report tabled in both houses of Parliament in
July 2018. The report contained 20 recommendations and I understand the Government is still
considering these,

The operations of ReturnToWorkSA also fall under the scrutiny of the Parliamentary Committee on
Occupational Safety, Rehabilitation and Compensation, and the Statutory Authorities Review
Committee, both of which conduct regular inquiries into Scheme and Corporation issues.

RECOMMENDATION

It is recommended that you note this briefing,

Michael Francis
Chief Executive Officer

<s) July 2021

Treasurer
Contact Person: Steven Johnson, Manager Government Relations
Telephone/Email; 0448 787 595 / steven.johnsonOrtwsa.com



Cathro, Vicky (DTF)

From: John <John@drjmeegan.com.au>

Sent: Tuesday, 29 June 2021 12:35 PM
To: Colegate, Rachael (DTF)
Subject: Re: Meeting confirmation

Thank you for that.
Unfortunately I will be away on those dates. I could have a zoom meeting.

I have put a written submission into RTWSA.

I believe I did forward a copy of that to the Mr Lucas. If not I can do also so.

I have three concerns

1. RTWSA changes to the impairment guidelines are extreme and profoundly affect the scheme. They should be
debated in parliament rather than proposed simply by RTWSA who have a conflict of interest. There has been a lot
of opposition to and criticism of the changes.

In particular restricting WPI to surgeons (most of whom fly in from interstate) on workers who has had surgery is
plainly ridiculous, illogical and unnecessary and manipulative. It will alienate physician/non surgical assessors and
lead to increased wait times for assessment and greater inconsistency. It is inconsistent with the purpose of the Act.

2. RTWSA's attempt to manipulate things to their advantage with very limited consultation and short time frame is
undemocratic and unfair.

3. RTWSA's management, board and processes need a detailed review or enquiry in my view. This flawed process

has seriously called into question their ability to make sensible recommendations in a properly reasoned,
transparent, consultative and fair manner.

Yours Sincerely

Dr John Meegan

On 29 Jun 2021, at 12:12 pm, Colegate, Rachael (DTF) <Rachael.Colegate@sa.gov.au> wrote:

Good afternoon John

I mentioned to the Treasurer the date of meeting and he has asked me to relay to you that

a decision may already be made by the time of your meeting in July.

Due to a trip interstate being cancelled I now have availability next week for the following:-

Wednesday, 7 July - 3:30pm

or

Thursday, 8 July - 2:30pm or 4pm

or

Friday, 9 July - 10am or 2:30pm

Can you make any of the above?

Kind regards

Rachael Colegate

Executive Assistant

to the Hon Rob Lucas MLC

Treasurer



Level 8, 200 Victoria Square | ADELAIDE SA 5000

T 08 8226 1813 e rachael.coiegate@sa.Rov.au

Information contained in this e-mail message may be confidential and may also be the subject of legal professional privilege
or public interest immunity. If you are not the intended recipient, any use,
disclosure or copying of this document is unauthorised.
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From: John <John@drjmeegan.com.au>

Sent: Tuesday, 29 June 2021 12:05 PM
To: Colegate, Rachael (DTF) <Rachael.Colegate@sa.gov.au>

Subject: Re: Meeting confirmation

Thank you.

Regards
Dr John Meegan

On 29 Jun 2021, at 11:50 am, Colegate, Rachael (DTF)
<Rachael.Colegate@sa.gov.au> wrote:

Good morning Dr Meegan

As discussed, I am pleased to confirm the Hon Rob Lucas MLC will meet with

you on Monday, 26 July 2021 at 3:00pm until 3:30pm in the Treasurer's

Boardroom, SAC, Level 8, 200 Victoria Square, Adelaide,

The Treasurer will be accompanied by his Adviser, Mr Nino Marciano.

Should you require anything further please don't hesitate to contact me.

Kind regards

Rachael Colegate

Executive Assistant

to the Hon Rob Lucas MLC

Treasurer

Level 8, 200 Victoria Square | ADELAIDE SA 5000

T 08 8226 1813 e rachael.coleRate@sa.ROv.au

Information contained in this e-mail message may be confidential and may also be the subject of legal
professional privilege or public interest immunity. If you are not the intended recipient, any use,
disclosure or copying of this document is unaufhorised.

<image001 .gif>

<image002.jpg>



DTF:Treasurer

From: John <John@drjmeegan.com.au>

Sent: Friday, 11 June 2021 3:44 PM
To: DTFJreasurer

Subject: Proposed changes to RTWSA impairment guidelines

Categories: Naveena

Dear Rob,

I am an impairment assessor. I am a current member of the Liberal party.

I am concerned about the proposed changes to the impairment guidelines by RTWSA. I have not found that
bureaucracy to be fair minded. I attended the "consultation" meeting there. I will be writing a submission too.

I would appreciate a meeting with you regarding issues too if possible please?
There are a number of concerned doctor impairment assessors. Unfortunately the AMA has not been very useful

and is potentially conflicted.
Kind Regards
Regards
Dr John Meegan



Cathro, Vicky (DTF)

From: DTF:Treasurer

Sent: Tuesday, 29 June 2021 12:37 PM
To: Colegate, Rachael (DTF)
Subject: FW: IAG Feedback Form attached
Attachments: Feedback form - Impairment Assessment Guidelines Consultation - 2021.docx

From: John [mailto:John@drjmeegan.com.au]

Sent: Tuesday, 22 June 2021 1:36 PM
To: Wpi <wpi@rtwsa.com>

Cc: DTF:Treasurer <treasurer.dtf@sa.gov.au>

Subject: IAG Feedback Form attached

Dear WPI RTWSA,
I have attached my feedback form below and have fed into other feedback processes and submissions.

The proposed change to move WPI for any operated condition to surgeons only is particularly ridiculous and should be

abandoned.

Yours Sincerely

Dr John Meegan

MBBS, ClinDipHyp, GDPH, GDMusMed, FAFOEM(RACP)
Occupational Physician

Accredited WPI assessor Spine UL & LL



Attachment 3

Feedback Form wtorkSA
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi(%rtwsa.com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment approach

or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.

• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects the

requirements of the Return to Work Act 2014 and improves the process for selecting an appropriate

assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front of

the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requestors around assessment of additional injuries and

conditions.

We look forward to receiving your feedback.

Return to work.
Retu rn to Sife.



Name and/or organisation of respondent (optional):

We value your feedback and would like to know the views you represent:

Accredited Impairment Assessor II Worker representative

Representative medical body/association

II Self-insured employer

Employer representative

Lawyer or Legal association

Other (please specify below)

1. Please provide comments below on any of the proposed changes you support. Please Explain

why.

Section

1.9

1.27

1.29

1.44

13.4

17.3

Comments/Reconvnendations

The case manager is usually not available. This adds time to the already busy
complex assessment process. It is the responsibility of the referrer to properly

address what should be included in the referral list. An IME pre assessment can

identify all the areas that should be assessed. What extra fee is payable for this
further value adding service?

Many asymptomatic conditions are not an impairment. This will disadvantage

workers in the assessment.

This will lead to assessors being directed in almost every case to subtract 1/10
such as for minor early degeneration. Assessors who refuse will be audited non

compliant. It will disadvantage workers and lead to disputes.

Reviewing records at the time of assessment and afiter is sufficient. What fee is

payable for reading when a worker does not attend?

Skin should be an organ system or injury in determination of the fee for WPI.
Up to now no extra charge was made for assessing skin as we were told it was

just a quick TEMSKI for a simple scar. It has clearly evolved well beyond that
to an assessment in it's own right.

There is no justification for this very significant change.

There is no need for a surgeon to assess WPI where there has been previous

surgery.

It will lead to increased inconsistency by assessor surgeons who do fewer

WPIs.

It will lead to longer wait times to access a surgeon.

It is not clear what constitutes a surgical procedure nor exacly what is a

surgeon. All doctors are qualified in medicine and surgery and can

undertake surgical procedures even if only minor more limited procedures.

It is a serious unreasonable unlawful restraint of trade to accredited

experienced non surgical assessors.

It may lead to lower assessments as surgeons have been shown in some

studies to underestimate disability.

Groups such as occupational physicians have been dedicated to the WPI

Return to work.
Return to life.



system despite it's many difficulties and complexities only now here to be
excluded with no good reason from many assessments.

2. Please provide comments below on any of the proposed changes you do not support. Please

explain why

Section Comments/Recommendations

As to all

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

1 proposed changes there is

Inadequate consultation period

No transparency of how these changes were arrived at or by whom

and who advised on them

No clear definition of what problems needed addressing and proof
that these changes will address them
No proper process

Limited consultation process excluding key parties
Recommended changes are unreasonable restraint of trade

Not in line with the original intentions of the legislation
Injured workers choices and entitlements to be further significantly
limited
Discriminates against existing non surgical assessors

Will increase inconsistency not reduce it

Will lengthen wait times not reduce them - access to surgeons and

neurologists likely to be more difficult
Will increase indicative PIAs and dispute
The regulator RTWSA has a conflict of interest and appears partisan
and is not at arms length from it's own proposed changes

3. If there are any changes you would like to suggest, please describe them below

Section Common fs/Recommendations

Address the problem with assessing many body areas and injuries no matter
how many for a single flat fee

4. Overall, do you think the proposed changes will result in more consistent impairment

assessment outcomes?

f
Return to work.
Return to life.



Yes

I No

5. Do you have any other feedback about the proposed Guidelines?

The process of developing them, the consultation process and the guidelines themselves had very

serious deficiencies and do not address what it is they are purported to address.

Return to work.
Return to //'fe.
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Signorelli, Belinda (DTF)

From: Signorelli, Belinda (DTF)
Sent: Wednesday, 23 June 2021 11:30 AM
To: Government Relations; Pinches, Stephen

Subject: FW: RTW Act Impairment Assessment Guidelines motion
Attachments: 20210623 Notice Paper.docx

Good Morning

The Treasurer through his Adviser has requested a briefing on the attached Notice Paper, Item 5 from the Hon. T. A.

Franks regarding Impairment Assessment Guidelines.

Noting that RTWSA has previously provided the Treasurer's office with a briefing on this matter please provide an
explanation on the following issues raised by Ms Franks:

• Back-door changes;

• Deny injured workers their rights; and

• Access to fair compensation.

Happy to discuss.

Kind Regards

Belinda Signorelll
IVIinlsterial Liaison Officer (Industrial Relations/Public Sector /Cabinet) | Office of the Treasurer
Department of Treasury & Finance

Level 8, 200 Victoria Square | ADELAIDE SA 5000
18204 1498 f 8226 1896 e belinda.siflnoreHi2@sa,gov.au

Information contained in this e-mail message may be confidential and may also be the subject of
legal professional privilege or public interest immunity. If you are not the Intended recipient, any use,
disclosure or copying of this document Is unauthorised.

S11-^ Government of South Australia

Department of Treasury
AUSTRAUA ^21^ a nd finance



Signorelli, Belinda (DTF)

From: Signorelli, Belinda (DTF)
Sent: Friday, 25 June 2021 10:37 AM
To: DTF:Treasurer

Subject: FW: Briefing request re Hon T Franks
Attachments: Briefing to Treasurer - Impairment Assessment Guidelines - Speaking Notes - 25

June 2021.pdf

Please index and provide to me thank you

From: Government Relations <GovernmentRelations@rtwsa.com>

Sent: Friday, 25 June 2021 9:35 AM

To: Signorelli, Belinda (DTF) <Belinda.Signorelli2@sa.gov.au>; Marciano, Nino (DTF) <Nino.Marciano@sa.gov.au>
Cc: Oakley, Julia <Julia.0akley@rtwsa.com>

Subject: RE: Briefing request re Hon T Franks

Hi Belinda, Nino,

Please find attached the requested briefing in response to the Motion by the Hon Tammy Franks MLC.

Kind regards

Steve

Steven Johnson

Manager Government Relations

P. (08) 8233 2267
M. 0448 787 595

E. steven.iohnson(a)rtwsa.com

www.rtwsa.com

f1-

From: Signorelli, Belinda (DTF) <Belinda.Signorelli2@sa.gov.au>
Sent: Wednesday, 23 June 2021 11:32 AM
To: Government Relations <GovernmentRelations@rtwsa.com>; Pinches, Stephen <Stephen.Pinches@rtwsa.com>

Subject: Briefing request re Hon T Franks

Please provide the previously requested briefing on Impairment Assessment Guidelines by 4pm Friday 25 June 2021.

Kind Regards

Belinda Signorelli
Ministerial Liaison Officer (Industrial Relations/Public Sector/Cabinet) | Office of the Treasurer
Department of Treasury & Finance

Level 8, 200 Victoria Square I ADELAIDE SA 5000
18204 1498 f 8226 1896 e belinda.sisnorelliZO.sa.aov.au

Information contained In this e-mail message may be confidential and may also be the subject of
legal professional privilege or public interest immunity. If you are not the intended recipient, any use,
disclosure or copying of this document is unauthorised.

^TI".^ Government of South Australia

yS^j Department of Treasury
AuiTRAUA ^^]y a nd Finance



'Information contained within this email and any attached documenVs should be considered to be Sensitive

pursuant to the South Australia Government Cyber Security Framework and the recipient should ensure the

information is protected from unauthorised disclosure or loss'
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Our reference: D21/1651989
WorkSA

TO: TREASURER

RE: IMPAIRMENT ASSESSMENT GUIDELINES CONSULTATION - FEEDBACK ON
PROPOSED CHANGES

PURPOSE
To provide you with:
• A summary of feedback (Attachment A) received on the proposed changes
• .Acomplete copy of each submission received by ReturnToWorkSA (all other attachments) as

requested by your Adviser, Mr NIno Marciano.

BACKGROUND
By briefing dated 19 May 2021 (your reference TRS21D1189) you were informed of
ReturnToWorkSA's proposed changes to the Impairment Assessment Guidelines (the Guidelines)
and approved ReturnToWorkSA conducting consultation in accordance with the Return to Work Act
2014 (the Act), , • ' • • ..

On 28 May ]2Q21, ReturnToW.orkSA commenced a 4-week consultation, on your behalf, regarding

proposed changes to th:e Impairment Assessment Guidelines (the Guidelines).

As required by the Act, consultation included the 13 medical associations representing Doctors who
perform Permanent Impairment Assessments, To ensure broad and diverse input, you approved a
broader consultation as recommended by ReturnToWorkSA, including the 130 individual
permanent impairment assessors, the Law Society and the Self-lnsurers of South Australia.

In total, 51 submissions were received, which includes submissions from stakeholders invited to
consult and Individuals, associations and organisations not originally invited to submit feedback.
All feedback Is being considered, ReturnToWorkSA is still to receive a submission from the Minister's
Advisory Committee, who were included in the consultation process and provided with an extension
until23 July as agreed with your Adviser.

Totals

Total

Submissions from invited
stakeholders

31

Additional submissions
received
20

51

DISCUSSION
The consultation provided valuable feedback and will result in an improved set of proposed changes
to the Guidelines.

ReturnToWorltSA

400 King William Street Adelaide SA 5000 • GPO Box 2668 Adelaide SA 5001 . ABN 83 687 563 395

General Enquiries 1318 55 • www.rtwsa.com oi ?oout<h%tnrtniin
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While the final proposed changes are still being considered, in general, feedback received will result
in improved and more precise wording of clauses, and exploration of additional medical evidence
and opinion which will enable us to enhance and modify the proposed changes.

As expected, the consultation also drew criticism of the proposed changes. Much of this feedback
and the related public statements are based on a misunderstanding of the proposed changes, or
overstatement of their likely impact.

As you are aware, there has also been criticism of the consultation process, in particular, that it was
not sufficiently broad, did not disclose the medical evidence relied upon for some of the changes,
and that there was insufficient time provided. In response to these criticisms, I would note that;
• The provisions of section 22 of the Act regarding consultation on the Guidelines were followed,

and in fact broader consultation than required by the Act was recommended byRTWSAand
approved by you. The repealed Act, which introduced provisions for the creation of Guidelines
in 2008, only required consultation with the AMA, RTWSA has accepted and given equal
consideration to all submissions, including a significant number from plaintiff law firms and

unions.

• With regard to medical evidence, RTWSA engaged a range of medical specialists who are highly

regarded in their field individually and directly to review small sections of the cjraft Guidelines
to ensure they were medically accurate and reflected current clinical practice. This included
an expert in the AMA Guides, Most of these specialists only reviewed a small section of the
Guidelines, Confidentiality agreements were entered Into with each specialist, therefore their
identities cannot be disclosed, which could also result in criticism and targeting of these
doctors for collaborating with RTWSA.

• With regard to the consultation timeframe, the only requests for extension received were from
the Minister's Advisory Committee, who were hot originally part of the consultation process as
this is not required by the Act, and the Royal Australian and New Zealand College of
Psychiatrists, who requested an extension to 2 July, which was granted. Their submission was
received by this date. The CEO of the AMA, Dr Samantha Mead, discussed the possibility of an
extension with Dr Julia Oakley of RTWSA, who indicated that any such request would be
granted, but in the end the AMA submission was received on time,

With regard to summarising the specific feedback received, Attachment A incorporates the initial
information provided to you on the proposed changes, and now also includes a summary of the
feedback and a preliminary comment from ReturnToWorkSA.

Where the Return ToWorkSA comment is that feedback is not accepted, this indicates that the
feedback was considered, however it does not align with our assessment of the best medical
evidence available, the impact on Whole Person Impairment ratings, and/or expert legal advice.

Some submissions Included feedback on the Act, consultation process, or other out-of-scope
matters, and will not inform the final proposed changes.

With regard to next steps, ReturnToWorkSA will provide you with the Minister's Advisory Committee
submission (if one is received) and our views on this submission once received. We are currently
working on a final set of proposed changes to the Guidelines, which we plan to provide to you on 26
July 2021.,
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OFFICIAL: Sensitive

Summary of feedback on proposed changes to Impairment Assessment Guidelines

Please note:

• Some numbering has changed due to re-ordering and additional points.

• Return to WorirAcf 2014—hereafter referred to as the Act.

1-Introduction

Clause

1.6

1.2

1.9

(separat
ed out

from

prev.

1.7)

Change

Words added

The Guidelines are designed to direct

assessors in the assessment of whole

person impairment. Bythetime a

whole person impairment
assessment is required, the question

of Ka&Hity for the work inj'ury(ies)
musthave been determined. The
person who makes the request for an

assessment of whole person

impairment (the requester] is to

confirm the work injury or condition

for which cbmpensability has been

determined or is the subjectofan

AppHcaSon for Review.

Introduction of new requirements for

assessors when new injuries are

raised during an assessment:

If an assessor identifies an additional

injury or condition that is not

identified in the assessment-request

letter, the assessor must make

reasonable efforts to contact the

Notes

To ensure'proper

inyestigation, diagnosis

and treatment has

occurred priorto the

assessment of permanent
impairment.-

To cover situations where

a newinjury is identified

at the examination which
isunkn'owntothe

requester and may not

have been medically

investigated. Important

WPI
impact

N/A

N/A

N/A

Feedback Summary

Nil feedback.

Plaintiff lawyers advised that reqm'rmg the

injury or condition to be determiHed or the

subject of an Application for Review is

contrary to case law an d will increase

disputation. One lawyer also argued it is
ultra vires.

Various feedback was submitted including
that:

• It is the responsibility of the referrerto

properly address what is referred

• The requirement to call the requester

and/or defer theassessmenf until

approval has been provided by

RTWSA Comment

Under review.

Under review.

Summary table - Impairment Assessment Guidelines Constiltation
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1.10

(was

1.8)

1.12

reqaestor to advise of the new

condifion/injury and to ascertain If
the assessment should "proceed or b.e

deferred to a later date. In the event

that the assessor is unable to contact

the requestor, the assessor is to
describe the history of the onset of

the newly identified injury/conditlon
in the report but not proceed with the

%WPl calculation for an^df the

mjuries/conditions until they have
approval from the requester (i.e. both

the requested injuries and newly

identified-injuries are not to be

assssse.d).

New sentence: The Lead Assessor is
not required to review' compliance of

the other assessors' reports and

shoujd rejrain from providing
comments in this regard.

Sentence added: The impairment

ratings in the relevant chapters of

AMA5 make allowance for any

expected accompanying pain (refer '

2.5e, p2Q, AMA5 and Errafa).

due to the one

assessment rule.

The current Guidelines

were written before the

Act was finalised then

adjusted. This section

appears to have been
missed and wgs not

adjusted for'the single

assessment change

To ad'dress an; emeFging

issue. Th ere have been

several instances of lead

assessors making

comment on one of the

sub-assessQr's reports as

the opinion differed from

their own. This was

regardless of the sub

assessor reports being

reviewed as compliant by
RTWSA.

A reminder as some

assessors are sometimes

concerned about painful
conditions 'and try to rate

aciditionaHmpairrtient.

Also reinforces the stance

of pain nof being
c6mpe.nsabl& on its own.

N/A

Neutral

requestor will introduce significant

delay
• Ft needs to be consideFed whether the

assessor should he, required to take a

history if they are not accredited .in

fhatbodysysEem

Q.ue.stion. of clarity and roles raiseci.

Nil feedback.

Under review.

Summarytabk - Impairment Assessment Gu'idelmes ConsultaHoh
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1.13

1.14

Sentences added: The requestorhas

the responsibility to provide dear

guidance to the assessor to meet

those requirements.

Itshouldbe noted thatthe Guidelines

are subordinate legislation and must

be adhered to.

Words added: MM/ occurs when the

worker's condition has well stabilised

and is unlikely to change substantially

in the nextyear with or without
medical treatment, and further
recovery or deterioration is not

anticipated, but can include

temporary fluctuations. The report:

must address how specific findings

relate to the conclusion qfMMI

status. For example, if the assessor

identifies that the worker's condition

has changed substantially (either
improved or deteriorated) but they

consider that the worker is still at

MMI, the report must provide a

detailed explanation as to why.

Words added to ensure it

is understood that they

are subordinate

le^'slation and that

assessments mdst be

completed in accordance

with the Guidelines.

There has been'somesome

misunderstanding

amongst assessors that
the lAGsare a 'Guide7

only

Addresses issues around
defining the "foreseeable
future" and is consistent

withAMAS.

Words added to assist

the worker and;requestor
with future planning.

N/A

N/A

Feedback from the Law Society that this

proposed change:

• incorrectly asserts that the

Impairment Assessment Guidelines

(Guidelines) are always to be followed
because they are delegated legislation;

and

• that in some cases this could lead to a

direction to assessors that is wrong in

law.

Other feedback was supporth/e including:

• Agreement that it is important the

Guidelines are adhered to

Various doctors were supportive of the

change and/or advised that ft improved

clarity.

Other feedback included that:

• it would be betterto not define MMI

in the Guidelines and instead refer to

the AMA5 to avoid confusion

• the inclusion of terminology such as
"specific findings" and "well stabilised"

is lacking in clarity

Some doctors suggested amendments

including that:

• the wording from the AMA5 should be

added into the Guidelines

• Instructions forthe application of this
definition in the context of multiple

conditions should be expanded

One plaintiff lawyer's feedback asserted

that the proposed change would restrict

seriously injured orcatastrophically

Feedback noted -

further legal advice

is being sought.

Under review.

Feedback not

accepted.

Summary table - Impairmeat Assessment Guidelines Consultation
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1.15

1.16

(new)

1.24

1.26

(was
1.23)

Words added: 'If, in the assessor's

opinion, M:M1 has not been reached,

the assessment must be deferred, an

explanation provided as. to why and,

jfpossiblef an incficafiori provided.as
to when they consider Hwilf.b'e

reached.'

New clause added: In the case of an

accepted work injury for a terminal
condHSon, a WPI assessment may be
undertaken where, a worker's

condition has not stabilised, -or

reached MMI: to the extent required

by paragraph 1.14.

New text added to clause:

Impairment ratings wfthin the same

body system are combined before

combining with those from another

body system.

'Part of the body' has been changed

to-'body part' and examples are

provided. Further explanation is

Wording chang&to

provide clarity. Extra

requirement for assessor

to provide app'roxunate
trmeline :if possible to

assist requesters and

WOFkers.

The single assesstnenf
currently prohtbitsa

worker from .accessing a

WPI assessment if their

condifioji is terminal as

the condition will never

meet the definition of

MMI. For diseases such

as SUlcosis it was decided
an exception'should be

allowed for in the
guidelines so that

workers can access

serious injury and/or a
lump-sum pEior to. death.

To farther clarifythe

process and: remove any

ambiguity. This has been
an issue with some

assessors in the current'

version of the Guidelines.

For clarification in

response to

misunderstEihdmg

N/A

Possible
increase in

that
impairment
can be

assessed.

where it

previously

could not.

Neutral

Neutral

injured workers from undergoing

assessments and reG&iving lump sum

entitlements*

Nil feedback.

Medical feedback included that:

• this is a positive addition to the

Guidelines which aekrrowledges the

rapidity with which some cfind'rtions

can develop with no definable period

of stability until the end point (death)
is reached

• ^Sensitivity and hamanity in dealing

with distressed workers and their
families

Nil feedback.

Various doctors advised that further

clarification in the wording was required.

Feedback rioted -

further legal advice

is being sought.

Feedback accepted

-wording to be

update'd.

Summary'table - Impairment Assessment Guidelmes. Consultation
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1.27

(was
1.24)

provided in another sentence: The

same part of the body, as above, is

not divisibleforthe purpose of

assessing unrelated injuries.

Requires a rating of unrelated
impairment regardless of whether it

was asymptomatic-additional text:
Regardless of whether the unrelated
injury or condition was

asymptomatlc, where there is

objective evidence for an assessment

of an unrelated condition it must be

assessed and deducted.

experienced with current
Guides. This is due to a

number of decisions

made by the SAET which
has interpreted the

section to exclude a

deduction of a prior

injury because It was in a

different part of the knee

or the other side of the

spinal segment being

assessed. This

interpretation is not

consistent with the

intention.

This allows the assessor
to make the deduction in
accordance with the Act

where there is clear

evidence of prior

impairment, such as x-

rays showing arthritis,

but it is unclear whether

there were prior

symptoms. This is to be

used where the condition

contributed to the

current level of

impairment. This change

addresses recent legal

decisions that

misinterpret this section.

Neutral

Plaintiff lawyers asserted that the

proposed wording was seeking to modify
the Act through the Guidelines.

Various feedback from plaintiff lawyers
included that:

• There is no rational or evidence-based

justification for this change

• Deducting for pre-existing

asymptomatic conditions such as
arthritis is a 'medical fiction' that will

result in many injuries being

undercompensated where no prior

clinical or medical indicia exists for

deduction

• Proposed change is contrary to section
15 of the Act and is ultra vires

• This will result in lower permanent

impairment assessments for injured

workers

Other feedback included that the
proposed change:

Feedback not

accepted.

Feedback not

accepted.

Under review.

Summary table - Impairment Assessment Guidelines Consultation
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1.29

(new)
New clause: Introduction of 1,10th

deduction for pre-existing
impairment where there is evidence

of impairment but not enough

evidence to rate using the methods in
the Guidelinesand AMA5: Where

there is insu^cient evidence to assess

the unrelated impairment using the

methodology m the Guidelines, but

there is evidence of an unrelated
impairment, a deduction ojf.3/10tfl of

the assessed impairment must be
'made. Where there are multiple

impairments within one body system,

and the unrelated impairment relates

to.onSy part of the body system, the
1,10th deduction is made at that

Allows assessors an

alternath/ewayto deduct
in accordance with the
Act if there" is evidence of

a pre-existing condition

.but not in the way that

fits the process: for

calculation in lAGs-This
has been adopted from

the process used in NSW

andQ.LDandtheNT.

This cannot be used in

the assessment of NTML

as the whole of the loss is

taken to have Occurred

immediately before.

notice of the .injury was
given. Assessors are then

Decrease

• Is supported providing deductions

would not occur for unrelated

asymptomatic conditions

• Goes against the definition of

impairment in the AMA5

• May lead to incorrect assessment of

.impai.rment.on the basis of x-ray

changes without any effect on

activities of daily living or functional

limitation when the patient is

asymptomatic

• Will result in a "double dipping effect"

• May lead to unfair outcomes i.n the

context ofkneeinjtiFies

• May create issues In relation to the

application of etause 4.8 of the

GuieielJnes

Various doctors supported the change:

• Simijar provisions have worked. well in
other ju risdietions

• This is a fair, reasonable and equitable

method, to determine a deduction for

a pre-existing i.njury

• Whether the 1,10th dedisietion was

high enough - could be 1,5th

Other fee-dbacfc

• If a 1,10th deduction rule is to be

introduced, the Guidelines need to be

dear as to the rounding pnneip'les to

be applied
• While there is merit in such .a

daduetTon, farther clarification needs

.fo be provided'asto what constitutes
"evidenca of impairment"

Under review.

Under review.

Summary table - Impairment Assessment GaideliKes Consultation
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1.33

impairment level. Usual founding

principles apply (refer 1.63).

The 1,10th deduction cannot be

applied in the assessment of noise

induced hearing loss.

Information required for

assessments: - new passage added

The exception to this !s radiological

Imaging. Due to reducing availability

advised to apportion in
regards to the effect of

employment.

This is an update to

reflect the changing

nature of x-ray

availability.

Neutral

• This is an evaluative instruction which

will produced different results
dependant on the assessor concerned

Other feedback asserted that the

proposed change:

• Is unsupported by the AMA5

• Contravenes section 15 of the Act and

is ultra vires

• Amountsto an arbitrary 10% reduction

based on opinion and no objective

evidence

• Will result in double dipping

• Will lead to assessors being directed in

almost every case to make a 1,10th

deduction, resulting in assessors who
refuse being audited as non-

compliant. This will disadvantage
workers and lead to disputes

Plaintiff lawyers asserted that:

• The proposed change is contrary to

the evidence-based purpose of the

assessment and will result is depnving

workers with significant injuries from

compensation

• The justification that such a provision

exists in otherjurisdictions in Australia

ignores the fact that workers'

compensation schemes are state

based and operate distinctly from one

another

Doctors were generally posit'ive about this

proposed.change, however, questions

were raised around assessor authority to
access information.

accepted.

Feedback not

accepted.

Under review.

Summary table - Impairment Assessment Guidelines Consultation
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1.41

of imaging in hard copy and on

portable storage devices, assessors .

are required to access imaging

through online subscription.

Alternatively, or if online subscription

7s not available., assessors must seek

information^ measurements, .etc-

required for the 'purpose of rating

impairment directly from the relevant

rad!ofog!st or-radlology group..Any

expense incurred will be mef by the

comps.nsafing acitfionf/

Clarified what this section- relates to:

'Where the effective long-term

treatment of a work injury results in

apparent substantial reduction or
total elimination of the worker's

whole person impairment, but the
worker is likely to revert to a'higher

degree of impairment "rftreatment.is

withdrawn, the assessor may

increase the' percentage of whole

.person impairment by 1,2 or 3% WPI

for the Jmpafrmentto which the
treatment relates. This'does not

apply to the use of:'

First dot point changed to 'analgesic

and other medication for pain relief,
or...'

Sentence added: The increase
cannot be applied where the use of

medication: is a criterion for the

assigned rating/ And

CIari-fication,

Other medication for

pain relief added to

encompass non

analgesicssueh as Lyrica.

Removed reference to

diabeteswhich was nof a

suitable example as the

effects of treatment are

already incorporated in

the impairment rating.

New sentence' at.fhe end

clarifies the existing

require.ment that

prevents double dipping.

Second new sentence

prevents assessors from.

Neutral

Some doctors stated it was unreasonably

.time consuming, without compensation

for a consultant to locate imaging. The

preference from these doctors was that

the requester ensure all information is

provided to the doctor with the
assessment request.

One doctor commented that side effects

can be considered peFmacient where they
flowfrom the faking ofmedicafi&nthat is

required permanently.

Agreed -this

clause does not

prevent these

permanent side

effects from being

assessed.

Summary table -Impairment Assessment Guidelines Consultation
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1.42

1.43

'Impairment due to side effects of

pain medication, which are

reversible upon ceasing/ is not

considered permanent or at MMI

and therefore does not qualify for an

impairment rating'

Original clause removed and replaced

with Impairment assessments and

rationale must be thorough,

medically accurate and evidence-

based, to ensure the most

appropriate impairment rating is
determined.

In the first dot point/ wording has
been amended to read: 'current

clinical status and diagnosis, including

the basis and evidence used for

determining the diagnosis and
maximum medical improvement'.

A dot point has been added:
'whetherthere is-impairment arising

from the work injury/condition'.

The words 'point value' within a

percentage range have been added in

the third dot point for clarity.

The references to pre-existing

condition or abnormality have been

replaced with 'unrelated

injury/condition' for consistency

throughout.

rating impairment that is

reversible.

New clause added for

ensuring assessments are

medically accurate and
evidence-based.

Compliance reviews have

indicated a greater focus

is required on report
requirements therefore
this section has been

expanded to include this.

The assessor is not asked
to decide whether the
result is '•fsir' in their

assessment, rather to

apply the guidelines.

Consistent application of
the Guidelines, as

required by the Act, is
designed to make the

process as fair as

possible.

The applicable Court

rules are contained in the

request letter and form

standards for reports if

they are to be submitted

Neutral

Neutral

Nil feedback.

No feedback of note.

Summary table - Impairment Assessment Guidelines Consultation
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1.44 Additional, wording: The- relevant

history is'obtained by a rewew of
mecffca/ records Teflect3ng- past

medical history nnd the worker's

presentation of the current history. It

Is importantto rewew'the medical

records before performing an

impairment assessment, as this will
•enable the assessor, among other

things, fp:

Clarify or document incQnsisfencres, if

any, between the history provided by

the worker and the history contained
in the medical records.

Reconcile inconsistencies, if any,
between the worker's history during

the examination and other previous .
medical records. !tis necessary to

clarify, hsstoncal mEonsistencies
because several'issues are

determmed by the histiSry.

Focus on the portions of ffie history

pertfjyentto the Tm'pairment

.assessment.

as evidence which is

frequently the case. The

requirements are always
as such, to ensure

consistency.

Co'mplianee review is

demonsti-atrng'a

reluetaneie a mongst

assessors to take into

account the clinical

history. There is an over

reliance on 'assessing the

person as they present
on the da/ even If that

presentafio.n is iri stark

contFastto recent

history. This causes issues
•with clinical jusfification

ofMMI.

These .clauses are based

orrwordingfrom AMA6

which is less ambiguous
than AMA5 and prcjvides
much clearer guidance.

Neutral Various doctors were in,support ofth'ts

proposed change with some stating that:

• Review of records before, performing

an independent medical examination

is Important for ensuring quality and

useful assessments

• Compa red 'to a treating doctor, a third

party medical' practitioner is in a better

position to clarify or reconcile

inconsistencies between history

obtained during a'n intervigw and past

medical records

Other doctors raised concerns including

that:

• This will introduce information bias

• Review of reeords prior to seeing the

patient and the requirement to clarify,
document and reeoncrle

inconsisteneies means assessors will

he tafa'ng oh a case maBagement/

independent examtnation rate

• May result in assessors tindertaking

extensive reading only to have the

worker not show qp to the

appointment

• Maferials should be provided 2 weeks

. in advance and the fee structure

should :be updated

Under review.

Feedback not

accepted. It is best

practice for an
assessor to read

background

information before
an assessment, and

this is generafly

accepted

throughout

medieo-legal

practice.

The assessor is

entitled to reading

fees even if the

worker cancels.

Summary table •- Impairment.Assessment Suidelfnes Consultation 10
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1.45

1.48

(was

1.38)

New clause added: 'Examination

findings must be compared with

those otherwise observed. Informal

observation forms a part of the

assessment and includes any

behaviour and/or activitiss sighted

before, during and after the
assessment Observations must be

documented in the report

If the assessor considers, on the basis

of their Informal observations of the

worker, that the worker is not co-

operating to the best of their abHity

during the formal assessment

process, the worker should be
reminded that, in order to obtain an

accurate assessment, it is necessary

for them to co-operate to the best of
their ability."

Text altered to read The Guidelines

and AMA5 may allow for more than

one equally valid and specific method

that assessors can use to establish

the degree of an injured person's

permanent impairment. When

choosing between these equally valid

and specific methods (e.g. muscle
strength or atrophy], assessors

should use the method(s) that results

in the highest degree of permanent

impairment/

Some assessors rely
solely on the assessments

required to rate a

condition 'such as ROM'

w'rthout comparing it to

the whole clinical picture

such as informal

observation e.g. formally

assesses 90 degrees of
shoulder flexion but

when asked to remove

their top reaches to 120

degrees offlexion, or has
returned to a work role

that requires working
above shoulder height

etc.

Aims to make this
statement clearer and

remove any ambiguity.

The example is added to

demonstrate what is

meant by different

methods.

This is to address current

practice of relying on this

section to rate a higher

impairment when

comparing methods of

assessment that are NOT

equally valid.

Neutral

N/A

There was support for this proposed

change from various doctors, although

some stated it did not go far enough and

should include wording to the effect that:

• If the assessor identifies that the

worker is not cooperating to the best

of their ability then they should be
able to decline to continue with the

assessment

One plaintiff lawyer stated this proposed

clause was patronising, demeaning to
workers and of limited relevance.

One doctor stating this is a major change

designed to reduce impairment rating

percentages.

RTO/SA is
considering this

feedback.

Feedback not

accepted.

Feedback not

accepted.

Summary table - Impairment Assessment Guidelines-Consultation 11
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1.53-

1.55

The Quality Assurance section has

been repIaeeS Wrth the 'CQmpIianee'

section which incorporates the'

previous 1.60 and 1.62:

This section more clearly

articulates t&e

complianee review

process for both

RetumToWorkSA, self-

insured employers and
assessors.

Time frames have also

been; added to aid.

efficiency in the process.

N/A Some doctors co.rementeci that assessors

would be ben efifted if legal
representatives were able to provide their

input on legal issues which couFd affect the

assessment before a review of the

assessment is completed.

Feedback not

accepted. It is not

appropriate for

lawyers to be

involved in the

wrifmg of an
independent

medical report.

2 - Upper extremity

Clause

2.10

(was
2.9)

2.11

(new)

2.12

(new)

Change

First sentence clarified 'If

upper extremity impairment

results solely from a

peripheral nervei injury,
clauses.l6.5a to IB.Scl of

A'MAS are to -be used/

Normal two point
discrimination is defined as

<6ram.

New clause: 'Grade 4

Description of Table 16-10 is
replaced with 'Distorted

Notes

This previously referred to IA/O

fables within this section

however if is evidCTt that

assessors are refe'mngvery

speeificallyto these tables

without considermg'the

supporting guidance. There
have also been some new

learnings and case. law that

support this change.

There is currently discF6'panty in

AMA5 between what is normal

two point discrimihattori vu'hen

Gomparing digital nerves and

peripheral nerves. Medical

advice supportsthe change and

makes the two consistent

The current table does not allow

for the event that light touch: is
normal and two point

WPI Impact

Neutral

Neutral

Neutral

Feedback Summary

Nil feedback.

Nil feedback.

Nil feedback.

RTWSA Comment

Summary table - Impairment Assessment 'Guidelines Consultation 12
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2.13

(new)

2.15-

(new)

superficial tactile sensibility

(diminished light touch OR
two-point discrimination),
with or without minimal

abnormal sensations or pain,

that is forgotten during
activity.

Accordingly, the text on page

483 referring to Grade 4

definition is replaced with

'Individuals in Grade 4 have

diminished light touch OR two
point discrimination (7—

10mm), localisation of sensory

stimuli, and good protective -
sensibility/

New clause: 'Reduced

protective sensibility is

defined as no ability to discern

between the sharp and dull

sensations in pin prick testing
and two point discrimination

>I5mm/

Carpal tunnel section replaced
with: Table 2.1 is to be used

in conjunction with section

16.5d/AMA5, and

encompasses all types of
nerve compression injuries.

Where there is variation from

AMA5 this table prevails..

Where surgical

discrimination is abnormal even

though rt acknowledges this is a

possibility in the supporting

text.

This scenario has proven to be

not uncommon and therefore

modified to provide, clear

guidance. The modification also

allows for the changed

definition of normal two point

discrimination

This is an update, reflecting
specialist advice and AMA6, to

provide additional guidance.

The assessment of protective
sensibility has been heavily

relied upon to rate high

peripheral nerve impairments

frequently resulting in bi-Iateral

carpal tunnel being rated for

serious injury

This new clause relates to a new

Table 2.1 below, which has been

created to assist in more

consistent rating of nerve

compression injuries.

This is in reaction to further

learning in this area of the

guides, case law.decisions and

Neutral

Slight increase.
Allows for 5%UEI
where nerve

conduction

studies are

negative or not

available. This

currently does

Some doctors highlighted that the
use of the word "reduced" was

inconsistent with the AMA5 and

suggested the word "decreased" be

used.

Some doctors noted:

• Nerve conduction studies are

not reliable to detect certain

conditions and/or produce false

negatives

• The result of this change will

mean greater disparity in

assessment outcomes with some

Feedback

accepted.

Feedback not

accepted.
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2.17

(was

2.12)

2.20

[was

•2J.5)

2.21

(was

2.16)

deCtompression hasoeeurred,

only electrorayography ,(EMG)
and/or nerve conduetion

studies performed after an

optimal recovery time will be

valid/
Text added to clause: 'If not all

sym'ptomsiin the.grade are
present, a rating at the lower

end Of the .grade should be
selected and the ADL

spedficallyaffected by the
peripheral 'nerve inJuTyjnust

be described/

Words added;", i.e.

decreased strength cannot be

rsEe'd in the presence of

deereasecf motion, pamftil

condrtioffs on clinical History

and at-the time of.cfmical
examination,..'

Conditions affecting the
shou.ider region: 'Shoulder

disorder' replaced with

'diagriQsed shoulder disorder'.

In the second dot point, a

sentence has been added:
The caveats set out in

paragraph 2.20 apply.'

assessor concern that no

innpairmentin the absence of

positive nerve conduetton

studies is. not fair. This is also

based on the AMA training

provided by Dr Chris Bnghana.

This is consistent with the new
-clause 3.47 In the lower

esctremity chapter which ajms to

provide more clarity and
consistency in assessment. The

ranges in the tables are large
and allow for significant inter-

rater discrepancy. These

changes are designed to make

rating. more consisterit between

.assessors and therefore fairer to

all workers regaFci.lessofthe

assessor

Clarification as there has been

confusion regarding: whether

painful condjt'EQris meant in. the

presence of a painful condition
or whether the assessn'ientwas

painful.

To make it clear that a medical

diagnosis is requiFfid i.e. nof

shoulder injury / shoulder
condition as is sometimes seen.

Period set for assessment of

adhesiwe capsulitis (frozen

shoulder] as this is not expected
tebe atMMI before that titne.

not qualify for an

Irnpairmenf.

Neutral

Neutral

Neutral

valid permanent impairments

not assessed aeeurately

One doctor advised the proposed

changes were an improvement.

Feedback from doctors:

• This change lim'rts/removes

clinical judgement

• The change introduces an

unnecessary process given other
steps'in the assessm'erit

Some doctors sought clarification.

Some doctors soughtdarifieation.

Feedback

accepted.

Feedback not

accepted.

Under review.

Feedback accepted
-wording to be

revised.
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2.26 -

2.28

(was

2.20)

New dot point added:

'Adhesive capsalitis cannot be

rated until at least 18 months

after an initial diagnosis by an

appropriate musculoskeletal

physician/

The section Epicondylitis of
the elbow has been reordered

and some new text added as

follows:

2.26 This condition is rated as

2% UEt (1%WP1) wherethere
has been no surgery.

2.27 Section 16.7d,AMA5 .
(p507) refers to tendon

rupture or surgical
procedures. If there has been

surgery then the procedure

outlined on p507 can be used

if there is no other rateable

condition applicable to the
elbow. The caveats set out in

paragraph 2.18 apply. If there
is an assodated loss of ROM,

these figures are not

combined, but the method

giving the highest rating is
used. When strength is not a

suitable method, and normal

ROM is present, then the
condition is rated as 2% UEI

[1% WPI).

2.252% UEI can be applied for
lateral and media!

This is to address assessors
making this diagnosis for the

first time in the history of the '

injury but proceeding to rate it

without consideration of

recovery and MMI

Text added to clarify the
requirements of AMA5.

This explains what to do if you

can't use strength testing (as

per 2.18) in the presence of

pain.

Clarification also shows that
epicondylitis is rated as 2% only

where there, has been no

surgery and that it can be
applied twice if both lateral and

media! epicondylitis is present -

to ensure fairness forthe

worker as some assessors only

rate it once.

Neutral Nil feedback.
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2.30

(was
2.22]

epicondylitis where they are

both present !n the same limb

(i.e. 4%UEI) .and the criteria in
2.25 are met

Text aftered as follows: .

'Assessment for CRPS is not to

proceed unless the following.
criteria have.been met:

• the diagnosis is to be

confirmed by criteria in

Table 2.2 below- each of

the four boxes must be

addressed AND

• the initial diagnosis must

.have been: present for at

least 18 months'

immediately 'preceding the

assessment (to ensure

accuracy of the diagnosis

and to permit adequate

fim"e fo achieve MM.I) AND.

• the diagnosis must have

been made,pnortothe

assessment, byatleast.two

examining, specialists, with

at least one of these being a

Fellow of the Faculty of Pain
Medicine or a neurologist;

and

• Other possib'le diagnoses

must have been excluded/

Addifional note: The assessor

must ensure that previous

Prior to the assessment added

for clear applicatio.n.

More rigouj- is expected here to

ensure proper .diagnosis has

been -made.

This is:to ensure :an accurate

diagnosis. There have been

eases where a doctor has

confused chronic regional pain

(a different condition) with

complex regiorial pa'm and ased

the acronym incorrectly.
It is important that this is rated

correctly as an: accurate

gssessment frequently results in

s.eriou.s injury status.

These changes have also .been

reflected in Chapters.

May impact the
namber of

assessments for

CRPS'so a

decrease to the

scheme but not

to the individual

rating.

Plaintiff Lawyer feedback:

• The 18 month waif tirrre will only
serve to delay workers' access to

their entitlements

• The pj-ope'ssd changes make it

more difficult for an injured

worker wifh CRPSto receive

compensation.

Feed&aek from 'doctors:

• The inclusion of neurology is not

appropriate

• Various concerns with the tools

a.nd: criteria being required by
RTWSA

Feedback not

accepted. If is rare

for workers to seek

to undergo WPI
assessment in the

first 2 years of their

claims.

Under review.
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2.31

(was
2.23)

diagnoses confirmed have

been for complex regional

pain syndrome and not for

chronic regional pain/

CRPS: Altered to include

assessment of CRPS I and II.

New methodology outlined in

dot point 3 and 4 and two

newtables 2.3 and 2.4

In response to assessor

feedback, ratings have been

modified to correlate with the

changes to the eligibility criteria

that occurred for the current

guidelines. Input from a pain

physician was sought to develop
the modified ratings.

These changes have also been

reflected in Chapter 3.

This will result in

a reduction of

some

impairments but

the more severe

cases will still rate

as serious injury.

This has been

tested against
some recently

received

assessments.

Plaintiff Lawyer:

• RTWSA should disclose the
medical advice that the new

table is based on

Feedback not

accepted.

3 - Lower extremity

Clause

3.3

Change

Additional text: 'Assessment

of the lower extremity

involves clinical evaluation

andselectlon of a

methodology. It is imperative
that the most specific

methods relating to the

impairment are used and the
reason for the chosen

method is explained in the
report.'

Notes

To remind assessors of this.

requirement.

WPI Impact

Neutral

Feedback Summary

Nil feedback.

RTWSA
Comment
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3.4

3.7

3.16

The word 'should' has been

changed to must. The m'osf

specific method of

impairment assessment must

.b.e used/ and 'If several

equally specific methods can
be used...'.

ExampTe'adcted ''For example,

where a DBE assessmentis

applicable this should be used

ratherthah range of motion.

1.46 does not apply to a less

specific method'.

Text added (italics):
To convert from Fl to LEI,

mujt'ply the Fl by 0.7, in

accorcfance with Section

17.2a, AMA5 (p5275'
Sentence added: 'When

assessing ankles/feet/toes,

calculate and combine the
impairment at the foot
impairment level -first, then

convert to lower extremity

irapairment, then "finally to
WPI%/
Manual Ffliasele strength

testing: Addhiional sentence

added: The testing should be
repeated with consistent

results demonstrated on each

occasion (17.2e, p531,
AMA5), but it is not expected

that the injured worker will

To remove any amibiguity

a.nd-addelarity.

There isvadespread

praetiGe that assessors use

section .1.46 to justify
selecting a-'higher fating

method even when rt; is .not

the most SRecific.

Adjustments have been
made to both sed:ib;ns to-

ensure the higher rating is

only selected fram equally
valid jnefhods of

assessment

Providing specific

instructions to remind

assessors of the

requirements in AMASahd

adding darifieation
regard) ng the -calculations

which aresometi-mes

incorrectly applied.
This has beeh.anotigoing
issue in. compliance reviews

AMASS: states that

'measurements should be

consistent on different

occasions and some

assessors have enquired
wheth er they- need to

complete multiple

appoSntments/examinations

NeuEral -to curb outtjer

behaviour.

Netitral

Neutral

Feedback from doctors
'iri'du'ded:

• There'isno need for the

p'raposed change

• The. proppsed chfange

eresit&s uncertainty

• The change is medically

uhsound as the DBE

fable is not useful for

lower limb

Plaintiff Lawyers:

• This change will decrease

WPI rafijngs

Nil feedback,

NHfeedback.

!

Feedba'ck not

accepted.

Feedback not

accepted.
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3.19

3.35

(new}

Table

17-34

(new)

require multiple

examinations or assessments

for this purpose. Where there

is inconsistency, this method

should not be used/

This clause has been

simplified to Varus and

valgus deformities are to be
measured in a weight-bearing

position using a goniometer

and must be combined with

any range of motion for the

knee orthe ankle/

New clause for Hip

replacement: Table17-34,

rating hip replacement results
(p548, AMA5) is replaced by
the table below/

New table inserted for Hip

Replacementwhich replaces

AMA5 Table 17-34.

so this aims to clarify that

process.

This section has been

confusing for assessors so

the aim is to provide a very
clear.and simple instruction.

It is not clear in AMA5 that

you allocate 1 point for

each categorised deformity
if not present. This was

explained in a newsletter

article in Issue 6,2018and
is now reflected here.

Assessment of Joint

replacements are presently

rated heavily on the

workers reported pain

symptoms. This is in
contrast to the stance that

the guides has adopted that
pain is not a rateable

condition.

Observation through the
compliance review process

also reveals frequent
discrepancies between

what is reported at an
impairment review and

Neutral

RTWSA has recently analysed Hip

and Knee replacement

assessments for 2019-20 and
2021-21 YTD. Based on the WPI

rating, the surgical outcome

would be considered:
Good — 5% of assessments

Fair-53% of assessments

Poor-42% of assessments

A systematic review outlined

below indicates outcomes far

better than what is currently

reflected in impairment

assessments in the SA scheme.

According to Beswick AD, Wylde

V/ Gooberman-Hill R, BIom A,

Dieppe P. BMJ Open. 2012 Jan

I;2(l) 2012, the proportion of
people with an unfavourable

long-term pain outcome in

studies ranged from about 7% to

23% after hip and 10% to 34%

Nil feedback.

Some doctors commented:

• The change has no

justification provided
and will result in

decreased WPI ratings

Some doctors commented:

• This change should only

have been proposed if

considered and put

forward by an expert

medical panel

• This is a departure from

theAMAS

Plaintiff lawyer feedback

that:

Feedback not

accepted.

Feedback not

accepted,
however some

edits to

proposed

changes made

for

completeness.

Feedback not

accepted.
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wh'at is reported to treafin'g

practitioners. There is no

objective way to verify this

at present. The degree of

impairment allocated to

joint replacem.ents has a
significant impact on the

scheme and therefore

advice was sought in

regards to possibilities to

improve the rating

methodology.

Consultation took place

with an Orthopaedie
Surgeon specialising in the

lowei- limb and it was

agreed that pain is still a

relevant factor in rating,

joint replacements; bat
should be weighted less

than the eurrenttables with

more focus on objective
measures and function. This

is more in line with the

majority ofAMAS and
ceftaihlythe focus the AMA

has moved, towards with

AMAS.

As such new'tables were

develbpeci to aehreve this.

after knee i-eplaeementj

best qualify Studies, an

In the.

unfavourable: pain outcdme was

reported in about 9% ofipatients

after h'tp and about 20%| ofof

patients after knee replacement.
The most heavily weighted factor

•at present determining Whether

an outcome is good, fair} or poor

is the worker's report of pain. The

proposed changes are intended

to balance pain, which
remains a relevant factor, with

more objective measures and
function.

I

• The proposed change

downplays the severity

of an injured worker's

kne6 replacement arid
re'd'uciss. entitlements

and makes assessment
more difficult.
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3.48 New clause: 'When applying
Tables 16-10 and 16-11, the
assessor must use clinical

judgement to estimate the

appropriate percentage

within the range of values
shown for each severity

grade. Rationale for the value

selected must be provided in

the report The maximum

value is not applied

automatically. If not all

symptoms in the grade are

present, a rating at the lower
end of the grade should be
selected and the ADL

specifically affected by the
peripheral nerve injury must
be described/

This requires rationale

regarding the selected

rating within a grade to be

provided. This aims to

provide more clarity and

consistency in assessment.

This has been implemented

following observation

through the compliance

review process.

Neutral Some doctors commented:

• Removes clinical

judgement and aimed at

reducing WPI ratings

Feedback not

accepted.

4 - Spine

Clause

4.3

[new]

4.9 (was

4.8}

Change

New clause: 'Regional impairments of the

spine (e.g. cervical, thoradc, lumbar)

must be combined before combining with

other body part impairments (AMA5, .

plO, Fig 15-4, p380. Section 15.2s, Part 7,

table 15-20, p429, Errata).

New requirement for cauda equina
syndrome to be diagnosed and assessed

by an appropriate assessor accredited in
the spineand the nervous system,

Notes

Reminding assessors of the order of

combining in the spine, in line with

the AMA5 Errata Spine Evaluation

Summary. There has also been

differing opinion in this regards so

this is to establish a consistent

approach.

To ensure appropriate diagnosis of
this significant condition, provide

more consistent application and
avoid identification of it as a new

WP1 Impact

Neutral

Neutral

Feedback Summary

Plaintiff Lawyers:

• This will reduce workers

entitlements

Plaintiff Lawyer:

RTWSA
Comment

Feedback not

accepted.

Feedback not

accepted.
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4.19

(was

4.17)

4.20

(was
4.19)

4.28

(was
4.27}

consistent with what it already states in

the nervous system chapter.

New text added to last seritenGC:. 'A

cauda equiria syndrome may occasionally

j6e a complication of luTnbar spine

surgery. In this situation, a mass lesion
may not be present in the: spinal canal on

radiological investigation but neurological
signs in the lower limbs •and sacraJ region

need to be presenf.

Added sentence: 'The sele'ctfon within the

range for'a DRE category is determined
by. the impact on-ADL, as per4.2S. Select

the lowest, value m the ranges given for

the ORE category and then consider the

impact on ADL.'

Removed words 'In gen&raF in first

sentence.

Words actded: 'marked aridcli'nieatly
signifi'cant..'

NOW dot point: Significant long standing

weakness is usually accompanied by

atrophy.

Amended dof point: Reprpdudble

impairment of sensation ffiiustjbe./n o

strict anafomic distribution localised to

the appropriate spinal nerve root.

Slight change to sentence: 'If, following

the second injury, there is a worsenmg/n

the ability to perform ADL, the

appropriate adjustments are made within
the range.

Newsentence added: 'Where there are

impairments to 6th6r body parts, onlythe

portion of the activities of daily living

condition at the assessment. This

will assist the assessor in

determining whetherthe

impairraent is at MMI.

The last'line pFovjdes some clarity to

assist 1:he assessor in identifying
cauda eqmne to establish a -

consistent approach.

This is the current practice however

the wording did not reflect this. This

is also applied differently in different

states so -po'tenflal for confusion if

assessoFs, are assessing across

mulfiple jimsdicti'ons.

Further defined criteria for

radieulopathy and improved
•consistency with AMA5. Removed

ambiguous wording. This was in
'respo'nse to feedback received from

an assessor

Clarification consistent wifh change

made .in the interstate guidelines.

Clarification of current arrangement

in response to observations through
compliance review.

Neutral

Neutral

Neutral

• This wiH add additional

cost to the scheme and

deIayWPI assessments

Nil feedback.

Several doctors strongly

supported this change.

Nil feedback.

Feedback

noted.
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4.29

(was

4.28)

4.30

(was
4.29)

4.33

(was

4.32)

resulting from the spine impairment are

rateable, to avoid duplication of ratings,

and this must be recorded/

A new dot point has been added: 'DRE

Category V is hot to be used following

spinal fusion where there is a persisting

radiculopathy. Instead, use Table 4.2 in
the Guidelines.''

Added word category after D RE for
consistency. Text added to sentence as

follows: Table 4.2 indicates the

additional ratings which should be
combined with the rating determined

under DRE HI or DRE IV, using the DRE

method where an operation for an
intervertebral disc prolapse, spinal canal

stenosfs or spinal fusion has been
performed.'

Text added: The first row in the modifier

table requires residual symptoms and

radiculopathy to be present but the

second, third and fourth rows do not

require residual symptoms and

radiculopathyto be present/

Clarification is provided around the.

calculation.

Additional text added: The insertion of

such devices, including any associated

surgery, does not warrant any addition to
WP1/

The new dot point is to address

advice issued by S1RA in NSW to
clarify the application of Table 4.2
which is taken from the National

Guidelines and is also used in our

Guidelines. Therefore included to

maintain consistency.

To provide clarity around the

operations relevant to this process.

There has been some attempt to

include procedures such as insertion

of spinal cord stimulatoror

rhyzolysis.

To explain the change in the

application ofTab!e4.2DRE

Modifiers, consistentwith the

application now seen in NSW and

clarified in their published

interpretation.

Clarification of existing

arrangement. As per 4.29 there have

been some attempts to include

insertion of spinal cord-stimulator as

a subsequent surgery under the

multiplier table.

Neutral

Increase

This will
allow

additional
impairment

where there

is no ongoing

radicu lopathy
which is a

current

requirement.

Neutral

Plaintiff Lawyers:

• This will result in

decreased WPI

entitlements for injured

workers

Nil feedback.

Nil feedback.

Feedback not

accepted.
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4.36

.(new)

New clause: 'Rib fracfures-are n"6t

rateable. Only the impact, ori the

respiratory or other systems^ if any., can

be rated.-*

New;n6teto claFify existing

arrangen-ienf for rib fFaetures in

response to observation through

compliance review.

Neutral Nil feedback.

5 - Central and peripheral nen/ous system

Clause

5S

5.10

5..11

(new)

5.12

Change

'Should' amended to 'must' with. regard

to neuropsychological testing.

New sentence added: 'Where theJnjured

worker is able to undertake

neuropsychological testing, this shoufd

have been undertaken within thelast.12

months/

Textaltered to read: 'For traumatic brain

injury (including post-concussion

.syndrome), there should .be evidenee of

the mechanism of injury, such as a severe
impact to the head or that the injur/

involved a high energy impart.

In order to quaHfyfor an assessment of
brain injury, at least one'ofthefblfccwln'g'

must be confirmed:../

New section included for acquired brain

injury.

Additional sentence 'Forsleep apnoeq,

the cause needs to have been confirmed

prior to assessment and a sleep 'study

must have been conducted by a

Notes

There are rare drGumstances where

the person is severely .distressed or

cannot undertake'the testing so that

is recognised in this change.

Ne\Aftext added to rrtake sure that

the information being used to assess

impairment is current.

Provides example to reflertthe
different mechanisms/causes that

traumaticahd acquired brain injury
will have.

Previously we provided information
that on.ly referen.eed traumatic brain

irgtiry so.tfils has'been addee! for

darifiGation.

To ensure that it has been properly

establishe.d whetherfhe woFter has

central or obstructive sleep apnoea

prior to referral for assessment,

consistent with ENT and Respiratory

WPI impact

Neutral

Neutral

Neutral

Neutral

Feedback Summary

Nil feedback.

Nil feedback.

Nil feedfaack.

-Nil; feedback.

RTWSA
Comment
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5.16

(new)

respiratory physician within the past two
years.'

New clause: /Vest?bulochochIear nerve

assessment using AMA5 (p333): Tinnitus

in the absence of hearing loss resulting

from a traumatic brain injury, where it
adversely affects activities of dafly living,

can be rated as 1% WPI/

chapters. This has been altered in

response to feedback from an
assessor

Creates a new rating for a

circumstance not previously

provided for. This was in response to

feedback from assessors.

Increase -

this is not

available in

current

guidelines.

Feedback from plaintiff
lawyer that 1% WP1 isn't

generous enough.

Feedback not

accepted.

6 - Ear, nose/ throat and related structures

Clause

Table
6.1

6.7

6.8 (was

6.7}

Change

Corrected reference from AMA5 to

AMA4.
Additional note added: Note 2: For cases

of facial disfigurement (which can

include scarring), the assessor may also
refer to the TEMSKI table, if that is

considered more appropriate, given the

nature of the disfigurement.

New clause: 'Assessments for obstmctive

sleep apnoea can only be undertaken by
a respiratory or ear, nose and throat

physician. The type of sleep apnoea must
have been confirmed prior to rating'.

Words added to this clause: 'Before

impairment can be assessed for

obstrucGve sleep apnoes (3rd paragraph,

section 11.4a, AMA5, p259), the person .
must have had appropriate assessment

and treatment by an ear, nose and

Notes

Reference corrected as AMA4 is

used for the visual system.
In some cases assessors have

raised the issue of Table 6.1 not

being adequate for facial scarring

and this provides another option
for skin assessors.

This is to ensure that this condition

is assessed by someone with the

appropriate qualification.

For consistency with respiratory

chapter, to ensure the currency of
the information provided to the

assessor.

WPI Impact

Increase

N/A

N/A

Feedback Summary

Nil feedback.

Nil feedback.

Nil feedback.

RTWSA
Comment
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6.11

(was

6.10)

Table
6.3

(new) •

6.12

(new)

6:19
[was
6.17)

throat specialist and a sleep-study by a

respiratory physician undertaken w&hin
the past two years.'

Introduction to new table for the

assessm&nt of masticatiori and

deglutition added to the end of this
clause: 'The selection \vithm class 1 for

m.ast'catipti and degIutSSon is made in

accordance with Table 6:3 below, which is

an extension of Table ll-7inAMA5

(p262). Table 6.3 divides class 1 of

permanent impairment into 4 groupings
of impairment.'

New table 6.3 inserted for rating

mastication and deglutiticm within Class

1.

New clause: 'A treating dentist or

relevant specialist report, confirming the

diagnosis that impacts directly ori
masficati'on and degtutition is required/

Sentence added to clause: /A maximum

of 5% WPI is allowable for total loss of •

each of these senses/

This explains the purpose of the

new, table 6.3 below.

This fable is designed to assist

assessors when selecting within

.Class 1 of Table ll-7ofAMA5

which has a wide range of 0-19%.

This is to improve consistency of

rating between assessors.

This is to ensure that appropriate
diagnosis has been provided prior

to assessment and assist, the

assessor in determfnrag-whefher

the condiSon is at MMl.

To make it dear to assessorfithat

up to 5% is allowable for each

sense .and to align with 5.13 In the

CNS chapter.

N/A

Neutral

Neuti-al

Neutral

Change supported by
doctors.

Diverse views from doctors,

some supportive, some

unsupportive.

Change not suppQrted by

plairififf lawyers.

NilfeedbaGk.

Nil feedback.

Feedback

noted.

Feedback

noted.
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7 - Urinary and Reproductive Systems

Clause

7.4

7.5

Change

Word 'should' changed to 'musf: 'For both

male and female sexual dysfunction,

identifiable pathology must be present for

an impairment percentage to be given/

New clause: 'For all assessments under this

chapter, appropriate investigation,

pathoanotomical diagnosis and treatment

must have been provided by a urologist or

gynaecologistpnorto the assessment.'

Notes

More consistent application

To ensure the opportunity for

appropriate investigations and

treatment have taken place prior

to the assessment. This will also

assist the assessor in determining

whether the impairment is at

MM1.

WPI impact

N/A

Neutral

Feedback Summary

Nil feedback.

Feedback:

• The proposed change

creates barriers to the

WPI assessment,

including the

requirement for

treatment

RTWSA
Comment

Feedback

accepted -

Wording will be

adjusted.

8 - Respiratory, system

Clause

8.7

Change

Addition of wording in dot points:

• 'an appropriate diagnosis has been

established by a respiratory specialist
based on clinical history, physical

examination and spirometry with at least

one appropriate lung function test

performed to TSANZ standards by a

pulmonary function laboratory. In rare

coses where the person is unable to

undertake the test for medical reasons, an

opinion from a second respiratory

specialist is required.
the worker has received optimal

treatment, has an Asthma Plan in place,

Notes

This is to ensure that appropriate

diagnosis and treatment has been
available prior to assessment.

The requirement for the laboratory

to be accredited has been

removed, as few labs are

accredited and only labs in public

hospitals which will severely

restrict access. Other private labs

do meet the TSANZ standards

however.

It would be expected that if asthma

has been diagnosed and has

WP1 impact

Neutral

Feedback Summary

Nil feedback.

RTWSA
Comment
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8.15

(was
8.14)

and is compliant with their medicaSion

regimen.

Addittona'l tescE: 'Where surgery has

occurred, assessment should not be

undertaken until at least six months-afEer

the prdcedu're.'

resulted in impairment then .an

asthma plan will be ia place.

This is consistent with the National

Guidelines.

N/A Nil feedback.

9 - Hearing

Clause

S.2

(new) •

9.11

Change

New clause: 'Cortical Evoked

Response Audiometry (CERA) can be

requested by the assessor in the

eve'nt that standard audiology

testing is inconsistent orthere is a

discrepancy between audiology test

results and obsen/ed function.
Rationale for requiring the test must

be documented in the report/

Addilii'onal text: The severity of

'flnnitus is determin.ed by the

assessor Mwith consideration given as

to the :iTBpaEtQii-ADL The value

Notes

CERA is a newerteGhrtoIogy that has not

been incorporated into the current

guidelines. It is administered in a similar

way'.to standard audiomet-ry except it does

not rely on the person reporting whether

they hear the noise or not. Instead ft uses

elettrodes on-the head to detect a

response in the brain. This results in a

much more objective assessment. This is

preferred to the subjective nature of
standard audiometry however there is

currently only.one lab located 'in SA. As
such an altowance is made for use when

inconsistent resu'Its are suspected by the

assessor. This is. also to provide clarity to

legal a'nd claims agents about appropriate
use as there" has been some confusion and

debate attheSAFT.

This provides additional guidance around

how the assessor is expected to provide

WPI impact

Neutral

Neutral

Feedback Summary

Plaintiff Lawyer Feedback:

• This change initroduees

th e a bjlity fer a elairos

agent, to require an

injured worker to
tinderfafce a 3rd

assessFtierit

• This change.may

pF6j:ifd1iEe an injured

worker in .any

subsequent SAET

matters,

• Th ere. are assessors with

a financial rriferest In t'his

change being put
fontfard

• Aeeesstng this type of
assessment .will cause

lengthy delays

Plaintiff Lawyer Feedback:

• Changes, such asthe one

proposed, are a matter

RTWSA
Comment

Feedback not

accepted.

Wait times

being

investigated but

we are not

aware of any

issues.

Feedback not

acceptecL
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9.16

9.17-

9.20

(new}

Ex.

9.1-9.7

assigned must be supported by clear

rationale. Refer examples 9.1-9.5 in
this chapter/

Sentence added: Where the worker

has retired, the assessor must use

the audiogram closest to the date of

retirement or provide detailed

explanation as to why they have
elected not to.

New clauses.

Examples have been updated.

rationale for their chosen value, consistent

with other chapters.

To clarrfy existing requirements.

This replaces the previous 9.5 and provides

clear guidance in assessing for noise

induced hearing loss.
In the current guidelines the use of bone or

air conduction readings, appropriate
frequencies and decibels is left to clinical

judgement with wide variance between

assessors resulting in inconsistent

impairments depending on who performs

the assessment

The parameters included in these changes

werea result of consultation with a
specialist and evidence-based in relation to

noise induced hearing loss.

The examples are now better aligned to

the results in the table and are more

consistent with the Guidelines,

Neutral

Reduction of

outlier
behaviour.

The majority
of assessors

assess within

these

parameters.

As per

changes to
NIHL

for case \aw or

amendment to the Act

Legal feedback:

• the proposed change is
not in-Iine with the Act

• the proposed wording is

not clear

Medical feedback:

• the proposed change is
inconsistent with other

jurisdictions

Feedback back from and

others included:

• Some agreement with
wording changes

• Various views put forward

as to which method of

assessment should be

reflected in the lAGs

• Various views put forward

onwording changes with

respect to parameters

Feedback from lawyers

suggested wording
improvement.

Nil feedback.

Under review.

Under review.

Under review.

Under review.
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Clause

10.8

(new)

10.9

(new)

10.10

(new)

Change

New clause: Ifdisfigurementis

limited to the imm'ediatepenarbital
area, then- it is to be assessed by the

ophthalmologist. However, if it-

extends to involve more of the face,
it is to be undertaken in accordance

with the Ear, Nose and Throat

Chapter by an assessor accredited in

that system.

New clause: For impairment.

assessment for monocufaraphakia

or monocular pseudophakia, AMA4

directs that the lower numbers are

cised in Tabfe 3 (p212, AMA4). The
separate stales are no longer

required. Only the top numbers are
tobe:used.

New clause: AMA4 allows an

additional 5% to 10% visual
impairment to be combined- with the

Impaired visual function of the
involved'eye for abnormalittes such

as media opaatles, corneal.orlens

opaefties and abnormalities

result'ng from such symptoms as

epiphora, photophobia or
metamorphap's'ia, if it interferes with

the visual function andis'not

reflected in visual acuify, decreased

visual fields or ocular mobility with
diplspia (p209, AMA4). This

Notes

This aims to avoid duplication where the

worker is seeing both a Visual Assessor and
an ENT for assessment and they may both
assess the scarring and double up.

This is to reflect improved outcomes of

lens replacement surgery for cataracts^

AMA4was published in 1993 and'assessors

have raised concerns that the additional
impairment'for lens replacement is now

excessive given the surgery results in

significantly improved vision.

This allows for an addifion.al.impaimient

for these abnormalrties where AMA4 is

somewhat unclear about whether it can .be

rated in the absence of a visual

impairment.

WPI impact

Neutral

Reduction

Potential

increase

Feedback Summary

Feedback from doctors on

accuracy/corapieteness of
wording.

General' agreement from

doctors with this proposed

change.

Nil feedback.

RTWSA
Comment

Under review.

Feedback
noted.
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impairment can be applied even

where the visual function

impairment is 0%.

11 - Haematopoietic system

Clause

11.1

Change

New sentence added: 'The diagnosis

being rated must have been made

by a haematologist, oncoiogist,
immunologtst or other specialist

internal medicine physician prior to
the assessment^

Notes

To ensure that this has been considered by

an appropriate specialist providing

opportunity for investigation and
treatment, where required.

WP1 impact

Neutral

Feedback Summary

Nil feedback.

RTWSA
Comment

12 - Endocrine system

Clause

12.1

12.8

(new)

Change

New sentence added: 'The diagnosis

being rated must have been made by

an endocrinologist with supporting

-objective evidence prior to the
assessment'

New clause regarding mammary
glands: 'lnAMA5 example 10-45

regarding current symptoms (p239j^
the last sentence is replaced with

'Routine use of bromocriptine and

cabergoline !s normal in Australia. It

is rare that nausea precludes their
use'.'

Notes

To ensure that this has been considered by

an appropriate specialist providing

opportunity for investigation and

treatment, where required.

For consistency with the National

Guidelmes.

WPI impact

Neutral

N/A

Feedback Summary

Nil feedback.

Nil feedback.

RTWSA
Comment
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13 - Skin

Clause

•13.4

13.5

(new)

Change

Text added: The skin is:regarded as a single

organ and all non-facial scarring, fnduclmg
any compenSabIe arfdn'on-eonfpehsabte

scarring, is measured together as one overall

impairment rather than assessing individual

scars separately and combining the results. If

there is any unrelated component, then this

!s deducted from the total. As the sh'n is

treated as a whole (except for the face), the

location of the unrelated component does.

not need tobem the vicinity.of the work
injury'to be deducted.'

New clause and example:

'If there are multiple claims being assessed at

the same time, then the scars •that relate to

each claim must be assesSe.d chronblogi'cafly

and any scarring resulting from tA.e previous
daim must be deducted as pre-existing e.g.

assess scars from claim 1, as in 13.4, and then

assess scarring from claim 1 and claim 2

together, then deduct the impairment as

assessed from claims 1 as pre-existing (refer

example).
Example: Claim 1 shoulder injury-Claim 2

knee injury

Assess scar from abdomenl%

Assess compensable shoulder scar plus
abdomen 2%
Assess cpmpensable knee scarplas. shoulder

p/us abcSomen 3%

Table 1 -Shoulder Injury

Notes

To clarify existing arrangements

that are sometimes

misunderstood and counter case
law in the decision of Goueh vs

RTWSA which interpreted this
paragraph opposite to its

intention

As above.

WPI impact

Neutral

Neutral

Feedback Summary

Plaintiff lawyer feedback:

• This change will reduce
worker entitlements

• This change is directly

against previous SAFT

rulings

Plaintiff Lawyer Feedback:

• The proposed change (and
the Scheme) do not

adequately ix>mpensate

for surgical scarring

• The proposed change is

cbn'tradictory to SAET

mlmgs

RTWSA
Comment

Feedback not

accepted. This

wording
simply clarifies

original intent

Feedback not
acG'epted.
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13.8

(was
13.5)

13.11

(was

13.9)

TEMSKI
Table

Ex.

13.2

13.6

2%-1%=1%

Table 2 - Knee injury
3%-2%=l%f

Sentence extended: 'For cases of facial

disfigurement (which can include scarring),

refer to Table 6.1 in the Ear, Nose and Throat

Related Structures chapter of the Guidelines or

to the TEMSKI table (up to 4% unless accrecfitec

in skin), whichever is considered most

appropriate glven'the nature of the

disfigurement/
Sentence added: 'Note that the TEMSKI table

does not apply to uncomplicated scars far

standard surgical procedures, which do not, of

themselves, rate an impairment

Bracket added to heading in the final column:
5-5% WRI (sldn assessors only).

Bums: Text altered in this example to change

burns to forehead to burnsto neck and chest

and irritation caused by his shirt rather than

his hat.

Additional text added: 'For cases of facial

disfiguremerit (which can include scarring),

refer to Table 6.1 in the Ear, Nose and Throat

Related Structures chapter of the Guidelines

or to the TEMSK! table (up to 4% WPl),
whichever is considered.most appropriate

given the nature of the disfigurement.'

Reminder that the TEMSKI table
can be used for this assessment if

appropriate.
Some paragraphs have been

reordered as considered more
logical.

Consistent with NSW, NT, Q.LD

and WA approach. These scars

arealready taken into account in

the rating for the surgery.

To make clear the existing rule
that this table can be usedfor

assessors accredited under other

body systems only to rate
scarring up to 4% - beyond that

you need to be accredited in skin.

This has been altered as it

previously involved the face,

which is rated in a different way.

In some cases assessors have

raised the issue of Table 6.1 not

being adequate for facial scarring

and this provides another option

for skin assessors.

Increase as

per ENT
chapter.

Neutral

Neutral

N/A

Increase

Plaintiff lawyer Feedback:
• Proposed change confuses

the process

Plaintiff Lawyer Feedback:

• This reducesan

entitlement for injured
workers

Nil feedback.

Nil feedback.

Nil feedback.

Feedback not

accepted.

Feedback not

accepted.
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14 - Cardiovascular system

Clause

14:2
(new)

14.10-

14.11

(new)

14.13

(was
14.10)

Change

New clause: 'The diagnosis :be!ng

evaluated/rated .msst be diagnosed by

o eaFdj6log!st with evidence to

support the diagnosis prior to the

assessment" The exception is thoradc

outlet syndrome.

New section ori Pulmonary

hypertension:
/14.1Q In Table 4-6 of-AMA5 'any

degree qfpulm&nary hypertension' !s
defined, as a PAP >40mmHg fp79).

14.11 The cIasses'referredfQin the
criteria in class3 and-4 ofTabSe.4-6,

AMA5, relate to Table 3-1 -

Functional Classification of Cardiac

Disease (pZ6, AMA5)."

'Coronary-disease'changed to

'Coronary artery disease'. 'Should-'

has been eh'a-nged .to 'rriusf in this

serrEenee: If the assessoF isunable- to'

find any o~b]eetive evidence of'.pre-

existing functionally slgmficaof

coronary disease, no rating can be

applied'for pre-existing disease and

the assessor must explain this jn the

report.

NSoties

To ensure that this has been -considiered

by an appropriate ,spedal.ist providing
opportunity for investigation and
treafmerit/'uvhererequired-

A case that reached the .Full Court of the

Supreme Court highligbted.that these

tables are not clear and open to

interpretation, so this section was
created to add clarity in line .wrfhthe
decision.

The Act requires the pre-ekistmg to. be

deducted so if the assessor considers that

they are unable to do. so, this needs to be

explain&d. The change from should to

must removes any ambiguity.

WPIimpart

Neutral

Neutral

i

Neutral

Feedback Summary

Lawyer feedback:

• will create logistical issues

Nil feedback.

Nil feedback.

RTWSA
Comment

Feedback not

accepted.
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15 — Digestive system

Clause

15.2

(new)

15.3

(new)

15.4-

15.5

(new)

15.6

(was

15.5)

Change

New clause: AMA5 Table 6-3 (pl21) Class

1 is to be amended to read'there are

symptoms and objective evidence of
digest'ive tract disease'.

New clause: 'AMA5 Table 6-4 (pl28) Class

1 is to be amended to read 'there are

symptoms and objective evidence of

co/on/c or rectal disease Infrequent and of
brief duration'.'

New section 'Effects of medication on the

digestive tracf.

Title and text changed from 'Inguinal
hernias'to'Herniae' and language

changed to reflect that assessors can now

be accredited for the digestive system for

herniae only for the purposes of this

assessment.

Notes

Changed from symptoms 'or' signs

which is only worded that way in
Class 1. Term 'objective evidence'

used here to make it clear that signs

cannot be based on workers report

only.

For consistency with the above.

Based on, but not identical to,the

NSW, OLD, WA and NT Guidelines,
aimed at strengthening

requirements to ensure that the

appropriate investigation and
treatment has been provided, which

also assists with determining

whetherthe impairment isat MMI,

and that the relevant evidence is in

place.

This is in response to these

impairments being used incorrectly

to increase overall WPI

This section does not onlyrelate to

rnguinal hernias.

The accreditation scheme was
altered in 2019 to allow for

assessment of herniae under specific

digestive system accreditation and

as such the wording required

WPI impact

Decrease as

anticipate non-

permanent or non-

evidence based
conditions will not

qualify.

Decrease as

anticipate fewer

impairments will

qualify.

Decrease

N/A

Feedback Summary

Medical feedback on

wording.

Medical feedback on

wording.

Nil feedback.

Nil feedback.

RTWSA
Comment

Under review.

Under review.
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updating to fall in line With the

changes.

16 - Psychiatric disorders

Clause

16.12

.16.15

point 4

16.15

point 9

Change

The word 'justify' changed to 'explain'.

The word 'disregarded' changedto

'ignored' to avoid confusion with the

definition of disregard which is a term

used in the Act and has case law

associated with it.

Additional words added: 'Write an

impairment formulation, explaining yoiir

rationale for your impairment scores
wj'fh sufficient detail describing how the

worker's presentation aligns with the
class criteria.

This section has been expanded as
follows: 'The assessing psychiatrist must

use all available information to rate f He

injured worker's pre-injury level of

functioning in each area. The percentage
Impairment is. calculated and subtracted

from the current. WPI to obtain the.

percentage of impairment aSnbatalSle to

the work-related injury. If the assessor

considers that there Is unrelated

impairment, but there.!s inadequate

information •avaitabl'e. to determine-the

percentage, l/10fh-ofthe assessed. WPI

must be dedueted (refer 1.28).

Notes

This does not intend to remove the

expectation that it 5s justified, but to

highlight that there should be
explanation. This is in response to

observation through CQmpJiance

review process.

Clarification of the point that

supports the expectation of the

Tribunal for sufficient detail.

This p'rovides additional: irtforBiatiori

a.bout how to manage deductions for
unrelated impairment,

WPI impart

N/A

N/A.

Neutral

;Feedback'Sumraary

Nil feedback.

Nil feedback.

Plaintiff Lawyer feedback:

• This change

contravenes the Act

• This change is unfair

?KI3MSA' • '."^

Comment ^

Feedback not

accepted.
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16.16

16.17

In the examples dot points: removed the
ranges.

At the very end of the clause, a sentence

has been added: 'When selecting a

percentage within a class, the assessor

should consider the overall severity of

impairment, not Just the median
functions.'

The requirementfor neuropsychological

testing has changed from 'should' to

'must' and the word 'generall/ has been

removed.

A sentence has been added: 'In the

absence of any evidence of brain injury,

disability or disease, the rating for
intelligence would be expected to be

class I/

Provides a clearer instruction. There

have been no examples of

circumstances that would

appropriately alter this guideline.

The ranges are unnecessary here

and confuse the example.

This clarifies an issue raised by

assessors and provides consistency.

This is consistent with the training

delivered for this chapter. The

removal of the word 'general!/ and

change from should to must

removes any ambiguity.

Neutral

Neutral

Nil feedback.

Nil feedback.

17 — Assessor selection process

Clause

17.2

17.3

Change

Additional dot point: 'The

'requester' is the claims agent,

self-insured employer or
ReturnToWorkSA.'

Additional dot points that must

be complied with when choosing

assessor.

If multiple body systems are to

be assessed, multiple assessors

must not be used where there is

an assessor available who is

Notes

This is to ensure self-insured employers are

covered as there has been some behaviour

amongst assessors treating self-insured

employers differently to registered agents.

Current practice takes worker choice very
literally with very little consideration to the

points currently in.the guidelines.

The result is a small number of assessors

receive the vast majority of assessments

while not always being the most

appropriately qualified or the worker
waiting unreasonable times for the

preferred assessor and multiple

Feedback Summary

Nil feedback.

Various stakeholders wrote:

• Limiting worker choice is unfair

• The worker's choice should be

maintained

• There should be no restrictions placed

on the worker's choice of assessor

• The proposed change discriminates

against non-surgical doctors, many of

RTWSA
Comment

Under review.

There are

currently
parameters

around the

choice, the
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17.4

accredited in all the required

body systems.

Nature and 'compleM'ty of the

injury -for musculoskeSeta!

injuries^ ifsargery has occurred,

the injury or.condition.must be

assessed by a surgeon accredited

in the relevant body system.

Availafciility of assessors - if an

appropriately accredited assessor

has. cRfailable appointments, they

rnast be selected over an

alternative assessor with a

waiting time in excess of 6 weeks

(the time period'stipulated by fhe

Impairment Assessor

Accreditation Scheme].

Also added: If there are- no

assessors that meet all the above.

criteria, the 'reqaestor'should seek

to identify assessors who 'meet

the cnteria in the •.order: •of 'priQTity

set aut above. Ear the avoidance

ofeloabt, this means the first

criteria takes priority over fhe

second, and so on.

Added wordingthaf if the worker

does not make a selection within

10 business days, then the

assessments being conducted -when there

are'assessors available with-all the required

accredited body systems'who could

perform ftie assessment in a single

assessment.

These changes are aimed to preserve the
workers choice within reasonable

licnifationsfo ensurefimeliness of

assessments^ efficient use of funds and

ensuring appropriate escpertise is utilised.

Current version provides for situations

where the worker actively does not want
to choose the assessor, but does not

provide for situations where f he worker

who.ft have accumulated years of

assessment experierice-

• Th'is change will lead to an increase in

'Fly In Fly Out' surgeons

• Surgeons are not necessarily better

equipped to do WPI assessments

• Thepool ofsccredSed surgeons is

limited and this change will result in

delays for injured workers seeing an

assessor

• There ar& many legitimate reasons why

an assessor may not be able to offer an

appointment wrEhin 6 weeks

• A proper explanation of the proposed

change has not been provided

• The proposed chatige is: not consistent

with AMA5 guides

Alternative proposed:

• Next cab off the rank approach fo
allocation with possibility that the

assessor is blind to the source of the

referral

Process feedback:

proposed

changes add

more

parameters.

73% of
accredited

surgeons are

based in SA.

Excluding

hearing loss,
60% of
assessments

areforarm,

leg,, or spine.

46% of the
accredited

assessors for

the body
systems are

orthopaedic

surgeons.

Under review.

Howeverthis

proposal

eliminates

worker choice

cdmpfet.ely.

Under review.
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17.5 (new)

requester should select the

assessor.

The requestor must ensure

workers are provided with the

draft report request prior to it

being sent to the assessor. The

requester must givethe worker

at least ten business days to

consider the request and have an

opportunity to raise any issues,

errors or omissions.

s'rmply does not respond. A reasonable

timeframe has been allowed for the
worker to make their choice.

This is moved from the Notes forthe

Requester section and the words 'claims

agent' replaced with 'requester'.

• The 10 business day limit is too short,

especially given the delays in postal

service to regional and rural areas.

• RTWSA is not prejudiced by a delay in a

worker selecting their assessor.

Process Feedback:

• Check language to avoid an unintended

consequence where the drafE report
request isn't sent for at least ten days,

and that it can be sent earlier if the

worker agrees.

Under review.

Appendix 1 - Notes for the requester

Clause

General

Introductory

paragraph

New

heading and

text

rewarded

Change

This section has been updated throughout to reflect changes made

to the.other Chapters

Text removed: 'If a monetary reducb'on of the compensation

payable is required in accordance with subsection 58(7) or

subsection 56(6] of the Act, that monetary reduction will be made

by the requester, making use of the information contained in the

whole person impairment assessment report/
The word 'pre-existing' has been replaced by'unrelated' consistent

with the other changes and the definitions.

Request letter

Clear instructions must be provided to the assessor before the

assessment is undertaken.

The assessor must be provided with all relevant medical and allied

health information, including results of all clinical investigations
and previous assessments related to the work injury or condition in

Notes

Consistency.

Out of place here. This is

covered further down in

separate sections.

This reminds requestors of

the requirements as set out

in the Introduction.

FeedbackSummary

Nil feedback.

Nil feedback.

Nil feedback.

RTWSA
Comment

Summary table - Impaimient Assessment Gmdelines Consultation 33



OFFICIAL: Sensitive

New

heading

Bladder

impairment

question. Assessors should contactfhe requesfor if they cbnsider

additional information is reqaiFed.

Additional information to be provided' amended to read: 'Where

there are' unrelated.injunes/conditions that are relevant t&Uve

work Injury need to be considered, the requester should request a

whole person impairment assessment for the total impalrmenf

encompassing both the work injury and the unrelated

Tnjury/cpndition, and then ask'the assessor to de.du'ct the degree of

impairment attributabSe to the unrelated infuTy/concUfion.

Section replaced with:

Origin of impairment
An impairment often involves more than one'.bo'dy system and the

same condition may be covered in more than one chapter.. Usuafly

the system where the impairment presents is used for evaluating

the impairment, however if an impairment is relatedto an injury'to

another area e.g. the brain or spinal cord, the assessment may.
need to be undertaken by an assessor accredited in the system

where the. impairment originates.

Clarification

The issue being described is

not limited to the bladder so

it has been replaced with .a

more general statement and

moved up.

Nilfeedbaek.

?1 feedback.

Appendix 2— Explanatory notes arid Appendbc 3 - Glossary - transferred

The Explanatory notes have been combined with the Glossary, renamed 'Definitions' and .moved to thefrontofthe'SuideIines.

Nil feedbackwas received in relation to these: changes

Appendcc 2 - GEPIC worksheet - was appendix 5

Clause

Worksheet

2

Change

Correction of table

labelling on psige 2

Notes

Correcting typo in current edition.

Feedback Summary

Nil feedback.

RTWSA
Comment

Summarytab'le - Impairment Assessment Guidelines Consultation 40
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Cathro, Vicky (DTF)

From: malcolm.baxter46@bigpond.com

Sent: Friday, 28 May 2021 12:37 PM
To: WPI; WPI
Subject: Feedback
Attachments: 3. Attachment 3 - Feedback form - Impairment Assessment Guidelines Consultation

-2021.docx

Please find my feedback form attached

Regards
Malcolm Baxter



Attachment 3

WorkSA
Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi@rtwsa.com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.

• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reHects

the requirements of the Return to Work Act 2014 and improves the process for selecting an
appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front of
the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

Return to work.
^"i Return to life.



Name and/or organisation of respondent (optional):

Malcolm Baxter ENT Specialist

We value your feedback and would like to Imow the views you represent:

D Accredited Impairment Assessor x Q Worker representative

Q Representative medical body/association D Lawyer or Legal association

D Self-insured employer D Other (please specify below)

D Employer representative

1. Please provide comments below on any of the proposed changes you support Please Explain
why.

Section

e.g. -1.14

6.3

9.16-9.20

Comments/Recommendations

Agree aligning definition of MM! with AMA5 and the national guidelines will
reduce confusion particularly for assessors working across multiple

jurisdictions

Much clearer guide as to mastication degrees of impairment

Much clearer, In particular specifies should use 2-4kHz or occasionally

1,5-1 don t think this was actually specified before

Levels ofmaximal loss at each frequency is welcome

Good to have closest audiogram principal codified in the Guidelines as
this has been challenged by solicitors

2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Section

9.12

Comments/Recommendations

I disagree with the restriction to 1% for tinnitus without hearing loss
from head injury. In my experience this can be just as distressing as that
from NIHL. I suggest 1-5% be allowed as for other causes

ReturntoWorBcSA
Return to work.
Return to //Ye.



3. If there are any changes you would like to suggest, please describe them below

Section Comm ents/Recomm en dations

"Acoustic Shock Syndrome" is a controversial topic which is often

claimed. Its mechanism and even existence are disputed . Is there a need

for a guideline on this?

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

XD Yes

D No

5. Do you have any other feedback about the proposed Guidelines?

Overall with regard to ENT and Hearing I believe this has a lot of improvement

f"
Return to work.
Return to life.



Cathro. Vicky (DTF)

From: John.cross5@bigpond.com

Sent: Monday, 31 May 2021 4:28 PM
To: O'Callaghan, Kirsten

Subject: Emailing: Feedback on Intro data JC
Attachments: Feedback on Intro data JC.docx

Follow Up Flag: Follow up
Flag Status: Completed

Hi Kirsty
Please find my comments thus far.

Cheers

JohnC
Your message is ready to be sent with the following file or link
attachments:

Feedback on Intro data JC

Note: To protect against computer viruses, e-mail programs may prevent sending or receiving certain types of file

attachments. Check your e-mail security settings to determine how attachments are handled.



Attachment 3

WorkSA
Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi@rtwsa.com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.

• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects

the requirements of the Return to Work Act 2014 and improves the process for selecting an
appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front of
the Guidelines.

The Notes for the Requester appendix has been reviewed to reHect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

Return to work.
fri Return to life.



Name and/or organisation of respondent (optional):

John Cross

We value your feedback and would like to know the views you represent:

Q Accredited Impairment Assessor

Representative medical body/association

Self-insured employer

Employer representative

II Worker representative

II Lawyer or Legal association

x|_| Other (please specify below)

Reviewer

1. Please provide comments below on any of the proposed changes you support. Please Explain
why.

Section

e.g. - 1.14

Glossary
Definitions

1 AMA4

2 Flexion
Contracture(FC)

3

4

Comments/Recommendations

Agree aligning definition ofMMI with AMA5 and the national guidelines will

reduce confusion particularly for assessors working across multiple
jurisdictions

AMA4 what is used is from Edition 3 onwards. Perhaps to standardise
the AMA4 use across Australia it would be prudent to note this?

In RTWSA it does not matter if an earlier version is used as Vision IS
NOT affected in earlier editions

I believe you can have Extension Lag in a Flexion Contracture so you

are introducing 2 types ofFC with this definition. ?unnecessary???

??? capital A for assessor e.g. Assessor as it is used in Lead Assessor

The Guidelines ...is this the correct edition number 'second edition'

2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Section

Introduction

1

2

3

4

5

Comm en ts/Recomm endations

Are you going to keep the same name ala iags?

Final sentence in 1.26 needs clarification

?last para in 1.27 to be re-ordered? Begin with Where there is objective
evidence etc.

1.28 What does the last sentence meant to convey???

1.29 Perhaps ? where there is insufficient objective evidence provided

'ReSurntoWorkSA
Return to work.
Return to //"fe.



1.29 Perhaps? 2nd last sentence ..the 1,10th deduction is made at Bads'

Part impairment level

1.39 Disfigurement in the past has not been a feature when rating an
amputation but if the leg is removed then it may constitute an impairment
under this aspect. Has this been considered?

3. If there are any changes you would like to suggest, please describe them below

Section

1.41

1.43

1.45

1.48

1.50

Comments/Recommendations

The increase cannot be applied where the use of medication is a criterion
for the assigned rating. Perhaps an example or two would assist here

A whole person impairment assessment report must be accurate,

comprehensive and in accordance with the Guidelines, AMA5 section 2.6,

pp21-22 and the applicable Court Rules. It may be that the Assessor is
not aware of such Court Rulings ala recent Tribunal decisions and
as such cannot really comply with such.

If the assessor considers, on the basis of their informal observations of

the worker, that the worker is not co-operating to the best of their ability
during the formal assessment process, the worker should be reminded

that, in order to obtain an accurate assessment, it is necessary for them

to co-operate to the best of their ability. The only way to address this is
to send them away with the comment that there appears to be
inconsistency and advise to re-book. Keep doing this until the
message is received. This may impact upon 1.63 phrasing as well.

The Guidelines and AMA5 may allow for more than one equally valid and
specific method that assessors can use to establish the degree of an

injured person's permanent impairment. When choosing between these

equally valid and specific methods [e.g. muscle strength or atrophy),
assessors should use the method(s') that results in the highest degree of
permanent impairment relating to the specific diagnosis being rated
that is causing impairment.

The assessed degree of impairment is to be expressed ultimately as a

percentage of whole person impairment (% WPI). Body system
impairments, such as percentage of digit, upper extremity, foot, lower

extremity, visual or hearing impairments, are to be included in the

report and then converted to %WPI in the summary table.

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

•ReturntoWor&cSA
Return to work.
Return to //"fe.



D Yes

No

5. Do you have any other feedback about the proposed Guidelines?

Deductions..... At what level? In general the Assessor should deduct at the level before

proceeding to combine or add with the next level. An example would be where the
contralateral Hand is being used for deduction then the level of deduction would be at the
digit joint level

Return to work.
! ReSurntoWorkSA Retu m to life.



Cathro, Vicky (DTF)

From: dacherry72@gmail.com

Sent: Tuesday, 1 June 2021 3:02 PM
To: WPI
Subject: CRPS
Attachments: 3, Attachment 3 - Feedback form - Impairment Assessment Guidelines Consultation

-2021,docx

Regards
David Cherry



Attachment 3

WorkSA
Form

Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to; wpKalrtwsa.com

Summary of Changes

The foreword and introduction chapter have been amended to;

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.

• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects

the requirements of the Return to Work Act 2014 and improves the process for selecting an
appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front of
the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

Return to work.
fK Return to life.



Name and/or organisation of respondent (optional):

A/prof David Cherry

We value your feedback and would like to know the views you represent:

Q Worker representative

Accredited Impairment Assessor Q Lawyer or Legal association

D Representative medical body/association

Q Self-insured employer Q Other (please specify below)

Employer representative

Currently working as an 1MB for MLCOA

1. Please provide comments below on any of the proposed changes you support Please Explain
why.

Section

e.g. - 1.14

Comments/Recommendations

Agree aligning definition ofMMI with AMA5 and the national guidelines will
reduce confusion particularly for assessors working across multiple

jurisdictions

2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Section Comments/Recommendations

2.26 etc CRPS. A couple of the proposals make no sense. It is acknowledged that
CRPS is a clinical diagnosis but then assessors need to get radiological
evidence - I suggest do not go down that track. I like the other

recommendations about how to place patients with CRPS into the
appropriate UEI %. The previous system was a joke. AMA5 Table 16-16 is
a terrible way to diagnose CRPS and leaves open interpretation by
doctors batting for the patients.

I also think 18 months before an assessment is a bit tough considering it
may take 6 to 12 months to make the diagnosis - add 18 more and it is
30 months or so.

'ReturntoWorkSA
Return to work.
Return to //"fe.



I would add hypoaesthesia or hyperaesthesia to a patients symptoms.

If a patient develops CRPS as a result of a wrist # for example, it is bound
to be stiff and therefore range of motion of the wrist is not a useful
criteria. Decreased ROM should pertain to joints not injured initially. I
agree with the diffuse swelling but it should be beyond the injured joint.

AMA5 refers to a cool limb - could also be warmer but no allowance for

that-get rid of it.

I am more than happy to come in an discuss this with you. I am well

aware that both sides need to kept satisfied.

3. If there are any changes you would like to suggest, please describe them below

Section Comments/Recommendations

4, Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

D Yes

D No

f"-
Return to work.
Return to life.



5. Do you have any other feedback about the proposed Guidelines?

Return to work.
f) RetUmtdWbrBcSA Return to life.



Cathro, Vicky (DTF)

From: jlcrompton <jlcrompton@internode.on.net>

Sent: Tuesday, 1 June 2021 3:20 PM
To: WPI
Subject: Feedback on changes to IAG
Attachments: - Feedback form - RTWSA2021.docx

Please see attached,

Cheers, Prof John Crompton



Attachment 3

WdrkSA
Form

Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: w pj @ rtws a,co m

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.

• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects

the requirements of the Return to Work Act 2014 and improves the process for selecting an
appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front of
the Guidelines.

The Notes for the Requester appendix has been reviewed to reHect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

"10.9 For impairment assessment for monocular aphakia or monocular pseudophakia, AMA4 directs

that the lower numbers are used in Table 3 (p212, AMA4). The separate scales are no longer

required. Only the top numbers are to be used."

1

Return to work.
fW Retu rn to life.



Comment: For some time I have been concerned that Table 3 (p212, AMA4) is overly generous
in calculating visual % loss in a monocular pseudophakic eye, as the visual results these days
are almost uniformly good. Indeed, Dr D Tamblyn and I discussed this matter 2 years ago with
RTWSA. Hence I agree with the above change.

Monocular aphakia is a much more significant visual disability but visual acuity when assessed
in the aphakic uncorrected state (as a thick spectacle lens or contact lens was not required pre-

injury) adequately compensates for that situation.

However, as this change is a significant one, could I suggest that brief appropriate explanation
be added at the end of 10.9 along the lines of above?

Prof. John L Crompton, AM, RFD, MBBS, FRANZCO, FRACS

Accredited Assessor for the Visual System, RTWSA

Return to work.
- ReturntoWorkSA Retu rn to life.



Name and/or organisation of respondent (optional):

We value your feedback and would like to know the views you represent:

|^| Accredited Impairment Assessor

n Representative medical body/association

Self-insured employer

Q Employer representative

Q Worker representative

Lawyer or Legal association

D Other (please specify below)

1. Please provide comments below on any of the proposed changes you support Please Explain
why.

Section

e.g. - 1.14

10.9

Comments/Recommendations

Agree aligning definition of MM/ with AMA5 and the national guidelines will
reduce con fusion particularly for assessors working across multiple

jurisdictions

"10.9 For impairment assessment for monocular aphakia or monocular

pseudophakia, AMA4 directs that the lower numbers are used in Table 3

(p212, AMA4). The separate scales are no longer required. Only the top
numbers are to be used."

Comment: For some time I have been concerned that Table 3 (p212,
AMA4) is overly generous in calculating visual % loss in a monocular
pseudophakic eye, as the visual results these days are almost uniformly

good. Indeed, Dr D Tamblyn and I discussed this matter 2 years ago with
RTWSA. Hence I agree with the above change.

Monocular aphakia is a much more significant visual disability but visual
acuity when assessed in the aphakic uncorrected state (as a thick
spectacle lens or contact lens was not required pre-injury) adequately

compensates for that situation.

However, as this change is a significant one, could I suggest that brief
appropriate explanation be added at the end of 10.9 along the lines of
above?

Prof. John L Crompton, AM, RFD, MBBS, FRANZCO, FRACS

Accredited Impairment Assessor for the Visual System, RTWSA

fw ReturntdWbrlcSA
Return to work.
Return to life.



2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Section Comm en ts/Recomm endations

nil

3, If there are any changes you would like to suggest, please describe them below

Section Commen ts/Recomm en dations

See above

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

Kl Yes
D No

5. Do you have any other feedback about the proposed Guidelines?

nil

sRetumtdWbrBcSA
Return to work.
Return to //fe.



Return to work.
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Cathro, Vicky (DTF)

From: markclayer <markclayer@gmail.com>

Sent: Monday, 7 June 2021 12:42 PM
To: WPI
Subject: Re: Formal Consultation - Proposed Changes to Impairment Assessment Guidelines

Dear Ms Oaldey,

I will not be able to attend either of the 2 consultation meetings but I would like to make a submission on

the proposed changes. I draw your attention to the following proposed change:

1.9 (separated out from prev. 1.7) Additional wording: 'If an assessor identifies an additional injury or

condition that is not identified in the assessment request letter, the assessor must make reasonable efforts to

contact the requester to advise of the new condition/injury and to ascertain if the assessment should proceed

or be deferred to a later date. In the event that the assessor is unable to contact the requester, the assessor is

to describe the history of the onset of the newly identified injury/condition in the report but not proceed with
the %WPI calculation for any of the injuries/conditions until they have approval from the requester (i.e.

both the requested injuries and newly identified injuries are not to be assessed).'

90% of the time I perform a consultation, the worker complains about something that is not mentioned in

the referral letter. If you expect me to stop the consultation every time a worker complains about an

unidentified injury (and they always state that it is due to the original injury, especially if they have seen a
lawyer) and expect me to call a Case manager (who are NEVER available) then you will have only
approximately 10% of all reports completed. In addition, it is not uncommon (once again, especially if they

have seen a lawyer) for the worker to make complaints of multiple body regions, more that can be assessed
in the time allocated for the original assessment.

I strongly recommend you do not proceed with this change.

Yours faithfully,

Mark Clayer

On Fri, May 28, 2021 at 9:41 AM WPI <wpi@4-twsa.com> wrote:

Dear Assessor

ReturnToWorkSA, on behalf of the Treasurer, is starting a process of formal consultation on proposed
changes to the Impairment Assessment Guidelines.

Attached to this email you will find:

1. A consultation paper which provides an overview of the proposed changes and their impacts

2. A version of the current Impairment Assessment Guidelines with the proposed changes shown, in green

text

3. A feedback form, which you can use to provide your feedback.

Consultation closes at 6pm on Friday 25 June. Your feedback 1VIUST be received by this time in order to

be considered.



All feedback is welcome, including support for proposed changes. You may like to use the form attached

to this email, or you can simply email your feedback to wpi@,rtwsa.com.

ReturnToWorkSA is offering face to face information sessions to provide an overview of the proposed

changes. Available sessions:

- Thursday 10 June 4.15-5.15pm

-Friday 11 June 12.00- 1.00pm

These sessions will be held at the ReturnToWorkSA offices at 400 King William Street Adelaide. If you
would like to attend a session, please email wpi@rtwsa.com and indicate which session you would like to

attend. Numbers will be limited due to COVID restrictions, however we will schedule further sessions if

needed.

We have allowed 4 weeks for the consultation period, and your feedback must be received by the deadline

to be considered. If you have a valid reason why you cannot meet this deadline, and wish to request an
extension, please email wpi@rtwsa.com. Please note, while all requests for extension will be considered,

there is no guarantee that your request will be granted, as we will need to consider the impacts of extended
timeframes on all stakeholders.

Next Steps

All feedback received will be carefully reviewed and considered. You will be advised of any confirmed
changes to the Guidelines in due course, and any amendments will be published in the Government

Gazette.

Thank you for your participation in this process.

Julia Oakley

Executive Leader Regulation

400 King William Street Adelaide SA 5000

www.rtwsa.com I wpi(%rtwsa.com
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Attachment 3

ReturntoJ

Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wDi@)rtwsa,com

Summary of Changes

The foreword and introduction chapter have been amended to;

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing
• move information designed for another audience Into the appendices
• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to;

• improve readability

• provide further guidance to impairment assessors regarding the expected assessment
approach or the range of ratings available, based on advice from medical specialists,

• correct any errors or identify additional errors contained In the AMA5 Guide.
• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects the
requirements of the Return to Work Act 2014 and improves the process for selecting an
appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front
of the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes In the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

CSlRetUmtOWorkSA Return to life.



Name and/or organisation of respondent (optional);

We value your feedback and would like to know the views you represent:

[Accredited Impairment Assessor

[_] Representative medical body/association

m Self-insured employer

[__] Employer representative

[__] Worker representative

[_] Lawyer or Legal association

[_| Other (please specify below)

1. Please provide comments below on any of the proposed changes you support. Please
Explain why.

Section

e.g.-1.14

17.3

Comments/Recommendatlons

Agree aligning definition ofMMf with AMA5 and the national guidelines will reduce
confusion particularly for assessors working across multiple jurisdictions

AvaHabUity of assessors - if an appropriately accredited assessor has
available appointments, they must be selected over an alternative assessor
with a waiting time in excess of 6 weeks

I believe this is a good initiative and supports the original intention of the
Guidelines.

2. Please provide comments below on any of the proposed changes you do not support.
Please explain why

Section Comments/Recommendations

17.3 Nature and complexity of the injury ~ for musculoskefetal injuries, if surgery
has occurred, the injury or condition must be assessed by a surgeon
accredited in the relevant body system.

I DO NOT BELIEVE THIS AMENDMENT IS APPROPRIATE NOR FAIR. There are
many accredited assessors that have demonstrated over the years their

Return to work.
Return to life.



ability to accurately assess upper extremity, lower extremity and spine
impairments after surgery. Examples are shoulder and knee surgery. The
spinal chapter is very specific and easy to follow, This change will exclude
GP's and other specialists who have extensive experience and it will
significantly narrow the pool of accredited assessors available. RTWSA
would be able to draw on their large pool of date following PIA review that
would support my assertion that non surgeons are equally skilled in PIA's
in these categories. In my case, I work in a geographical area where there
are few assessors and this wili place workers in my region at an unfair
disadvantage.

3. If there are any changes you would like to suggest, please describe them below

Section

17

Comments/Recommendations

Where possible assessments should occur Monday to Friday with weekend
assessment under exceptional circumstances only. This will have the effect

of fairly distributing the pool.

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

I Yes Except section 17.3 as mentioned above.

»R@tumtoWorl<SA
Return to work.
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D No

5. Do you have any other feedback about the proposed Guidelines?

The rest of the amendments are supported,

Return to work.
Return to We.



Cathro, Vicky (DTF)

From:

Sent:

To:

Subject:
Attachments:

Hayley Smith <Hayley.Smith@johnstonwithers.com.au>

Thursday, 17 June 2021 12:07 PM
WPI
Submissions as to proposed changes to Impairment Assessment Guidelines

SKM_C45821061712150.pdf

Dear Sir

Please find attached our letter by way of submissions.

Kind Regards

Hayley Smith
Legal Assistant to Hugh Rischbieth

JOHNSTON WITHERS
LAWYERS

JOHNSTON WITHERS LAWYERS
17 Sturt Street, Adelaide South Australia 5000
All correspondence: PO Box 6321 Halifax Street SA 5000

T (08) 8231 1110 | F (08) 82311230
E Havley.Smith@johnstonwithers.com.au

W iohnstonwithers.com.au
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Disclaimer Notice:

The contents of this email (including any attachments) are confidential and privileged and are intended only for the
addressee. Any confidentiality or privilege is not waived or lost if this email has been sent to you by mistake. Any

unauthorised use of the contents of this email is expressly prohibited. If you are not the intended recipient of the
email (and any attachment) you are notified that you may not disseminate, copy or take any action based upon the
information contained therein. If you receive this email in error please contact Johnston Withers on (08) 82311110
or by reply email and then delete this email. This email has been scanned for viruses and dangerous contents and is

believed to be clean however no warranty is made that this email or attachment(s) are free from computer virus or

other defects which may attach themselves to this email during transmission or otherwise. Johnston withers accept

no responsibility for the content of an email sent by an employee which is of a personal nature and the views
expressed in the email are those of the individual sender except where it expressly states that they are those of
Johnston Withers.



JOHNSTON WITHERS
LAWYERS

17 June 2021

Chief Executive Officer
Return to Work SA

By email: wpi@rtwsa.com

Dear Sir

Submissions as to proposed changes to Impairment Assessment Guidelines

Our firm, Johnston Withers, has been acting for injured workers and their families in South
Australia for 75 years. During that time we have advised our clients and advocated on their
behalf in the relevant courts and tribunals, in the context of ever changing and increasingly

complex legislation.

We have recently been made aware that you have sent a draft paper containing proposed
changes to the Impairment Assessment Guidelines to certain medical doctors. Despite the fact
that these proposals are likely to have a significant impact on the rights of injured workers, you
have not sought the views of law firms such as ours who support injured workers, nor other
key stakeholders in the workers compensation system.

We provide this submission firstly in Johnston Withers capacity as a legal firm, but secondly as
we hold strongly held views that the Consultation Paper and the Review Draft:

• Do not allow sufficient time for consultation;

• Do not provide sufficient information, including the provision of a marked up version of
the Guidelines to easily interpret the proposed changes and the omissions from the
previous Guidelines;

• Significantly impact on the remedial context and purpose of workers compensation
entitlements;

• Have not been distributed widely to members of the legal profession, unions and other
key stakeholders, including ALA, social sen/lce providers and unrepresented injured
workers.

There have been many recommendations in the past following reviews as to changes to
workers entitlements, The use of the Guidelines, implemented upon the introduction of the
Return to Work Act 2014 were not previously the subject of extensive consultation amongst
key stakeholders.

17 Sturt St Adelaide South Australia 5000 P (08)8231 11 10 F (08) 8231 1230 mail@lohnstonwlthers.com.au johnstonwithers.com.au

ADELAIDE CLARE PORT AUGUSTA WHYALLA ROXBY DOWNS MURRAY BRIDGE

JOHNSTON WITHERS & ASSOC PTY LTD ABN 97 008 106 643 A GOLD ALLIANCE FIRM AND
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The assessment of permanent impairment as to injured workers creates parameters for many
entitlements under the Return to Work Act and is therefore an essential indicia under the Act in
terms of workers' entitlements,

The decisions in Preedy, then followed by Summerfield, clearly address the proper
interpretation of the Act and the Guidelines. It is noted that:

1. The Corporation has previously funded a review as to the Scheme (the FInlty
review) and has been concerned prior to the Review, and subsequently, as to the
financial viability of the Scheme;

2. The Corporation has itself indicated that the viability of the Scheme is at risk;

3. The Corporation has now sought special leave of the High Court to appeal the
Summerfleld decision.

When Finity Consulting reported to the Chair of Return to Work SA on 26 August 2019 they
wrote that "there is still considerable legal uncertainty" in the Scheme and that a large number
of open disputes and slow rate of dispute resolution still presented a material risk to the
valuation results. On current trends, they estimated It was likely to be at least two to three
years, and possibly longer, before the operation of the Act was confidently known.

Page 7 of the report in the Executive Summary described that "the level of Serious Injury
activity continues to be higher than expected, despite the observation that the level of
disputation had reduced under the Return to Work Act".

Whilst no Guidelines are perfect, the current Guidelines do provide generally an objective and
consistent method of assessing permanent impairment arising from a work injury. They
recognise the need for injuries to have reached Maximum Medical Improvement and to have
been stable and further, the Act recognises the once and for all nature of the assessment
process as to permanent impairment. However, some of the proposed changes to the

Guidelines, could potentially significantly impact on the ability of injured workers to attain
Maximum Medical Improvement or nominate that they then wish to proceed to whole person
Impairment.

The Guidelines ought to create fair and equitable outcomes to injured workers consistent with
the remedial context of the Act.

We are concerned that describing the background to the proposed changes is "to deliver
greater clarity, consistency and transparency", and to reflect relevant clinical developments, is

not what the proposals will achieve. Quite the contrary.

To be frank it is about cost saving. It is about Return to Work SA reducing entitlements and in
many cases ignoring medical conditions, medical clinical history, observation, assessment and
judgement and ignoring medical knowledge.

Johnston Withers does not propose to address each of the proposed changes, but recognises
that where there is a review, there is a need for timely open dialogue, lengthy consultation and
engagement and then further discussion before any proposed changes are to be implemented.
The lack of consultation and dialogue is of significant concern and appears to reflect a desire

thr hjb admin217037 O05.doc



to implement change, within a short timeframe without dialogue, to minimise the exposure of
the Scheme and to significantly affect workers entitlements.

Some of the proposed changes, and we use this word literally, are medical fictions. Put simply,
if implemented, changes to the Guidelines would reduce the rateable Impairments and
accordingly the entitlements of injured workers in a number of contexts. For example, a
worker with a previously asymptomatic condition including arthritis, must have a deduction
applied, notwithstanding that the condition was entirely asymptomatic. Again, put simply, this
is deducting from entitlements for alleged pre-existing impairment, where no evidence exists of
such impairment and there is no Impairment affecting the worker at the time of sustaining the
injury.

The same use of a fiction will apply, if the Guidelines are changed in respect to iatrogenic i.e.
medication induced injuries including claims for dental, upper and lower intestinal tract injuries.
These reflect the view of Return to Work SA that medication induced injuries should not be
treated in the same manner as other injuries and should not be regarded as consequential
injuries to be combined as arising from the same injury, cause or trauma. This is reflective of
Return to Work SA's position that they are concerned by the potential exposure of the Scheme
and are seeking to amend the Guidelines, but not the legislation, to achieve significant
deduction in the scheme exposure, but without having to amend the Act or have proper and
timely engagement dialogue and collaboration with persons and/or organisations affected.

The timeline for submissions is ridiculously brief in what is a particularly complex discussion
paper and without the omissions being described in the Discussion Paper or provision of a full
copy of the Guidelines referring to the omissions as ought to be provided, rather than the

changes.

The Discussion Paper advises that when submissions "have been received and considered by
RTWSA and the Treasurer, you will be advised of any changes". This is not dialogue and
engagement, rather RTWSA periunctorily invites submissions from certain stakeholders to tell
RTWSA and the Treasurer what a limited audience think and then RTWSA decide, rather than
an engaging process for all key stakeholders. For example, there appears to be no
engagement with the Australian Lawyers Alliance, SA Unions, injured workers and advocacy
groups. There is no invitation to meet and engage as between Return to Work SA and the
various stakeholders, collaboratlvely including the medical profession, The Law Society and
other legal sector groups, SA Unions, self-insurers of SA etc. If there was to be meaningful
dialogue and engagement, then RTWSA should invite all key stakeholders to have meaningful
dialogue and share their views with one another and with RTWSA and the Treasurer. We note
that the Consultation Paper is marked "official: sensitive" and those words do appear to be
indicative of the lack of fairness and transparency rather than a truly consultative and
necessary process of stakeholder engagement and discussion.

As the assessment of whole person impairment is a once and for all process, the importance
of this process cannot be understated. In the past, we have seen the regular adherence by
Return to Work SA, its claims agents EML and Gallagher Bassett to the creation of template
reporting by way of draft referrals, making incorrect assertions as to the law regarding those
impairments to be deducted and those to be combined. The Law Society of South Australia
have already written to Return to Work SA in respect of the conduct of claims agents with

tlir_hjb_adfflln_217037_005.doc



respect to whole person impairment and there have been decisions in the South Australian
Employment Tribunal that have consistently made criticism of the approach of Compensating
Authorities and RTWSA in respect to Its treatment of injured workers and impairment
assessors in whole person assessment matters.

The process of permanent impairment, whilst complex, needs to have significant safeguards
for injured workers. The Compensating Authority must properly respect and reflect in draft
referrals the current state of the law, rather than the use of its templates, which in recent
decisions have been found not to be correct vis Preedy and Summerfield.

Compliance issues frequently arise following receipt ofWPI assessment reports, commonly
because of the instructions given by the Compensating Authority claims agent.

Johnston Withers, due to time constraints of the deadline for submissions to be lodged, do not
address all of the proposed changes, However, we wish to address a number of examples to
identify the significant impact that if passed, these changes would have. Further, the changes,
would significantly reduce the Scheme exposure and accordingly, whilst the Consultation
Paper suggests that these changes have been identified over time, the reality is that the
changes are being made to reduce the Scheme exposure.

1, Clause 1.41 adds:

"impairments due to side effects of pain medications which are reversible upon ceasing, is
not considered permanent or at MMI therefore does not qualify for an impairment rating".

Whilst the long term use of opioid medication has been recognised as to its
consequences and is discouraged, the use of painkilling medication for many injured
workers Is a significant alleviation of their painful symptoms. Whilst it is recognised that
opioid medications and other medications can cause both upper and lower intestinal tract
symptoms, we have two very significant concerns as to the potential application of Clause
1.41. These include:

(a) If a doctor nominates that a patient should cease a medication to reverse the
effects of the impairment to be assessed, then that impairment as a
consequence of the medication does not attain an impairment rating. If the
doctor happens to be wrong, then given the once and for all regime of
proceeding to whole person impairment assessment of all injuries, a worker
will be significantly disadvantaged.

(b) There could be potential significant medical consequences If workers seek to
discontinue medications prescribed for pain relief, contrary to medical
recommendations to alleviate their symptoms.

We also note that there has been concern expressed previously on many occasions by
Return to Work SA in submissions elsewhere and by its lawyers in the Tribunal, asserting
that those injuries that arise from the use of medication, ought not be combined with other
injuries, such that the true intent of making these changes is likely reflected by the past
conduct of Return to Work SA in its submissions before the Tribunal and elsewhere.
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2, The introduction of a new Table 6.3 for rating mastication and deglutition is concerning.
The previous table, whilst having shortcomings, is less concerning than the proposed
changes. Either way, the previous table and the new proposed table only address issues
as to mastication and deglutition in the context of what food can be ingested by an injured
worker. This firm has acted for a number of workers who have become edentureless (i.e.

without teeth), yet the criteria to be applied despite the very significant impact on those
injured workers, focuses solely on food, rather than the function of teeth including speech

and appearance.

3. A deduction for an asymptomatic condition i.e. arthritis is a medical fiction. It ignores
clinical history and records and would result in many injuries being undercompensated
where no prior clinical or medical indlcia exists for deduction, It is both arbitrary and

unfair. Moreover, it is imposing a deduction where none should apply.

4. The worker must always have the choice of the permanent impairment assessor to
conduct the assessment. The proposed changes in Clause 17.4 are unnecessary and

extremely unfair. It likely reflects the situation where, as we acknowledge these are
complex assessments, a Compensating Authority can effectively take over the whole
person impairment process because the worker, due to the complexity of the process,

does not know who to conduct the assessment. It is not for Return to Work SA or the
referrer to nominate the assessor of their choice. Rather, it is a fundamental basis, given
that the Compensating Authority draw the referral, that the injured worker must maintain
the choice of the appropriate accredited assessor for the appropriate body part and
injuries to be assessed. In many cases, this can involve a number of assessments over a

period of time and accordingly, creating a sense of urgency and then imposing the right to
Return to Work SA to further control the process, must be discouraged. Moreover, the
role of RTWSA to Compensating Authorities in seeking to influence WPI outcomes has
been criticised previously by the Tribunal.

Conclusion

In conclusion, there is clearly a need for lengthy dialogue and proper engagement with all key
stakeholders by Return to Work SA. Johnston Withers would like to be invited to such

necessary engagement as soon as possible so that all parties can express their views in an
open and frank manner, just, as we have In this submission.

Yours sincerely

JOHNSTON)WT^E^S

/y/'

Graham Harbord
Dfrector
Direct Line: 08 8233 7205
Email: graham.harbord@johnstonwithers.com.au
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Cathro, Vicky (DTF)

From: James Economos <admin@drjeconomos.com.au>

Sent: Thursday, 17 June 2021 1:21 PM
To: WPI
Subject: RE: Formal Consultation - Proposed Changes to Impairment Assessment Guidelines

Hi Julia

Unfortunately I was away last week without cell phone coverage. Given that the consultation paper states that
Australian Faculty of Occupational and Environmental Medicine is being consulted on the matter, was it also
forwarded to AFOEM nationally?

Are you able to provide any greater guidance on the rational for 17,3 Nature and complexity of the injury - for

musculoskeletal injuries, if surgery has occurred, the injury or condition must be assessed by a surgeon accredited in
the relevant body system. Justification provided is ensuring appropriate expertise is utilised.

It doesn't specify orthopaedic surgeon, so is RTWSA of the view that an MSk accredited vascular or general surgeon,

with careers and any ongoing patient management practice not dealing with MSk conditions, is considered to have
expertise in assessing PIA's arising where MSk surgery has occurred, whereas as OP's, rehab and pain physicians

who may have been managing patients with predominantly MSK conditions for their entire career do not have
sufficient expertise.

Kind regards,

Dr
Occupational & Environmental Physician

FAFOEM (RACP) MBBS (Adel) GDOH (Adel)
Second Opinion Medicine | Injury Management | Independent Medical Examinations | Permanent Impairment
Assessments | Fitness For Work Assessments

Chair AFOEM South Australian Regional Committee

T: +61 8 8362 8200 F: +61 8 8362 5300 admin@drieconomos.com.au www.drjeconomos.com.au

MJ

Ll/18 Dequetteville Tee Kent Town SA 5067

Summit Health Centre 85 Wellington Road Mount Barker SA 5251

McLaren Vale and Districts War Memorial Hospital 3 Aldersy St McLaren Vale SA 5171

The Injury Hub 8 Main N Rd, Willaston SA 5118

This email and any attachments is sent by the sender Identified above and Is intended solely for the addressee. It Is confidential, may contain personal information and

may be subject to legal professional privilege. Unauthorised use Is strictly prohibited and may be unlawful. If you have received this by mistake or are not the Intended
named addressee(s) or a person responsible for delivering it to the intended recipient, confidentiality and any legal privilege are not waived or lost and we ask that you

contact the sender Immediately and delete and destroy this and any other copies. In relation to any legal use you may make of the contents of this email, you must ensure

that you comply with the Privacy Act (Cth) and you should note that the contents may be subject to copyright and therefore may not be reproduced, communicated or
adapted without the express consent of the owner of the copyright. The sender will not be liable in connection with any data corruption, Interruption, delay, computer

virus or unauthorised access or amendment to the contents of this email.

Please think of the environment before printing this email.



From: WPI [mailto:wpi@rtwsa.com]

Sent: Friday, 28 May 2021 9:39 AM
Subject: Formal Consultation - Proposed Changes to Impairment Assessment Guidelines

DearAssessor

ReturnToWorkSA, on behalf of the Treasurer, is starting a process of formal consultation on proposed changes to

the Impairment Assessment Guidelines.

Attached to this email you will find:

1. A consultation paper which provides an overview of the proposed changes and their impacts

2. A version of the current Impairment Assessment Guidelines with the proposed changes shown in green text

3. A feedback form, which you can use to provide your feedback.

Consultation closes at 6pm on Friday 25 June. Your feedback MUST be received by this time in order to be

considered.

All feedback is welcome, including support for proposed changes. You may like to use the form attached to this
email, or you can simply email your feedback to wpi@rtwsa.com.

ReturnToWorkSA is offering face to face information sessions to provide an overview of the proposed changes.

Available sessions:

Thursday 10 June 4.15 a€" 5.15pm

Friday 11 June 12.00 a€" 1.00pm

These sessions will be held at the ReturnToWorkSA offices at 400 King William Street Adelaide. If you would like to
attend a session, please email wpi@rtwsa.com and indicate which session you would like to attend. Numbers will be

limited due to COVID restrictions, however we will schedule further sessions if needed.

We have allowed 4 weeks for the consultation period, and your feedback must be received by the deadline to be
considered. If you have a valid reason why you cannot meet this deadline, and wish to request an extension, please

email vvpi@rtwsa.com. Please note, while all requests for extension will be considered, there is no guarantee that

your request will be granted, as we will need to consider the impacts of extended timeframes on all stakeholders.

Next Steps
All feedback received will be carefully reviewed and considered. You will be advised of any confirmed changes to the
Guidelines in due course, and any amendments will be published in the Government Gazette.

Thank you for your participation in this process.

Julia Oakley
Executive Leader Regulation

400 King William Street Adelaide SA 5000

www.rtwsa.com I w&l^rtwsa^om
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Cathro, Vicky (DTF)

From: Clive Hume <admin@clivehume.com>

Sent: Friday, 18 June 2021 9:41 AM
To: WPI
Subject: Feedback

Good morning

Please accept my feedback in the form of this email.

Regards
Clive Hume

Comments on the Summary of Proposed Changes:

• introducing the ability to make a deduction of 1,10th of the assessed WPI when there is evidence of pre-

existing impairment the insufficient evidence to assess under the guidelines is a sensible and equitable

change. Using the term "ability" is somewhat vague, suggesting that it might be discretionary.

• Aligning the definition of MMI is appropriate

• formalising and expanding existing compliance requirements is also appropriate.

• Ensuring assessments aligned with medical advances and are based on the latest evidence will be fraught

with difficulty since arguments may arise about "best evidence".

• More objective measures to improvement assessment consistency is an admirable aim. This is particularly

needed in any assessment where pain is used to determine the level of empowerment, for instance after a

total knee,total hip or total ankle replacement where there is a large subjective component.

Specific Clauses

1.9 If an assessor identifies in addition injury or condition is it the case that the assessor should perform a detailed

examination in all all this relation to that injury or merely describe the history of the onset, should the assessor not

be able to contact the requester at the time.

13.4 Does this align with Gooch v RTWSA where the judgement concerned the proximity of previous scars.

13.11 A good change

17.3 Paragraph 2 - I completely disagree with this change. There is no sensible rationale for this and it will not

positively add to the provision of fair and consistent assessments, nor an affordable system. Experienced assessors

A/ho are not surgeons are very capable of assessing an injury after surgery. Is there any evidence that they are not?

There are also very few assessors who are surgeons and so the whole process could easily grind to a halt. Other

issues:

• Would a lower limb surgeon assess an upper limb problem? Under the proposed changes, just because

they were "surgeon" would entitle them to assess conditions that may not be strictly within their area of

expertise. How is this better than an occupational physician or experienced GP assessing the condition?

• What would be the solution if a client had multiple musculoskeletal injuries with, say, a shoulder operation

but also a spinal injury that did not require surgery? It might be necessary then to send the client to a

shoulder surgeon who may not be accredited for the spine. This would mean unnecessarily sending a client

for two different assessments, defeating the whole purpose of trying to make the scheme more affordable

and rational.

• Perhaps most importantly, the rationale for using a surgeon has not been explained. Is it the position of

RTWSA that the assessment would be more accurate if it were performed by a surgeon? In my opinion what

would be a far better outcome would be that if surgery had been performed, a report by the treating

surgeon should be requested after a physical review by the surgeon (if the injury were complex) and that

this document could be used as part of the assessment by the PAA assessor. The elephant in the room here

of course is that there have been discrepancies between the assessments of, for instance, a total knee



replacement, in terms of factors such as pain and range of motion which have led to a very high WPI rating

whereas at the same time a post-operative report from the treating surgeon suggests that there has been a

good result from the surgery. This does need to be addressed but the method proppsed - limiting

assessments to surgeons - is not the answer.



Cathro, Vicky (DTF)

From: Edward Satchell <edward.satchell@sda.com.au>

Sent: Friday, 18 June 2021 5:40 PM
To: WPI
Subject: Letter Opposing the Proposed Changes to the South Australian Return to Work

Scheme Impairment Assessment Guidelines

Attachments: Letter Opposing the Proposed Changes to the South Australian Return to Work
Scheme Impairment Assessment Guidelines.pdf

To whom it may concern,

Please find attached a letter from the Secretary of the SDA South Australian Branch addressed to the Return to

Work Corporation CEO providing feedback to proposed changes to the SA Return to Work Scheme Impairment
Assessment Guidelines.

Kind regards,

Edward Satchell
LAWYER LLB (Hons), GDip LP

THE UNION MR
WORKERS IH

MwcAv/itfiyGu

South Australia & Northern Territory Branch
69 Fullarton Road, Kent Town SA 5067

SDAph: (08) 8139 1000

The information in this email may be confidential and/or legally privileged. It is intended solely for the addressee.
Access to this email by anyone else is unauthorised. If you are not the intended recipient, any disclosure, copying,

re-transmission, distribution or any action taken or omitted to be taken in reliance on it, is prohibited and may be

unlawful. If you have received this e-mail in error please notify the SDA SA/NT Branch, telephone +61 8 8139 1000
and delete all copies of this transmission together with any attachments.



sda THE UNION FOR
WORKERS IN

FOOO.
at work with you

18 June 2021

Michael Francis

Return to Work Corporation

400 King William Street
ADELAIDE SA 5000

By Email only: wpi@rtwsa.com

Dear Mr Francis,

Letter Opposing the Proposed Changes to the South Australian Return to Work Scheme

Impairment Assessment Guidelines

The SDA writes in vigorous opposition to the proposed changes to the South Australian

Return to Work Scheme Impairment Assessment Guidelines.

The proposed changes are drastic/ untransparent, undermine established case law, and

would significantly disadvantage workers who have experienced lasting injury in the

workplace.

The SDA represents workers in the fast food, retail, and warehouse industries who are

highly reliant upon their physical health to perform their work. If these workers suffer

ongoing impairments their potential for stable employment in the future is vastly

diminished. The SDA regularly represents workers in whole person impairment related

matters.

The SDA is extremely aggrieved at the failure of the Return to Work Corporation to consult

the union movement. Workers are the key stakeholder to the workers compensation

scheme and the absolute lack of engagement with worker representatives for such a vast

set of changes is astounding.

The consultation regarding these changes is flawed for numerous reasons, including but not

limited to the following:

The Consultation Paper for the proposed changes:

• Fails to identify who advised the Corporation in the development of the proposed

changes;

• Fails to provide any data on assumptions regarding the impact of the changes;

• Falsely implies the changes will provide equivalent increase and reductions to

injured worker entitlements where it is clear the changes will significantly

undermine injured worker entitlements;

• Had an extremely narrow consultation period of less than a month despite the vast

array of significant changes proposed;

69 Fullarlon Road, Kent 'Town SA 5067 T 08 8139 1000 www.sda.com.au | Seaetary Josh Peak
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• Simply omits certain significant amendments. For

example, the Consultation Paper fails to note the

removal of guideline 1.30, the removal of which seeks to undermine the Supreme

Court decision of Onody v Return to Work SA1,

The actual impact of the proposed changes would:

• Undermine established case law including Supreme Court case law;

• Unduly limit the injured worker's choice of assessor;

• Have the practical effect of taking away ongoing medical and wage support of those

workers now deemed seriously injured;

• Have the practical effect of taking away any compensation at all in respect of pain

and suffering (non-economic loss) and lost income capacity for those workers with

minor disabilities;

• Apply arbitrary discounts to impairments for asymptomatic and socially widespread

conditions which have no actual bearing on the work injury;

• Provides greater inconsistency and confusion to assessments;

• Seeks to undermine international assessment criteria for example those changes

regarding the assessment of complex regional pain syndrome;

• Adopts harsh and arbitrary assessment criteria for example those changes regarding

carpel tunnel syndrome;

For the above reasons, the SDA strongly opposes the changes.

The SDA formally requests the Return to Work Corporation state which assessors provided

advice in relation to the proposed changes and identify which specific proposals each of the

respective assessors provided input to.

Yours sincerely,

Josh Peak

Secretary

Shop, Distributive & Allied Employees' Association

1 [2018] SASC 60 (18 May 2018)

69 Fullarton Road, Kent Town SA 5067 T 08 8139 1000 www.sda.com.au | Secretary Josh Peak
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Cathro, Vicky (DTF)

From:

Sent:

To:

Subject:
Attachments:

Amy Nikolovski - DBH Lawyers <ANikolovski@dbh.com.au>

Monday, 21 June 2021 4:26 PM
WPI
Final Feedback form - Impairment Assessment Guidelines Consultation - 2021

Final Feedback form - Impairment Assessment Guidelines Consultation - 2021.pdf

To whom it may concern

Please see attached our submission with respect to the proposed amendments to the lAGs.

Regards

Amy Nikolovski
r>artner (Out of Office on Wednesdays)

T 08 8216 3339 | F 08 8231 3508
E anikolovski@dbh.com.au | dbh.com.au

1x1 I

This message contains privileged and confidential information. If you are not the intended recipient of this message,

you must not disseminate, copy or take any action in reliance on it. If you have received this message in error,

please notify the sender immediately on 08 8231 3668 or by email. Any views expressed in this message are those of
the individual sender, except where the sender specifically states them to be the views of DBH Lawyers. While we

have virus scanning devices on our computers, we do not represent that this communication (including any files

attached) is free from computer viruses or other faults or defects. We will not be liable to you or to any other

person for loss and damage (including direct, consequential or economic loss or damage) howsoever caused which

may result directly or indirectly from the receipt or use of this communication or any files attached to this
communication.

Due to cyber-crime, DBH Lawyers will never provide you with, nor request you to provide us with bank account

details in the body of an email.
If you receive an email from us requesting you to transfer money to our trust account, our trust account



information will only be provided in a link to a webpage. If you receive an email from us either containing bank

account details or requesting your bank account details or if you have any other concerns about an email that you

received from us you should contact our office immediately on 8231 3668 or contact your lawyer so that we may

investigate further.



Attachment 3

DBH
LAWYERS

Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi@_rtws_a,cpjTi

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices
• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

improve readability
provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

correct any errors or identify additional errors contained in the AMA5 Guide.

improve objectivity of assessments

ensure they are clinically up to date

1

Return to work.
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Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects the

requirements of the Return to Work Act 2014 and improves the process for selecting an

appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front
of the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

DBH
LAWYERS



Name and/or organisation of respondent (optional): DBH Lawyers

We value your feedback and would like to know the views you represent:

Accredited Impairment Assessor ^ Worker representative

II Representative medical body/association [X] Lawyer or Legal association

Self-insured employer II Other (please specify below)

II Employer representative

1. Please provide comments below on any of the proposed changes you support. Please

Explain why.

Section Comments/Recommendations

None None-weonly learned of the proposed changes on Wednesday, 16 June 2021
after concern was raised with us by a medical practitioner. We note feedback 25

June 2021 and in any event, 4 weeks is insufficient time for workers and their
advocates or legal representatives to thoroughly consider the effect of the

proposed changes. Given RTWSA has acknowledged 'workers legal
representatives are closely involved in the WPI process' as per page 3 of the

consultation paper, it is surprising that RTWSA did not provide a copy of the
formal consultation process (attachment 1, 2 and 3) directly to DBH Lawyers.

2. Please provide comments below on any of the proposed changes you do not support.

Please explain why

Section

s 12(a), (c), (e)

s 13(i)

Comments/Recommendations

of the Return to Work Corporation of South Australia Act 1994 (SA) is
contravened by the proposed changes to the Impairment Assessment

Guidelines ("proposed lAGs"). The proposed lAGs no longer provides fair
compensation for work-related injuries nor would the scheme be

operating on a fair basis. Therefore, the Corporation is no longer

compliant with its primary objects.

of the Return to Work Corporation of South Australia Act 1994 - the proposed
lAGs, presumably prepared under this sub-section, do not assist injured

workers subject to the Return to Work Act 2014 (SA) ("the Act") and instead,
focuses too heavily on the economic operation and financial enrichment of

the Corporation, to the detriment of injured workers, We note the RTWSA

DBH
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d. 1.29 (new)

Compliance

d. 1.8

d. 1.9

d, 1.10

d. 1.14

d. 1.27

d. 1.28 & 1.29

scheme was 102% funded, well within the Board target range of 90%-
120%, according to the RTWSA Annual Report 2019-20. As the Chairman
and CEO say themselves in their annual report, the RTWSA scheme were
$122M better off than the previous financial year.

The new 1,10th deduction rule under the proposed lAGs contravenes
section 15 of the Return to Work Corporation of South Australia Act 1994 as
people who have a pre-existing "unrelated impairment" (either physical or
psychiatric) are now disadvantaged because of some physical, mental or
intellectual impairment. The proposed change is ultra vires the
Corporations' functions and powers.

There is no purported need to further formalise or expand the existing
compliance section as per RTWSA's annual report 2019 - 20, of the 2,633

permanent impairment assessment reports received in 2019 - 20,86%

were compliant on first review and 98% were compliant after clarification

with the assessor.

Requiring any injury or condition the subject of a permanent impairment
assessment to first "must have been determined or is the subject of an

Application for Review" is contrary to the Tribunal indicia in Lohmann and
will lead to an increase in litigation-contrary to section 3(2)(f) of the Act,

Requiring the assessor to have the approval from the requester in the
event of any newly identified injury/condition, does not give any
clarification as to what is to occur if the request or does not provide said
approval. The worker/workers representative appears to be excluded from

these communications - contrary to the Tribunal indicia in Pc7//'os and Frkic.

Refers to "relevant compensating authority" appointing Lead Assessor.

Why the compensating authority as opposed to previously "the
requestor"? Presumably assessor must, in many cases, be a surgeon

pursuant to d. 17.3.

The requirement for MMI and the worker's condition to unlikely change
substantially in the next year with or without medical treatment will
restrict seriously injured or catastrophically injured workers(other than
with a terminal condition) and further delay them undergoing a whole
person impairment assessment and receiving lump sum entitlement.

Deductions ofwork-related permanent impairment for pre-existing injuries

or conditions which were asymptomatic contravenes section 15 of the

Return to Work Corporation of South Australia Act 1994. The proposed
change is ultra vires the Corporations' functions and powers,

Deductions of a worker's permanent impairment should not be made if the
objective evidence is not complete. That is procedurally unfair. This

DBH
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d. 1.41

d. 1.44 &

d, 2.20

d. 1.45

d. 2.9

d. 2.21

d. 2.30

d. 2.31 and

Table 2.3

d. 3,44 and

Table 17-35

d. 3.52

would lead to speculations of prior impairment and thereby deductions of
10% of the worker's permanent impairment.

As pain is not assessable under the current Guidelines, it is curious that the

Corporation has felt the need to clarify this clause by inserting the words
"and other medication for pain relief".

References made to "medical records". Query whether this change

proposes that the request or obtain and provide the assessor with
voluminous clinical notes, often spending a number of years, again

resulting in a significant increase in cost to the RTWSA scheme.

This clause is patronising and demeaning of injured workers. Query its
relevance.

Requiring workers to wait at least 12 months when they are suffering
peripheral nerve injuries will only delay any lump sum entitlements they
may have. There is no explanation as to why the need to wait so long.

Requiring injured workers to wait at least 18 months after an initial
diagnosis of adhesive capsulitis will only delay any lump sum entitlements
they may have. There is no explanation as to why the need to wait so long.

This is longer than the MMI requirement.

Requiring injured workers to wait at least 18 months after an initial
diagnosis of Complex Regional Pain Syndrome will only delay any lump
sum entitlements they may have. There is no explanation as to why the

need to wait so long. This is longer than the MMI requirement. The existing
criteria for CRPS was already extremely difficult for injured workers to
satisfy. This makes assessment of such condition even more difficult for

injured workers.

The Corporation should disclose the "specialist medical advice" it has
received to concoct the Table 2.3.

The amended "rating knee replacement results" table in the proposed lAGs
appears to reduce or downplay the severity of an injured worker's knee

replacement and also reduce any lump sum entitlements and make it

more difficult for seriously workers to be assessed as so.

Requiring injured workers to wait at least 18 months after an initial
diagnosis of Complex Regional Pain Syndrome will only delay any lump
sum entitlements they may have. There is no explanation as to why the

need to wait so long. This is longerthan the MMI requirement. The existing
criteria for CRPS was already extremely difficult for injured workers to
satisfy. This makes assessment of such condition even more difficult for

injured workers.

DBH
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d. 4,3

d. 4.9

d, 4,17

d. 4.29

d. 5.16

d. 9.2

d. 9.16

d. 9.17

This has the effect of reducing an injured worker's lump sum entitlement
when they have suffered multiple injuries from the same trauma.

Requiring corticospinal tract damage and cauda equina syndromes to have

been diagnosed prior to the permanent impairment assessment will add

additional cost to injured workers and/orthe RTWSA scheme and result in
further delay in the injured worker's lump sum entitlement.

The sly insertion of the word "significant" by the Corporation in DRE II
definitions of clinical findings will make it more difficult for injured workers
with cervical, thoracic or lumbar spine injuries to achieve DRE II (5%WPI -
8% WPI) with the only result being that many injured workers may not
achieve the "significant" threshold and therefore would be assessed as a
DRE I (i.e. less than 5% WPI). As a result, many injured workers may not

receive any lump sum entitlement notwithstanding they have suffered
lasting work-related injuries.

Not using DRE category V following a spinal fusion where there is persisting
radiculopathy will result in decreasing an injured worker's lump sum
entitlements and make it more difficult for seriously workers to be
assessed as so.

1% WPI is not particularly generous forvestibulochochlear nerve
assessment (tinnitus) given the nature of the primary injury (traumatic
brain injury).

CERA is likely to significantly delay the injured worker's permanent
impairment assessment given that there is only one provider in SA(ONDC)
that can undertake this test and that there is a 6 month wait until the 2
hour45minsappt can take place;

By further delaying the assessment, the injured worker is disadvantaged by
the deduction for presbycusis if male age 56 and above;

The proposed lAGs read: "Where the worker has retired, the assessor must

use the audiogram closest to the date of the retirement or provide detailed
explanation as to why they have elected not to".

Using a date closest to date of retirement is inconsistent with section

22(7)(b) of the Act where the worker's current impairment must be
assessed as at the date of assessment;

This is also entirely at odds with the Tribunal's decision in Stewart. The
Corporation has not provided any cogent or compelling reasons for its
divergence in its consultation paper.

Earlier audiograms may not always be reliable depending on test
conditions.

Thresholds at 2000 Hz or below, this has the effect of reducing or
precluding the injured worker receiving a lump sum for hearing loss or

DBH
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cl. 13.5

Chapter 15

Cl. 16,15

Cl. 17.3

reducingthe injured worker's overall BHI, particularly if the cause of the
hearing loss arose from a specific trauma (other than industrial exposure).

The example provided in the proposed lAGs precisely illustrates how
compensable surgical scarring is not adequately compensated for under

the RTWSA scheme as there are multiple deductions, notwithstanding an
injured worker has suffered multiple injuries and undergone multiple
compensable surgeries, nearly because the skin is considered one body

system under the proposed lAGs.

These proposed changes to the lAGs in this chapter simply seeks to
address the Supreme Court's decision in Mitchell which the Corporation
was displeased with. The effect of the amendments in this Chapter will
reduce an injured worker's lump sum and other entitlements to

compensation under the Act.

This amendment will only result in injured workers with pure mental harm
injuries being subjected to speculation about some pre-existing or
unrelated psychiatric impairment, as was the case in Paschalis, and now

the psychiatric accredited assessor is directed to do so by the proposed
lAGs. In the event there is in adequate information on any pre-existing

impairment, they are encouraged to deduct 10% of the assessed WPI in
any event, Seriously injured workers on account of pure mental harm

injuries will no longer be assessed as so. The 1,10th deduction rule under

the proposed lAGs, and this amended clause, contravenes section 15 of the

Return to Work Corporation of South Australia Act 1994 as people who have
a pre-existing "unrelated impairment" (either physical or psychiatric) are
now disadvantaged because of some physical, mental or intellectual

impairment. The proposed change is ultra vires the Corporations'

functions and powers,

The injured worker only gets one assessment for all work-related injuries.

Therefore, it is an important step in the process.

The additional dot points inserted by these proposed lAGs erodes any
"choice" that the worker has as to which accredited assessor will conduct

their permanent impairment assessment. There is no reason why

Occupational Physicians cannot conduct permanent impairment

assessments for injured workers of relevant body systems in which they
are accredited, irrespective ofwhetherthe injured worker has undergone

surgery or otherwise.

There are many reasons why an accredited assessor which the worker

chose to do a permanent impairment assessment under the current lAGs

may not be able to offer an appointment within 6 weeks. In many cases,

the wait time is acceptable to the injured worker. If not, they are at liberty
to choose an alternative accredited assessor. This fifth dot-point of

DBH
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proposed clause 17.3 effectively removes any choice that the injured

worker has as to who will conduct the permanent impairment assessment.

d. 17.4 There is no reason why a worker must "select" an assessor within 10

business days. There are often good reasons (including that they are trying
to make success out of their attempt to return back to work after their

weekly payment entitlements have been discontinued) why the injured
worker needs additional time to choose their accredited assessor. The

proposed clauses above also suggest that the worker will need to consider

all of the accredited assessors (or surgeons) who could offer an assessment

within six weeks. The Corporation is not prejudiced by any delay at this
stage of the workers compensation claim given interest does not accrue on

a worker's lump sum entitlement.

This is just another attempt by the Corporation for the compensating
authority to have the power to choose who will conduct the permanent
impairment assessment

As can be seen from the above, the requester's "selection" has more power

than the worker's "choice" of accredited assessor.

3. If there are any changes you would like to suggest, please describe them below

Section Comments/Recommendations

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

D Yes

[S|No

DBH
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5. Do you have any other feedback about the proposed Guidelines?

If they are introduced they should be legally challenged.

DBH
LAWYERS



Cathro, Vicky (DTF)

From: Natasha Lokteff <Natasha.Lokteff@unitedworkers.org.au>

Sent: Tuesday, 22 June 2021 9:43 AM
To: WPI
Cc: Demi Pnevmatikos

Subject: Proposed amendments to the Impairment Assessment Guidelines under the Return

to Work Act 2014 (SA)
Attachments: Proposed Changes IAG Guidelines - RTWSA.pdf

Importance: High

To Whom it May Concern,

Please see attached correspondence from SA State Secretary of United Workers Union, Demi Pnevmatikos for your

urgent attention regarding the above subject matter.

Sincerely

Natasha Lokteff
Admin Assistant | SA Branch

United Workers Union

UNITED
Email disclaimer: unitedworkers.org.au/emalldisclaimer

w: unitedworkers.org.au

e: natasha.lokteff@unitedworkers.orR.au

p: (08) 8352 9308
f: (08) 8443 7678

Disclaimer

The information contained in the e-mail is intended only for the use of the person(s) to whom it is addressed and
may be confidential or contain legally privileged information. If you are not the intended recipient you are notified
that any perusal, use, distribution, copying or disclosure is strictly prohibited. If you have received this e-mail in

error please immediately advise us by return e-mail and delete the e-mail document without making a copy.

United Voice have virus scanning devices on our system but in no way do we represent that this communication

(including any files attached) is free from computer viruses or other faults or defects. We will not be held liable to
you or to any other person for loss and damage (including direct, consequential or economic loss or damage)

however caused and whether by negligence or otherwise which may result directly or indirectly from the receipt or
use of this communication or attached files
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22 June 2021

Return to Work Corporation

By email only: wfNjgrtwsaxom

To Whom It May Concern

Proposed amendments to the Impairment Assessment Guidelines under the Return to
Work Act 2014 (SA)

The United Workers' Union represents a large and diverse range of South Australian workers
many of whom have and will have claims under the Return to Work Act 2014.

Each year we assist dozens of our members with their assessments for whole person
impairment. Where there are 2,000 assessments annually, our union represents a significant
portion of those workers undergoing assessments.

Each year we also encounter many members who have had their assessments undertaken
without assistance and have observed the detrimental effect this has on outcomes. We are
regularly involved in disputation regarding these assessments.

We have been informed that the Treasurer Rob Lucas proposes to implement significant
changes to the Impairment Assessment Guidelines which operate in conjunction with the Act
with respect to assessments for whole person impairment,

We hold significant concerns that the proposed changes have been considered and may be
implemented without consultation with all relevant stakeholders including unions like ours,
plaintiff law firms or injured workers. We are aware there is significant opposition to the
proposed changes including from a number of medical experts.

We are further concerned that the process by which these changes propose to be
implemented excludes the oversight of Parliamentary scrutiny.

The changes proposed are substantial and will be significantly detrimental to injured workers.
If implemented these changes will prevent injured workers in South Australia from obtaining
lump sum compensation for economic and non-economic loss as well as depriving seriously
injured workers from ongoing income and medical support.

Of the 72 proposed changes a vast number of these will have an immediate and injurious
effect on injured working people if implemented. Many of the proposed changes dictate non-
evidence-based decision making and appear to achieve only one outcome - to deprive injured
workers of compensation.

Whilst the Return to Work Corporation refers to having based the proposed changes on "5
years of feedback and learning" the sources of that feedback are not identified nor has it

Level 1,101 HenteyBeach Rd. Mite End SA 5031 I uniledworkers.orfl.au g^ |v^ |^| ^ifnhedAtitkefsoz
Ph:0883S29300 Fax: 08 8443 7678 I ABN: 52 728 088 684
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previously been identified in the past 5 years that the Corporation was inviting feedback on
the Guidelines.

Further, whilst the Corporation asserts that the "majority (of the changes) are not expected to
impact on average WPI ratings" this belies the nature of the proposed changes. We are
concerned that whilst the Corporation is in a unique position to be able to substantiate such a
statement by applying the proposed changes to past assessments no such analysis has been
undertaken.

We are also concerned that the broad and sweeping nature of the proposed changes will
inevitably result in an increase in disputation contrary to the objects of the Act.

We believe the proposed changes strike at the heart of the core objects of the Act as they are
contrary to section 3(2)(a) ensuring workers who suffer injuries at work are supported
financially and section 3(2)(f) to reduce disputation when workers are injured at work by
reducing adversarial contests to the greatest possible extent.

Of particular concern are the following proposals:

1. Requiring a deduction for asymptomatic conditions - the purpose of the assessment
is to assess impairment; asymptomatic conditions cause no impairment and there can
be no rational or evidence-based justification for this proposed change.

2. Automatic 1,10th deduction for pre-existing impairment where there is insufficient
evidence for rating. This proposed change is contrary to the evidence-based purpose
of the assessment and will result is depriving workers with significant injuries from
compensation, the justification that such a provision exists in other jurisdictions in
Australia ignores the fact that workers' compensation schemes are state based and
operate distinctly from one another.

3. Depriving an injured worker of assessor choice if not elected within 10 days or where
the assessor has a waiting list in excess of 6 weeks. This proposed change represents
a serious interference with the current inalienable right of the worker to elect their
assessor. That right was introduced in the context of the '1 assessment rule' where
previously workers had the right to seek their own assessment, an option now deprived
of them. When this right was first introduced and in the years since we have seen,and
continue to see, various unscrupulous attempts by the agents and self-insured
employers to derogate that right of choice by either making the choice for the worker,
trying to force workers to nominate 2-3 assessors from which the agent or employer
can then choose their preferred option or seeking to pressure workers to choose
alternatives if their chosen assessor does not have immediate availability.

The proposed 10-day timeframe serves no purpose other than to limit workers' rights.
Often when workers first become aware of the assessment process, they have little to
no concept of the process or it's effects, the majority will not understand the potential
consequences of the assessment nor seek assistance from their union or legal
representation quickly enough in order to avoid having their right to choose taken from
them. We have no doubt that agents and employers will capitalise on the proposed
limited timeframe to ensure workers right to choose lapses by providing inadequate
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and minimal notice to workers of their rights. This proposed change also rests on the
premise that the agent or employer has the final say as to when the assessment
process should commence, given the complexity this process can involve including
regarding Maximum Medical Improvement status this approach is fundamentally
flawed.

Further, there is absolutely no justification for the change regarding waiting lists. There
is no adverse outcome in a worker electing to wait to see their preferred assessor
whereas depriving them of that choice for such trivial reasons has the potential for
significant effect. Given the lengthy delays the agents and employers often cause
through the assessment process the concept that a 6 week waiting list for a specialist
is too excessive is egregious.

4. Forcing workers to be assessed by their treating surgeons. This proposed change flies
in the face of the settled principle that treatment providers cannot be assessors, that
is a core principle with a very sound basis given the need for unbiased and
independent decision making. Aside from the practical difficulties given how few
surgeons are accredited there are serious issues regarding bias and apprehended bias
in taking this approach. If the outcome of a surgery is not positive, then the treating
surgeon may be inclined to minimise the impact their treatment has had rather than
acknowledge or expose themselves to liability to objectively assessing the outcomes.

5. Requiring specialist treatment for all urinary and reproductive injuries prior to
assessment. This proposed change is contrary to a worker's right to choose treatment
and also serves as a financial barrier to accessing assessment.

6. Regarding skin as a single organ. Preventing the assessment of individual scars will
reduce impairment ratings and has the potential to deprive workers of compensation,
The justification asserts this is simply a clarification however this is untrue as this
direction significantly alters current assessment processes,

In addition there are a broad range of proposed changes limiting or altering assessment
methods designed to reduce ratings and compensation including but not limited to:

» Limiting the use of more beneficial alternative methods of assessment - requiring the
alternative methods be both equally valid and specific;

• Increasing requirements for medication-based impairments to the digestive system;
• Increasing requirements for carpel tunnel syndrome;
» Increasing requirements for cauda equina syndrome;
• Increasing requirements for radiculopathy;
• Preventing DRE Category V diagnosis in spinal fusion surgery; and
• Precluding impairment for "uncomplicated" surgical scarring,

Our concerns are not merely academic, a cursory review of recent files has identified the
following real-life examples where the proposed changes would significantly decrease or
prevent any compensation.

1. A grandmother who has become long term unemployed following an injury at work.
Following three unsuccessful surgeries she suffers constant pain, depression and is
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unable to perform basic household tasks. Under the proposed changes her lump sum
compensation would be reduced by 13%.

2. A young man in his 20's who suffered serious injuries including burns and a head
injury. Following surgery, he became unemployed and unable to return to the role he
was qualified for, he will eventually require further surgery. He suffers significant
depression, anxiety and constant pain. But for the diagnostic based estimate findings
and scarring findings which will not be permitted under the proposed changes, his
almost $30,000 payment would be reduced to nil.

3. A young woman in her early thirties injured in her workplace who can not return to her
physically demanding job. Following surgery she suffers constant pain, has given up
her usual sporting activities, is unable to perform basic household tasks or even stand
for an extended period. Her surgical scarring finding of 1% ensured she reached the
threshold for compensation but under the proposed changes she would have received
nothing instead of close to $20,000 in compensation.

4. A middle-aged woman who suffered multiple injuries including a fracture in a fall at
work, She suffers ongoing pain and self-funds ongoing treatment as her entitlements
have expired, she cannot perform basic household tasks and has trouble walking. She
received over $5,000 in compensation. Due to an earlier injury, sustained years prior
and which had healed, her assessor was unable to determine if she had underlying
pre-existing issues. Under the proposed changes an automatic deduction would be
required which would reduce her findings and disentitle her to any compensation

The proposed changes should not be implemented and any future changes to the Guidelines
should only be undertaken following a transparent and considered consultation with all
relevant stakeholders and in the context of Parliamentary review,

Yours faithfully

Q^Wi^b
D EM I PNEVMATIKOS
SA State Secretary
National Public Sector Executive Director
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Cathro, Vicky (DTF)

From: John <John@drjmeegan.com.au>

Sent: Tuesday, 22 June 2021 1:36 PM
To: WPI
Cc: DTF:Treasurer

Subject: IAG Feedback Form attached
Attachments: Feedback form - Impairment Assessment Guidelines Consultation - 2021.docx

Dear WPI RTWSA,
I have attached my feedback form below and have fed into other feedback processes and submissions.
The proposed change to move WPI for any operated condition to surgeons only is particularly ridiculous and should be

abandoned.

Yours Sincerely

Dr John Meegan

MBBS, ClinDipHyp, GDPH, GDMusMed, FAFOEM(RACP)
Occupational Physician
Accredited WPI assessor Spine UL & LL



Attachment 3

WorkSA
Form

Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi(a)jtwsa.com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment approach

or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.
• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects the

requirements of the Return to Work Act 2014 and improves the process for selecting an appropriate

assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front of

the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the

Guidelines and provide guidance to requesters around assessment of additional injuries and

conditions.

We look forward to receiving your feedback.

1

Return to work.
ft BleturntdWbrkSA Retu rn to life.



Name and/or organisation of respondent (optional):

We value your feedback and would like to know the views you represent:

II Worker representative

II Lawyer or Legal association

Accredited Impairment Assessor

II Representative medical body/association

D Self-insured employer

II Employer representative

Other (please specify below)

1. Please provide comments below on any of the proposed changes you support. Please Explain

why.

Section

1.9

1.27

1.29

1.44

13.4

17.3

Comments/Recommendations

The case manager is usually not available. This adds time to the already busy
complex assessment process. It is the responsibility of the referrer to properly

address what should be included in the referral list. An IME pre assessment can

identify all the areas that should be assessed. What extra fee is payable for this
further value adding service?

Many asymptomatic conditions are not an impairment. This will disadvantage

workers in the assessment.

This will lead to assessors being directed in almost every case to subtract 1/10
such as for minor early degeneration. Assessors who refuse will be audited non

compliant. It will disadvantage workers and lead to disputes.

Reviewing records at the time of assessment and after is sufficient. What fee is

payable for reading when a worker does not attend?

Skin should be an organ system or injury in determination of the fee for WPI.
Up to now no extra charge was made for assessing skin as we were told it was

just a quick TE1VISKI for a simple scar. It has clearly evolved well beyond that
to an assessment in it's own right.

There is no justification for this very significant change.

There is no need for a surgeon to assess WPI where there has been previous

surgery.

It will lead to increased inconsistency by assessor surgeons who do fewer

WPIs.

It will lead to longer wait times to access a surgeon.

It is not clear what constitutes a surgical procedure nor exacly what is a

surgeon. All doctors are qualified in medicine and surgery and can

undertake surgical procedures even if only minor more limited procedures.

It is a serious unreasonable unlawful restraint of trade to accredited

experienced non surgical assessors.

It may lead to lower assessments as surgeons have been shown in some

studies to underestimate disability.

Groups such as occupational physicians have been dedicated to the WTI

"ReSurntoWor&cSA
Return to work.
Return to //fe.



system despite it's many difficulties and complexities only now here to be
excluded with no good reason from many assessments.

2. Please provide comments below on any of the proposed changes you do not support. Please

explain why

Section Comments/Recommendations

As to all

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

1 proposed changes there is

Inadequate consultation period

No transparency of how these changes were arrived at or by whom

and who advised on them
No clear definition of what problems needed addressing and proof
that these changes will address them
No proper process

Limited consultation process excluding key parties
Recommended changes are unreasonable restraint of trade

Not in line with the original intentions of the legislation
Injured workers choices and entitlements to be further significantly
limited
Discriminates against existing non surgical assessors

Will increase inconsistency not reduce it

Will lengthen wait times not reduce them - access to surgeons and

neurologists likely to be more difficult
Will increase indicative PIAs and dispute
The regulator RTWSA has a conflict of interest and appears partisan
and is not at arms length from it's own proposed changes

3. If there are any changes you would like to suggest, please describe them below

Section Comments/Recommendations

Address the problem with assessing many body areas and injuries no matter

how many for a single flat fee

4. Overall, do you think the proposed changes will result in more consistent impairment

assessment outcomes?

f^ EteturntdWbrEcSA
Return to work.
Return to life.



D Yes

I No

5. Do you have any other feedback about the proposed Guidelines?

The process of developing them, the consultation process and the guidelines themselves had very

serious deficiencies and do not address what it is they are purported to address.

Return to work.
f^ ReturntdWbrkSA Retu rn to we.



Attachment 3

Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi(S)rtwsa,com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing
• move information designed for another audience into the appendices
• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.
< correct any errors or identify additional errors contained in the AMA5 Guide.
• improve objectivity of assessments
• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects the
requirements of the Return to Work Act 2014 and improves the process for selecting an
appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front
of the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

Return to work.
f^ RetUmtOWOrkSA Return to //fe.



Name and/or organisation of respondent (optional):

We value your feedback and would like to know the views you represent:

^Accredited Impairment Assessor [_j Worker representative

II Representative medical body/association Q Lawyer or Legal association

[~| Self-insured employer [_] Other (please specify below)

II Employer representative

1. Please provide comments below on any of the proposed changes you support. Please

Explain why.

Section

r.u U.?

Comments/Recommendations

•!\i.^{~f~ 'l<j<'ir'iilt! w'tr'i'ti'.r: •';?.'.') A,'i' I.V(S)')/iy."'/ r.liiU !.:•• !'?;Ki''[t'i''!l"'rA'^r-'" "•'•'? i( :'''''•

f;l'>'li'fi"i"'"! iW^U^'l'v !''.'i '!•'', 'n ",-:i'»'^ 'Vi>'^.^»:> ').:•'i'<• ';'n<!'^'r s';« •.!•;". i'i>;''

Overall, very well thought out changes

2. Please provide comments below on any of the proposed changes you do not support.
Please explain why

Section

17.3

Comments/Recommendatlons

In relation to the assessor selection process, the suggestion that only

surgeons assess an injury for impairment if surgery has occurred is totally

inappropriate. Certainly, IME's for an opinion in regard to the nature of

surgery is appropriate. However, in regard to Consultant Physicians in

Rehabilitation Medicine, we are often asked our opinion as to the

appropriateness of a surgical procedure ie, level ofamputation, as to

whether the surgery will result in improvement in function in a more global

sense, and if the patient is even a good surgical candidate, looking at other

f^
Return to work.
Return to life.



issues ie, chronic pain mechanisms.

In the Acute Spinal Cord Service, Surgeons and Consultant Physicians in

Rehabilitation Medicine conjointly manage the patients. The Rehabilitation

Physician performs the detailed clinical examinations ie, determining the

level of spinal cord injury (ie, ASIA classification), along with assessing

bladder and bowel function, spasticity and other related conditions.

Rehab Physicians run the intensive inpatient orthopaedic rehab units,

including treating the multi trauma patients, along with traumatic brain

injury, burns, amputations, and complex musculoskeletal and pain

conditions.

I also raise concern as to how an orthopod who in their career has

specialised in one area (ie, upper limb) is suddenly deemed to be an

expert in assessing spinal cord injuries.

Finally, I would point out that the whole basis of training in Rehabilitation

Medicine revolves around the ability to assess in detail the disease,

impairment, disability and handicap, and treat all of the above.

3. If there are any changes you would like to suggest, please describe them below

Section

17.3

Comments/Recommendations

The assessment of Complex Musculoskeletal Injuries including post

surgical should be undertaken by Consultant Physicians in Rehabilitation
Medicine

or surgeons who are actively involved in assessing and treating such
clients

at a tertiary referral level.

My opinion in regard to the above, reflects my personal opinion only.

ReturntoWorkSA
Return to work.
Return to life.



4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

I Yes

D No

5. Do you have any other feedback about the proposed Guidelines?

Return to work.
Return to life.



Cathro, Vicky (DTF)

From:

Sent:

To:

Cc:

Subject:

David David <DDavid@ddms.com.au>

Tuesday, 22 June 2021 5:18 PM
WPI
David David PA
FEEDBACK FORM

Name and/or organisation of respondent (optional):

David David AC

We value your feedback and would like to know the views you represent:

x Accredited Impairment Assessor Worker representative

Representative medical body/association Lawyer or Legal association

Self-insured employer Other (please specify below)

Employer representative

1. Please provide comments below on any of the proposed changes you support. Please Explain why.

Section

e.g.-1.14

6-11

Comments/Recommendations

Agree aligning definition of MM I with AMA5 and the national guidelines will
reduce confusion particularly for assessors working across multiple jurisdictions

The extension of Table 11-7 is most welcome and appropriate. It will improve

accuracy and consistency.

2. Please provide comments below on any of the proposed changes you do not support. Please explain why

Section

10-8

Comments/Recommendations

There is no definition of the immediate periorbital area. This omission is
likely to cause confusion and some conflict. Eg Does the periorbital region

include the bones of the facial skeleton that form the orbit or only the soft
tissue contents of the orbit and the eyelids and adnexa?

In a situation, not uncommon in facial trauma where the orbital rim and

adjacent floor is affected by a localised force, the bones involved being the
zygoma the maxilla and the nasa ethmoid, for there to be other facial bones

and soft tissue injuries eg mandible parotid gland nasal septum etc.
involved. Is it proposed that there should be two assessments of the facial

deformity one by an ophthalmologist and another by the usual specialists in
this area P&RS, CMF, OMFS ENT? VIDE INFRA.

3. If there are any changes you would like to suggest, please describe them below

Section Comments/Recommendations



10-8 Define PERIORBITAL as "THE ORBITAL CONTENTS PLUS THE EYELIDS AND
ADENEXA

Leave the assessment of the bony trauma and rest of the facial components

to the usual experts and so a void creating unnecessary boundaries which

are areas of doubt, conflict and reduplication.

NB the rest of the face is viewed in this way ie the overall bone and soft
tissue is assessed as one with specific exceptions eg the eye, cranial nerves,

nasal airway obstruction etc .

4. Overall, do you think the proposed changes will result in more consistent impairment assessment outcomes?

x Yes

No

5. Do you have any other feedback about the proposed Guidelines?

Good work



Cathro, Vicky (DTF)

From:

Sent:

To:

Subject:
Attachments:

Robin Shaw <robin@sisa.net.au>

Thursday, 24 June 2021 8:33 AM
WPI
Feedback on guidelines review

SISA Feedback June 2021.pdf

Please find attached our feedback on the review of the Impairment Assessment Guidelines.

Regards,

Robin Shaw
Manager, Self Insurers of SA Inc

Deputy Chair, National Council of Self Insurers
Ph: 08 8232 0100
Mob: 0411 778 251
Email: robin@sisa.net.au

/vww.sisa.net.au
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SISA
Self Insurers of South Australia

Self Insurers of South Australia Inc / ABN 44 020 074 597
First Floor, Unit 8,185 Wakefleld St Adelaide SA 5000

Telephone 8232 0100 / Facsimile 8232 0113
Email; sisa(S>sisa.net.au / Website www.slsa.net.au

24 June 2021

ReturnToWorkSA

Scheme Improvement and Regulation

400 King William Street
ADELAIDE SA 5000

Via email wpi@rtwsa.com

Review of the Impairment Assessment Guidelines

Thank you for the opportunity to comment on the proposed changes to the Impairment Assessment

Guidelines.

Our detailed comments as put forward by our members are provided in the table that follows this

letter. In general, we note that the changes are aimed at clarification based on experience,

alignment with other jurisdictions and the national guidelines, and adjustments recommended by

the medical specialties, which is an approach we support.

Regarding assessor selection, in addition to the comments below, we would like to further highlight

our views. We remain concerned about the approach to selection in clause 17.3. While the proposed

revision places greater emphasis on assessor availability, there remains an emphasis on worker

choice that is not specifically supported by the Act or any subordinate legislation other than the

Guidelines. We submit that the Guidelines should not impose such a meaning.

In our view, the words ...the worker must be given the opportunity to choose the assessor who will

assess their whole person impairment caused by their work injury, adhering to the following factors...

conflict with the wording further down in the same clause - The worker must undertake the selection

process in consultation with the requester. It seems to us that this is internally contradictory and will

continue to make the selection process problematic in some cases.

The solution we recommend is the re-drafting of 17.3 along the following lines:

Once there is medical evidence (e.g. from the treating doctor(s) or specialist(s)) that the work injury

has stabilised/reached MMI and a permanent impairment assessment is required, the worker will be

given the opportunity to choose the assessor who will assess their whole person impairment caused

by their work injury1 from a list of assessors provided by the requester, compiled with reference to

the following factors in order of priority:

• The body system to which the injury/assessment relates - the assessor selected must be

accredited for the relevant body system(s).

• If multiple body systems are to be assessed, multiple assessors must not be used where there is

an assessor available who is accredited in all the required body systems.



• Nature and complexity of the injury -for musculoskeletal injuries, if surgery has occurred, the

injury or condition must be assessed by a surgeon accredited in the relevant body system.

• Possible conflicts of interest.

• Availability of assessors - if an appropriately accredited assessor has available appointments,

they must be selected over an alternative assessor with a waiting time in excess of 6 weeks (the

time period stipulated by the Impairment Assessor Accreditation Scheme).Unless the relevant

permanent impairment assessment is requested by the South Australian Employment Tribunal

The requester must ensure that the worker is aware of all the assessors that best satisfy the above

factors. If there are no assessors that meet all the above criteria, the requester should seek to

identify assessors who meet the criteria in the order of priority set out above. For the avoidance of

doubt, this means the first criterion takes priority over the second, and so on. The worker must

inform the requester of their choice of assessor as soon as practicable after they have finalised their

choice.

We trust that you find these comments of value and we would be happy to enlarge on them if

needed.

Once again, our thanks for the opportunity to participate in this review.

Yours sincerely,

Chair
Self Insurers ofSA Inc



SISA
SeH Insurers of Soush AistraSia

Feedback on impairment Assessment Guidelines review June 2021

1.26

1.9

Proposed change

Glossary definitions

Deducted "One assessment is subtracted

from another assessment"

Disregarded "The permanent impairment

attributable to the injury/condition must
be assessed and deducted in the overall

assessment"

'Part of the body' has been changed to

'body part' and examples are provided.

Further explanation is provided in another

sentence: The same part of the body, as

above, is not divisible for the purpose of

assessing unrelated injuries.

Additional wording: 'If an assessor

identifies an additional injury or condition
that is not identified in the assessment

Notes / Issues

The words disregard and deduct appear

to have the same impact on WPI

outcomes given that disregarding

ultimately leads to deducting. Using

both words only serves to complicate

and confuse.

In reading 1.26 and 1.27 the words

could besuperimposed. If there's no

real difference then the two clauses

should be combined into one and the
word 'disregard' omitted altogether. If

there is another intended difference
then it should be further clarified

This clause starts by explaining how an

unrelated injury to the same body part
should be disregarded (and one would
assume this means the unrelated

impairment of that body part could be
assessed independently of the work

injury and deducted). A line has then
been added which states the same body
part is 'not divisible'for the purpose of

assessing unrelated injuries. The phrase
'notdivisible'\s unclear in its meaning.

1.8 states that by the time a WPI is
required the question of liability must
have been determined and it is the

Suggestion

Terminology should be standardised to prevent

confusion

More clarification is needed on the meaning and

intention of this clause specific to the same

body part

In accordance with the existing guidelines the
claimant is already given the opportunity to
review and provide input to the drafted report



SISA
Self tnsurors of South Australia

Feedback on Impairment Assessment Guidelines review June 2021

Proposed change

request letter, the assessor must make

reasonable efforts to contact the requester

to advise of the new condition/inj'ury and

to ascertain if the assessment should

proceed or be deferred to a later date. In

the event that the assessor is unable to

contact the requester, the assessor is to

describe the history of the onset of the
newly identified injury/condition in the
report but not proceed with the %WPI
calculation for any of the
injuries/conditions until they have
approval from the requester (i.e. both the

requested injuries and newly identified
injuries are not to be assessed).'

Notes/Issues

responsibility of the requestorto direct
the assessor.

The assessor should be required to

follow the direction of the requester
and should not be at liberty to identify
new injuries or conditions or make such

commentary to the claimant in person

or in their reports.

The effect of doing so is likely to
significantly delay the assessment
process and add unnecessary cost and

legal argument.

It is assumed that in these

circumstances the assessor is still able

to charge for their reading time (which
can be significant) and an appointment
that doesn't serve the intended

purpose.

Suggestion

request at least ten days prior to their

appointment. This step could be tightened to
include a requirement for formal confirmation

that the claimant has read and agreed with the
request documentation to be relied upon and

that they do not have any other injuries or

conditions that should be included in this'one
off' assessment.

A change such as the above would require an

extension of time at clause 17.5 from 10

business days to possibly 15 business days,
noting the worker may wish to seek legal or

further medical advice.

It should also be acknowledged that the request
documents need to be provided to the assessor

with sufficient reading time prior to the
assessment.

To ensure this occurs it may be worthwhile

including in the guidelines a timeframe in which
the assessor must be provided with the request
documentation so that there is sufficient
opportunity for the assessor to seek any

clarification from the requester before the

assessment date. Such a process would enable

further consultation between the claimant and

requester on any new issues raised by the



SISA
Self tnsurers of Souih Austraiia

Feedback on Impairment Assessment Guidelines review June 2021

(not
addressed)

1.14

Proposed change

Non-compliant reports

Words added: MM! occurs when the

worker's condition has well stabilised and
is unlikely to change substantially in the
next year with or without medical

treatment, and further recovery or

deterioration is not anticipated, but can

include temporary fluctuations. The report

must address how specific findings relate
to the conclusion of MMI status. For

Notes / Issues

Assessors not adhering to the

guidelines and repeatedly providing
non-compliant reports are problematic

for the scheme but there does not

appearto be any consequence.

The unchanged words further recovery

or deterioration is not anticipated
contradicts section 1.32 which states

that if a condition is stable but is
expected to deteriorate in the long
term, an assessor should make no

allowance for th is deterioration, but

note its likelihood in the report.

Suggestion

assessor before the appointment takes place.

This point is touched on in 1.44 and Appendix 1
"Notes for the Assessor", "Request Letter" but

doesn't acknowledge the time an assessor

needs to achieve this in reality.

If the proposed change at 1.9 is to remain as is

then we suggest placing a cap on the costs

payable to an assessor for reports that do not

result in a WPI assessment outcome. If this is a

repeated occurrence specific to an assessor,

then the issue should be further investigated
and the status of the assessor's ongoing

accreditation reviewed.

Measures should be put in place to review the

accreditation of any assessors who repeatedly

provide non-compliant reports.

To resolve the inconsistency suggest adding the

word 'significant' in 1.14, eg:

.. .and no further significant recovery or

deterioration is anticipated.



SISA
Self insurors of South Austnaiia

Feedback on Impairment Assessment Guidelines review June 2021

1.29

Proposed change

example, if the assessor identifies that the

worker's condition has changed

substantially (either improved or
deteriorated) but they consider that the
worker is still at MMI, the report must
provide a detailed explanation as to why.

Unrelated injury deduction -

1/lOth of the assessed WPI% to be
deducted where there is evidence of pre-

existing impairment but insufficient

evidence to assess under the guidelines

Notes/lssues

With the potential for a 10% reduction
of WPI due to an unrelated

injury/condition, it is likely that there
will be an increase in assertions that

unrelated injuries or conditions exist.

This method could become the default
position for assessors given the

common problem of specific

measurements not being available,

even when there is significant other

evidence available.

This change doesn't allow for any

variance between minimal objective

evidence and minor unrelated

conditions versus substantial objective

evidence and significant unrelated

conditions.

Suggestion

Suggest a sliding scale for the WPI % reduction
from 1,5th to 1/lOth to allow for the degree
variance of severity in unrelated conditions and

supporting evidence about them. (also to apply
to Psych assessment at clause 16.15.9)



RSISA
Satf tnsurcre of South Australia

Feedback on Impairment Assessment Guidelines review June 2021

1.45

3.4

13.6

Proposed change

If the assessor considers, on the basis of

their informal observations of the worker,

that the worker is not co-operating to the

best of their ability duringthe formal
assessment process, the worker should be

reminded that, in orderto obtain an

accurate assessment, it is necessary for

them to co-operate to the best of their

ability

The word 'should' has been changed to

must. 'The most specific method of

impairment assessment must be used.'

and 'If several equally specific methods
can be used...'. Example added 'For

example, where a DBE assessment is

applicable this should be used ratherthan
range of motion. 1.46 does not apply to a

less specific method'

Additional text added:'For cases of facial
disfigurement (which can include scarring),
refer to Table 6.1 in the Ear, Nose and

Throat Related Structures chapter of the
Guidelines orto the TEMSKI table (up to
4% WPI), whichever is considered most

Notes / Issues

With regard to rounding of the

deduction the added line says (refer

1.63). This should read (refer 1.64)

This addition doesn't go far enough to

have any impact.

There may be an error in the amended

clause 3.4. It appears that the reference

should be to 1.48 rather than 1.46. Both

clauses deal with reporting but 1.48
seems to be more relevant

Should the reference to 13.6 on page 15

of the consultation paper be 13.8?

Suggestion

If the assessor identifies that the worker is not

cooperatingto the best of their ability during
the assessment then they should be able to
decline to continue with the assessment or

provide a WPI assessment rating and advise the

requester as such.

Review and amend if necessary.

Review and amend if necessary.



R SISA
Self tnsurcre of South Austraila

Feedback on Impairment Assessment Guidelines review June 2021

17.3

Proposed change

appropriate given the nature of the

disfigurement.

Assessor Selection Process

if surgery has occurred, the injury or

condition must be assessed by a

surgeon accredited in the relevant

body system.

if an appropriately accredited
assessor has available

appointments, they must be

selected over an alternative

assessor with a waiting time in

excess of 6 weeks (the time period
stipulated by the Impairment
Assessor Accreditation Scheme).

Notes/Issues

See comments in covering letter.

Significant focus needs to be put
toward achieving a more even

distribution of work amongst the

accredited assessors. Any measures

that address this is supported including
the proposed additions.

This change refers to appointments

being conducted within 6 weeks. Given

the often voluminous amount of

information that needs to be compiled

in addition to the consultative period
with the worker and reading time that
needs to be allowed for, 8 weeks may

be a more realistic timeframe.

Suggestion

Propose a change in the timeframe from 6

weeks to 8 weeks



Cathro, Vicky (DTF)

From: Dr Henry Glennie <office@henryglennie.com>

Sent: Wednesday, 23 June 2021 9:31 PM
To: WPI
Subject: Feedback Form
Attachments: 3. Attachment 3 - Feedback form - Impairment Assessment Guidelines Consultation

-2021,docx

Attention: Ms Kate Smith

Dear Kate

I greatly appreciated the opportunity to be present at the recent meeting arranged by your Department to provide
background to the RTWSA Guideline Review being carried out.
It was nice to see the strong representation from the occupational physicians, but somewhat disappointing that

more medicos did not attend. Perhaps many came to the meeting which you held the following day.

I attach my thoughts about the guidelines and have been very interested to look at the suggested changes and to
add one or two items which I consider important.

Kind regards
Henry Glennie



Attachment 3

Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: w p i (a) rtwsaxgm

Name and/or organisation of respondent (optional):

We value your feedback and would like to know the views you represent:

Q Accredited Impairment Assessor D Worker representative

II Representative medical body/association II Lawyer or Legal association

Self-insured employer D Other (please specify below)

II Employer representative

WorkSA

Accredited impairment assessor approved by Minister: awaiting certification

1. Please provide comments below on any of the proposed changes you support Please Explain

why.

Section Comments/Recommendations

2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Section

9.10

9.3

Comments/Recommendations

Presbyacusls
correction

table

Appendix 6
p.26 NAL, 1988
Delete

Appendix 5,
p.25.

For the

purposes of

the Guidelines,
National
Acoustic

Inaccurate correction formula requires

replacement

Monaural tables not required. For all binaural
hearing impairment assessments and only hearing
ear assessments, the binaural tables are

appropriate.

fK
Return to work.
Return to life.



6.10

Laboratory
(NAL) tables
from the NAL
Report No.

118, Improved
procedure

for
determining

percentage

/oss of hearing
(January 1988)
are adopted as
follows:
• Tables RB
500-4000

(ppll-16)
Delete Tables
RM 500-4000

(ppl8-23)
• Appendix 1

and 2 (pp8-9)
Delete

Appendix 5
(pp 24-25
• Tables EB
4000-8000

(pp28-30) (the
extension

tables)
• Delete

Tables EM
4000-8000

(pp32-34) (the
extension

tables)
When an
assessor uses

the extension

tables, they
must provide
an explanation

of the
worker's

special
requirement

to be able to
hear at

frequencies

above 4000Hz.
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When using
Table 11-7,

AMA5 (p262)
on the
relationship of
dietary
restrictions to

permanent

impairment,

consider

percentage

impairment of
the whole
person - first

category to be
0-19%,

not 5-19%.

When

Aspiration
associated

with
deglutition

abnormality
Add 6% WPI in
each category

the whole
person - first

category to be
0-19% with

discretionary
additional 6%
for
uncorrectable

aspiration,

Also, 20% to
39% category
to have
discretionary
additional 6%
for
uncorrectable

aspiration.
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3. If there are any changes you would like to suggest, please describe them below

Section

1.10

Comments/Recommendations

The Guidelines refer to the assessable body systems. A suggested additional
paragraph to insert here [Assessments must adhere to the WorkCover
philosophy of safety in the workplace, with fair and equitable reimbursement
for those who sustain work injuries. Consistency in the reports is vital, the WPI

assessment on each worker being replicated with very little variation by every

assessor working in a particular specialty. The importance of careful history

taking, combined with adequate physical examination and judgement
resulting from extensive clinical practice cannot be over-stressed. The long

and involved training of medical, surgical and psychiatric specialists uniquely
provides these attributes*]. The Pain chapter in AMA5 (chapter 18) is

excluded. The Mental and Behavioural Disorders chapter (chapter 14)is
excluded and replaced by chapter 16 of the Guidelines, which incorporates
the Guide to the Evaluation of Psychiatric Impairment for Clinicians (GEPIC).

The visual system assessment adopts the relevant chapter from AMA4, not
AMA5. Evaluation of whole person impairment due to hearing loss adopts
the methodology indicated in the Guidelines (chapter 9) with some
reference to chapter 11, AMA5 (pp245-251), but uses National Acoustic
Laboratory (NAL) tables from the NAL Report No 118, Improved procedure
for determining percentage loss of hearing, January 1988.

f^ ReturntdWbrkSA
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* A personal comment on my specialty: otolaryngologist head

and neck surgery:

I am very impressed with the reports of Dr John Tomich. For any

new IME assessor I consider one or two de-identified reports from

consultants of that ilk would be of great benefit to them. His reports

obviously need considerable time to complete. Not only does he do

a careful pure tone audiogram himself [described as the gold
standard in the guidelines), combined with speech discrimination
evaluation, he very skilfully determines any likely false positive
finding, as is the case with malingering. This can occur throughout

medical practice. Medical graduates do not just measure their

findings, they interpret them. I believe that outsourcing WorkCover

reports to allied health personnel severely limits the likelihood of a
fair and reasonable permanent impairment assessment.

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

D Yes
No

5. Do you have any other feedback about the proposed Guidelines?

I consider the opportunity to comment on the guidelines is hugely positive for all
stakeholders: workers, carers, specialists in every discipline, allied health workers, legal

practitioners and requesters.

Henry R Glennie FRACS FRCS

AHPRA-accredited otolaryngologist head and neck surgeon

23 June 2021

W ReturntdyybrlcSA
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Cathro, Vicky (DTF)

From:
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To:

Subject:
Attachments:

Linda Gear <lgear@woc.com.au>

Wednesday, 23 June 2021 11:14 AM
WPI
RTWSA - Amendments Form 23.621.docx

RTWSA - Amendments Form 23.621.docx

Please find attached Dr Marshall's responses, I have set it out with the questions asked on the form sent. Thanks.

Linda Gear | Personal Assistant for Dr David Marshall

WAKE F I EL D
ORTHOPAEDIC C. I, I N 1C

Phone(08) 82364111 |

Emaillgear@woc.com.au | Web www.woc.com,au

Address Level 2, Suite 5, 120 Angas Street, Adelaide 5000

CARE

Important: The information contained in this email may be confidential and may also be the subject of legal profession privilege or public interest immunity.

If you are not the intended recipient, any use, disclosure of this documentation and/or It's attachments is unauthorized.

If you have received this document in error, please telephone (08) 8236 4100.



Name of organisation or respondent (optional)

Dr David J Marshall, OAM - orthopaedic surgeon; accredited impairment advisor

1. Please provide comments on any of the proposed changes you support. Please explain

why.

In general terms, I am in agreement with the changes suggested, however I remain a little

confused re the assessment of asymptomatic conditions which are not related even in a

minor way, on the claimed injury/condition. To me, the method of assessment of unrelated

conditions remains unclear.

I do agree with the new rule 1.29.

2. Please provide comments below on any of the proposed changes you do not support.

Please explain why

3. If there are any changes you would like to suggest, please describe them below.

4. Overall, do you think the proposed changes will result in more consistent impairment

assessement outcomes?

I would be grateful if one could be provided with information in regard to the timing of the

implementation of these changes and when we will be provided with a new assessment

manual and will the assessors receive instruction by email/mail or face to face. I believe it

would be preferable to have a face to face workshop so that these changes can be discussed

in full.

5. Do you have any other feedback about the proposed Guidelines?



Cathro, Vicky (DTF)

From: Auscas Medrecords <medrecords@auscas.com.au>

Sent: Wednesday, 23 June 2021 10:27 AM
To: Flower, Julianne

Cc: WPI
Subject: DrCullum Letter
Attachments: ScanToEmail_20210623_102542.pdf; PIA Article Ol.pdf; PIA Article OZ.pdf; PIA Article

O3.pdf; PIA Article O4.pdf; PIA Article OS.pdf; PIA Article OG.pdf; PIA Article O7.pdf;
PIA Article OS.pdf; PIA Article O9.pdf

Good morning,

Please find attached the letter from Dr Cullum.

Kind regards,

'-ern Bartel

For Dr David Cullum
MB CHB GDOH MRCGP FAFOEM (RACP)

Adelaide NeuroDiagnostics
Suite 1, Level 1

257 Melbourne Street
North Adelaide SA 5006

Ph:(08) 8267 5547 F:(08) 8267 6012
E:medrecords@auscas.com.au



Adelaide
NeuroDiagnostics

Suite I, Level I
257 Melbourne Street
North Adelaide SA 5006

Dr. David Cullum
MB CHB GOOH MRCGP FAFOEM (RACP)
Provider No. 034061 RX

Electrodiagnostic Medicine

Phone 08 8267 5547
Fax 0882676012
Email medrecords@auscas.com.au

DC:ac230621

23r<l June 2021

Ms Julianne Flower
Team Leader Scheme Support
ReturnToWorkSA
GPO Box 2668
ADELAIDE SA 5001

Dear Ms Flower

Re: Impairment Assessment Guidelines Proposed Chanees

I enclose my comments regarding the changes,

There is extensive media attention over workers compensation interstate and this wilt be
intensified in this Stale if these changes proceed, as they were clearly inappropriate and
designed for one purpose which was to financially disadvantage hundreds of patients.

The Manager who indicated at our meeting last Thursday that there was going to be
negligible change to impairments was clearly inappropriate as probably half to three quarters
of the assessments will be dramatically changed and probably more.

An audit of the last twenty Permanent Impairment Assessment cases seen by this practice

shows with these changes that fourteen out of twenty (70%) would be downgraded or
reduced to zero% whole person impairment. This is not appropritate.

As I have previously indicated, this is the time for collaboration with the medical profession
and not inappropriate processes like this.

Yours sincerely

DR DAVID CULLUM
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Adelaide Dr. David Cullum
MBCHBGDOHMRCGPFAFOEM(RACP)
Provider No. 034061 RX

Electrodiagnostic Medicine

Suite I, Level I Phone 08 8267 5547
257 Melbourne Street Fax 08 8267 6012
North Adelaide SA 5006 Email medrecords@auscas.com.au

DC:ac230621

23rd June 2021

Imoairment Assessment Guidelines Proposed Changes Comments

I am a consultant physician in Occupational Medicine with an interest in neurophysiology. I
now practice part time in a clinical practice.

I do not undertake any Independent Medical Examinations and evaluate, at most, two
Permanent Impairment Assessments a week and sometimes none. I am considering closing

this part of my practice in view of the proposed changes being undertaken which 1 consider to
be appropriate and will likely cause disputation in the Tribunal process. If these changes
occur, I can see especially with limitation of only surgeons doing the assessments, there will
be an increase in medico legal indicative assessments by the patient's advocate with

prolonged and extensive disputation being the outcome.

A consultation paper was released by ReturnToWorkSA on the 28 May proposing changes
to the Impairment Assessment Guidelines and how the Return To Work Act of 2014 was to

operate.

The Impairment Assessment Guidelines are published in accordance with Section 22 of the
Act. They are proposed to produce a fair, objective and consistent method of assessing
permanent impairment. However, I strongly believe that will certainly not occur with these
changes. I enclose an audit of my last twenty studies which showed that most were affected
in part or significantly affected downwards with the proposed changes. Not one Permanent

Impairment Assessment would be increased.

The Booklet produced stated that there were over 2,000 Permanent Impairment Assessments
performed in the Scheme each year. I understand with the two major insurers the number
was actually nearer to 2,500. There has been concern that three practitioners do the majority
of these assessments and another six provided a significant number also. Permanent
Impairment Assessors were informed by ReturnToWorkSA meetings that these practitioners

were all physicians and not surgeons.

There is a statement in the new Guides that suggests there will be very little change to
entitlements for whole person impairments,

II...



-2-

However, this is a statement made to medical specialists who have two, three or even four
Degrees and it was clear this was going to make a tremendous difference to impairment rates
downwards as the audit of my own practice has shown. I cannot find a single situation where
an impairment would increase. I cannot understand any logic that would indicate that
physicians rather than surgeons, who have undertaken training at RcturnToWorkSA, passed
their examination and also have American Board Certification in Independent Medical
Examinations or have undertaken international training in impairment evaluation, would
somehow be incompetent in assessing an impairment,

To use a surgeon for a patient with a surgical case is likely to cause considerable difficulties
especially if the medical practitioner is asked to provide an opinion on someone's work in the
same orthopaedic practice (there arc three very large groups and two smaller groups of
orthopaedic surgeons) and it would also be unclear how a neurosurgeon for example could
assess an orthopaedic case and vice versa. This is particularly important since physicians are
often involved by the treating orthopaedic surgeon in rehabilitation of the patient's
subsequent surgery. If the physicians can undertake this work in occupational and
rehabilitation medicine, why cannot they be able to assess the impairment on someone who
has never been under their care? The process here is to reduce benefits, especially reduce the
number of seriously injured patients with 30% whole person impairment or above and also
make substantial differences in patients who have 5% whole person impairment who by
nature of an administrative direction suddenly end up less than the 5% whole person

impairment.

How these proposed changes occur depends on Government and Parliament policy. The
Minister is required to consult with professional associations. There has only been provision
for a short feed back time of 6.00 pm on Friday the 25 June.

With regard the specifics suggested, I make the following comments.

1. In the Introduction there was the proposal that the Assessor in Section 1.9 should
make reasonable atlempts to make contact with the Whole Person Impairment Case

Manager if any new conditional injury is found in the evaluation,

It is a very common problem that patients will be referred for example, with a back
injury and then found to have additional injuries such as trochanteric bursitis of the
hip, plantar fasciitis of the foot or a strain of the knee which may or may not have
been put on the claim form. I have had cases where a patient had a closed head
injury on the initial claim form and also the prescribed certificate by the initial
certifying doctor, but there was no management for this and also no claim either.
Therefore, we sometimes have a situation where there was a straightforward claim for
one joint or two joints and then there was an additional issue of another body part
which had some involvement it the case, in the sense that it was claimed for, but the
matter had been rejected. The difficulty arises as to whether these injuries were

assessed as well.

There was also the additional problem thai qualified experienced doctors, particularly
physicians, can find in a patient who has one accepted condition, several other
conditions.. However, these have not been claimed and were not in dispute as they
had not been already claimed. What happens then?

/3...
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There should be a direction that the assessor should cancel the assessment completely
at that point.

Attempts to contact case managers in my experience have been very difficult. This
practitioner at the time of the patient's consultation is often not available or in a

meeting. This requires a change to the definition of Maximum Medical Improvement,
A patient who has an additional area which has not been recognized was clearly not at
Maximum Medical Improvement and needed to be assessed as that. There was an
exception when the patient was being assessed for a terminal condition which was in
Section 116.

Changes such as changing "Part of the Body" to "Body Part" seems sensible. The

real problems start to arise when there are issues concerning alleged pre-existing
impairments. In Part 1.27, which was 1.24 in the old Guides, there was a statement
which required a rating of unrelated impairment regardless of whether it was
asymptomatic with additional tests stating "Regardless of whether the unrelated injury
or condition was asymptomatic, where there is objective evidence for assessment of
an unrelated condition it must be assessed and deducted". It should be pointed out

that South Australia would be the only State where this occurs with AMA 5 and that
includes internationally.

I enclose the documents from the State Insurance Regulatory of New South Wales for

the Evaluation of Impairment. The latest edition was released in March of 2021 and I
draw your attention to Page 6 of this document, particularly Sections 1.27 and 1.28,

Here there has always been the proposal of the "Deductable Portion" where 10% is
deducted to allow for the extremely difficult question of what was pre-existing and
was it symptomatic?

There is a method, for example, in knee replacements to suggest that patients who had
bone on bone arthritis and yet no symptoms at all, would have to have a 20% whole
person impairment deduction for each knee according to the Arthritis Table. This
makes absolutely no sense as there were a number of patients who have no symptoms
until they fall. The level of arthritis may be completely asymptomatic.

I enclose literature that showed a proportion of asymptomatic patients who have
degenerative change of the knee. The paper was published by Culvenor and Co-
Authors from Austria in May 2018 called "Prevalence of Knee Arthritis Features on
Magnetic Resonance Imaging on Asymptomatic Uninjured Adults". This study
reviewed sixty three reports on 5,397 knees. The pool prevalence ofcartilage defects
was 24% and meniscal tears was 10%, with significantly higher prevalence according
to age, Cartilage defect over the age of forty was 43%, a meniscal tear over forty was
19% of people who were also asymptomatic and uninjured, Bone marrow lesions
and osteophytes were 25% with a variable range of 14% to 38%. What this means is
that people with significant osteoarthritis may be deemed as having an impairment
under AMA 5 through the Arthritis Chapter and be deducted on patients who had NO
PAIN and no siens.
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In my view, this is clearly inappropriate and suggests that 25% of the entire state
population of a certain age group had 20% whole person impairment or 10% whole
person impairment depending on the level of arthritis and yet these persons had no

symptoms, they had no pain, they have not made a WorkCover claim and they were

living in the community and working normally. How can this be appropriate and
where is the medical logic in this?

When WorkCover first started the process of getting into using (he American Medical
Association Guidelines, there were plans initially to use AMA 6, I was involved in
that discussion process with the Ministerial Advisory Committee and a working party
at that time. The Chairman of the Medical Advisory Committee was an orthopaedic

surgeon who had extensive experience of assessing patients not only in South
Australia but also in New South Wales. He very correctly and astutely indicated that

whal we should be doing was using AMA 5 and using the New South Wales Guides
as an addendum which was also the process that had been organized in Western
Australia. The Guidelines we first adopted were in fact the same.

The difficulty came with the attempts to assess deduction for pre-existing problems
and that has been the cause of numerous disputes both in the Tribunal and in the
Supreme Court. Because of these difficulties, the new Guidelines have now brought

back the 10% rule but the attempt is to use both forms which will just make the
process extremely complicated and almost invariably would produce disputation. A
more sensible idea would be to do what should have been done in the first place,
which was to adopt the New South Wales and the Western Australian Guidelines
which remained at 10%. They knew from past experience that it would be extremely
difficult for doctors to accurately assess pre-existing impairments. This was viewed
as fair and equitable and 1 think it should be adopted by ReturnToWorkSA, especially
as we are going to be asked to assess patients who had no impairment and no

symptoms and to deduct once an injury occurs.

I draw your attention also to an article from the New England Journal of Medicine by

Horga, a copy of which is enclosed, which showed the prevalence of abnormal

findings in 230 knees ofasymptomatic adults.

Cartilage and bone marrow abnormalities were prevalent in the patellofemoral joint
and 57% of knees had cartilage abnormalities and 48% of knees had bone marrow
abnormalities, Aeain, these were patients who were asvmntomatic adults.
Moderate and severe cartilage lesions were common in these patients. Severe lesions
were noted in 31% of knees. Abnormalities were also noted in moderately intense
lesions in tendons and in high grade tendonitis. These were patients with no pain and
were just being assessed for the purposes of research. This again demonstrates the
folly of introducing a deduction or a component for patients who have never had any
symptoms until they fall and yet assessors were asked to deduct large impairment
values purely on the grounds of there being a method in the book to theoretically
produce the deduction.

It should also be remembered that AMA 5 was not limited in the United States to
workers compensation cases, it was also used in social benefit cases and even in the
Black Lung Act.
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The purpose of the arthritis rating was to add impairment, not to deduct it. The
incidents of normal imaging of asymptomatic patients with back pain dates back to
1994 when a land mark study by Maureen Jensen and Colleagues from California
published "Magnetic Resonance Imaging of the Lumbar Spine in People Without any
Back Pain" in the New England Journal of Medicine in July. This again showed the
folly of assessing patients as having an injury when in fact the MRI scan was being
done on people with no symptoms and no signs,

This can be developed further with, for example, asymptomatic shoulder osteoarthritis
of the acromioclavicular joint which was reviewed in the Journal of Shoulder Elbow
Surgery in 2009 by Frigg and Co-Authors, This revealed asymptomatic
acromioclavicular joint arthritis remained asymptomatic in 90% of the patients over
the age of seven years. Arthritis is not currently used as a deduction in the upper
extremity but it just showed again the unsuitable deduction of arthritis in the upper or
lower extremity of people who have no symptoms.

Section 1 to 9 provides for the introduction of the 10% deduction but this was in
addition to other deductions. Disputation would be highly likely to follow if this rule
was adopted. There has been discussion by managers at ReturnToWorkSA that these
new changes would not make any difference to the impairment. However, in my
estimation and in an audit of my own practice, there was clearly going to be a

substantial change in the Whole Person Impairment percentages and they will all be
reduced. None will be greater. It is not appropriate to introduce the deduction as well
as the previous impairment. There was a lot of discussion that these new changes
would not make any major differences in impairment. However, in my estimation of
these changes there was going to be well over half of patients who would have their
whole person impairment percentages reduced. It is also not appropriate to indicate
that this will make no change when the whole purpose of the change is to exactly do
that, ie. reduce whole person impairments and in particular 30% whole person
impairments.

2. One of the biggest concerns I have with this document is the suggestion that there has
been advice given by medical people who were not listed and who have been allowed
to keep total anonymity.

The subsequent changes for example, that indicated surgeons were the only
practitioners who were capable of assessing a surgically operated joint can only mean
that there was a vested interest that has advocated this change. Not one State system
or American State system that I know of has this Clause and it was inappropriate
especially as it would disenfranchise all the physicians and non surgeons who have
already had extensive, even decades of experience in undertaking these assessments
and where the practitioners have also passed the ReturnToWorkSA challenging
Guideline training which occurred approximately eighteen months ago!

Tliese practitioners have been undertaking impairment ratings for many years and are
now suddenly viewed as ineligible without any real logic as to why this should be,
except, clearly the potential to reduce benefits by surgeons assessing colleagues'
work.
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A signiHcant concern is that this may be just contracted out to providers from
interstate who just undertake insurance medical opinions from interstate,

disqualifying practitioners with appropriate training and likely ignoring the Adelaide
based treating physicians.

My personal view is that Independent Medical Examinations, which is a different
issue, and Permanent Impairment Assessments really should be undertaken by
practitioners who are still in clinical medicine, they are still actually treating patients
and who are engaged in the workers compensation process. To make these changes
leaving it to interstate retired practitioners is going to further alienate the medical
profession from ReturnToWorkSA. This organization already has a poor relationship
with the medical profession.

Paragraph 1.44 indicates the additional statement, "The relevant histories obtained by
review of medical records reflecting past medical history and the workers
presentation and the current history. It is important to review the medical records
before performing an impairment assessment as this will enable the assessor among
other things to:

i. Clarify and document the inconsistency if any between the history
provided by the worker and the history obtained in the medical records.

ii. Reconcile inconsistencies between the worker's history during

the examination and other previous medical records.
iii. It is necessary to clarify historical inconsistencies because several

issues are determined by the history.

What this actually means is that practitioners are to be undertaking a case
management role and an Independent Medical Examination role and not just be
involved in the actual Permanent Impairment Assessment. There is simply not time

to do this in the time allotted. It would in any case be inappropriate to add a case
management Independent Medical Examination type of role into a Permanent
Impairment Assessment. It has also been a very clear direction in all my training in

impairment evaluation in the United States through the American Board of
Independent Medical and other training programs that you should review the patient
first and then read the documents later to avoid bias against the patient before they
even walk through the door.

There was the additional problem that extensive reading was required before a
Permanent Impairment Assessment was undertaken and the patient may well not
arrive. What happens then? In my experience, probably one tenth of the patients
referred for a Permanent Impairment Assessment, even being sent a reminder, do not
actually attend their appointments,

Clause 1.48 is a major change. This states, "The Guidelines ofAMA 5 may allow for
more than one equally valid and specific method for assessment which can be used to
assess the degree of injured permanent impairment". When choosing between these
equally valid and specific methods, eg. Muscle strengths or Atrophy, it states you
should use the method which results in the highest degree of permanent impairment.
There has now been the statement added that this should also "be the most relevant".
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Therefore, a patient who may be assessed with range of motion of the knee, now may
have to be assessed under diagnostic based estimates or Table 17,33. If a patient has
had a partial meniscectomy this may be rated at much lower if that method has to be
used even if the patient presented with a flexion deformity or range of motion loss.
There was no wording in AMA 5 at all to justify this. I am not aware of any
International State or Territory system that makes this requirement. The conclusion
clearly has to be a deliberate attempt to reduce impairment rating percentages,

5. In the changes of upper extremity there were discussions of normal two point
discrimination and there were more clear tests to indicate when Grade IV should be
used with sensation loss.

6. In Paragraph 2,13 there was an update which reflected, "Specialist advice and AMA
6". There was no reference as to who gave this "Specialist advice" and on direct

discussion with ReturnToWorkSA managers, we were told that this was a confidential
statement made by some specialists and we were not to be told who these people
were. This was clearly inappropriate. A document of this importance needs to have

transparency in who was giving the advice, particularly if there are medical opinions
that considered the advice was wrong and not based on international literature,

RetumToWorkSA already has a poor relationship with most treating specialists
managing these cases. Many consultants will not review WorkCover patients. This
was the time for collaboration, not conflict. It is inappropriate to indicate, "Specialist
advice" and not to indicate who these people were. Names were not necessarily
required but the actual specialties were. Was this a group of surgeons or was it a fly
in, Hy out medico legal assessment organization or an interstate group organizing
medico legal evaluations?

7. In Table 2.15 there was discussion about carpal tunnel syndrome, I am a consultant

physician in occupational medicine with an extensive practice in neurophysiology.
There was the statement, "Where surgical decompressions occurred, only

electromyography EMG and/or nerve conduction studies performed after an optimum
recovery time will be valid". While nerve conduction studies can provide information

on the function of alpha and beta myelinated fibres, it needs to be understood that

a) Nerve conduction studies do not measure C unmyelinated fibre function which are
the majority of the median nerve.

b) Nerve conduction studies are not 100% sensitive and specific. They can well be
normal in patients who clearly had lesions of the upper peripheral nerve.

I draw your attention to ulnar neuropathy at the elbow where mild to moderate cases
frequently have normal nerve conduction studies and are only picked up clinically and
on high quality diagnostic ultrasound. This is also true for the radial and other
peripheral nerves.

In my experience, 30% to 50% of ulnar neuropathies have normal nerve studies,
radial tunnel syndrome patients have 30% normal nerve conduction studies and caipal
tunnel syndrome is normal in 5% to 10% of cases. This is all backed by the
international literature which I enclose.
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There is a paper on Diagnostic Properties of Nerve Conduction Studies in Population
Based Carpal Tunnel Syndrome published by Aroshi and Colleagues in 2003, there
was a paper on Ultrasound Evaluation of Normal Ulnar Nerves in Adults published in

the European Journal of Radiology in 2021 and the Impact of Extended
Electrodiagnostic Studies in Ulnar Neuropathy of the Elbow by Todnem and
Colleagues through BMC Neurology which was published in 2009.

Whoever gave ReturnToWorkSA the information on this section of entrapment
neuropathies has unfortunately not read the literature. It should also be remembered
that needle EMG is only undertaken in South Australia by a few specialists. Nerve
conduction studies in private practice are generally undertaken but I am one of only a
few medical practitioners who actually do private based EMO studies. The rest were

all hospital based. Most of the patients I see for Permanent Impairment Assessments
have not had needle EMG.

Needle EMG is used to help differentiate between a patient with an entrapment
neuropathy from a radiculopathy and both can be present in some patients, the so
called "Double Crush".

8. Section 217 has added a comment, "If not all symptoms in the Grade are present, the

rating at the lower end of the Grade should be selected and the activities of daily
living specifically described by the peripheral nerve injury must be described", Some
of these ranges of assessment were quite high. This statement indicates that the
examiner must use the lowest, There is no evidence in the literature to indicate that
this would be the case. This appears lo be a deliberate method to influence the
assessing physician to lower their impairment ratings when really it should be the
decision of the clinician themselves at the time of the assessment,

9. There is comment regarding the diagnosis of Complex Regional Pain Syndrome and

this is usually managed by pain physicians in general and some rehabilitation
physician and occupational physicians. I hold regular meetings with neurologists and
I do not know of any neurologist managing Complex Regional Pain Syndrome, There
is no necessity for a neurologist to be involved in the diagnosis of Complex Regional
Pain Syndrome. In any case, the numbers of neurologists involved in medico legal
work is very limited. Waiting lists for neurology opinions are months and many
neurotogists have closed their books.

1 do not know where this suggestion of a neurologist being involved in a diagnosis of
Complex Regional Pain Syndrome came from, but it is inappropriate and should be
left with Pain Physicians who in general manage this condition.

It should also be indicated that Complex Regional Pain Syndrome varies from week
to week and day to day as it is a physiological abnormality which could be on some
days more severe than others, This makes an accurate diagnosis of Complex
Regional Pain Syndrome and its effect on impairment extremely difficult and in my
view, impossible with a one off opinion. I leave it to my colleagues in Pain Medicine
to provide a critique of the proposed changes, but I would expect them to be
extensive,
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This has all been brought to the attention of the medical community within a very short time
frame which, in itself,is disappointing and inappropriate in my opinion,

The proposed changes are extensive and should be reviewed in a Parliamentary Committee
and with more time due to the extensive changes requested.
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23rd June 2021

Review of Twenty Consecutive Permanent Impairment Assessments and how these
were undertaken from early March and how they would be affected by the proposed

changes of RcturnToWorkSA in the impairment benefits screening.

Patient S. Born 1965. Not at Maximum Medical Improvement - so no change.

Patient N. Born 1969. Whole person impairment of 8% for shoulder, minus the 10%
deductible for a pre-existing status which becomes 0.8% which equals 7% and the

removal of scarring, therefore reducing total impairment from 9% to 7%.

Patient J. Born 1960. Exempt employer. No change as the scarring was part of the

injury,

Patient S. Bom 1964. Exempt employer, lower back 12% with ADL minus the 10%
deductible for a pre-existing status equals 11%. Therefore a decrease of 1% whole

person impairment.

Patient W. Born 1955. Exempt employer. Lumbar injury 6% minus the 10%
deductible for a pre-existing status equals 5% lumbar spine. Left elbow same score.
Left shoulder 7% minus the 10% deductible for a pre-existing status equals 6% whole
person impairment.

Patient P. Born 1966. 1% whole person impairment given for scarring would be
removed and the impairment would decrease from 1% to zero.

Patient J. Born 1959, Not at maximum medical improvement and no change.

Patient D. Born 1968. Lumbar spine impairment of 11% whole person impairment
minus the 10% deductible for a pre-existing status equals 10% with a decrease of 1%

whole person impairment.

Patient Z. Born 1957. Removal of scarring and no change as it was zero with no
change to the overall whole person impairment assessment.

Patient N. Born 1983. Whole person impairment of 5% minus the 10% deductible
for a pre-existing status equals 4% whole person impairment and no paid benefit as a

consequence.
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• Patient T. Born 1962. Shoulder 11% whole person impairment minus 10% for a pre-
existing stahis equals 10% whole person impairment with no change to scarring as it
was zero and a total decrease of 1 % whole person impairment.

• Patient G. Born 1954. Not rateable as not at Maximum Medical Improvement.

• Patient A. Born 1953. Lower back injury of 7% whole person impairment minus
10% for a pre-existing status equals 6% whole person impairment.

• Patient T. Born 1970. Lumbar spine injury 5% whole person impairment minus 10%
for a pre-existing status equals 4% whole person impairment as 10% was 0.5%
rounded up to 1 %. Left knee forced to not use wasting and to use diagnostic based
estimates with the resulting impairment reduced from 5% to 4%. Scarring was not
relevant as it was zero.

• Patient B. Born 1984. Knee injury and forced to not use range of motion which was
the rating and gave a higher score. If range of motion was not allowed, then 8%
whole person impairment becomes zero % whole person impairment.

• Patient P. Born 1 967, Exempt employer. Knee 4% minus 10% for a pre-existing
status equals 4% whole person impairment but scarring which was 1% would be
removed to zero.

• Patient M. Born 1983. Thoracic spine 7% whole person inipairment minus 0.7% as
10% impairment for pre-existing stahis gives 6% whole person impairment. The
scarring which was due to injury and not the operation was unchanged.

• Patient D. Born 1971. Right knee 4% whole person impairment minus the 10% for a
pre-existing status is 0.4% with no additional iinpainnent for scarring and unchanged.

• Patient D, Born 1993. Forced not to give wasting and to only use diagnostic based
estimates where 5% impairment of the right knee becomes 1%. Scarring which might
be removed because of the operation goes from 2% whole person impairment to zero,
which was a dramatic difference.

• Patient B. Born 1988. Knee injury. If forced to use diagnostic based estimates
instead of range of motion which was the most generous as per AMA 5, 4% would
become 1% whole person impairment and scarring would be zero. Instead of a total
of 5% this becomes 1% whole person impairment.

Yours sincerely

PR DAVID CULLUM
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State Insurance
Regulatory Authority

NSW WORKERS COMPENSATION GUIDELINES
FOR THE EVALUATION OF PERMANENT
IMPAIRMENT
These guidelines explain permanent impairment assessment in the NSW workers
compensation system. This is the fourth edition of these guidelines, reissued 1 March
2021.

Download a PDF_Chttps;//www.sira.nsw.gov,au/resources-library

/workers-compensation-resources/publications/health-Drofessionals^

for^orkers-comDensation/NSW-workers-comDensation-quidelines-fo^

the-evalution-of-permanent-impairment.pdfl of this document in full.

Click here to read the foreword

The State Insurance Regulatory Authority has reissued the 4th edition of the NSW
workers compensation guidelines for the evaluation of permanent impairment
(catalogue no. WC00970) (the Guidelines) for assessing the degree of permanent
impairment arising from an injury or disease within the context of workers'
compensation. When a person sustains a permanent impairment, trained medical
assessors must use the Guidelines to ensure an objective, fair and consistent method
of evaluating the degree of permanent impairment.

The reissued Guidelines have been made to include some minor changes including
changes consequent to the enactment of the Personal Injury Commission Act 2020
(PIC Act). No changes are made to the provisions in these guidelines relating to the
evaluation of permanent impairment as developed in consultation with the medical
Colleges under s 377(2) of the Workplace Injury Management and Workers
Compensation Act 1998 and as set out in d 13 of the Guidelines.

The Guidelines are based on a template that was developed through a national
process facilitated by Safe Work Australia (https://www.safeworkaustralia.g&\Aau)_,
They were initially developed for use in the NSW system and incorporate numerous
improvements identified by the then WorkCover NSW Whole Person Impairment
Coordinating Committee over 13 years of continuous use. Members of this committee
and of the South Australia Permanent Impairment Committee (see list in Appendjx 2
-(JltJf3s://www.sira.nsw.gov.au/resources-library/workers-compensation-resources
/publications/health-professionals-for-wot'kers-compensatjpn/workers-
com0ensation-guidelines-f:or-the"evaluation-of-permanent-impairment/appendtx"2.-
workina-groups-on-Dermanent-impairmentl) dedicated many hours to thoughtfully
reviewing and improving the Guidelines. This work is acknowledged and greatly
appreciated.
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Rounding

1,26 Occasionally the methods of the Guidelines will result in an Impairment value which is not a whole number
(eg an assessment of peripheral nerve Impairment In the upper extremity). All such values must be rounded
to the nearest whole number before moving from one degree of impairment to the next (eg from finger
impairment to hand Impairment, or from hand impairment to upper extremity Impairment) or from a regional
Impairment to a WPI. Figures should also be rounded before using the combination tables. This wilt ensure that
the final WPI will always be a whole number. The usual mathematical convention is followed where rounding
occurs - values less than 0.5 are rounded down to the nearest whole number and values of 0.5 and above are
rounded up to the next whole number. The method of calculating levels of binaural hearing loss Is shown In
Chapter 9, paragraph 9.15, In the Guidelines.

Deductions for pre-existing condition or injuries

1,27 The degree of permanent impairment resulting from pre-existing impairments should not be included in the
final calculation of permanent impairment if those impairments are not related to the compensable Injury.
The assessor needs to take account of all available evidence to calculate the degree of permanent impairment
that pre-existed the injury.

1,28 In assessing the degree of permanent impairment resulting from the compensable Injury/condition, the
assessor is to indicate the degree of impairment due to any previous injury, pre-existing condition or
abnormality. This proportion is known as 'the deductible proportion' and should be deducted from the degree
of permanent impairment determined by the assessor. For the injury being assessed, the deduction is 1/lOth
of the assessed impairment, unless that is at odds with the available evidence.

Adjustment for the effects oforthoses and prostheses

1.29 Assessments of permanent impairment are to be conducted without assisUve devices, except where these
cannot be removed. The assessor will need to make an estimate as to what is the degree of Impairment
without such a device, If it cannot be removed for examination purposes. Further details may be obtained in
the relevant chapters of the Guidelines.

130 Impairment of vision should be measured with the claimant wearing their prescribed corrective spectacles
and/or contact lenses, If this was usual for them before the injury. If, as a result of the injury, the claimant has
been prescribed corrective spectacles and/or contact lenses for the first time, or different spectacles and/or
contact lenses than those prescribed pre-injury, the difference should be accounted for in the assessment of
permanent impairment.

Adjustment for the effects of treatment

131 In circumstances where the treatment of a condition leads to a further, secondary impairment, other than
a secondary psychological impairment, the assessor should use the appropriate parts of the Guidelines to
evaluate the effects of treatment, and use the Combined Values Chart (AMA5, pp 604-06) to arrive at a final
percentage of WPI.

1.32 Where the effective long-term treatment of an illness or Injury results in apparent substantial or total
elimination of the claimant's permanent impairment, but the claimant is likely to revert to the original degree
of impairment if treatment is withdrawn, the assessor may Increase the percentage of WPI by 1%, 2% or
3%. This percentage should be combined with any other impairment percentage, using the Combined Values
Chart, This paragraph does not apply to the use of analgesics or anti-inflammatory medication for pain relief.

133 Where a claimant has declined treatment which the assessor believes would be beneficial, the impairment
rating should be neither increased nor decreased - see paragraph 1.35 for further details,

6 STATE INSURANCE REGULATORY AUTHORFTY
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ABSTRACT
Background Knee MRI is increasingly used to
inform clinical management. Features associated
with osteoarthritis are often present in asymptomatlc
uninjured knees; however, the estimated prevalence
varies substantially between studies. We performed
a systematic review with meia-anatysis to provide
summary estimates of the prevalence of MRI features of
osteoarthritis in asymptomatic uninjured knees.
Methods We searched six electronic databases for
studies reporting MRI osieoarthritis feature prevalence
(ie, cartilage defects, meniscal tears, bone marrow lesions
and osteophytes) in asymptomaiic uninjured knees.
Summary estimates were calculated using random-
effects meta-analysis (and stratified by mean age; <40vs
s40 years). Meta-regression explored heterogeneity.
Results We included 63 studies (5397 knees of 4751
adults). The overall pooled prevalence of cartilage deferts
was 24% (95% C115% to 34%) and meniscal tears was
10% (7% to 13%), with significantly higher prevalence
with age: cartiiage defect <40 years H% (6%to 17%)
and s40 years 43% (29% to 57%); meniscal tear <40
years 4% (2% to 7%) and s40 years 19% (13% to
26%), The overall pooled estimate of bone marrow
lesions and osteophytes was 18% (12% to 24%) and
25% (14% to 38%), respectively, with prevalence of
osteophytes (but not bone marrow lesions) increasing
with age. Significant associations were found between
prevalence estimates and MRI sequences used, physical
activity, radiographk osteoarthritis and risk of bias,
Conclusions Summaiy estimates of MRI osteoarthritis
feature prevalence among asymptomstic uninjured knees
were 4%-14% in adults aged <40 years 10 19%-43%
in adults s40 years. These imaging findings should be
interpreted in the context of clinical presentations and
considered in clinical declsion-making.

INTRODUCTION
MRI is the most reliable non-invasive diagnostic

technique to assess internal derangemeni of (he
knee joint, Increasing MRI availabiliry has resulted
in a rapid risc in its urilisarion to help inform clin-

ical management of patients with knee symptoms.

Over $14 billion is spent on diagnostic imaging in
rhc USA annually, yet the overall clinical benefit of
rhe current use of knee MR! is uncertain. Find-

ings sucli as meniscal tears, cartilage detects, bone

marrow lesions (BMLs), osieophytes and other
features suggestive of knee osteoarthritis (OA) are

often interpreted as causes of pain and symptoms,
triggering medical and surgical interventions,"

However, the relationship between MRI features of

OA and knee pain is imprecise.
In patients with knee OA, (here is moderate

evidence that MRI-assessed BMLs and et'fu-

sion/synoviris are associated with knee pain, but
conflicting or limited evidence for other MRI

findings. Features associated with OA have also

been observed on MRI in asympromatic unin-
jurcd knees,""" suggesting that MRI-assessed OA

features may not necessarily be the source of pain

in symptomaric parienu. However, estimates of the
prevalence of MRI fcamres of OA in asymptomaric

uninjured knees vary across studies, from 0% to
75%.'' Given the large number of adults under-

going MRI to invesdgate the cause of knee symp-
roms, a reliable esrimate of the prevalence of MRI
features of OA in asymptomacic uninjured knees is

important to inform eftorcs to diagnose and treat

knee symptoms across the lifespan. Therefore, the
aim ol this systcmadc review and meia-analysis was

to determine the prevalence of, and factors contrib-

Uting to, MRI features of OA in asymptomaric unin-
jurcd knees.

METHODS
Search strategy and selection criteria
This systematic review conforms to the Preferred

Reporting Items for Systematic reviews and

Mera-Analysis (PRISMA) guidelines and is regis-
tered with PROSPERO (CRD42016053969). Snidy
investigators searched for studies reporting the prev-
alence of MRI feamres of knee OA in asymptomaric

adult knees (ie, mean age a 18 years with no knee
symptoms during any activity) with no history of

injury or surgery in EMBASE, Medline, CFNAHL,
SPORTDiscus, Web of Science and Scopus from
inception co the day of the search on 24 October
2017. The searches combined terms related to

knee, asymptomatic, MR1, and patholog)', without
language restriction and adjusted according to indi-
vidual database specifications (online appendix
cMechods 1).

Primary outcomes were individual MRI features
assessed semiquanritatively and included in the
definition of MRI-defined knee OA : (i) carulage
defects, defined as parual-thickness or full-thick-

ness carcilagc lesions, (ii) meniscal tears, defined as
high signal extending to an anicular surface, (iii)

BMJ CdlvenoiAG,Ma/,fff/5porcMed20l9;53;1268-lZ78.dol;)0.ll36/bjsporls-20t8-099257 1 of 12
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BMLs, defined as areas of ill-detineared signal within trabec-

ular bone (hypohuense on Tl-weighted images, hyperintense
on TZ-wcightcd fat-suppresscd images); and (iv) osteophytcs,

defined as the presence of osteocartilagenous protrusions
at arricular margins. Secondary outcomes were other MRI
features previously associated with knee OA (defined in detail in
the online appendix eMet'hods 2); effusion-synovitis, subchon-

dral cysts, ligament tears, silbchondral scterosis/attfition and

infraparellar far pad synoviris/ocdema. Two authors (AGC,

HFH) independently assessed all titles and abstracts of iden-
tificd reports for eligibility. Reference lists of all publications
considered for inclusion were hand-searched recursively until

no additional eligible publications were identified. When eligi-
bility could not be confirmed from tide and abstract, full texts,
were reviewed and study investigators contacted as required. If

authors were able ro provide data from the subset of asymp-

tomadc participants without prior index knee injury or surgery,
these were included, otherwise the article was excluded. Only

hill-rext published articles were eligible. No publication was
excluded based on language or study design. Detailed eligibility
criteria are described in the online appendix eMcihods 3.

Data extraction
Tlic following information was independently e.xtracccd from
the included studies by two invesrigators (AGC, JJS); number
of participants/knees, participant characteristics (eg, nge, sex,
body mass index (BMI), spomng/physical acrivit)' level), MRI
sequences, outcome definition (ie, specific diagnostic crircria)

and reported prevalence of whole knee, as well as compart-
meni-specit'ic (ie, ribiofemoral and patellofemoral), abnormali-
ties. The publication with the mosc participants (or tnost OA

features assessed) was used when several publications used the

same population,

Risk of bias assessment
Two reviewers (AGC, BE0) independently assessed risk of bias
using a 13-icem checklist developed specifically for this review

assessing quality of reporting, sample represcniativeness and sixe,
comparability between respondents and non-respondents, discri-
bution of confounders and ascertainment of MRI fcarurcs of OA

(online appendix eMechods 4). As per the Cochranc Handbook
for Systematic Reviews recommendations, we customised specific
items from llie Downs and Black checklist for randomised and
non-randomised studies, and a popularion-based prevalence

study checklist. Items related ro randomisation, intervention

and others not relevant for the current review were excluded.

Items were scored as adequate, inadequate or unable to decer-
mine. Discrepancies were resolved by discussion.

Data synthesis and analysis
Prevalence estimates of the primary outcomes ac a per-knee
level were calculated by pooling rhe study-specific escimaccs

using random-cffucts proportion mcra-analysis that accounted

for between-siudy heierogeneicy (Siata V. 14.2 metaprop
command). Freeman-Tukcy arcsine cransformarion was used

co normalise variance. Binomial proportion 95% Cis for indi-
vidual studies were calculated around snidy-specific and pooled
prevalences based on the score-test Statistic, ' Due co the inci-
dence of degenerative changes generally increasing substanrially

after 40 years of age, prevalence estimates of the primary
outcomes were calculated separately for studies with a mean

age of <40 years and for those with a mean age >40 years.
Secondary outcomes were often inconsistencly defined and thus,

descriprivclysynthesised. Berween-siudy hcterogeneity was cval-

uaied for each primary outcome using Standard Q-iesrs and the I

Statistic (ie, the percentage of variability in prevalence estimates

char Is due to hcterogeneity rather than chance, 0%=snoincon-

sisrency, 100%=maximalinconsistency). We further explored

becween-study hetcrogencity by comparing results from studies

grouped according to several study level characteristics (detailed

in the online appendix cMethods 3) using srrarified meta-analysis

and meta-regression. Snidy level characteristics assessed were

age, sex, MRI sequences employed (.•aimmariscd in the online

appendix eTable J), participation in weigln-bearing sports, radio-

graphic knee OA, sample size and overall risk of bias. The prev-
alence estimates of primary comparrment-specific outcomes (ie,
tibiofemoral and patcllotcmoral cartilage defecti, BMLs, ostco-

phyres, medial and laterat meniscal tears) were pooled wherever

reported and differences between compartments assessed with a

two-proportion z-tesr. Pubticacipn bias of the primary outcomes

secondary ro small study effects was assessed using funnel plots

and (he Egger test when meta-ansilysis included £ 10 studies. We

also conducted sensitivity analyses excluding studies reporting
the prevalence of primary outcomes from both knees of each

parcicipant to account for potential within-person correlations.

All analyses were performed using Stdta V. 14.2 with a signifi-
cancc threshold ofp<0.05.

RESULTS
Study characteristics
Forcy-six cross-seccional ' and 17 longitudinal
smdies'" " involving a coiat of 4751 individuals (5397
knees) were included in this review (t'mure 1, table 1). Thir-

ty-two took place in North America, 11 in Australia, 12 in
Europe, 7 in Asia and 2 in Africa. The median number of

participants and knees per study was 27 (range, 4-8J6) and
40 (range, 4-836), respectively. The diagnostic criteria used by
the studies are summarised in the online appendix eTable 1.

Out of 13 possible points on the risk of bias scoring criteria,

5 studies scored 0-4 points, 26 scored 5-7 points, 25 scored

8-10 points and 7 scored 11-13 points (details in the online
appendix eTable 1, efigure 1).

Prevalence of articular cartilage defects
Forcy-rwo studies (4322 knees from 3446 participants) reported

the prevalence of carcilage defects with an overall pooled prev-

alence estimate of 24% (95% CI 15% to 34%; T2=97.8%).
Studies with a mean age <40 years and s40 years had a pooled

prevalence of 11% (6% to 17%) and 4J% (29% co 57%),
respectively, with significant evjdence of benveen-study hetero-
geneiry (T2=84,6%and 98.5%, respectively) (t'igure 2), The

prevalence of cartitage defects significantly increased with age

(slope=14.4%incrcase per lOyears; 95%CI 9.0% to 19.9%,

p<0.001) (online appendix efigure 2) and a higher proportion
of women (slope=4.3%increase per 10% increase in propor-
non of women; 95%CI l.J% to 7,3%, p=0.006). Heteroge-
neity was not accounted for by other factors evaluated except:
(i) risk of bias score in studies with a mean age <40 years, where

a lower risk of bias resulted in a higher prevalence (p=0.03;

online appendix efigure 3; and (ii) sample size in studies with a
mean age s40 years, where a sample of 5:50 knees resulted in
a significantly higher prevalence (55% (95% CI 39% co 71%))
than samples of <50 knees (15% (0% to 42%)) (p=0,014)
(online appendix cTable 3).

; of 12 Culvcnor AG, e! al. Br ) Sports Med 201 9;53:1268-1278. doi: 10,1136/blsports-2018-099257
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9,497 Records identified through
database searching

2,540 EMBASE
1,853 MEDLINE
304CINAHL
337 SPORTDIscus
2,209 Web of Science
2,254 Scopus

^

5,684 Duplicates removed

3,813 Titles and abstract screened

3,415 Excluded based on review of
title and abstract

398 Full-text articles assessed for eligibility

^

343 Excluded after review of full-text
6 Commentary, editorial, or review

15 Abstract only
76 Reported on the same population
130 Wrong outcome or not defined

116 Wrong population

8 additional eligible studies not
identified in search

63 Reports included

Figure 1 Flow diagram for identifying studies.

Prevalence of menlscal tears
Forty-four studies (3761 knees from 2817 pnmcipants) reported

prevalence of meniscal tears with an overall pooled prevalence
estimate of 10% (95% CI 7% to 13%, I2=87.2%). Studies with
a mean age <40 years and £40 years had a pooled prevalence of
4% (2% co 7%) and 19% (13% to 26%), respectively, with signif-
ic.ini evidence of becween-study hetcrogeneity (I =60.2u'nand
92.9%, respectively) (ligure 3). The prevalence of meniscal tears
significantly increased with age (stope=3.2% increase per-10
years, 95% CI 0.2% to6.1%,p:==0.036) (online appendix cFigure
2) and a higher proportion of women (slope=0.2%increase per
10% increase in proportion of females; 95% Cl -1,4% to l,y%,
p=0.797). Prevalence of meniscal rears did not differ by any

Other study level characteristic except MRI sequences used in
studies with a mean age <40 years, where use of optimal MRI

sequences resulted in .1 significantly lower pooled prevalence
(3% (0% to 7%)) than studies using suboptimal MR1 sequences
(7% (4% to 10%)) (p=0.034) (online appendix eTable 3).

Prevalence of BMLs
Thirn'-four studies (4089 knees from 3255 participants) reported
BML prevalence with an overall pooled prevalence esrimate
of 18% (95%CI 12% to 24%; I2=95,6°.'u). Studies with mean

age <40 years and £40 years had a pooled prevalence of 14%

(6% to 24%) and 21fl/o (14% to J 1%), respectively, with signit"-

icant evidence of bcrween-siudy heterogenciry (1 =91.2% and
96,S%, respectively) (tiyure 4). While BML prevalence was not

associated with age (slope=4.3% increase per lOyears; 95%Cl

-0,4% to 9.1%, p= 0.076) (online appendix eFigure 2) or
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percentage of women (slope =1.2% increase per 10% incre-ise
in proportion of women; 95%CI -1.5% to 3,9%, p=0.370),
the large hetcrogeneicy in those aged <40 years was partly

explained by participation in weight-bearing sports. Studies of
athletes playing weight-bearing sporrs resulted in a pooled esci-

mate of 30% (17% to 45%) compared with general population
studies of 3% (0% ro 11%) (p<0.001) (online appendix cTable
3). MR1 sequences employed also partly explained tile heteroge-
neiry in all studies, with a significantly higher pooled prevalence

in smdies using optimal sequences (<40 years p=0.027; £40

years p=0.002) (online appendix eTable 3), In studies with a
mean age >40 years, a significantly higher prevalence was also

observed in studies specifically excluding knees with rddio-
graphic OA (p<0.001) and in studies with a sample size £50
knees (p=0.029) (online appendix eTable 3).

Prevalence of osteophytes
Eighteen studies (3257 knees from 24-99 participants) reported
osteophyte prevalence with an overall pooled prevalence estimate
of 25% (95% C1 14% to 38%, [2=98.2%). Studies with a mean

age <40 years and &40 years had a pooled prevalence of 8%
(0% to 25%) and ,^7% (22% to 53%), respectively, with signif-
icaiu evidence of between-study heterogeneity (I =94.3% and
98.6%, respectively) (figure 5). The prevalence of osceophyies
significantly increased with age (slope =10,2% increase per 10
years, 95%CI 1,7% to 18,7%, p=0,021) (online appendix
eFigure 2) but nuc with a higher proportion of women
(slope=-0,1% increase per 10% increase in proportion of
women, 95u/uCI -4.8% (o 6.5%, p= 0.756). Although ttie rela-
tivcly small number of studies precluded evaluation of some

scudy level characteristics, in studies with a mean age £40 years
prevalence of osceophyres was significantly higher in smdies rhac

specifically excluded knees with radiographic OA (p=0.046)
(online appendix eTable 3).

Compartment-specific outcomes
There were no signif'icam differences herwecn the prevalence of

ribiofcmoral and patcllufemoral abnonnalirics (online appendix
cTable 4). In studies with a mean age £40 years, medial meniscal

tears (14% (95% CI 8% To 20%)) were significantly more
common than lateral meniscal tears (5% (2% to 8%)) (p=0,009)
(online appendix cTable 4).

Prevalence of secondary outcomes, sensitivity analysis and
publication bias
The prevalence of secondary outcomes was gener.illy assessed in
fewer studies, with a large range of feature definitions (details in

online appendix eTable 5), Prevalence ofeffusion/cffusion-syno-
viris and subchondral cysts ranged from 0% to .92% (21 studies)
and 0% to 24% (six studies), respectively. Prevalence ot'ligament
tears was 0% for 16 ot" the 20 studies, with the remaining four
studies reporting 1%-30% of mostly anterior cruciace or collar-
eral ligament partial tears. Infrapatellar fat pad synovicis and
oedcma prevalence was 16%-80% (three studies) and 9%-75%

(rwo studies), respectively. One study reported the prevalence of
subchondral sclerosis/attrition, with a prevalence of 3 1%. Sensi-
tivity analyses, excluding 21 Studies of bilateral knees, resulted
in almost identical prev.ilencc of OA feamres as the full analyses
(•£5% difference). Visual inspection of funnel plots stratificd by
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Figure 2 Meta-analysis of the prevalence of cartilage defects.
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Author

Mean age <40 years
Shellock & Mink, 1991
Krampla et al, 2001
Hagemann et at, 2008
Brunner et at,1989
Kursunoglu-Brahme et al, 1990
Su et al, 2013
Shellocketal,1991
Reinlgetal,1991
Souza et al, 2013
Culvenor et at, 2015
Sritanyaratana et al, 2014
Stahl et al, 2008
Kornlck et al, 1990
Pappas et al, 2016
Fleming et al, 2013
Waliak et at. 2008
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Major & Helms, 2002
Rennte 81 Flntay, 2006
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Kaplan et at, 2005
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Boden et al, 1992
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Whittaker et al, 2017
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Boden et al, 1992
Shellock et al 2003
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0
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0
0
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0
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0
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Figure 3 Meta-analysis of the prevalence of meniscal tears.
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Systematic review

Author
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Heterogenelty between groups; p = 0.319

Overall (I3 = 95.6%, p < 0.01);

Prevalence
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% (95% Cl)
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19 (9, 35)
0 (0, 9)
10(4,21)
0 (0, 7)
51 (40, 63)

4(1,11)
22(16,30)
19 (14, 26)

14 (6, 24)

8(1, 33)
29 (12, 55)
5(1,17)
0(0,8)
33 (23, 46)

18 (11, 28)

53 (42, 63)

36 (27,46)

3 (1,8)
6 (3,12)
18 (13, 25)

13 (9,19)

33 (28, 39)
13 (10,17)

45 (41, 50)

58 (S3, 62)

32(29,35)
21 (14, 31)

18 (12, 24)

•m-

<^>

%
Weight

1.80

2.17

2.58

2,58

2.58

2.63

2.67

2.67

2.69

2.77

2,79

2,88

2.93

2.95

3.01

3.02

3.10

3.12

48.97

2.34

2.39

2.87
2.90

2,99

3.02

3.05

3,07

3,07

3.12

3.13

3,14

3.17

3.18

3.19

3.20

3,21

51,03

100,00

-I—I—I—I—^
0 20 40 60 80 100

Prevalence of Bone Marrow Leslon$, % (95% Cl)

Figure 4 Meta-analysls of the prevalence of BMLs. BML, bone marrow lesion.
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Author

Mean age <40 years

Culvenor et al, 2015

Sritanyaratana et al, 2014

Stahl et al, 2008

Fleming et al, 2013

van der Heljdan et al, 2016

Boden et al, 1992

Whittakeretal,2017

Subtotal (I' = 94.3%, p < 0.01)

Mean age &40 years

Morgenroth et al, 2014

Beattie et al, 2005

Kauklnenetal,2016

Pan etal, 2011

Core et al, 2013

Brennanetal, 2010

Berry et sl, 2010

Sowers et al, 2011

Baranyay et al, 2007

Guermazietal, 2012

Landsmeer et al, 2016

Schiphofetal,2014

Subtotal (I2 = 98,6%, p < 0.01)

No. of

Knees With
Osteophytes

3

0

0

0

42

2

14

10

12

21

19

79

13

24

120

37

300

272

136

Heterogeneity between groups; p = 0.015

Overall (I'= 98.2%, p< 0.01);

Total
No. of

Knees

20

20

22
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70

74

146

Prevalence

of Osteophytes,

% (95% a)

15 (S, 36)
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60(48,71)

3(1,9)
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8(0,25)

14

44

63

95
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2S9
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429

473

836

71 (45, 88)

27(16,42)

33(23,46)

20(13.29)

83 (74, 89)

9 (5,15)

16(11,22)

46 (40, 52)

13 (10,18)

70 (65, 74)

58 (53, 62)

16(14,19)

37 (22, 53)

25(14,38)
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64.34
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I
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Figure 5 Meta-analysis o( the prevalence of osteophytes.

age (<40 years and &40 years) revealed minimal asymmetry,

with some evidence of small studies effect only for meniscal
tears (Egger test <40 years of age p=0.027, S-40 years of age
p=0.037; online appendix efigure 4).

DISCUSSION
This systematic review and meta-analysis of 63 studies involving
5397 knees demonstrated that OA features on MRI are common

in asyntptomatic uninjured knees and are generally associated
with age. In young adults aged <40 years, (he pooled prevalence
of asymptomatic OA features ranged from 4% to 14%, with
pooled prevalence estimates of 19°/o-43% in older adults. These
findings assist both clinical providers and patients (o interpret

the importance of structural changes noted on MRI reports

throughout the lifespan. Since more than one-tliird of the older
population will exhibit these knee OA-relaicd features, medical

and/or surgical interventions targeting these imaging findings
may not alleviate pain in patients with knee symptomi..

Clinical implications
Current management of OA-relaced feacures and arranmatic knee
pain should centre on improving symptoms ami functional limita-
tions, and not be driven by imaging findings. '"' The high rate
of asymptonuric older adults (aged &40 years) with knee OA
feature', on MRI helps ro explain why interventions for rhese,

such as anhroscopy, arc no more efficacious in reducing symptoms

Culvenor AG, er al. Br J Sports Med 2019,53:1268- 1278. do): 10.1136/bjsports-2018-099257 9 of 12
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dun sham surgery. Imaging features also do not predict non-sur-
gical (reacmcnr ouccomcs, Ttie explosion of clinical MRI use
and expenditure, by as much as 30°/o annually, over the past rwo

decades has not resulted in improved treatment decisions or

outcomes for people with knee pain in general practice senings.
Alarmingly, in cases of back pain, undergoing early MR! has led
to inferior outcomes.' Future research should invcsrigarc whether
explaining (he normal races of imaging features of OA to symptom-
acic patients presenting with imaging changes on MRl can improve
outcomes and decrease the need for analgesic prescriptions, similar

ro thar observed in the lumbar spine,M

The prevalence of MRI findings and older age
The prevalence of most knee OA-related features increased with

older age, which parrially explained the heterogeneity between
studies. This increase of approximately 10%-15%per-dccade

for ostcophytes and cartilage defects, and 3% pcr-decadc for
meniscal cears, suggests diat these features reflect normal age-re-

lared changes. Indeed, meta-regression shows that approximately
three-quarters of asymptomacic adults aged 70 years will have a

cartilagc lesion. A sinutarly high pooled prevalence of intra-arcic-
ular abnormalities has also been observed in asymptomatic spines
(disk/t'acec degeneradon) and liips (cartilage/l.ibral defects).
Evidence purporring an increased risk of future riidiographic

OA in the presence of camlage and meniscal pathology incli-
cates that some of these asymptomacic OA features may not be
entirely benign. As radiographic OA was already established in
some knees in this review, it is possible that structural abnor-
malities observed wece already part of che pathological OA

process. However, higher rares of structural abnormaliries were
not evident in studies that pocentially included knees with radio-

graphic OA (ie, did not specifically exclude radiograpluc OA).
Indeed, radiograpluc OA was also common in many asymptom-
acic knees and can also rcflecr normal ageing processes,

BMLs and the association with physical activity
BMLs were the most common feature in younger adults and
were not associated with nge. Participation in wcight-bearing
sports contributed to the observed hercrogeneity in BML prev-

alence in younger adults. The consequences of these BMLs in
young athletes arc not known. However, the transient namrc

of BMLs means that even after knee injury, when BMLs are
common, most resolve without sequelae.''" While BMLs associ-

ated with established OA are an important source of knee pain,
they display distinct biochemical properties fTom those associ-

ated with sports-rcl.itecl impact.

The influence of MRI sequences acquired
The prevalence of OA features in the current review was influ-

fiiced by the type of MRI sequences employed, reflecting vari-
atiun in diagnostic accuracy with different MRI techniques.

While MRI is die gokl-standard iinaging technique for diagnosing
OA-relaied pathology, studies using non-optimal sequences to
assess BMLs, such as gradient echo sequences, which are panic-
ularly prone to susceptibility artefacts, reported significantly
lower rates. The pooled prevalence ofmeniscal tears in younger
adults extends observations from a previous systematic review
(without meta-anatysis) describing the same prevalence (4%) of

meniscal tears in asymptomatic, but not exclusively uninjurcd,
athletes (mean age 20-47 years)."

Strengths and limitations
The studies included in this review used a large variety of
outcome assessment tools to define MKI features. Although there

were too many to assess their individual influence on prevalence

rates, all methods to assess primary ourcomcs rcsulrcd in cquiva-
lent cut-off criteria. Thresholds to define presence of secondary

outcomes were more variable and prevented meta-analysis. The
detection bias associated with less experienced readers having

more errors was reflected in risk of bias scores, with the addi-
tion of a specific item assessing reader experience. Risk of bias
scores partly contributed to cartilage lcsion prevalence between-
study hetcrogencity. In many studies, die asymptomatic unin-
jured controls were part of a comparacor group for diseased

cases; the general lack of publication bias (except for meniscal

tears) confirms that prevalence rates reported were not a key

determinant of publication.
Limitations of this review include the hererogeneiry between

studies that remained unexplained by rhe variables examined.

Unexplained factors, such as the inhcrcnr subjccrive nacure of

grading MRIs, irrespective of experience, may contribute to
OA feature prevalence. The influence of BMI was unable to bu

assessed as half of the studies did not report BMI. When whole
kticc data were not available, the highest prevalence from either

compartment was analysed as the whole knee feature rare.

While likely under-representing overall prevalence, this conser-
vauve approach ensured that a minimum rate was reported, as

lesions in one compartment are known co increasi; clie risk of
lesions in the other coinpartment. Of the studies that reported
comparrmenc-specific abnormalitics, prevalence of tibiofemoral
and patellofemaral lesions were similar, while mediat meniscal

cears were significantly more common than lareral meniscal

tears. Finally, the metd-regression analyses relied on aggregated

published data, which may have underestimated the association
of MRI features with older age and female sex.

CONCLUSION
In this systematic review, summary estimates of the prevalence of
MR1 features suggestive of OA amony otherwise healthy asymp-
tomatic uninjurcd knees ranged from 4% to 14°/n in young adulis
to 19% to 43% in older adults aged £40 years. These imaging
findings must be interpreted in rhc context ot' clinical prescnta-
rion.s and considered in clinical decision making,

What is already known on this subject?

ln(^asingtEi^9^|i%^Rrb^i^ei:j;in^
te^utjlisajorijto.hj!jpin^iti^|inicgli!^^
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Abstract
Objective To identify abnormaliries in asymptomatic sedentary individuals using 3.0 Tes1a high-resolution MRI.
Materials and methods The cohort comprised of 230 knees of 115 uninjured sedentary adults (51 males, 64 females; median age:
44 years). All participants had bilateral knee 3.0 T MRI$. Two senior musculoskeletal radiologists graded all intraarticular knee

structures using validated scoring systems. Participants completed Knee Injury and Osleoarthriris Outcome Score questionmircs
at the time of die MRJ scan,

Results MR! showed abnormaliries in the majority (97%) of knees. Thirty percent knees had meniscal tears: horizontal (23%),

complex (3%), vertical (2%), radial (2%) and bucket handle ( 1 %), Cartilage and bone marrow abnonnalities were prevalent at the

patellofemoral joint (57% knees and 48% knees, respectively), Moderate and severe caiiilage lesions were common, in 19% and

31 % knees, respectively, while moderate and severe bone marrow oedema in 19% and 31 % knees, respectively. Moderate-
intensity lesion in tendons was found in 21% knees and high-grade tendonitis in 6% knees—the patellar (11% and 2%,

respectively) and quadriceps (7% and 2%, respectively) tendons being most affected. Three percent partial ligamentous iziptures
were found, especially of the anterior cruciate ligament (2%).
Conclusion Nearly all knees ofasymptoinatic adults showed abnormalities in at least one knee structure on MRI. Meniscal tears,
cartilage and bone marrow lesions of the patellofemorat joint were the most common pathological findings. Bucket handle and
complex meniscat tears were reported for the first time in asymptomatic knees.

Keywords Knee injuries • Pain-frce • Radiology • Elderly
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Pathologies of die knee joint increase w'\\h age, and may be
already existing on magnetic resonance imaging (MRI) before

middle age, even without symptoms [ I],

hi fact, both well and poorly functioning knees can have
similar damage, making it difficult to correlate relevant MRI

findings wilh the patients' knee pain [2—lj. Advice on pennitted
load and stress limits in asymptomatic knee pathologies to pre-

vent from advancing osteoarthrilis (OA) remam unclear [I].

MRI has high sensidvity for the detection of subtle changes of

joint structures [5, A], The estimated prevalence ofMRI lesions in
asymptomatic knees varies significantly between studies, from 0

to 75% [2, 3]. This is due to varying study designs, including
different MRI field strengths and sequences employed—

indicative of variation in diagnostic accuracy [7, 8]—as well as
cohorts ofvaiying size and levels of physical activity [I].

Although 1.5 T MRI is widely clinically used. limitations

have been acknowledged, particularly in evaluating

Springer



1100 Skeletal Radlol (2020)49:1099-1107

abnormalities of the hyaline articular cartilage and meniscus
[9-11]. Existing literature demonstrates that 3.0 T MRI pro-
vides important clinical benefits over 1.5 T, as the stronger
field strength increases signal-to-noise ratio allowing im-

proved visualisation ofanatomical and patliological stn.ictures

[5, 12j. Additionally, using a multichannel coil improves sen-

sitivity and diagnostic quality [ 13, 14].

The piupose of this study was to determine the prevalence of

abnormal knee findings in asymptomatic adults by means of a
high-field strength 3.0 Tesla fT) MRI and mulrichannel hiee coil.

Tin's is the largest study to date using this liigtM'esolution tech-
nology to provide a robust analysis of all knee structures;

Methods

Study design and participants

This was a prospective cohort study including asymptomatic
adults. The study received ethical approval and all volunteers

provided written informed consent before participation.

We recruited 115 asymptomatic volunteere (51 males, 64
females; median age; 44 years, range 25-73 years). The study
was London-based and the volunteers were 95% Welsh/

English/Scottish/Northern Irish/British, of white ethnicity.
Twcnty-five volunteers were aged < 40 years and 90 were
aged > 40 years. The median body mass index CBMI) was

25 (19.6-38.1) kg/nr and physical activity of low intensity
was 2 (0-4) h/week. The main inclusion criteria were seden-

tary individuals, not meeting physical activity requirements of
30 min of moderate-intensity physical activity, 5 days/week,
or 20 min of more intense physical activities, 3 days/week,
based on existing health recommendations [15-17]; no pres-

cnt or previous history of knee injury; no prior knee surgery
and asymptomatic knee joints. Pregnant women, individuals

aged < 18 years, nou-sedentary, with known knee problems or
poor cardiovascular health were excluded from the study.

The participants were asked to complete a questionnaire
called The Knee Injury and Osteoarthritis Outcome Score

(KOOS) to assess their perceived knee condition and ensure

that they were asymptomatic [18].

MRI protocol

All volunteers underwent bilateral knee 3 Tesla MR (Prisma.
Siemens Healthcare, Erlangen, GeiTiiany) with a dedicated 15-
channel knee coil. The imaging protocol included 3 proton
density-weighted fat-supprcsscd (PD FS) sequences in axial
(repetition time/echo time [ms]: 4630/37), sagittal (4200/41)

and coronal planes (5240/41). All slices were 3 mm thick.
with an image size/acquisitian matrix of 320 x 320 pixels.
The scanning rime per volunteer was 25 min m total (to scan
both knees of each volunteer).

Imaging analysis

All MR images were reviewed using a picture archiving and

communications system (PACS) workstation by a senior rnuscu-
loskeletal radiologist witli 10-ye.ars* experience at consultant lev-

el. Twenty percent of the cohort were randomly selected for an

additional independent evaluation by a second musculoskeletal
radiologist with 9-years' experience at a consultant level.

In case of discrepancies between the radiologists' reports

concemuig the findings, agreement (consensus scores) was
achieved by radiologists with a consensus reading in a second

MRJ reporting session.
MRI findings of the knee joint were analysed using differ-

ent validated scoring systems for the presence of any signal
changes/lesions of varying severity for the following struc-
hires: menisci, cartilage, bone marrow, tendons, ligaments

(Table I) [3, 19-24]. Other findings were also specified, in-

eluding efliision, synovial collections (prepatellarbursitis, pes

anscrine bursitis, Hoft'a's synovitis) and cysts (Baker's cyst,
other ganglion cysts; Table I) [25, 26]. The scoring systems

are summarised in Appendix 1 (Supplementary Materials).
Thepatella was divided anatomically mto medial and lateral
regions, with the ridge being considered as part of the mcdial

region. The tibia was divided into mcdial and lateral regions.

The fcmur was divided into medial, lateral and trochlea re-

gions and the trochlea was further divided into media], central

and lateral. The mcdial and lateral menisci were each divided
into subregions: anterior horn and posterior horn. Scores were

assigned for each individual region. All MRI abnormaliries
witli a grade/score > 0 were counted,

Table 1 Grading systems for alt assessed knee features on MRf

Knee feature

Meniscus

Cartilage

Bone marrow

Tendons

Ligaments

Joint effiision

Synovial collections"'

Ilioribial band
CysB**

Grading system

Modified BLOKS [19] and ACLOAS [.2(>]t
Modmed Noyes and Stabler [3, 21. 22]tt

KOSS [23]
Johnson DP el al. [14]w

ACLOAS f20]

WORMS [25]
Binary—MOAKS (26)
Binary—MOAKS [2ft]

Binary

BLOKS, Boston Leeds Osteoarthritis Knee Score; ACLOAS, Anierior
Cruciatc Ligament OsieoArthriiis; KOSS, Knee Osteoarthritis Scoring
System; WORMS, Wholc-Organ Magnetic Resonance Imaging Score;
MOAKS. MR! Osteoarthrilis Knee Score. '"Synovial collections:

prepatellar bursitis, pcs anserine bursitis. Hoffa's synoviiis; "cysts:

Baker's cyst, other ganglion cysis, Bolh hams of the meniscus were

assessed, except for the body. A modified Noyes system on a scale
&-4 used by several papers was included here.+n Scoring system primar-

ily designed for the patellar lendon and was adjusted to include other
lendons. Binary scoring system was defined as prcsent/abscm
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Statistical analysis

Comparisons between groups were performed using the unpaired
/ test, Mann-Whitney U test or chi-squared test respectively,

Possible associations were explored by calculating odds ratios
(OR) with 95% confidence intervals (CI). Statistical significance

was defined as p< 0.05 (GraphPad Prism, version 6.0c).

Results

Nearly all knees (227/230; [97%]) ofasymptomatic individuals
showed abnormalities in at least one of the knee structures on

MRI, of varying grades of severity. These findings included
meniscal tears, cartilage abnormalities, bone marrow oedema

and tendon and ligament abnormaliries. No major discrepancies

behveen the scores of the hvo radiologists were reported. Mean

KOOS scores for each individual item were > 90/100: symptoms
(90,0 ± 14.0); pain (94.9 ±8.8); ftinction in daily living (97.1 ±
6.5); function in sport and recreation (92,3 ± 11.6) and knee-

related quality of life (90.4 ± 13.8), Further details are presented

in Appendices 2 and 3 (Supplementary Materials).

Meniscal tears: prevalence, location, type

The prevalence ofasymptomatic meniscal tears was 30% in knees

(Table 2). Meniscal dcgeneration vvas present in a further 1 8%.

The majority of (ears were located in the medial meniscus
(93%). and in ils posterior horn (91 %; Table 2). Lateral meniscal
tears were equally found in both the posterior and anterior horns,

The types ofmeniscal tears that we found were horizontal
(23% knees), complex (3%), vertical (2%), radial (2%) and
bucket handle tears (1%); meniscal exlmsion was present in

3% knees (Table 2. Fig, 1).

Articular cartilage abnormalities: prevalence, severity,
location

Cartilage abnormalities were present in 62% of the scanned

knees (Table 3). The severity ofcartilage defects were as fol-

lows; 20% knees had minor grade 1 cartilage lesions, 19%
knees had grade 2, I 9% knees grade 3 (moderate) cartilage
lesions, 31% knees grade 4 (severe) cartilage lesions (Fig. 2);
41% knees had grade 3 and/or 4 lesions (moderate/severe),

The patellofemoral compartment was the most affected re-

gion (57% knees).

Bone marrow oedema: prevalence, severity, location

Bone marrow aedema-like lesions were found in 52% of the

scanned knees (Table 3). By looking at levels of severity, 1 8%
knees had only minor grade 1 bone marrow oedema lesions,

25% knees had grade 2 (moderate) oedema lesions, 7% knees

had grade 3 (severe) lesions (Fig. 2) and 27% knees had grade
2 and/or 3 tesions (moderate/severe).

The region presenting willi the majority of MRT changes

was the patellofemoral compartment (43% knees).

Tendon abnormalities: prevalence, severity, location

We identified 46% knees with lendon abnormalities (Table 4).

In terms of levels of severity, 22% knees had only minor

increased signal intensity (grade 1), 21% knees had grade 2

moderate signal intensity lesions and 6% knees had grade 3

lesions/high-grade tendonitis (Fig. 3). MRI signal changes
were most visible in the patcllar tendon (27% knees), followed

by the quadriceps tcndon (13% knees).

Llgamentous abnormalities: prevalence, severity,
location

We found 38% knees (Table 4) with ligamentous abnonnali-

lies. In terms of levels of severity, 35% knees had only a
thickened ligament (grade 1) and 3% knees had grade 2/

partial rupture. No grade 3 injuries were identified.
The anterior cruciate ligament was the most affected liga-

ment among the participants (34% knees), with the other lig-

aments presenting only very few lesions (Table 4).

Prevalence of other findings

Joint effiision was found in 3% knees: grade 2 (n = 7) and

grade 3 (n = 1).
Other findings included Baker's cyst (33% knees), prepatellar

bursitis (26% knees), Hofla's synoviris (23% knees), other gan-
glion cysts (20% knees) and pes suiserine bursiris (6% knees).

Associations between leslons

There was an association between (lie presence of abnormal

carlilage signal and bone marrow oedema in knees

(p< 0,0001). Participants with cartilage abnonnalities were 8.0

times more likely to have bone marrow oedema lesion (95% CI,
1.6-10.3; p= 0.0023). No associations were found for other le-

sions (p > 0.005; Appendix 4 (Supplementary Materials)).

Participant characteristics

No difference in the prevalence ofMRI abnonnalities between
males and females was found.

The prevalence of lesions generally increased with age. The
mean age for the participants with a meniscal tear was slightly
higher than those without a tear (47.5 ± 9,9 years (n = 50) vs
42,6 ±7.0 (/i=65); p=p= 0.0027, unpaircd / test). The mean

age for those with bone mairow oedema was slightly higher than
those without oedema (46.4 ±8.9 years (n=72) vs 42.0 ±7.8
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Table 2 Prevalence ofmeniscal tears and degeneran'on in 230 asymptomatic knees

Meniscal Number (%) of knees with meniscal abnomialities'1'

Mcdial AH
PH

Lateral AH

PH

Any location

Meniscal degeneration

2(1%)
37(16%)
3 (1%)
5 (2%)
41 (18%)

Meniscal eximsion

0 (0%)
5(2%)
0 (0%)
1 (0,4%)

6 (3%)

Mcniscal tears

Horizontal

6(3%)
53 (23%)
2(1%)
2(1%)
53 (23%)

Vertical

0(0%)
5 (2%)
0 (0%)
1 (0.4%)

5 (2%)

Radial

1 (0.4%)

5 (2%)
0 (0%)
0 (0%)
5 (2%)

Root

0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)

Bucket handle

0 (0%)
2(1%)
0 (0%)
0 (0%)
2(1%)

Complex

0 (0%)
5 (2%)
I (0.4%)

0 (0%)
6 (3%)

Any type of tear
(at least I)

7 (3%)
70 (30%)
3(1%)
3(1%)
70 (30%)

*Grades were defined according to modified BLOKS [19] and ACLOAS [20] systems; BLOKS, Boston Leeds Osteoarthrilis Knee Score; ACLOAS,
Anterior Cruciate Ligament OsteoArtlmds; AH, anterior horn; PH, posierior meniscal horn, Tlie percenrages do not all add up to 100% because each
knee could have more than one type ofmeniscal abnormality and in more than one segmenl oflhe meniscus

(n=43); p =,3=0,0071, unpaircd / test). Participants aged >
40 years old were 4.0 times more likely to have abnormal carti-
lage signal (95% CJ, 1.6-10.3;;? =0.0023). In terms of level of
severity, 51 of 90 participants (57%) aged > 40 years had liigh

grade 3 or 4 cartilage lesions. And 10 of 25 participants (40%)

aged < 40 had grade 3 or 4 cartilage lesion. The difference was

not statistically significant (p = 0, 140, chi-squared). The distribu-

tion of prevalences per knees is available in Table 5,

Fig. 1 Coronal proton-density

fat-saturatcd MR images (a, c)

and sagittat images (b, d) demon-
strata bucket handle tear (a, b; ar-

rowheads) in the left knee of a 54-
year-old man, and complex mac-

crated (c, arrowheads; d, circle)

mcniscal tear in the righl knee of a
57-ycar-old womnn
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Table 3 Prevalence of MR!
abnonnalities of ihe anicular
cru-tilage and bone nmrrow in 230

asymplomatic knees

Anatomical structure

Ciirtilage

Patcllotcmoral

Mcdial tibiofcmoral

Lateral libiofemoral

Any knee compartment'''*

Bone marrow

Patellofcmoral

Medial tibiofemoral

Laieral tibiofemoral

Any knee compartment**

Number (%) of knees graded per sn-uclure*

0

100(43%)

190(83%)
207 (90%)

87 (38%)

132(57%)
200(87%)
215(93%)
111 (48%)

I

37(16%)

11 (5%)
9 (4%)
46 (20%)

24(10%1

13(6%)

5 (2%)
42(18%)

2

32(14%)

9 (4%)
2(1%)
43(19%)

39(17%)
14 (6%)
9 (4%)
57(25%)

3

28(12%)

6 (3%)
4 (2%)
43(19%)

! I (5%)
5 (2%)
2(1%)
16(7%)

4

57(25%)

14(6%)

10(4%)
71(31%)

Any grade > I

130(57%)

40(17%)
23(10%)
143(62%)

98 (43%)
30(13%)

15(7%)

119(52%)

*Grades were defined according to a modil'ied Noyes system f.1, 21, 22] forcartilage lesions and KOSS, Knee
Osteoarthritis Scoring System [23]. for bone marrow oedema; *"any abnomialities in any of the knee joints, Tlie
perceniages do not add up to 100% because each knee could have more than one lype/grade oriesion, in more

than one location. All knees with any type ofleslon 1-4 were counted separately to avoid counling [he same knees
more than once

The BMI of participants with MR1 abnonnalides was not sig-

nificantly different from those without abnormalities, except for
tendon abnormalities (p = 0.0002). Tlie odds of a participant wiih
BMI > 25 kg/m^ (overweight) presenting with a tendon abnor-

mality were 3.3 (95% CI, 1.5-7.6). A total of 28 of 60 participants

(47%) with BMT >:25 kg/m had grade 2 or 3 high-intensity

tendonitis (Fig. 3); 18 of 55 participants (33%) with BM1 <
25 kg/nr showed high-grade tendon lesion (the difference was

not statistically significant, p = 0.1 28, chi-squared).

Discussion

Overall our study showed a high prevalence of 3.0 T MR1
pathologies in the knees of asymptomatic adults: meniscal

tears, including few complex and bucket handle tears;

Fig. 2 Axial proton-density fat-

saturated MR images (a, c), coro-

nal (b) and sagittal images (d) of
higli-grade bone man-ow oedema

lesion (grade 3; diameters
20 mm; in the (a) patclla of the left
knee of a 40-year-old man, (b1

tibia of the right knee ufa 59-
year-old man; arrowheads) and

high-grade cartilage defect (grade
4: full thickness defeci exposing
the bone; in the (c) patella of the
left knee ot'a 44-year-old woman;

arrow; witli subchondral bone
marrow oedema, arrowhead; (d)

feinur of the right knee of a 31-
year-old woman; arrow; with
subchondral ganglion cyst: small

arrowliead)

patellofemoral cartilage lesions and bone mairow oedema le-

sions of moderate to severe grade, The prevalences were

higher than in previous studies. The KOOS results confirmed

that the participants had no perceived knee problems/

symptoms of functional limitation, despite the observed le-
sions on MTU.

Previous studies in asymptomatic uninjured knees

A number of studies have reported prevalences of knee abnor-

malities in uninjured asymptomatic individuals, Culvenor
et al, [I] collated in a recent systematic review tlie pooled
results from the existing evidence.

The first interesting finding is the prevalence of meniscal
tears. While 44 studies (3761 knees fi-om 2817 participants) re-

poned prevalence of meniscal tears with an overall pooled

iringer
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Table 4 Prevalence of MR1
abnonnalities of the knee lendons
and lignments of 230
asymptomatic knees

Anaiomical struclui-tf

Tcndons

Patcllar

Quadriccps
Semimcmbranosus

Sartoriu-s

Oracilis

Any tcndon

Ligamenis

Anterior cmciate

Posteriorcniciate

Mcdial collateral

Lateral collateral

Any ligament

Number (%j

0

169(73%)
201 (87%)
207 (90%)
228 (99%)

222 (97%)
124(54%)

151 (66%)

228 (99%)
224 (97%)
227 (99%)
M3 (62%)

ofknecs graded per sb'ucture*

I

30(13%)
9 (4%)
11 (5%)
1 (0.4%)

4 (2%)
51 (22%)

75 (33%)
I (0.4%)

4(2%)
3(1%)
81 (35%)

2

26(11%)
16(7%)
9 (4%)
0 (0%)
0 (0%)
48(21%)

4 (2%)

t (0,4%1

2(1%)
0 (0%)
7 (3%)

3

5 (2%)
4 (2%)
3(1%)
I (0.4%)

4 (2%)

14 (6%)

0 (0%)
0 (0%.)

0 (0%)
0 (0%)
0 (0%)

Any grade >: I

61 (27%)
29(13%)
23(10%)
2(1%)
8 (3%)
106(46%)

79 (34%)

2(1%)
6 (3%)
3(1%)
87 (38%)

*Grades were defined according to Johnson DP ct al, [24] for tcndon abnormaliijcs and ACLOAS, Antcrior
Cruciate Ligament Osteoarthritis Score [39], for ligamentaus abnormalitics, T\\c percentages do not add up to
100% because each knee could have more than one type/grade oflesion, in more than one location. All knees with
any type of lesion 1-3 were counted separately to avoid counling (lie same knees more tlian once

prevalence estimate of 10% (95% CI 7 to 13%; f- = 87.2%) [ I],

we liereby reported a significantly higher prevalence of 30%.

Moreover, we identified vertical, radiat, bucket handle and com-

plex tears which are not common in asymptomadc individuals
[27]. Therefore, they may be clinically more meaningful,

In terms ofcartilage defects (partial and ftill thickness). 42
studies (4322 knees from 3446 participants) reponed an over-
all pooled prevalence estimate of 24% (95% CI 15 to 34%;
/' = 97,8%) [IJ. Our study however showed a higher preva-
lence that exceeds this interval: 41% cai-tilage detects ofmod-
erate to severe damage, with grade 4 lesions being most prev-

alent in asymptomatic adults (31% knees). The clinical signif-
icance of tliis is uncertain, raising questions about the factors

leading to cartilage damage and what mechanisms of pathol-
ogy prevenlion could be employed.

Thirty-four studies (4089 knees from 3255 participants)

reported bone marrow lesions prevalence with an overall

pooled prevalence estimate of 18% (95% CJ 12 to 24%) [1].
In comparison with this data, our study showed a slightly
liigher prevalence of 27% moderate to severe bone marrow

oedema-like lesions. Clinically, this may be of importance as

bone marrow lesions are linked to the onset of osteoarthritis
[2^30].

Prevalence of ligamcnt tears was 0% for 16 of the 20
studies, with the remaining four studies reporting 1-

30% of mostly anterior cruciate or collateral ligament
partial tears [I], Similarly, our results showed no com-

plcte tears and a low prevalence of 3% partial ligamen-
tous tears, of the anterior cruciate and lateral collateral

ligaments,

Fig. 3 Axial proton-density fat-saturated MR images of (a) palellar ten-
dons (a.O, grade 0; in the left knee ofa40-year-old man; a.l, grade 1: In

the right knee of a 62-year-old mail; a.2, grade 2; in the left knee ofa 56-

year-old mnn; a.3, grade 3: in the right knee ofa44-year-old man) and (b)
quadriceps tendons (b,0, grade 0; left knee of a 40-year-old man; b.l.
grade I; in the right knee of a 40-year-old woman; b.2, grade 2; in the
left knee of a 44-year-old man; b.3, grdde 3; in ihe right knee of a 48-ycar-

old man). The tendons we indicaled by red arrows or circles; grade 0:
normal tendou appearances; grade 1; increased signal intensity in less

than 25%. of the axial cross-sectlonal lendon width; grade 2: incfe.ucd
high-signal intensity in 25 to 50% of die axial cross-sectional lendon
width; grade 3: increased tiigh-signal intensity occupying more than
.50% oriheaxial cross-sectional tendon width

fi Springer
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Table 5 Number otpanicipants wiili boili knees or single knees showing abnormatiries on MRI, respectively, and total number of knees aftected, i
those aged < 40 and 2:40, respectively, in the meniscus, articular cartilage, bone marrow, lendons and IfgainenLs

Key knee abnonnalilies Participants (%) with Panicipanls (%) with single knees affecied
both knees aflected

Total knees (%) aflected

Right knee Left knee Right knee Left knee All knees

Aged<40(A'=25, 50 knees)

Meniscal tears

Canilage abnormalities

Bone marrow oedenia

Tendon abnonnaliiies

Ligamcnt abnormalilies

2 (8%)
7 (28%)

8 (32%)
5 (20%)

3(12%)

AgedS40(A'=90, 180 knees)

Mcniscal tears

Cartilage abnormalitles

Bone marrow oedema

Tendon abnomialities

Ligament abnomialiiies

21(23%)
54 (60%)
39 (43%)

26 (29%)

25 (28%)

4(l()9p)

3(12%)
3(12%.)

fi (24%)

7 (28%)

4 (4%)
10(11%)

12(13%)
20(22'7<-)

9(10%)

0 (0%)
1 (S%)

2(8%)
2 (8%)
1 (4%)

16(18%)

6 (7%)
8 (9%)

16(18%)

14(16%)

6(12%)

10(2(?1

11 (22%)

11 (22%)

10(20%)

25(14%)

64 (36%)
51 (28%)
46 (26%)

34(19%)

2 (4%.)

9(18%)

10(20%)
7(14%)

4 (8%)

37 (20%)

60 (33%)

47(26%)

42 (23%)

39 (22%)

8(16%)
19(38%)

21 (42%)

|S(3fi%)

14 w/f)

62 (34%)
124(69%)

98 (54%)

88(49%)

73(41%)

Regardmg asymptoinatic knee tendon abnonnalities. diere is
not much evidence in the literature about their incidence. Matiotti

SB ct al. [31] identified 19.5% tendon injunes in asymptomatic
soccer players—adolescents—and we idendfied a prevalence of

26% cases oftendon abnormalities in our study. The observation

ofasymptomatic pateHar tendoniris niay suggest that this type of
injury could result in future symptoms future and encourages

closer monitoring of these cases [31-34].

The prevalence oflesions was reported to increase with age
[I]; this is in agreement with our study outcomes. Also we
showed that overweight people are more predisposed to load-

bearing tendon thickness, finding which is supponed by pre-
vious studies [35-39].

Study strengths and limitations

The main study strengths are (lie large sample size, die metli-
odology employed in the study (3.0 T MRI and multichannel

coil) and the detailed analysis of knee stiuctures. As compared

with the clinically widely used 1.5 T system, 3.0 T MRI re-
ported higher diagnostic confidence for better visualisation of

the morphology and pathology of joint structures [5, 6, 40].
Also, the multichannel technology offers additional benefits

of higher spatial resolution and increased diagnostic quality
113, 14]. So far 11 studies have employed the 3.0 T MRI
technique for the assessment of knee sfructures and (lie sample

size did not exceed 95 asymptomatic knees in any MRI trial
[41-51], This study involves (lie highest number of knees that
were ever scanned with 3.0 T MRI, in particular ofasymp-

tomatic sedentary older adults. Additionally, we did an in-

depth analysis of all structures and reported the prevalence

of lesions by levels of severity instead of rqiorting only the
abnormalities irrespective of grade.

We acknowledge the following limitations: (1) MRI
doubte-reporting was done for 20% of the cohort; however,

no major discrepancies between the radiologists' reports were

identified in this subset of images so the single-reporting of
the remaining scans was considered to be reliable; (2) the

KOOS questionnaires, the history of any past joint problems
and the aclivity levels of volunteers were self-reponed; there-

fore, a risk of bias needs to be considered; (3) the analysis was

confined to one etlinic group, thus limiting the potential gen-
eraljsation of the findings; (4) meni&cal assessment included
both meniscal horns, except for the body; therefore, few le-

sions could have been missed; (5) follow-up studies are need-

cd to investigate die clinical relevance of (lie fmdings over
time.

Conclusions and clinical significance

Our study questions clinical decision-inaking regarding arthros-

copy and its efficacy in reducing symptoms and treatment. The
high rate of asymptomatic adults with knee joint abnormalities

on MRI may indicate why arthroscopy and other surgical inter-
ventions for these do not result in better outcomes than sham

surgery [ 1,52], For example, lliere is no evidence to suggest that

meniscectomy benefits patients presenting with meniscal tear

symptoms more than sham surgery does [53]. Moreover,

meniscectomy and other surgical interventions could lead to fur-

(her complications or deterioration of the articular cartilage and
increase the risk orosteoarthriris [54-56J.

Despite the increasing use ofhigh-resolution IVfRT, in prac-
lice, diagnosis should be primarily based on patient's medical

history and physical examination by an experienced clinician,
instead of solely focusing on the MR1 results. The images may

$) Springei
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assist in correlating clinical signs and symptoms but should

not replace clinical evaluation [57, 5^].
Our MRI fmdings can represent early signs ofosteoarthritis

and the clinical implications need to be investigated further,
including follow-up studies over time, to inform efforts to

diagnose and treat knee problems across the lifespan.

Further studies could monitor whether the knee condition of

tliose participants with lesions will progress at a faster rate
over time than that of those without abnormalities. The fmd-

ings may guide closer surveillance and prevent fuhu-e injuries.
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MAGNETIC RESONANCE IMAGING OF THE LUMBAR SPINE
IN PEOPLE WITHOUT BACK PAIN

MAUREEN G. JENSEN, M.D., MICHAEL N. BRANT-ZAWADZKI, M.D.t NANCY OBUCHOWSKI, PH.D.,

MICHAEL T. MODIC, M.D., DENNIS MALKABIAN, M.D., PH.D., AND JEFFREY S. Ross, M.D.

Abstract Background. The relation between abnor-
malrties In the lumber spine and tow back pain is contro-
vereial. We examined the prevatence of abnormal findings
on magnetrc resonance imaging (MRI) scans of the lum-
bar spine In people without back pain.

Methods. We performed MRI examinations on 98
asymplomatk; people. The scans were read independ-
entty by two neuroradtotoglsts who did not know the cllni-
cal status of the subjects. To reduce the possibility of
bias In Interpreting the studies, abnormal MRI scans from
27 people with back pain were mixed randomly with the
scans from the asymptomatic people. We used the tot-
lowing standardized terms to dassrfy tha five Interver-
tebral disks in the lumbosacra! spine: normal, bulge
(drcumferential symmetric extension of the disk beyond
the interspace), protruskw (total or asymmetric exten-
sion of the disk beyond the interepace), and extruston
(more extreme extension of the disk beyond the Inter"
space). Nonirtervertebral disk abnormalities, such as fac-
et arthropathy, were also documented,

Results. Thirty-sa percent of the 98 asymptomatic

subjects had normal disks at all tevels. With the resuHs of
the two readings averaged, 52 percent of the subjects had
a bulge at at least one tevel, 27 percent had a protruston,
and 1 percent had an extruston. Thirty-eight percent had
an abnormattty of more than one intervertebrat disk. The
prevalence o< bulges, but not o( protrustons, increased
with age. The most common nonintervertebral disk abnor-
matities were Schmori's nodes (hemlation of the disk into
the vertebral-body end plate), found In 19 percent of the
subjects; annular defects (disruption of the outer fibrous
ring of the disk), In 14 percent; and facet arthropathy (de-
generative disease of the postertor articular processes of
the vertebrae), (n 8 percent, The findings were similar In
men and women.

Conclusions. On MRI examination of the lumbar
spine, many people without back pain have disk bulges
or protrustons but not extruslons. Given the high preva-
lence of these findings and o( back pain, the discovery by
MRI of bulges or protruskms In people with low back pain
may frequently be coincktontal. (N Engl J Med 1^4^31:
69-73.)

ry1HE lifetime prevalence of low back pain is ap-
J. proximately 80 percent; 31 million Americans

have low back pain at any given time.' In the United
States, low back pain is second only to the common
cold as the reason patients cite for seeking medical
care. The estimated cost of medical care for patients
with low back pain exceeds $8 billion annually.2 Al-
though there has been no increase in the incidence of
this problem, over the past 30 years the rate of disabil-
ity claims related to low back pain has increased by 14
times the rate of population growth.'

The relation between abnormalitics in the lumbar
spine and low back pain is controversial. Previous au-
topsy studies, as well as myclography, computerized
tomography (CT), and magnetic resonance imaging
(MRI), have shown abnormalities in a substantial

Rmm H<ug MoDOul Hotpaa), Newport Beach, Qillf. (M.CJ., M.N.B.-Z..
D.M.); Riwnide MRI, Rivatidt, Ctlif. (M.C.l.); uxl the Oevdiad Clinic,
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Zawaddd 1 Hoag Memorial Hospical, Deputuat of Radiotogy, 301 Ncwpw
Blvd., Ncwpon Bach. CA 92663,
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number of people without back pain.3"8 A recent study
using MRI reported a high prevalence of disk hcAii-
ation in people without symptoms and urged caution
in relating symptoms to such lcsions,6 although the
nomcnclaturc was not precise. The term "herniation"

can be used to describe a wide spectrum of abnormali-
ties involving disk extension beyond the intcrspacc,
from a bulge to a frank cxtrusion; therefore, the report-
cd data on the prevalence of hemiation can be mis-
leading. Wcll-dcfincd morphologic terms may be more
useful in describing this abnormalny and may corrc-
late better with symptoms.

Using a wcll-dcfincd morphologic nomenclature,
we examined the prevalence of abnormal disks as well
as other findings in MRI examinations of the lumbo-
sacral spine in people without back pain. In addition,
we correlated the level of physical activity by the
Study participants with disk abnonnalities.

METHODS

We siuditd 98 people (50 men and 48 women) withoiu symptom*
of back pain, from 20 to 80 yean old (mean age, 42.3 years). Vol-
un(ecra were recruited by distributing flyers in the hospital, mailing
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Table 1. Prevalence at Bulges, Protmsions, end 6x-
trusions on MRI Scans In 98 Asymptomatk: Sub-

jecte and 27 Symptomattc Subjects.*

Evaluator 1
Asymptomatic wbjtcu
Symptoculic iubjecu

Bviluatof 2
AtymptomMic subjtcu
Symptooutic subjccu

Avcrtgii Of ttx two
evalualon

AsymfWfMSc nibjwa
Symptonutic tubjecu

Buua

52
23

so
It

51

no.

(S3)
(85)

(Sl)
(67)

(52)
20.5 f7d)

PHOTHUBOM

tfwVmit*)

30 (31)
14 (52)

23 (M)
15 (56)

K.i (27)
14.5 (54)

BxmunoN

2(2)
8(M)

0
6(22)

1(1)
7(2<>)

•Bulge, proofuatoo, tod uunutoa ft dtfiwd in tfac Mttb^di tcctton.

an announcement (o all staff physicians, and advertising in
the hospital newspapCT. Participants did not need to be affiliat-
cd with the hospital, Applicantt completed a consent form approved
by the Invodgadonal Review Board and were Interviewed by one
of us. Those with a history of back pain lasting more than
48 hours or any lumbosacral radiculopathy were excluded (about
20 padenu), To reduce bia$ in the intcrprclation of the MRI
scan*, abnormal scans from 27 people with back pain were selected
and mixed randomly with the scam from the 98 people without
lymptom*.

The lcvd of phyiical activtty was scored as follovw 0, no exereisc;
I, occttiional cxerdie (leas than weeltly); 2, we«k«nd exercise;
3, workouu three or four timea a weelt; and +, workouu five or inert
times a wwk or regular workouu that included strcnuoui activity
auch as wcighilifting or horseback riding,

Ati MRI icaru were obtained at Hoag Memorial Hospital with
1.5-Timagera (Signa, General Electric, Milwaukee; and Magnetom
SP4000, Siemens Medical Sy»t<nu, hdin, NJ.). The «tudie» con-
aisted of four tpin-echo acquenc«; a coronal localizcr with a rcpcii-
tion time and ttho time fTR/TE) of 400/15 msec, a aagiital view
with a TR/TE of 300-600/1 1-23 roscc, an axlal view with a TR/TE
of 700-&00/11-15 nuec, and a sagittal view with a TR/TE (dual-
echo sequence) of 2500-2WO/16-21 and 90-105 nwc. Techni-
cal ipecificationa included a slice thictincu of 3 and 4 mm for sa-
gitial and axial sequencci, respectively; a field of view of 26 and 20
cm for the tagittal and axial imagw, reapcctively; and a matrix
of 192 by 256, The Ti-weightcd axiat sequencei were stacked
slicts extending from the Inferior aspect of L3 through the inferior
aipeci of Sl. There were two cxdtAtioiu for the Ti.wdghted axi-
al and sagittal imago, with one exdtadon for the T,-wcighied sagit-
lal images.

All studies were read at (he Cleveland Clinic by two experienced
neuroradiotogisti familiar with the MRI imagers used. The readers

Table 2. Number of Subjects with Bulges, According to the Age of
the Subject and the Location of the Bulge,*

Ac«(n)

20-29(n
30-39(n

4(M9(a
50-S9(n
•»60(n °

Total (n

a 20)
»M)

-23)
° 17)
10)
98)

Ll-2

00
2/1
1/0
3/3
0/t

M

LflCATOM Of BUUSB

U-3

0/0
1/1
1/2
5/4
1/4
fell

13-4 U-5

no. of subftCU

4/0
4/1
3/8

10/S
4/S

wn

5Q
&8
7/10
9/6
5/6

3202

L5-SI

V2

w
5/8

\w
4/5

29/27

BUWtKVUW
AT ONI L«Vll.

no. e/idijtW W

7/4 (3i/20)
11/9 (39/32)
13/15 (57/65)
13/14 fW82)
art <8(WO)

S21SO (53/51)

did not know the clinical status of the tubjccts. All idcndfying infor-
mation and dates were obscured. Readings wm carried out in
groups of 9 to 11 ttudica per i<Mion, which included 1 to 4 studies
from people with symptoma. The rtadcn independently evaluated
the status of the 5 intervcrtebral disk* in the lumbosaa-al ipioc in all
125 aubjccu (a total of 625 dblti).

The terms used to clauify disks were defined as followa; normal,
no disk cxtunion beyond the interapace; bulge, circumferential
symmctric extension of the ditk beyond the intcrspace (around the
end plaua); protruaion, focal or asymmetric exteiuion of (lie disk
beyond the interspacc, with the base against the diik of origin
broader than any other dimension of the protnnion; and cxtnuion,
more extreme cxtenaion of the disk beyond the intenpace, with the
base against the diak of origin narrower than the diameter of the
cxtruding material itself or with no connection between the material
and the disk of origin. This terminology waa selected on the basis of
the finding* of a companion study that evaluated intcrobsen/cr and
inlraobservtr variability whtn different nomenctaturts were used to
ducribe disk abnormalititt in the same 125 MRI Mudiw. In that
ttudy, all scan* were read uidependendy at least twice by the two
neuroradiologuu (evaluator 1 and cvaluator 2), with a minimum of
two weeks between the readings, The data in the current Kudy arc
based on the second reading in the companion study, in which this
terms we iclccted (normal, bulge, protrusion, and ex(rusion) were

Tabls 3. Number of Subjects wtth ProtniBions, According to the
Age of the Subject and the Locatton of the Protruston.*

ACE (m)

20-29(n
30-39(B
W-49<B

50-59(0
>60(n -

TotxKn

» 20)

"w
° 23)

-17)
10)
98)

LI-2

00
1/1
a/i

w
ao
1/2

Lac* non or Pnoniunm

L2-3 u-< a-i

<». efsakitcii

w
1/1

w
1/1
v\
w

an
1/1
I/O
2/1
I/O
5fl

312
5/2
50
2/4

w
19/11

LS-SI

2/1
V2
4/4
0/0
3/1

11/8

pionunort AT LiAtr
AT ONE LtVB.

no. efdtjtW t*l

5/3 (M/li)
616 (21/21)
an vsw)
M (29/»)
6fl (60/20)

3003 (31/23)

«Po» uch pA of dttt, the fint nuiAw rc»en to (he feu tvduur't malt, *ul ttu tcond
matu lo An ucond cvitawot't ntalt,

•Pot cadi pnofdm, die fint auntoM refai 10 Ac 6n) tvtlucx't result, »ri dst xund
cumba lo th* KCdad tVttator'i mull.

used for the fint time. With these dtfinitioru, an intcrobierv-
cr agreement of 80 perceni (for all 125 subjecu) was found
(kappa ° 0.59).''

Nonintervirtebral disk abnonnalitin were asseascd on the basis
of a coiueiuus by two othtr readen at Hoag Memoritl Hospital.,
The following abnonnalitiw were recorded: Schmort's node», facet
anhropathy, spondylolysls, ipondylolisthcais, annular defects, and
atenoais of the central canal or neural foramen. The crittria for
sicnosi* of the ctntral canal and neural foramcn were obltteration of
the cpidural fat with flattening of the thccal sac and oblita-ation of
the pcrineural fat, reapectively.10

For statistical analyses, the prevalence of disk abnonnalities ob-
served by the two readera was determined according to (tie subjecta*
sex, age, and phyaical-activity score, with the use of a generalized
linear modd for correlated binary data." All lcats of aignificance
were two-taUcd.

RESULTS

Table 1 summarizes the prevalence of disk bulges,
prou-usions, and cxtrusions in the MRI studies. With
the results of the two readings averaged, 52 percent
of people without symptoms had a bulge at at least
one intcrvertebral disk, 27 percent had a protru-
sion, and 1 percent had an extrusion. Thus, 64 percent
of these people without back pain had an intervcrtc-
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bral disk abnormality, and 38 percent had an abnor-
mality at more than one level.

The prevalence of bulges and protrusions according
to the age of the subjects and the location of the ab-
normalhies in (he inicrvcrtebral disk space are prc-
scnicd in Tables 2 and 3, The prevalence of bulges
and protrusions was highest at L4-5 and L5-SI; there
were few abnormalitics at Ll-2. The MRI scan of
an asymptomatic subject with a disk protrusion and
its schcmatic representation are shown in Figure I.
No significant relation was found between sex and
(he prevalence of bulges (data not shown) or between
age and the prevalence of prolrusions (Table 3).
The prevalence of disk bulges increased with ag<
(P<0.001) (Table 2), and this trend wa$ present for
each disk level. Figure 2 shows a circumfcrcntial
disk bulge. Age was also significantly associated with
the presence of more than one disk abnormality.

Sbtty-seven percent of the 27 people who were 50
years of age or older had multiple abnormaliues, as
compared with 27 percent of the 71 younger partici-
pants (evaluator 1, 20 of 27 older subjects vs. 21 of 71
younger subjects; cvaluator 2, 16 of 27 vs. 18 of 71;
P<0.001).

The prevalence of disk abnormalities varied UtUc
with the physical-activity score. However, among the

48 people who exercised regularly (a score of 3 or 4),
the prevalence of protrusions at L5-S1 was 16 per-
cent, ag compared with 4 percent among the 50 people
who were more sedentary (evaluator 1, 8 of 48 people
who exercised regularly vs. 3 of 50 who were more
sedentary; evaluator 2, 7 of 48 vs. 1 of 50; P = 0.05).

The most common nonintcrvcrtcbral disk abnor-
malitics in people without symptoms were Schmorl's
nodes (hcrniation of the disk into the vcrtcbral-body
end place), in 19 percent of the subjects; annular de-

Rgure 1. A Osk Protniston In a 24-YBar-Otd Woman wrtthout
Back Pain,

The Tfwelghted sagittal imag® fTR/TE, 2500/102 msec) (Panel
A) shows an L5-S1 protruston (blt»k anow) with a snail annular
dBtect. as evktenced by (he focus ot htgh signal intensity at the
pc^artwcBsk margin (white arrow). The T,-mighted axial Image
fTR/TE. 800/11 rosec) (Panel B) shows the teft paracentral dtek
protruston. with subtle pos(erior dteplaoement of ttie left 81 nefve
root (arrow). A schwnaUc axlal representation (Panel C) deptets

the left paracentral dtsk protruslon,

Ohk protrusion

Lamlna

Sptnotf proce—

c

Ttie New Ena^rd ^puma} of Medldne
Oownloidal from nelm my cnjunt 14,1021 For ptnc.nal uie only No o<htr unit nllhmil pmn.iaxin

CopyrtghlC? 1&94 F^aU3i±u^e5s'Me<3t^! Sot:^^'^)) rigtits rfe&er^ed



72 THE NEW ENGLAND JOURNAL OF MEDICINE July 14, 1994

Rgure 2, A Disk Bulge in a 21-Year-Old Man without Back Pain.
The Tg-weighted 0'WTE, 2500/102 msec) Image shows a midllne
sagtttal section through a drcumferential disk bulge al L5-S1
(black arrow). In addition, the small focus of high signal Intensity
at the posterior margin (whKe arrow) Is compatible with a small

annular (issure.

fects (disruption of the outer fibrous ring of the disk),
in 14 percent; and facet arthropathy (degenerative dis-
case of the postcrior ardcular processes of the verte-
brae), in 8 percent. Seven percent of the asymptomatic
subjects had spondylolysis, 7 percent had spondylo*
listhesis, 7 percent had stcnosis of the central canal,
and 7 percent had stenosis of (he neural foramcn.

DISCUSSION

We found a high prevalence of abnormalilies in the
lumbar spine on MRI examination of people without
back pain. Only 36 percent of those examined had a
normal disk at all levels. About half had a bulge at at
least one intcrvcrlcbral disk, and about a quarter had
at least one disk protrusion. Given the high prevalence
of back pain in the population, the discovery of a
bulge or protrusion on an MRI scan in a patient with

low back pain may frequently be coincidcntal. There-
fore, the clinical picture should be correlated with the
MRI results. Abnormalities of the lumbar spine by
MRI examination can be meaningless if considered in
isolation.

Only a small number of the asymptomaric people
we studied had disk extrusions on MRI examination.
Appropriate statistical comparisons of people with
symptoms and those without symptoms cannot be
made from our data, because the scans for those with
symptoms were selected retrospectively. However, our
data are consistent with the hypothesis that the preva-
lcncc of extrusions in people with symptoms of back
pain may be substantially higher than in people with-
out symptoms. Previous studies using CT and MRP'6
did not distinguish between protrusions and exlru-
sions. The term "hcrniation" may be too generic For
clinical relevance. Classification of protrusions and
cxtrusions may be more helpful in characterizing the
findings.

The presence of disk abnormalitics in the lumbar
spine of asymptomatic people is well known. In a
study of 33 people presumed to have been free of back
pain, postmortcm examination of the entire spine
showed a 39 percent prevalence of posterior disk pro-
irusions.4 In another study, 24 percent of 300 myclo-
grams in people without symptoms showccl abnor-
malities of the lumbar disk.3 Wiescl ct al. used CT to
examine 52 people without symptoms and found the
prevalence of hcrniatcd disks to be 19.5 percent in
people under the age of 40 years and 26,9 percent in
those over the age of 40s; however, only the L4-5 and
L5-1 iniervcrtcbral disks were evaluated.6 In our
study, one third of the participants had disk extcn-
sions beyond the imerspacc at the LI-2, L2-3, or
L3-4 levels. Using MRI in 67 people without symp-
toms, Boden ct al. found hemiated disks in 20 percent
of the people less than 60 years old and in 36 percent
of those 60 years of age or older.6 In another study,

MRI examination of 41 women without symptoms
showed that 54 percent had a disk bulge or hcrniation
at one or more disk spaces,8 although only L3-4, •
L4-5, and L5-1 levels were examined.

In our study, the prevalence of disk bulges, but not
protrusions, increased with age. Since protrusions arc
less common than bulges, a larger study might have
demonstrated a similar association between age and

protrusions.

Annular "tears" may be painful, possibly because
of leakage of the contents of the nucleus pulposus into
the cpidural space, with related nerve irritation." An-
nular defects have been demonstrated by MRI.11 The
14 percent prevalence of annular defects in our study
may be an underestimate. The reported prevalence of
posterior radial tears at autopsy in asymptomalic peo-
pic is 40 percent for those between the ages of 50 and
60 years and 75 percent for those between 60 and 70.14
Annular tears may lead to disk dcgencration.1-1 In our

study, alt the disks with annular fissures also had a
decreased signal on die T^-weighted image, and all
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but one had an associated bulge or protrusion. These

findings support the contentions that annular <lffccts
arc generally associated with disk degcneration and
ihat such defects are frequently asymptomanc.

Abnormalities other than disk disease, such as
facet arthropathy, have been cited as an important
and often overlooked source of low back pain and sci-

atica, Abnormal facets can be injected with cortico-
steroids. Our study underscores the difficulty of estab-
lishing facet disease as the source of pain, since

8 percent of our subjects without back pain had facet
archropathy.

In conclusion, on MRI examination of the lumbar
spine, many people without back pain have disk
bulges or protrusions but not cxtrusions. Because

bulges and prolrusions on MR I scans in people with
low back pain or even radiculopathy may be coinci-
denial, a paiient's clinical situation must be carcful-
ly evaluated in conjunction with the results of MRI
studies.
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Abstract

Background! Numerous nerve conduction tests are used for the eleccrodiagnosis of carpat tunnel

syndrome (CTS), with a wide range of sensitivity and specificity reported for each tesi in clinical
studies. The tests have not been assessed in poputation-based studies. Such information would be

important when using electrodiagnosls in epidemlologic research. The purpose of this study was to
compare the diagnostic accuracy of various nerve conductlon tests In population-based CTS and

determine the properties of the most accurate test.

Methods: In a populatlon-based study a questionnaire was mailed to a random sample of 3,000

persons. Of 2.466 responders, 262 symptomatlc (numbness/tlngling in the radlal fingers) and 125
randomly selected asymptomatlc responders undei-went clinical and eleccrophysiologic

examinations. A standardized hand diagram was administered to the sympiomatic persons. At the

clinical examination, the examining surgeon identified 94 symptomatlc persons as having clinically

certain CTS. Nerve conduction tests were then performed on the symptomatic and the

asymptomatlc persons by blinded examiners. Analysis with receiver operating characteristic (ROC)

curves was used to compare the diagnostic accuracy of the nerve conduction tests in distinguishing

the persons with clinically certain CTS from the asymptomatic persons.

Results; No difference was shown In the diagnostic accuracy of median ner/e dlstal motor latency,

digit-wrlst sensory latency, wrist-palm sensory conduction velocity, and wrlst-palm/forearm

sensory conduaion velocity ratio (area under curve, 0,75-0,76). Medfan-ulnar diglt-wrist sensory

latency difference had a significantly higher diagnostic accuracy (area under curve, 0.80). Using the

optimal cutoff value of 0.8 ms for abnormal sensory latency difference shown on the ROC curve

the sensitivity was 70%, speclflclcy 82%, positive predlcdve value 19% and negative predicdve value
98%, Based on the clinical diagnosis among the symptomacic persons, the hand diagram (classified

as classlc/probable or possible/unlikely CTS) had high senslclvlcy but poor specificity.

Conclusions; Using the clinical diagnosis of CTS as the criterion standard, nerve conduction tests

had moderate sensitivity and specificity and a tow positive predlctive value In populaiion-based CTS.

Measurement of medlan-ulnar sensory latency difference had the highest diagnostic accuracy. The

performance of nerw conduccjon tests In population-based CTS does not necessarily apply to (heir
performance In clinical settings.
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Background
Nerve conduction tests are commonly used in the assess-

ment of patients with numbness, tingling and pain in the
hands. Carpal tunnel syndrome (CTS) is one of the most
common disorders for which nerve conduction tests are

performed. A variety of median nerve motor and sensory

tests have been introduced for the purpose of establishing
the presence of median neuropathy in padents with CTS
[1|, Previous publications involving the electrodiagnosis
of CTS have reported a wide range of results for the sensi-
tivity of median nerve distal motor latency (29% to 81%),
wrist-digit sensory latency (44% to 100%), and wrist-
palm sensory conduction velocity (45% to 100%), and of
median-ulnar sensory latency difference (57% to 100%)
[2]. All these reports involved referred patients; no popu-
lation-based studies have assessed the performance ofvar-

ious nerve conduction tests in CTS. Such information

would be important ifelectrodiagnosis is to be used in ep-
idemiologic research.

Practice parameter for electrodiagnosis in CTS has been
published [3] and recently slightly modified [4,5]. The
proposed standards are measurement of median nerve

wrist-digit sensory conduction and, when this is normal,
comparison of median and ulnar nerve sensory or mixed

conduction over a 7 to 8-cm distance across the wrist,

comparison of median with radial or ulnar nerve sensory
conduction across the wrist,or comparison of median

nerve sensory or mixed conduclion in the carpal tunnel
with that in the forearm. Median nerve distal motor laten-

cy was not considered as standard.

A standardized self-administered hand symptom diagram
has been introduced as a diagnostic aid in CTS both in ep-
idemiologic and clinical setting [6,7]. The reliability and
performance of the hand diagram have not previously
been evaluated in population-based studies.

We used nerve conduction tests in a population-based
study of CTS |8|. The main purpose of the present analysis
was to compare the diagnostic accuracy of various tests

and determine the properties of the most accurate test

when used in population-based CTS. A secondary objec-

tive was lo evaluate the performance of the standardized

hand symptom diagram.

Methods
A sample of 3,000 persons, aged 25-74 years, was ran-

domly selected from the population register of the
170,000 inhabitants of a southern Swedish region, The

Ethics Committee at Lund University's Medical Faculty
approved the study. A questionnaire inquiring about de-

mographics, general health, medical history, as well as the
presence of numbness, tingling or pain in any part of the

body was mailed to the 3,000 persons, Two reminders

were mailed when necessary. All responders who reported

numbness and/or tingling in the median nerve distribu-
tion in the hands at least twice weekly during the preced-
ing four weeks were invited to undergo clinical
examination and nerve conduction tests. Control persons

randomly selected among the responders who did not re-
port any symptoms in the hands, systemic disease, previ-

ous wrist fracture or previous surgery for Cl'S were also
invited for examinations.

The symptomatic persons who attended the examination
completed a standardized hand diagram on which they
marked pain, numbness, tingling and loss of sensation
(each symptom was marked on 2 diagrams depicting the
dorsal and volar aspects of the hand and upper extremity);
the diagram classifies CTS into four categories (classic,
probable, possible, or unlikely) [7]. The symptomatic per-
sons were then examined by the same hand surgeon who,
based only on the history and clinical findings, diagnosed
each person as having clinically cenain CTS or uncertain
CTS. The diagnosis of clinically certain CTS required the
presence of recurring nighnime or activity-related numb-

ness or tingling involving the palmar aspects of at least
two radial fingers. The presence of positive Tinel or Pha-
len's test and of median nerve sensory or motor deficit was

considered supportive of the diagnosis. All hands on
which surgery for CTS had been performed were excluded.
The control persons were examined to verify the absence
of hand symptoms.

Following the clinical examination the symptomatic and
asymptornalic persons underwent bilateral nerve conduc-

tion tests performed by three blinded technicians using
the Viking IV apparatus (Nicolet, Madison, WI). Hands
with skin temperature below 30 °C were warmed. The

nerve conduction tests were done using the Kimura tech-
nique [9] that utilizes anatomical landmarks and includ-
ed measurements of median nerve distal motor latency,

long finger-wrist sensory latency, and sensory conduction
velocity in the forearm, wrist-palm, and palm-digit seg-

merits, as well as ulnar nerve small finger-wrist sensory

latency.

Tlie hand symptom diagrams were rated independently
by two blinded orthopedic surgeons according to the
specified criteria [7]; both surgeons were blinded to the
clinical and electrophysiological data. A random sample
of 63 diagrams was selected and given to each of the two
surgeons for repeated rating.

Statirtica/ analysis

The mean values and 95% confidence intervals for the
neurographic variables were calculated for the right hands
and the values for persons diagnosed with clinically cer-
tain CTS were compared with tliose for two groups
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(asymptomatic controls only and asympiomatic controls

combined with the symptomatic persons diagnosed with
clinically uncenain CTS). The Mann-Whitney U lest was
used to compare these groups. Analysis with receiver op-

crating characteristic (ROC) curves (10,11) was used to
compare the diagnostic power of the nerve conduction

tests performed in discriminating the persons with clini-
cally certain CTS from the asymptomatic controls. An

ROC curve (a graph of "sensitivity" and " 1 minus specifi-

city" for different cutoff values) is used to compare the ac-

curacy of diagnostic tests; larger area under curve indicates

higher accuracy [II], The tests compared were median
nerve distal motor latency, long finger-wrist sensory laien-

cy, and wrist-palm sensory conduction velodty, as well as
median-ulnar sensory latency difference and comparison

of median nerve sensory conduction in the caqial tunnel

with that in the foreann. The area under each test's ROC

curve and the statistical significance of the difference be-
tween the ROC curves were determined using the ROCKIT
software [12], The ROC analysis comprised all sympto-
matic and conu-ol hands. The test shown to have the high-

est diagnostic accuracy was then further analyzed with
regard to sensitivity, specificity and predictive values using
the optimal cutoff value (value that minimizes sum of
false positives and false negatives) as shown on the ROC
cuive.

The proportion of diagrams classified as "dassic/probable
CTS" by at least one rater and those classified as "possible/
unlikely CTS" by both raiers were calculated for the per-

sons diagnosed with clinically certain CTS and for those
with clinically uncertain CTS. Assessment ofinterrater and
intrarater reliability for the hand diagram was done using
the kappa coefficient.

Results
Survey

Of the 2,466 survey responders, 354 reported numbness
and/or tingling in the median nerve distribution in the
hands.

Clinical examination

Of the 287 (81%) symptomaiic responders who attended
the clinical examination, 25 were excluded because ofpre-

vious surgery for CTS in the symptomadc hand, absence
of symptoms in the median nerve distribution (10 per-
sons), or unwillingness to undergo nerve conduclion

tests. Of the remaining 262 symptomatk persons, 94

(67% women) were diagnosed by the examining surgeon
as having clinically certain CTS, The mean age of these
persons was 52 (SD, 13) years. Symptoms were bilateral

in 59 persons (63%) and right-sided in 27 persons. The
168 persons (65% women) who were diagnosed with
clinically uncertain CTS had a mean age of 53 (SD, 13)
years. Symptoms were bilateral in 104 persons (62%) and

right-sided in 51 persons. Of the 134 asymptomatic re-

sponders who attended the clinical examination, 9 were

excluded (7 had numbness and tingling in the hand) and
the remaining 125 (55% women) underwent nerve con-

duclion tests. The mean age of these persons was 51 (SD,

14) years.

Hand diagram
The hand symptom diagram was completed by 92 of the
94 persons diagnosed with clinically certain CTS; 83
(90%) were classified as "classic/probable CTS" (82 by
both raiers) and 9 as "possible/unlikely CTS". The dia-
gram was completed by 163 of the 168 persons with din-
icallyuncenainCTS; 105 (64%) were classified as "classic/
probable CTS" (99 by both raters) and 57 (36%) as "pos-
sible/unlikely CTS". Thus, using the clinical diagnosis of
CTS as criterion standard the hand diagram had at best
90% sensitivity and 39% specificity among this popula-
tion-based sample of persons with numbness and tingling
in the hand,

High interrater reliability (kappa, 0.89) and iniraraier re-
liability (kappa, 0,92 and 0.96) was found.

Newe conductlon tests

The 86 persons with clinically certain CTS involving (he
right hand had significantly worse median nerve latencies
and conduction velocities than the controls, but ulnar la-

tencies were similar (Table 1). Analysis with ROC curves
showed no statistically significant differences between

median nerve distal motor latency, digit-wrist sensory la-

tency, wrist-palm sensory conduaion velocity, and wrist-

palm/forearm sensory conduction velocity ratio in the
power to discriminate the persons with clinically certain
CTS from the asymptomalic controls (area under ROC
curve, 0.75-0.76). Median-ulnardigil-wrist sensor)'laten-

cy difference demonstrated significantly higher diagnostic
accuracy with area under ROC curve of 0,80 (Table 2),
Analyses restricted to women or men or to persons with

"classic/probable CTS" diagrams gave similar results,

Using the optimal cutoff value of 0.8 ms for abnonnality,

median-ulnar nerve digit-wrist sensory latenq' difference

had a sensitivity of 70%, a specificity of 82%, a positive
predictive value of 19% and a negative predictivc value of
98% (Table 3),

Discussion
The present study is the first population-based investiga-
tion that compared the performance of various nerve con-

duclion tests in the diagnosis ofCTS. The results revealed

that measurement of median nerve distal motor latency',

digit-wrisi sensory latency, and wrist-palm sensory con-

duaion velocity as well as comparison of sensory conduc-

tion velocity in the carpal tunnel with that in the forearm
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Table I: Results of the nerye conductlon tests (right hands) in the persons with carpat tunnel syndrome (CTS) and the controls

Nerve conductlon test, mean (95% Clinically certain CTS (n = 86) Sympcomatlc Controls (n = 155) Asymptomadc Controls (n = 124)*
confidence Interval)

Median nerve distal motor latency 4.2 (4.0-4.4)+ 3.6 (3,5-3.7) 3,4 (3,3-3.5)

(rm)
Median nerve digit 3-wrist sensory 3.6 (3.4-3.8)t 3.0 (2.9-3.1 ) 2.9 (2.8-3.0)

latency (ms)t
Median nerve wrlsc-palm sensory con- 39.2 (36.5-41.9)1 48.3 (46.8-^9.8) 50.7 (49.4-52.0)

ductlon velocity (m/s)t
Ulnar nen/e dlsul motor latency (ms) 2.7 (2.6-2.7) 2.7 (2.6-2.7) 2,8 (2,7-2,8)

Ulnar nerve digit 5-wrist sensory 2.3 (2.2-2.3) 2.3 (2.3-2.4) 2.3 (2.3-2.4)

lacency (ms)
Medlan-ulnar nerve sensory latency 1.3 (1.1-1.5)+ 0.72(0.65-0,79) 0.57(0.52-0.62)

difference (ms)

* One of the I 25 controls did noc undergo testing on the right hand because of previous laceraclon. + Significantly worse than In the controls (p <
0.001). + Absent sensory responses in 3 persons with CTS (for both tests In 2 persons) and In one symptomatlc control (both tests); In calculating
means, absent latency values were replaced with the most abnormal value recorded.

Table 2i Receiver operating characteristic (ROC) analysis comparing the diagnostic accuracy of the nerve conduction tests performed
on I S3 symptomatlc hands of persons with clinically certain carpal tunnel syndrome and 247 asymptomatlc control hands*

Nerve conduction test Area under ROC curvet 9S% confidence Interval for difference
(between 2 successive (esu)

Median nerve dlstal motor latency 0,75

-0,02-0,03

Median nerve digit 3-wrist sensory latency 0.76

.0.04-0.02

Median nerve wrlst-palm sensory conduction 0.76
velocity

.0.07--0,01

Median-ulnar nerve sensory latency difference 0.80t:

0.01-0.08
Median nerve wrlst-palm/forearm sensory con- 0,76
ducdon velocity ratio

* Two of the I 25 asymptomatlc control persons declined nerve conduction testing on the lefc hand and one did not undergo testing on the right
hand because of previous laceratlon. 11 Indicates perfect accuracy and 0.5 Indicates accuracy no better than chance, t Significantly different from the
other four tests (two-talled p = 0.004 for all comparisons).

Table 3; Diagnostic test properties ofdlgit-wrist median-ulnar sensory latency difference (0.8 ms cutoff value for abnormal result) In

populatlon-based carpal tunnel syndrome (CTS) with the clinical diagnosis as criterion standard

Test property*

Sensitivity
Specificity

Positive predicclve value (PPV)

Negative predicclve value (NPV)

Symptomatlc persons with clinl-
call/ certain CTS

70.2 (61.0-79.5) (n A6/94)

Asymptomaclc control persons

81.6(74.8-88.4)
(n 102/f25)

18.7(15.0-22,3)
(n 831445}

97,9 (97,2-98,6)
(n 160811643)

Asymptomatic and symptomattc
control persons

73.7 (68.7-78.8)
(n 2161293}

16.2(13.0-19.4)
(n 83/551)

98,0 (97,4-98,7)
(n 175511790)

*shownas % (95% confidence Interval), number of persons from which the rate was derived shown In Itallc; Sensitivity = true posltlves/((rue posi-
dyes + false negatives); Specificity = crue negatlves/(true negatives + false positives); PPV = true poslclves/((rue positives + false positives); NPV =
(rue negatives/(true negatives + false negatives); PPV and NPV were calculated based on the assumption that (he same rates of disease or test
abnormallty found among the samples examined applied co (he corresponding groups among all survey responders as described In the text and pre-
vlously [8].
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had similar diagnostic power while median-ulnar sensor)'
latency difference demonstrated higher accuracy,

No consensus exists regarding the type and number of
nerve conduclion tests needed to establish the neurophys-

iological diagnosis in CTS. Moreover, there is no consen-

sus on the definition of abnormality 113). In addition to
median nerve motor and wrist-digit sensory latency meas-

urements, numerous new tests have been successively in-

troduced to improve the sensitivity of nerve conduclion

tests [I], Performing multiple nerve conduction tests on
an individual would increase the likelihood of obtaining
a false positive result (14), Measurements ofwrist-palm
sensor)' conduction or median-ulnar comparison have

been considered superior to distal motor and digit-wrist
sensor}' latency measurements, particularly in detecting

patients with mild CTS [15].

The strengths of the present study lie in its population-
based design, the independent clinical and electrophysio-
logical assessments, and the use ofROC curves comparing

the overall performance of different diagnostic tests rather
than their performance at specific cutoff values. A possible
limitation of this study, also shared by almost all previous
studies, is the use of the clinical diagnosis of CTS as the
criterion standard against which electrodiagnosiic tests
were assessed. However, no superior criterion standard for

the assessment of nerve conduction tests is currently avail-

able, and the analysis involved comparison of different
tests in the same population. The diagnosis ofCTS, which

determined the sensitivity of the nerve conduclion tests,

was made by the examining surgeon before testing and

was supported independently by a validated hand dia-
gram. Estimation of specificity was based on the results of

nerve conduction tests performed on completely asymp-

tomatic persons randomly selected from a general popu-

lation. The examining surgeon verified the absence of

symptoms in the hands confirming the control persons'

responses to the questionnaire.

A discrepancy exists between the results of this study and
those of many previous reports regarding the sensitivity
and specificity of nerve conduciion tests and, in particular,

the similar performance of median nerve motor and sen-

sory conduction tests. Although most previous dinical

studies have shown sensory conductJon lests to be more

sensitive than motor conduaion tests, this finding has not

been consistent |2). The discrepancy shown might have
been caused by several factors such as methodological dif-

ferences, with the majority of previous studies being based

on (1) referred patients with CTS and/or small conven-
ience samples of controls (in those that did include con-

trols) as opposed to random population-based samples,

(2) non-blinded as opposed to blinded neurophysiologi-
cal examinations and interpretations, and (3) compari-

sons of sensitivity of different tests in patients using
certain cutoff values as opposed to comparison of their

overall performance in persons with CTS and controls.
The cutoff value would determine the sensitivity of a cer-
tain test; for distal motor latency the cutoff values used in

different studies have ranged from 3.8 ms to 4,6 ms |4|.

The requirement, stated in the practice parameter, thai

each neurophysiological laboratory should have its own
"reference values" |5) does not facilitate a standardized as-

sessment of diagnostic tests. Difference in the

demographic characteristics and disease severity among
the patient populations studied is yet another factor that
could explain the differences in the reported sensitivity for
nerve conduaion tests in CTS. Although the present
study, like other studies that have shown moderate sensi-

tivity for nerve conduction tests, may face the frequently

stated argument that the "most sensitive" tests were not

used, this argument ignores the limitations of these diag-
nostic tests [13].

The performance of nerve conduction tests in this popula-

tion-based investigation does not necessarily apply to
their performance in the diagnosis ofCTS in clinical set-
tings. The sensitivity estimates in the present study may
apply to populations that are similar to the sample exsm-
ined, being representative of a general population with a
wide spectmm of disease severity. The results of the tests
in this population showed few persons with absent senso-
ry responses (Table 1), more commonly seen in patients
with severe CTS.

Although it is recognized that patients with typical CTS
might have normal nerve conduction test results, the exact

size of this group has not been specifically investigated. In
a recent consensus report on CTS, the authors stated that

consensus could not be readied regarding the padenis
with typical symptoms but normal nerve conduction test

results 116]. In two prospective clinical studies that used
the dinical diagnosis of CTS as well as complete symptom
relief after surgery as the criterion standard, the sensitivity
of nerve conduction testing was 78% and 74%, respective-

ly [17,18]. The statement made in the practice parameter
that the sensitivity of nerve conduclion lests exceeds 85%

at a specificity of 95% |5| appears to lack strong support-
ive evidence; this can only be determined with a high de-
gree of certainty by performing appropriately designed
randomized clinical studies and testing large population
random samples of asymplomatic persons |13|.

The present study showed a relatively high level of false
positive lest results (18%) for nerve conduction tests us-

ing a cutoff value considered optimal according to the

ROC analysis. The most common method of estimating

specificity has been to perform nerve conduction tests on

a group of "normal" persons who in almost all previous
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studies have been recmited among hospital employees or
similar convenience samples. The normal values have

then been calculated based on the mean values plus 2 to
3 standard deviations recorded in these control groups.
Owing to the nature of this method, high specificity is ob-
lained and values of 95% to 97% are usually reported |5|.
However, when a test the specificity of which had been
calculated with this method in a control group is then
used in a different population of "normal" persons, the

specificity obtained might be markedly worse,

False positive nerve conduction test results in CTS have
been reported previously. In a population-based study

from England, a mail survey of 1000 persons (age, 18 to
75 years) found that symptoms ofnumbness, tingling, or
pain in at least 2 of the 3 radial fingers were reported by
18% of the 648 responders [19|. Electrophysiological ex-
aminaiion of about half of the symptomatic persons and
of 40 randomly selected asymptomatic persons showed
median neuropathy (defined as distal motor latency
above 4,5 ms or wrist-digil sensory latency above 3,7 ins)

in only 18% of those with symptoms ofCTS and in 20%
of the asymptomatic persons [ 19]. In a study of 50 asymp.
tomatic persons (mean age, 34 years) the specificity of
median-ulnarwrist-palm latency difference of 0,5 ms was

reported to be 100% | 14]; the use of the same test and cut-
off value in a subsequent study of 1021 job applicants
gave false positive test results in 16% |20|. In another

study of 824 workers (mean age, 38 years) the same test
and cutoff value also showed abnormal test results in 16%

of the asymptomatic workers (cutoff value of 0.8 ms also
gave false positive test results) (211. Surprisingly, in the re-
cent extensive literature review [4], on which the updated
practice parameter was based, the above-cited studies that

have shown a high rate of abnormal nerve conduclion test
results among completely asymptomatic persons were not
included.

In the present study, a cutoff value derived from the stancl-
ard deviations calculated for the control sample would
have yielded a markedly worse sensitivity. In the absence
of a universally accepted criterion standard for the diagno-
sis of CTS and as in other non-perfect diagnostic tests, a
cutoff value should be chosen that yields sensitivity and
specificity levels that can be considered acceptable for

clinical purposes, The results of the ROC analyses showed
that, with acceptable levels of specificity, the sensitivity of
nerve conduction tests would not be very high. These find-

ings, similar to a previous report [22] support the view
that the diagnosis ofCTS ought to be clinical, with nerve

conduction tests used to provide objective evidence when

necessary, and to support the diagnosis in less typical cas-

es. The findings are, however, based on a clinical diagno-

sis made by an experienced hand surgeon. Because, in

clinical practice, physicians with varying experience man-

age patients with CTS, the diagnostic role of nerve conduc-
tion tests becomes more important.

Relying solely on the clinical examination in making the
diagnosis ofCI'S might lead not only to missing the diag-
nosis ofCTS in some patients but also to incorrect diagno-

sis and unnecessary surgery in others. On the other hand,

relying solely on nerve conduction tests might lead to
some patients who actually have CI'S being denied surgi-

cal treatment because of their normal test results. Despite

the limitations of nerve conduction testing, it is the only
tool currently available that can provide direct evidence of
median neuropathy at the carpal tunnel to strongly sup-

port the diagnosis ofCTS in symptomatic patients. Nerve
concluction testing also provides an assessment of the se-

verity of median neuropathy, which can be helpful in
making decisions concerning type of treatment. Further-

more, in clinical research assessing treatment efficacy in

CTS, nerve conduction testing can be useful as part of the
inclusion criteria to improve the overall diagnostic cer-
tainty; this can minimize the risk ofmisctassification that
reduces the study's ability to detect true differences. How-

ever, the results of such studies may not be generalized to
patients who are diagnosed on clinical grounds only,
which is probably more common in clinical practice.

Predictive values of diagnostic tests are dependent upon
disease prevalence. The low positive predictive value for

nerve conduction testing is not unusual in a disease with

a prevalence rate of less than 5% (8| in the general popu-

lation, This suggests that nerve conduction tests are not

suitable for screening puq^oses among non-patient popu-

lations. The positive predictive value would be much
higherwhen the tests are used on patients presenting with
symptoms ofnumbness and tingling in the hands.

Besides possessing higher diagnostic accuracy than that of
isolated median nerve motor and sensory conducdon

tests, measurement of median-ulnar latency difference has

the advantage of being less influenced by factors such as
age, height, weight, and hand temperature. It has been
suggested thai ulnar nerve involvement might be present
in CTS as shown by symptoms and sensory loss involving
the ulnar fingers and the resolution of these findings after

carpal tunnel release [23,24]. The similarity of ulnar nerve
motor and sensory latencies among the persons with clin-

ically certain CTS and die controls shown in the present
study suggests that ulnar nerve conduction abnormalities

in association with CTS are uncommon.

The standardized hand symptom diagram [6,7] demon-
strated high sensitivity but poor specificity in the diagno-
sis of CTS among this population-based sample of
persons with numbness and tingling in the hand. Conse-

quently, if the diagram is used among populations for the
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puqiose of screening for CTS/ the final diagnosis ought to

be confirmed through a detailed history taken by a
physician.

In conclusion, nerve conduction testing has moderate

sensitivity and specificity and a low positive predictive val-
ue in populauon-based CTS. Among the various motor

and sensory nerve conduction tests, measurement of me-

dian-ulnar sensory latency difference appears to have the

highest diagnostic accuracy.
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ABSTRACT

Background" Cross-scctional area (CSA) measurement of the uhiar nerve In the adult population by using ultra-

sonography (US) at elbow extension and flexion has prtvioiuly been reported, but not much evidence showed a
significant difference between elbow extension and Oexion position.

Purpose: To compare the ulnar nerve CSA between dbow extension and flexlon position.

Methods: A comparative cross-sectional study was conducted by involving 36 healthy adults with normally

funnioning ulnar nerve proven by Nerve Conducrion Srudy (NCS) or Eleccroneurography. The uljiar nerve CSA

was measured on each elbow by using US a( the level of the medial eplcondyle, 2 cm distal and 2 cm proxlma!
from the media! eplcondyle.

Results: The average ulnar nerve CSA at the medfal epicondyle, 2 an distal and proxlmal to the medlal epicondyle

at elbow extension respectively were 5.95 ± 0.74 nun2, 6.27 ± 0.92 mm2, and 5,92 ± 0.73 mm2. At elbow

Oexion, (lie average ulnar nerve CSA at the positions was B.70 ± 0,83 mm2, 5,23 = 0.87 mm2, dan 5.73 ± 0.71
mm2 respectively, The CSA of the ulnar nerve at elbow extension was significantly larger compared to the flexlon
position in the three areas observed in this study (p < 0.001).

Condurion: The CSA of the ulnar nerve at dbow extension position was larger compared to the flexlon position.

Elbow position should be considered In measuring CSA of the ulnar nerve.

I. Background

Ulnar nerve, as one of the unprotected nerves in the body, is located

in the subcutaneous layer with minimal protection from muscle and
skeletal structure adjacent to medial epicondyle of the humerus [t],
Therefore, ulnar nerve becomes prone to direct Injury [2,3]. Electro-

diagnosis (EDx) using a combined needle EMG and Nerve Conduction
Study (NCS) or electroneurography is a medical diagnostic test
commonly used to detect the abnormalities In ulnar nerve, especially

nerve compression or entrapments [2,4,5]. Oneofthelimltadonsofthis
diagnostic test is the inability to localize the level of nerve entrapment in
around a quarter of cases [2,6,7]. This condition Is further classified as
non-localizing ulnar neuropathy (NL-UN) [8],

High-resoludon ulu-asonography (US) becomes the modality of
choice in assessing ulnar nerve due to its capability in showing nerve
moqihology. In derermtning ulnar nerve abnormalitles, cross-sectlonal

area (CSA) measurement is one of the most useful Indicators which
could be obtained by US [9-11 ]. While most of the studies suggest CSA

measurement performed with elbow in Hexed position, some others
suggest with elbow in extended position, Thoirs K et al. (2008) In their
study showed that elbow position could significantly affect the ulnar
nerve CSA measurement and suggested that elbow position as a con-

founding factor for the measurement [12]. Only a few studies had shown
a difference in CSA value between those two positions, where extended

elbow showed a larger CSA compared to Hexed elbow [10 13]. Based on
our experience in ulnar nerve US examination, there are some conditions

Abbreviatiaiw US, Ultrasonography; NCS, Nerve ConducUon Study; NL-UN, Non-locallzlng utnar neuropathy; TR, Trlceps brachll muscle; ME, Medlal eptcondyle;
0, Olecrajion; FCU, Flexor carpi ulnarls; CSA, cross-sectlonal area.
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where patients have a very limited range of motion of their elbow or
shoulder. It is interesting to find out how significant the difference of
CSA value between those two posiUons. If so, further study might be
needed to find the normal CSA value of ulnar nerve in extended elbow,
different from the one in flexed elbow,

2, Methods

A comparative cross-sectional study was conducted on 36 healthy
subjects who were selected by consecutive sampling. The study was
approved by the Ethical Committee for Research and Healtli Science of
the Faculty of Medicine University of Indonesia. US examination was
performed in Cipto Mangunkusumo National Central General Hospital,
Jakarta from September to November 2019. The inclusion criteria were
healthy individuals between 18-40 years old with normal NCS exami-
nation results (>50 m/second). Exclusion criteria were cubttal tunnel
syndrome, history of surgery, or other comorbiditles related to the
elbow region (trauma, neoplasm, inflanunation, and polyneuropathy).

US examination was conducted using Philips US machine Affinld 70
(Bothell, Washington - USA) with 15-MHz linear array transducer. The
examination was performed by a mu$culoskeletal radiologist with more
than 10 years of experience in musculoskeletal sonography. Other in-
formation such as age, gender, body height, body weight, dominant or
nondominant side of the elbow, and body mass index was recorded and
analyzed.

2,1. Measurement of ulnar nerve cross-secdon area

Plexion of the elbow was examined by positioning the subject's
forearm in pronation and internal rotation with the palm on the exam-
inadon table (crab position), and the elbow was flexed 90° degree,
Extension of the elbow was examined by positioning die subject's
shoulder and elbow in the extension position with the back of the hand
on the examination table (Fig. 1),

The ulnar nerve CSA of each elbow was recorded by using US at three
levels: the level of the medial eplcondyle (Fii;. 2), 2 cm distal (Fig. 3) and
proximal to the medial epicondyle (l;is. •I) at die traiisverse plane, and
the measurement of the ulnar nerve CSA were done manually using
freehand tracing method at inner of the hyperechoic layer.

2.2. Statistical analysis

The quantitative data were analyzed statistically using Statistical
Package for Social Sciences (SPSS) version 20.0 software. The bivariate
analysis using the paired T-test was conducted to compare the ulnar
nerve CSA of each position and considered to have a significant dlffer-
ence if the p-value < 0.05,

3. Results

3.1, Characteristic.'; of individuals

prom a total of 36 subjects, 13 men were included in this study. The
average age of the participant was 29.6 years and dominated with
normal body mass index (the average of the BMI was 23.6 kg/m2). A
total of 25 participants were examined for both elbows and the rest was
examined for only one elbow. From 61 elbows examined, 35 of which
was the dominant arm and the rest was non-dominant (I able 1).

CSA of the ulnar nerve at the extension position was significantly
larger compared to the Hexion position in all three level (p < 0,001). CSA
at the level of medial epicondyle has the largest difference between
extension and flexion position (T.iblc 2'),

4. Discussion

In determining abnonnalities in the ulnar nerve, CSA measurement is
one of die most useful indicators which could be obtained by US,
especially In the detection of ulnar nerve entrapment, A meta-analysis

conducted by Chang et al. [i'l] showed the CSA of ulnar nerve as an
indicator for ulnar nerve abnormallty. but not specifically explained the
influence of flexlon arid extension position of the elbow during the ex-
aminadon. Although it Is quite rare, some patients may have limited
range of motion in the elbow or shoulder that made them unable to do
crab position.

CSA of the ulnar nerve at the extension position was significandy
larger compared to the flexion position in all three levels observed in this
study. Based on Tiible 2, the average ulnar nerve CSA at the level of the
medial epicondyle has the largest difference between extension and
flexion position, consistent with the previous studies by Roodt et al.
[10], Ozturk et al, [1 I], and Kutlay et al. [13]. The difference between
flexion and extension position is likely due to narrowing of the cubital
tunnel in the Rexion position, results in stretched and flattened ulnar
nerve and smaller CSA [9,11,15,16].

Compression of the ulnar nerve could be taking place between the
arcade ofStnithers and aponeurosis of deep flexor-pronator, but usually

found in die area around the cubital tunnel. Based on this phenomenon,
the measurement of ulnar nerve CSA Was set at the medial epicondyle,
2 cm proximal, and 2 an dlstal to medial epicondyle. Previous studies
showed that ulnar nerve diameter was found to be bigger at the distal or
proximal portion which explained the compression of the ulnar nerve at
the oudet of the cubital tunnel [U),14,17,'I.S]. The measurement of the

CSA was done by observing the inner side of the hyperechoic layer,
known as epineurium since epineurium could be thickened at chronic
subluxatfon or dislocation in soft tissue abnormalities, therefore, over-
estimation of the CSA could happen, [19,20] Besides, the nerve has
inconsistent characteristics of shape, from circular, oval, to other shapes,

which could affect the accuracy of measurement of the CSA. Hence,the
measurement of the inner side could make the observed area to become

Pig. 1. Elbow position In the examination process. Left: Elbow flexion position; Right: Elbow extension position with transducer in traiisversal projection.

2



M. Prasttyo et aL Etaopean Journal o/tediology Open 8 (2021) 100331

Fig. 2. US examination of ulnar nerve at the level of the medial epicondyle. Left; extension position; Right; flexlon position. ME -- media! epicondyle, 0 c olecranon.

Fig. 3. US examination of tlie ulnar nerve at ihe level of 2 cm distal from the medial epfcondyle. Left: extension position; Right; ftexlon position. FCU = flexor

carpl ulnarls.

Fig. 4. US examination of the ulnar nerve at tlie level of 2cm proxlmal from the medial eptcondyle, Left: extension position; Right: flexion position. TR
brachii miucle.

biceps

Table 1
Characteristics of the subjects.

Subject Characteristics Frequency N (%)

Age Groups
20-29 years old
30-39 years old

Nutritional Status
Normal (BM118,S-2-t,9kg/m')
Overweight (BMI 25.0-29.9 kg/rn')
ObtM(BMI>30.0kg/ma)

InvolvemenE of Arm
Unilateral
Bilateral

18(50,0)
18(50,0)

26 (72,2)
4 (11.1)
6(16.7)

11(30.6)
25 (69.4)

Table 2

The average and standard deviation of ulnar nerve cross-sectlonal area,

Location of UtnM Nerve Examination

Levd of 2 cm proxlmal from medlal eplcondyle
Level of die medlal eplcondylc
Level of 2 an diital from medlal eplcondyie

Mean a SD (mm2)

Flexion

5.7 ±0.8

5.2 ±0.9

5.7*0.7

Emenslon

6.0*0.7

6.3 ±0.9

5.9 ±0.7

p'valii6

<0.001
<0.001
<0.001

more accurate [ 1:5].

Previous studies demonstrated that there was a significant difference
between the area of ulnar nerve CSA based on age group, notably

between the group with age below 40 years old and more than /)0 years
old, [11,1 l,21,a2] Based on this result, to homogenize the subject, this
study set the age criteria of the included subject, from 18 to 40 years old.
The age below 40 years old become a consideration due to high preva-
lence of external compression of the ulnar nerve, while in other hand,

the population with age above 40 years old was more susceptible to
suffer the cubital tunnel syndrome, [y3] An et al. [2-1] conducted a study
on patients with cubital tunnel syndrome in the United States and found
dial the average participant age was 46 -k. 15,7 years old showing that
die ulnar nerve entrapments distal to the medial epfcondyle was more
common In older patients. Another study by Linda et al. [25] which
included fishermen along the coast ofManado found that cubital tunnel
syndrome was more frequent in subjects with age below 50 years old and
worked for over 10 years.

Based on the result of this study, we found that extended elbow
position with the palm facing upward and elbow facing to the operator
provides better stability compared to the palm touching the examination
table, The ulnar nerve is also easier to identify in extended position
because in flexed elbow position there is a possibility of nerve

displacement from its original location. W For this matter, a dynamic
examination Is important to evaluate ulnar nerve displacement, as stated

by the European Society of Musculoskeletal Radiology [26]. We also
found that US examination of the ulnar nerve in flexed elbow position is
more challenging to perform because In flexed elbow the field of the
examination is not in a straight plane but rather in the angulated con-

dldon, To anticipate this condition, we suggest starting the US examf-
nation from tile dlstal portion, which is easier for the operator to identify

L
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the ulnar nerve between two muscle belly of die flexor carpi ulnaris.
There are several limitations in this study. The age of tlie subject

included in this study ranges only between 24-35 years old which does
not represent the size of adult ulnar nerve cross-sectional in general, This
study also docs not consider confounding factors such as body height,
body weight, body mass Index, and physical actfvides of the subject.
Further studies are needed to validate the data in larger populations.

5. Conclusion

Ulnar nerve CSA at the extended elbow position is significantly larger
compared to flexed elbow position. Elbow position needs to be consid-
ered when calculating CSA of the ulnar nerve, since Its normal value is
slgnificandy different benvecn Hexed and extended elbow position.
Further study wi th larger sample size may be considered to evaluate CSA
cut off value for ulnar nerve compression/entrapment in extended elbow

position.

Ethical statements

This study was approved by the Research and Ethics Committee from
the Faculty of Medicine Universitas Indonesia (Ethics number: 89/UN2.
Fl/ETJK/2019) and Dr. Cipto Mangunkusumo Hospital. Each of the
participants was given written informed consent and the patient data
were kept anonymously and confidential. Patient data used in this study
were kept anonymously and confidenticil.

The author(s) declare that this manuscript has not been published
previously and not under consideration for publication elsewhere.

Funding statement

The author(s) received no financial support for the research,
autliorship, and/or publication of thts article,

CRediT authorship contribution statement

Marcel Prasetyo; Conceptualization, Methodology, Writing • review
& editing, Visualization, Software, Supervision, Project administration,
Validation, Reiner Reza Rahardja; Conceptualization, Data curation,
Investigation, Writing - original draft. Ahmad Yanuar; Conceptuallza-
tion, Methodology, Investigation, Supervision. Joedo Prihartono:

Conceptualization, Methodology, Formal analysis, Software, Supervi-
sion. Stefanus Imanuel Setfawan: Data curation, Writing . review &
editing, Project administration.

Declaration of Competing Interest

The authors declare no conflict of interest,

References

tl) J. Bior/n, C Yalilun, Y Mtirnii, C;. tir.indun, ,1, .l.n'uluun. US ol' iln: peripluTnl

nrrvcMil the upper pXtr.'nllty; ;i l.nulln.irl; .i|ipro,irli. H,nllo(.;r,iphii.'.<, :ib(2) 12(.l)i)i
•153 .163.

(2J -t. Sf.i[)iu.s. }\. (,\tifci1, ^ubitiil mnih>l ^yrutrnfnc'; rtfi'rctU ronft'jH1;, J< Am, Ar'.ict.
Oilluip, .Sllij;. .i'i (101 (21117) fZlS-fB^-f.

f3] '[, Mili^r. W. KciitUs. N^rvf enft\tpfiiE'nt ^yntitontt^ of tin1 ^lho\v, for^iirni, <3nd

itrlst. Am. ,1. RnrlHRennl. lU.S (3) (20)0) Sii'r.S'H.

t4] I), fiilnu'r, T. llnshrs. C.ublla] lunni.'l tynilrnnir. .1. lldiul Siuif,. :13 III CJIHOI
15,>-16:1.

{5} Ei. Wujrwnik. K. BSrufni, Cuhit^l tuiniL1! •iymtroni^ rvvh;^' of nitrent l!{L'i\itt}ry un

rmi.'ii,",, ill.isnofls aiul irr.Hnifill, I, H.iud MirriHUii;, I (2) (20011J 76^-8).

(6) M I nndnii, W. C.inipbull, t:l|nfc!i| k';Knn;<. .nitl i-'leclrudi.iRno'.i'. "f "ln.ir
nrumruntiir?, i'liys, M..'tl, Ituliukll. C.lin. \', Am. •^ (I'l (201:1) W (ih.

[7] M. Akyu;. E. Valcin, R, SclL'nl.;. B Ondt'r. I . C)/(,i!f;K, l:lccnuinyui;r.lpl]:; -intl
Ulti<(,<nnn^,nfphy in tin; cli.^no,';^ n|' u r*i^* (Itiuhlt'-rtiLsh uiniii nt'rvi1 injarv, Arfh.
Plli;' M.-'d. Rrli,il);l. <y (11) (21111) 191 •t lt)lli.

[8] 1. PrliiSi. 1>. I'sr, 1.. Mulrny, A, Chnin^llm, M IlHl.nnl, l.lnnr nrump.nh'i n'nh

nbnomvft noh-i'it^iliidn;.; clt-'clrnpliyriinin^y; clinicill, ejucirnpjn'sinli^.iicat itnd
ullr.i'.ound findings, Clln. Ni.'ur<i|iliysiol. IW (ID) (.iUlS) ai5S.ai61,

[9] S, Ctmi, J. Aim. D. Ryu, C. K.ins. S. Juns, h] C.irl;. rl ;it., UltrauinnKr.ipli.v for ntn'c

comprt^tun sytufromc.s ol ttic upper e\trpni)t), Uitr.isnnngraiih.v, ;H (•]) (20)5)

275 29),
[10] '(, Kout.ll, t^ Viin tty[;,,s, J.tcoh*;, Ultrnsound diiii.;nu<;j<.<il uin;ir n'.TYd'fUriipnu'nlhy

cifutinnfni; h;isclin<.' cro<is'.^'<.:tion<ii <H<-;:; mc^-^tt'eHiettt (or nun-nnl <md iihnorm.ii
llnvri, .Si.lllli Afr .1 Ruilinl. m Hi(20ia),

[11] I lYitufk. (,, Snnnii;?. A, l;ul;ik, II .'iildirri);!", H Mudu. M. Sfnul. fl ,il..
Sono^hiphic n|ip^uimct^ of thr iidfnitil uliiitr tierv-e in ihr- cul-ntnl tLuine-1, f. Ctiii,
t'lir.-isuunii :ii-, 16.1 onnsi vis :i,w.

[12] K. llnnr-i, M.A nillj.'uns, M. Piillll|n, Ullr.Konrtsn'plni; nie.isutfnu'nis ill dn' ulnar

nrrvi: in thv clbiw: role iifcunl'umijL'ii, .1. tijiriisnund Mcit, 27 (51laOQS)
7:17-7.1.1.

[13] M. KulLiy, A. (;nl;ik, II. .'flmsrh, C Oy.tilrii. M. .Srnnl. K. Tnpu;, t>t ;il., U-,r u!

ttlinKnnnstYiphv in u!n»ir ne'rv^ entritpin^nf ^tits111^ --;1 pi'(i*'p^'ii^' l-ttf[!>

NI..UIUSUI);. Rrv. ;.<:' (2) (20HS.) 225 2X>.
[I'll K. Ch.in;; W. Wu, 11 H.in, I . l)7\',il,ill, Uln.u nn.'r i-nni;.-..-->'H»n,i| ,i(r;i I'nr iho

dit^nos;*, nfcuhh^l rutinft syndrome; ;i iiK'tLi'iUt.tly.sis uf ultnisono^riiphic

n]f.i.,un.-nirnl.<, iVcli. I'llvs. Mr<l. lli'hnhil, W HI (201(tl 7-13-7;;)'?,

[15] S. t.mls, Culiiinl lunnrl syiulronir, I'uslsrad. Mril. .1. Si (97S) (2l>u71 28 31.

[16] K.K. Tn'li.in, I.R. I'.irzi.ilc, E, Akelni.in. CubH.il lunuul sviulrome: djasniislt und
innn;i:,'enu'n], Mcd Hcallli/Khudc M.'ind 9S (11) l.'OI.'l :M1) :i5L>.

[17] ,1, Kin], S, Wnn, IV. Rlic'r 11. I'arli 11. HnnK, Ui,i!!nn',i[r fiitolT v.ilui.' lnr

uluasunu,i;raphv in the ulnar ncurup.itliy at ihi; ulbi.iw. Anti, Kuliabit, Mf<l 30 (2)
(21)151 17U,

[18] A tlrni^l. A. (.UUM;!!;!, I. Musur, V, Knll.ini!, I. Drt'.inu, h. (.uillin, ll:nif>ipnifnt ami
tmslnuitk <u;urt')pMhit-s at llir I'ltiow <itid li,uid- iin )n:-tt;iny iippro.iL-h. lii.^n.
inlrri, llltnsliiK U(> (12) (BUS) 1261-1278.

[19] ll ll.-rlMii.in, I.. Vl.'urr. \V. Vethiii'ni, UIlrusnnusr.ipliv In ulnar neutnpiiltn ,11 ihr

flhiiH: |] trltii,';il rrvir», Musdi Nrn't: W (5t (2011) n27-6'!R.

[20] A, f;t^tl.>tit*o, B. Bi^ni-mi, (.'. \i>tr(in(»)J, )'i|hn\v LS: tin,-)t;tniy, viiF'innt.s, iintt M'nnnin^;
tn hnniuu. K.nltiilusy, .i7S (:0 (3015) 6:ih 1'iSU,

I21] L. ytttJi^l;), }', Kttnmr. K. Kuuiflr'. I., Vi^scr. Ulttui>um^r;iptilt C{^k>-h't'citt-)!i;it arv:i

nurnmt v;iluv$ of the uliuir iK'p/t1 ujw^ its ^ursr in tht' .tfm ^'Ith

t'trctrophysidld^K-.)! t'oirt'kis.inns in 100 u?;j;it) sutiJecFS. Mi^.<'l<* NtW ^7 (5) {^0131
fi7:l h7fr.

[22) I) ,l;n;ob, V\ I'.ipittir. (:- Cnurth.lli;n:, R. !f,tri;oin. B. S^MK, 1; tl.i<.i|, el .il,,

Sono:)n<itMtiiy u! (lie tiln;if !ii;n'c' tii tjif; cubtt;!l Etinnel. .'i mtitticcmrc s<tut)y hv tJu-
GI.L, l:'ur. H.idinl. I.) (101 I'MIWl,

[23] U, Onn;)«', f> r'iidn,n, Whnt r,iu<r» utn.ir nriir.i|),]ihy nt iln1 rlb;r.'.'? (;lin,
Nf.Hnphv.ln!, 127 (I) (21]|1'H \1\'-1 W-f.

(2'1) 1. An, R. I'v.innl'i', M. I'.nyrr, 1). O'.r.'i, llir ]irnl,.l>'ncr m'rubilnl lunnrl '.yndmmr,

-1, Hi'nr II, .Surg. <"J(S; 121)17) 4(IS-IK..

(25] A. Unda, C. Mahama, H. Khnsama, Profll Cmpal Dan Cuiital Tunnet Syndrome Pada
Nelayan Pulslr Pantal Manado Dl Maasing (InKtnel). EJournal.unsrat.ac.iD tdtcd
26 January 2020]. Available from:, 2020 hltrs;, r.in]i]nBl,un'.r;n,,n.'.id .'Imlrx.ph
p'il.l;;:inirlc,vicwl;;2ii:ii).

(261 I. Beggs, S, Blanchl, A. Bucno, et al., Musculoshelcral Ullrnsound Technical
Guiddine.'i. It. Elbow, European Society of Musculoskclclal Radlology, 2006..
Accasscd November 2018, lilip', .'niv« is'.r.nr^'htnil in];;..p()nl,'f|hfnv.pd]'.



^ UJOfKCOUBfUJR

WorkCoverWA Guidelines
for the Evaluation of

Permanent Impairment

Fourth Edition, December 2016



Activities of Daily Living

1,30 Many tables In AMA5 (e.g. spine section) give class values for particular impairments, with a
range of possible impairment values within each class. Commonly, the tables require the AMS
to consider the impact of the injury/illness on activities of daily living In determining the precise
impairment value. The activities of daily living which should be considered, if relevant, are listed
In Table 1-2, p 4, ofAMA5,The impact of the Injury on acrlvitles of daily living is not considered In
assessments of the upper or lower extremities.

1.31 The assessment of the impact of the injury on activities of daily living should be verified wherever
possible by reference to objective assessments, for example, physiotherapist or occupational
therapist functional assessments and other medical reports.

Bounding

1.32 Occasionally the methods of the WorkCoverWA Guidelines will result in an impairment value which
is not a whole number (e.g. an assessment of peripheral nerve impairment In the upper extremity).
All such values must be rounded to the nearest whole number before moving from one degree of
impairment to the next (e.g, from finger impairment to hand impairment, or from hand impairment
to upper extremity impairment) or from a regional impairment to a whole person impairment.
Figures should also be rounded before using the combination tables.This will ensure that the final
whole person impairment will always be a whole number, The usual mathematical convention
is followed where rounding occurs - values less than 0.5 are rounded down to the nearest whole
number and values of 0.5 and above are rounded up to the next whole number.

Pre-existing diseases

1.33 In this section "disease", includes any physical or mental ailment, disorder, defect, or morbid
condition whether of sudden or gradual development (as defined in section 5 of the Act),

1.34 In accordance with section 146A(4) of the Act, for a case in which the evaluation of the degree of
impairment of the worker involves taking Into account a recurrence, aggravation, or acceleration

of any pre-existing disease that was to any extent asymptomatic before the event from which the
Injury or injuries arose, there is not to be any deduction to reflect the pre-existing nature of that
disease to the extent that it was asymptomatic before that event.

1.35 For any disease that was symptomatic before the event from which the Injury or injuries arose
there may be a "deductible proportion" in the degree of impairment. Where it is not possible to
determine whether a deduction should apply then no deduction Is to be made. In each case
the basis for the judgement and deduction, if any, is to be dearly explained in the AMS report. In
evaluating permanent impairment, an AMS may be required In accordance with theWorkCover
WA Guidelines to make certain clinical judgements. Where it is not possible to determine whether

I a deduction should apply then no deduction is to be made.
s

Example 3 - No Deduction for pre-existing asymptomatic disease

I A worker suffers an Injury to the low back and when assessed for Impairment results In a WPI
I assessment of 5%. Clinical assessment Identifies evidence of pre-existing degenerative changes
? to the lumbar spine. But on critical questioning, the patienr indicates that they did not suffer any

previous symptoms in relation to the back. In this example, there would not be any deduction

from the WPI assessment, even if it were possible to determine the proportion of impairment
attributable to the pre- existing asymptomatic condition.

?,

Example 4 - Deduction for pre-existing symptomatic disease

I A worker obtains an evaluation of the degree of impairment from an AMS for an injury to the lumbar
I spine, which is assessed at 10%, A few months later the worker suffers another injury to the lumbar

spine, which Is affected by the previous injury. The WPI is assessed as 26%. In this case, the degree of
WPI attributable to the current injury is determined by way ofsubuaction, i.e. 26% - 10% = 16%.
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Abstract

Background; This study aimed to explore the value of extended motor nerve conductlon studies

in patients with utnar nerve entrapmenc at the elbow (UNE) In order to find the most sensitive and

lease time-consuming method, We wanted to evaluate the ucilicy of examining both the sensory
branch from the fifth finger and the dorsal branch of the ulnar nerve. Further we intended 10 study

the clinical symptoms and findings, and a possible correlation between the neurophysiological

findings and pain.

Methods! The study was prospective, and 127 LINE pailenu who were selected consecutlvely
from the list of patients, had a clinical and electrodlagnostlc examination. Data from the most

symptomadc arm were analysed and compared to the department's reference limits. Student's t -

test, chi-square tests and multiple regression models were used. Two-slde p.values < 0.05 were
considered as significant.

Results: Ulnar paresthesias (96%) were more common than pain (60%). Reduced ulnar sensitivity
(86%) and muscle strength (48%) were the most common clinical findings. Adding a third
stimulation site in the elbow mid-sulcus for motor conductlon velocity (MCV) to abductor digiti

minlmi (ADM) increased the electrodlagnostic sensitivity from 80% to 96%, Additional recording
of ulnar MCV to the first dorsal Interosseus muscle (FDI) increased the sensitivity from 96% to 98%,

The ulnar fifth finger and dorsal branch sensory studies were abnormal in 39% and 30% of patients,

respectively. Abnormal etectromyography In FDI was found In -49% of the patients. Patients with

and without pain had generally similar conductlon velodcy parameter means.

Conclusion: We recommend three stimulation sites at the elbow for MCV to ADM. Recording

from FDI is not routinely indicated. Sensory studies and etectromyography do not contribute much

to the sensitivity of the electrodlagnostlc evaluation, buc they are useful to document axonal

degeneratlon, Most conductlon parameters are unrelated to the presence of pain.
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Background
Ulnar nerve neuropathy at the elbow (UNE) was
described in 1922 by Buzzard |1] who had had personal
experience with UNE. In 1958 Feindel and Stratford [2]
called the condition "cubital tunnel syndrome" in order

to indicate that its cause was assumed to be a compression

at the humeroulnar arcade. However, lesions at the ulnar

groove account for most cases [3]. A standardized inci-

dence rate of 20.9 cases per 100 000 persons per year has

been found [4]. In 1956 Simpson [5] described a neuro-
physiological method for the diagnosis of UNE, and new
methods have often been proposed and discussed.

Extended protocols like inching, recording from multiple
muscles, and conduction block evaluation have been eval-

uated [6-8], but there is no general agreement about the
optimal diagnostic procedure.

The clinical diagnosis of LINE can be difficult, and pain
may or may not be present. Gilliat and Thomas [9] stated
that they never had seen abnormal ulnar nerve conduc-

tion in patients with complaints of pain or paresthesia but
without physical signs on clinical examination. Eisen [10]
on the other hand found reduced motor condurtion
velocity (MCV) across sulcus in 10 of 56 patients with
clinically mild ulnar lesions. Indeed, the relationship
between pain and electrophysiological findings in LINE
has not been much studied.

The purpose of this study was to compare the sensitivity
of our standard neurophysiological method for the diag-
nosis of LINE to an extended protocol. We specifically
wanted to evaluate die use of a mid-sulcus stimulation site

over the ulnar nerve at the elbow, and to compare record-

ing from the abductor digiti minimi muscle (ADM) to
recording from the first dorsal interosseus muscle (FDI) in
order to find the most sensitive and least time-consuming
effective method. Further we wanted to evaluate the utility
of examining both the sensory branch from the fifth finger
and the dorsal branch of the ulnar nerve. Finally, we

intended to study if pain related to other clinical symp-
toms and findings could predict the neurophysiological
severity of ulnar neuropathy. In the present study we
reported that three stimulation sites in the elbow for MCV
to ADM was the most effective method.

Methods
Patients

The study was prospective, and 127 UNE patients'were

selected consecutively from the list of patients examined
in our department from 2002 - 2008. The clinical and
elecirodiagnostic examinations were performed once in

each patient. The clinical inclusion criteria were based on

the symptoms and neurological findings indicative of
ulnar nerve entrapment [11]. The electrodiagnostic inclu-
sion criterium was at least one abnormal neurophysiolog-

ical findings in the ulnar nerve when a standard protocol
was used, i.e. either reduced MCV across the ulnar groove

(10 cm segment: < 50 m/s), reduced ADM amplitude (<
4.3 mV), or sensoiy conduction velocity (SCV) (< 48 m/s)
and amplitude (< 2 |iV), according to our department's
reference values (n = 116 nerves from 100 subjects (15
healthy hospital employees and 85 padents controls with-
out neurological signs or disease, i.e. discharged with a

symptoms diagnosis, mean age 42 years; range 14 - 78

years, mean height 169 cm, range 154 -198 cm). Subjects
with normal neurophysiological results were not included
in the study regardless of their symptoms and neurologi-

cal findings. The extended neurophysiological examina-
tion protocol (see below) was unchanged for the study
period. The nerve conduction examinations were first per-

formed by a neurophysiology technician and then con"
trolled (and rechecked if necessary) by one of the four
attending physicians, who also performed the electromy-
ography(EMG).

Exclusion criteria included either clinical or electrodiag-
nostic evidence of ulnar nerve entrapment at the wrist,

cervical radiculopathy, polyneuropathy or significant sus-
picion ofcarpal tunnel syndrome (CTS) or another clini-
cal condition apart from UNE.

The mean age of the patients was 50.5 (range 22 - 89;
median 52) years, 42 (33%) women and 85 (67%) men.
The mean height of the patients was 175 (154 -193, SD =
8.8) cm. The duration ofUNE symptoms at presentation
varied from 1 - 576 (mean 24.2, median 7,8) months. Sev-

enty-four patients (58%) had left ulnar nerve symptoms,
26 pl%) had ulnar symptoms in the right side and 27
(21%) had symptoms from both ulnar nerves. Fifty-six
patients (44%, n = 125) had had no other diseases, 12
(9.4%) had had neck symptoms, 9 (7.1%) had diabetes, 6
(4.7%) had had lumbar spine symptoms, 5 (3.9%) had
had CTS, 5 (3.9%) had had heart disease, 4 (3.1%) had
increased blood pressure, 3 (2.4%) had had cancer and
the rest had or had had a variety of different diseases. Five
(3.9%) had experienced trauma to one elbow, 4 (3.1%)
had had epicondylitis, one used elbow crutches and one
had previously been operated for UNE.

Newolshyslologlcal examinations

Motor and orthodromic sensory conduclion studies of the
ulnar and median nerves were performed bilaterally. All
studies were performed with the Dantec Keypoint appara-
tus (Dantec Medical A/S, Skovlunde, Denmark), using
previously described methods [12,13]. The ulnar nerve

was stimulated at the wrist, 4 cm below the midpoint of
the ulnar sulcus in the elbow, in the sulcus, 6 cm above

the sulcus midpoint and 10 cm proximally in the axilla,
with surface recording electrodes over both the ADM and
FDI. The sensory ulnar nerves were stimulaied with ring
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electrodes at the 5th finger and the orthodromic sensory
nerve action potential (SNAP) was recorded with surface
electrodes at the wrist. The dorsal sensory ulnar branch

was stimulated with a saddle electrode at the dorsurn of
the hand and recorded at the wrist. Skin temperature was

measured and kept above 32°C [11] by means of heated
packs and a heating lamp, During the examination of the
utnar nerve the arm was externally rotated at the shoulder
and the elbow flexed 70-90° [11,14,15]. Reference values
for the standard protocol, with 10 cm distance between
stimulation points in the elbow, were our department's

ordinary reference values (see above). Reference values for

the smaller segments (6 cm above and 4 cm below the

midpoint of the ulnar sulcus) were calculated from forty-
five non -symptom ati c arms within the study group (28
men, 17 women, age 42 years, range 22-67 years) with

normal median and standard ulnar MCV and SCV. Only
patients with no disease (n = 38), migraine (n = 1), neck
pain (n ° 4) and epicondylitis (n = 2), were accepted.
EMG with a concentric needle electrode was performed in

the FDI, and abo in ADM and the abductor pollids brevis
(APB) if relevant in selected patients. EMG was catego-
rized as "normal" or "neuropathic" according to our

standard EMG reference values.

Clinical neurological examinations

Pai'esthesias, numbness, pain in the elbow, foreami and

hand, and the feeling of reduced muscle power were

recorded. Sensitivity to pin-prick pain and light touch,
presence of muscle airophy and reduced muscle strength

in the hands and arms were noted,

The research protocol was approved by the local institu-
tional review board and is in compliance with the Hel-
sinki Declaration. Patients received written information

about our nerve conduciion study procedure before they

consented to come for the examination, and they were

also informed about the procedure on the day of the
examination by experienced technicians.

Statirtlca/ analysts
Amplitudes were log-transformed before the reference

limits were computed. In order to compensate for possi-

ble variation in the distribution between the parameters

we used the mean of three limits (mean - 2 SD, minimum

value (maximum value for latencies), and lower (upper
for latencies) 2.5% percentile.

In UNE patients, data from the most symptomatic arm
were analysed. In patients with bilateral symptoms and
bilateral conduction abnormalities, the right side was
chosen.

Conduction block was defined as at least 40% reduction

in amplitude at site 3 (in sulcus), 4 (above sulcus) or 5

(below axilla) compared to site 1 (wrist). The upper
amplitude reduction limitwas 25% in the laboratory's ref-
erence limits and 33% in the present non-symptomatic

side reference sample.

Patients were grouped according to no pain versus pain in

the hand, foresrm and elbow, CV parameters in sub-

groups were compared with Student's t - test. Frequencies

were compared with chi-square tests, The relation

between ulnar MCV and sensory amplitude (dependent
variables) and age, sex, height and symptom duration was
explored in multiple regression models. Two-side p-val-

ues < 0,05 were considered as significant. SYSTAT V. 11

and SPSS v, 15 statistical packages for Windows were used.

Results
In all cases of incomplete data set for different variables
the total number of examined patients are given.

Clinical symptoms
Ulnar paresthesias occurred in 117 of 122 patients (96%)
and subjectively reduced ulnar sensitivity occurred in 98
of 121 patients (81%). Altogether 72 of 120 patients
(60%) had pain. Elbow pain (50 patients, 41%) was
reported somewhat more frequently than hand (42
patients, 36%) and forearm (33 patients, 28%) pain.
Suty-four of 120 (53%) reported reduced musde strength
in the hand.

Clinical neurological findings
are shown in Table 1 ,

Neurophyslologlcal findings
The MCV parameters for ADM and FDI in the most symp-
tomadc arm in all patients are displayed in Table 2. The
table show that with two stimulation points the across
sulcus segment were abnormal in 80% of the patients
which give 80% sensitivity for the old protocol. The sensi-
tivities for MCV at the different elbow segments are very
generally similar for ADM and FDI. For the corresponding
amplitudes the sensitivities were generally higher for FDI.

Recording from ADM we found reduced MCV in 68 amis
below sulcus ulnaris (4 cm segment, mean MCV = 33 m/

s) and in 87 arms above sulcus (6 cm segment, mean MCV

= 36 m/s). Thirty-three subjects had abnormal MCV both
above and below sulcus. From these numbers can be cal-

culated that 96% of the patients had abnormal MCV with
the new protocol with three stimulation points in the
elbow, which give a sensitivity of 96%. The sensitivity

increased with 16% by adding a third stimulation point in
the elbow. MCV across the elbow (over both segments: 10

cm) was abnormal in 102 of 127 subjects with mean MCV
= 38 m/s. Twenty patients with normal MCV across the

elbow had abnormal fractionated MCV either below or
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Table 1; The clinical findings in 127 UNE patients (mean age 50.5 years, median 52, range 22 - 89)

Clinical findings

Ulnar muscle atrophy

Median muscle atrophy

Patients with clinical findings

29

I

Percent

23.2

0.8

Number of patients'

125

125

Radlal muscle atrophy

Reduced ulnar muscle strength

Reduced median muscle strength

0

59

0

0

47,6

0

125

124

124

Reduced radlal muscle strength

Reduced ulnar sensitivity In the hand

Other reduced sensitivity In the hand

Reduced D-M sens. In the forearm

0

107

6

16

0

86.3

4.7

12.9

123

124

124

124

D-M sens,, reduced sensitivity dlstal and medlal. The reduced ulnar muscle strength was weakness In finger spreading, abduction of the fifth finger
and flwion of the fourth and fifth fingers. 'The numbers are less than 127 because Information was missing in 2 - 4 patienu.

above die ulnar groove. We found significant conducdon
block (amplilude deaement > 40% at or above the
elbow) in 33 patients. Sixty-five percent of those with
block had ulnar motor weakness and/or atrophy on clini-
cal examination compared to 40% of those without block
(p = 0,005, chi-square test). Bloddng was not related to
symptom duration (mean 23,3 month versus 25 months,

p = 0.9). Only two nerves with normal across-sulcus MCV

to ADM had block, but both had abnormal MCV either
below or above sutcus. Forty-four (35%) patients had
electrodiagnostic entrapment of the ulnar nerve at ADM
in both elbows.

With recording electrodes over the FDI muscle, we found
MCV abnormalities below, above and across sulcus in 51,

79 and 107 subjects (only 17 nerves were abnormal both
over and below sulcus). Only three subjects (2%) with
normal MVC over ADM across, below and above sulcus

had abnormal MCV recorded over PDI. Five subjects (4%)
with abnormal MCV over ADM across, below and above

sulcus had normal MCV recorded over FDI.

The results from the ulnar sensory nerve parameters are
seen in Table 3.

The amplitude of the sensory nerve from the fifth finger
was absent in 13, reduced in 31 and normal in 83 (65%)
patients. The dorsal ulnar nerve action potential was

absent in 18, reduced in 15 and normal in 91 (73%)
patients. Either amplitude or SCV was abnormal in 39%
and 30% respectively. In eleven patients with normal sen-

sory findings in the fifth finger we found abnormal dorsal

branch SCV or amplitude abnormality. In only one
patient with normal MCV over, under and across sulcus

(ADM) we found abnormal dorsal ulnar sensory ampli-
tude.

The results from the median nerves were used only for dif-
ferential diagnosis. All together 29 patients had slightly
abnormal distal motor velocity (APB) orSCV (third finger
orvola) on one or both sides compatible with non-symp-

tomatic CTS,

Patients with and without pain had generally similar CV
parameter means. F-responses were slightly longer (26,7

versus 25,7, Student's t-test, p = 0.02) and MCV was

decreased above sulcus in those without pain (40,2 versus

45.9 m/s, p ° 0.028). Pain was not related to abnormality
rates for motor (ADM or FDI) or sensory (fifth finger or
dorsal branch) ulnar conduction, apart from less conduc-
tion block in those with pain (32%) compared to those
without pain (50%, p = 0.047, chi-square test). Pain was
not correlated with paresthesia, reduced sensitivity,

reduced ulnar strength or ulnar musde atrophy (chi.-

square p> 0.18).

EMG was recorded from PDI in 124 patients (49% abnor.
mal]. Abnormal EMG in FDI was found in 54% of 24
patients with abnormal standard MCV across the elbow,

and in 29% of 1 00 patients with normal MCV (chi-square
p = 0.03). Abnormal EMG in FDI was found in 52% of
those with pain and in 42% of patients without pain, a
non-significant difference (chi-squaretest, p = 0.26). EMG

was recorded from ADM in 40 patients (53% abnormal),
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Table 2s The ulnar motor nerve parameters In 127 LINE patients (most symptomatlc arm)

Motor parameters

Dlstal latency (ms)

Forearm MCV (m/s)

Below sulcus (m/s)

Above sulcus (m/s)

Across sulcus (m/s)

Upper arm (m/s)

Abductor dtgltl mtnlm! muscle

Mean (sd)

3,0 (0.4)

56(6)

45(16)

44(14)

41(9)

62 (7)*

Range

(2.2.4.6)

(36.71)

(13.67)

(10-70)

(11.67)

(35.77)

% abnormal (ref.llm)

7% (3.6)

21% (52)

54% (49)

69% (48)

80% (49)

6% (51)

First dorsal

Mean (sd)

3.6 (0.5)

55(6)

45 (14)

42(14)

40(8)

62 (7)+

Interosseus

Range

(2.3.S.3)

(32.70)

(9.67)

(10-75)

(10-59)

(33.77)

% abnormal (ref.llm)

6% (4.-1)

17% (51)

-10% (44)

62% (45)

84% (48)

7% (51)

F.M (ms) 26.1(2.3) (19.0.33.6) 31% (27.3)

Wrist amplliude (mV)

Below sulcus (mV)

In sulcus (mV)

Above sulcus (mV)

Upper arm (mV)

8.2 (2.4)

7,3 (2,5)

6.8 (2.6)

6.0 (2,6)

5,9 (2.6)f

(1,0-14,0)

(1.0-13.1)

(0.9-12.9)

(0,4.12.7)

(0.4-11.7)

16% (6.3)

20% (5.1)

25% (5.3)

35% (5.2)

34% (5.0)

8.7 (3.8)

7.3 (3.7)

6.7 (3.5)

5.8 (3.4)

5.7 (3.4)

(0.2.18.2)

(0,1-17.3)

(0,1.17.1)

(0,1.14.7)

(0.0.14.4)

33% (7.3)

28% (5.1)

33% (5,2)

44% (5.1)

56% (6.0)

Relative ampllcude 0.70(0,24) (0,07-1,36) 30% (0,67) 0,64(0.27) (0.00-1,10) 3-(% (0.58)

*Co-s(lmuladon of the ulnar and the median nerve In S patients and not used; tCo-stimulatlon of(he ulnar
and the median nerve In 13 patients and not used; ^Not recorded in one paclent.

and from APB in only 23 patients with no abnormal find-
ings.

Discussion
Electrodiagnosls

The results from the electrodiagnostic (ED) studies
showed that 16% of patients with electroclinical LINE
were not diagnosed by the use of only two stimulation
sites below and above the ulnar groove. Consequently, we

will advocate three stimulation sites in the elbow, Smaller
distances in segmental nerve conduction studies are prob-

ably safe with modem elearodiagnostlc equipment 116].
Recording from ADM and FDI gave veiy much the same
results, as shown in Table 2[17-19|. Conduction velocity

in the forearm while recording from ADM was abnormal

in 21% of the patients, most probably caused by pro-
nounced axonal degeneration in the nerve. We found a

significant correlation between no pain in the elbow and

decreased MCV above sulcus, which may indicate that

entrapment in the ulnar groove is less painful than in the
cubital tunnel. Blocking of thin myelinated A-delta fibres
can explain this association, A general lack of correlation

between pain and ED is not unexpected as ihin-fibres

function is not reflected in CV parameters. However, we

could not confirm that patients with pain should be less
likely to show abnormal CV for the majority of parame-
ters.

Fibres to FD1 may be more susceptible to demyelination
compared to fibres to ADM |20|, However, only 2.3% of
the patients had normal results in the ADM recording and

abnormal findings in the FDI recording. The most cost-

effective procedure is consequently to use only ADM

recordings, with optional recording over FDI, and addi-

tional use of the inching technique [6,8] in selected cases.

The advantages of the new protocol are that it can be per-

formed as a screening lest by the neurophysiology techni-

dans. There is less risk of electrical spreading due lo longer
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Table 3s The ulnar sensory nerve parameters in 127 UNE patients (mast symptomatlc side)

Sensory parameters Mean (sd) Range % abnormal (ref.lim)

Finger 5 amplltude (uV) 3.3 (2.8) (0.0.13.7) 35% (1,7)

SCVflnger5(m/s) 53.9 (6.4)* (37.0-71.0) 17% (47,3)

Dorsal branch amplltude (uV)

SCV dorsal branch (mis)

5.0 «7)+

57 (8)f

(0.0.23.0)

(24-74)

27% (2,0)

6% (46.6)

*The potential was unellclcable (0 nV) In seven patients; +Not recorded In three patients; fThe potential was unelicitable (0 pV) In 18 padenu

distances between the nerve stimulation points (six and
four cm), while the segment steps in the inching tech-
nique are one or two cm. However, this study did not aim

to compare the new protocol and the well known inching
technique. Inching is also a superior technique in experi-
enced hands for precise localization ofulnar nerve entrap-

merit at the elbow.

Significant conduction block (amplitude deaement >
40%) at the elbow were found in 26% of the patients. This
is a definite sign of nerve entrapment, but it was a rather

infrequent finding in this UNE study, and it was not
related to symptom duration. In another study [21] of 244
LINE patients 16% had motor conduction block (ampli-
lude decrement £50).

The sensory nerve from the fifth finger was abnormal in

39% of the patients, and 30% had an abnormal dorsal
ulnar nerve study. These results are in contrast to the large

prevalence of sensory symptoms as 96% reported ulnar

paresthesias and 86% had objectively reduced ulnar sen-
sitivity in the hands. This discrepancy can be explained by
a selection bias because patients with more severe symp-

toms and signs tend to be admitted for electrodiagnostic
studies. The ulnar sensory findings in UNE patients in
other studies vary from zero abnormal distal findings [6|
to 51 - 55% abnormal sensory studies across the elbow

|7,22], However, even if sensory studies do not contribute

much to the sensitivity of the electrodiagnostic evalua-
(ion, they are useful to document axonal degeneration or

severe dispersion within sensory fasdcles.

We found abnormal EMG in about 50 percent of the UNE
patients and abnormal MCV (as opposed to conduction
block) was moderately associated with an increased rate

ofneuropathic EMG. Bhala [23] found abnormal EMG in
78 percent of patients with reduced NCV < 45 m/s) across
the elbow with die highest abnormality rate in FDI. How-
ever, in our study only 31 % of the UNE patients had EMG
from ADM (53% abnormal), while 98% had EMG from
FDI (49% abnorn-ial). A more balanced examination rate

might have changed these figures.

Clinical findings and previous diseases
Ninety-six percent of the UNE patients reported paresthe-
sias in the ulnar territory, 86% had objectively reduced
ulnar sensitivity in the hand, 48% had reduced ulnarmus-

de strength and 41% had pain in the elbow. Similar find-
ings occurred among patients who had 290 surgical
procedures for UNE [24]. In only 6% of our patients we
found reduced skin sensitivity outside the ulnar territory
in the hand and 16% reported reduced sensitivity distal/
medial in the forearm, which may be caused by a different
anatomical nerve distribution or an unspecific pain-
related dysfunction, a>s there were no clinical or electrodi-

agnostic evidence for another diagnosis in these patients.
According to the inclusion criteria only patients with
abnormal neurophysiological values of the ulnar nerve
were included. Suspected LINE patients with normal elec-
trodiagnostic values were consequently not included, and

the symptom distribution and neurological findings
might have been different with other inclusion criteria.

The frequency of previous CTS (3.9%) [25] and diabetes
mellitus (7,1%) [26,27] were close to prevalences within
the general population. Unexpectedly, only 4% had had
trauma to the elbow. Ten percent had had neck symtoms,

which is very common in the Norwegian society, Conse-

quently, UNE in this study seemed to be a singular condi-
tion probably caused by injury of the nerve, statical flexed
position of the elbow, simple overuse of one arm, genetic

predisposition, or an inflammation or another local dis-
ease in the elbow region [1].

We found 79% subjectivety affected left ulnar nerves and
only 21% affected right nerves. Left ulnar nerve domi-

nance in UNE is also found in other studies [ 19]. The right
hand is dominant in most people and logically one would
have expected the opposite, if ordinary work played a
major role in the pathogenesis, which is found in CTS
[28]. In this study UNE prevailed in men (67%), in con-
cert with other studies [4,1<),24,29], Matev [30] reported
that the ulnar nerve in men is more mobile and therefore

more sensitive to gliding impairment at the medial epi-
condyle.
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The use of electrodlagnosls in UNE

Differential diagnosis involves many diseases concerning

the spinal cord, cervical roots and other peripheral entrap-
ment sites. Consequently, clinical findings and tests in our

opinion are not sufficient to make a qualified diagnosis of
UNE, In the literature most surgeons advocate electrodiag-

nosis for UNE [24], but others prefer clinical testing with-
out electrodiagnosis [31]. Especially before surgery one
should produce direct evidence for entrapmenl of the
ulnar nerve at the elbow and single out other possible eti-

ologies, Electrodiagnosis before surgery is also recom-

mended in order to have a valid baseline for further
studies on patients with residual symptoms after surgery.

Patients might be in doubt whether to have an operation
or not, and results from a nerve conduction study can help

him/her to decide. Nonoperative management can also be

successful, especially in patients with symptoms only
[32].

There is no useful clinical gold standard for the diagnosis
ofUNE. Attempts to define gold standards based on oper-

ative success will also fail because peroperative complica-

tions, placebo effects and spontaneous remissions will

interfere. Appropriately performed nerve conduction
methods, used for more than 50 years, have proved to be

very reliable, and most experts consider a combination of

clinical and electroneurographic signs as a "gold stand-
ard" for the most common enlrapmenls. Accordingly, we

chose to apply electroclinical diagnostic inclusion criteria
in the present study. The advantage is that the diagnostic
precision is optimized, as it is recommended for the diag-
nosis ofUNE [II], We could accordingly compare sensi-

tivities among the various extended parameters. However,

it should be noted that the comparison between standard
and extended parameters in the present study could have

been biased in favor of the standard parameters because

they were among the inclusion criteria,

In addition we did not study other groups and could
accordingly not estimate specificities of the extended elec-
trodiagnostic parameters. Inclusion of patients with a

clinical picture suggestive of UNE without neurophysio-
logical evidence ofentrapment (using the standard proto-
col) would have enabled us to also estimate specificities.

However, it should be noted that interpretation ofspedf-

icity is somewhat ambiguous when a definite gold-sland-

ard does not exist. Indeed, it will be difficult to differ
between tme and false positives in a population with

symptoms suggesting LINE. Accordingly, specificity
should also be calculated in a healthy control group and

preferably, in a group with different symptomatology, for
instance carpal tunnel syndrome. The lack of such control

groups is a weakness of the present study. Accordingly, we

recommend to perform such controlled studies, as well as

prospective studies, in order to estimate specificities for

our extended electrodiagnostic parameters in different

groups, as well as the prognostic value of the extended

parameters.

Conclusion
Three stimulation sites in the elbow for MCV to ADM
seems to be a useful and sufficiently sensitive method in
the diagnosis of UNE, while recording from FDI is not
routinely indicated. Sensory studies and electromyogra-

phy do not contribute much to the sensitivity of the elec-
trodiagnostic evaluation, but they are useful to document

axonal degeneration, Most conduction parameters are

unrelated to the presence of pain. We advocate the use of

a neurophysiological examination in the diagnosis of
LINE to single out other differential diagnoses, because
symptoms and findings in this condition are not uniform,
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Nerve Conduction Study Normal Values

Sensory Nerve Conduction Values

Nerve minimum Amplitudo (uV)

Ulnar (wrist) i 10

Median (wrist) i 20

Redid ; 20

Sural 6

Ulnar (palm) , -

Median (palm) , 25

Motor Nerve Conductlon Values

I
minimum Amplltude (mV)

minimum C.V. (m/sec)

53

53

48

41

I
maximum Peak latency (ms)

3.5

3.7

2,7

42

; 21

i 2.1

! Distance (cm)

14

14

10

14

8

8

Nerve

Ulnar ; 6

Median 14

Peroneal I 2

Tjblal | 3

Facial | 1

minimum C.V. (m/sec) ' maximum Onset latency (ms) i Distance (cm)

49 3.5 ; 7

49 4,4 ' 7

41 6,1 !9

41 6.1 : 8

4.0

Upper limits for F-wave latency (2 SD, In msec) based on height.

I ... . _.... I . . . ~ ,~" ^ \ ! I

190 cm / 6'3"Nerve

Ulnar

Median

Peroneal

Tlblal

180 cm/4-11"

! 25

25

i 43

44

160 cm / 6'3"

27

26.5

48

i 48

170 cm,67"

; 29

28.5

46

i S3

180cm;6'11"

31

30

51

57

1

33

32

54

62

Normal values for autonomlc tests by age

30:15 ratio

!

10-29 | 30.49 ; 50-65 |

>1.17 >1.09 >1.03 i

E.l

I ..- !..._ i. . ' . ! ~ ' I : " -1 . i

16.20 21.28 | u-aa j »1.35 I 36-40 ; 41.4S i W4f> \ 61.55 86.60 I 81.68 ; 66.76 ' 76^0
I ^J _.'._- I '" " I " " I ""' i "" , "-" i "~" ! '"'''" i

>123 >1.20 ; s.1,18 I >1.16 !>1U !>1.t2 '>1.H > 109 >1.0B ; >1.07 >1.06 ' >1.06

Valsalva ratio

10-40 I 41-60 I 61.70

>1.5 >1.45 >1.35

(Borderttne (at any age): >1.2)
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(SOUTH AUSTRALIA) INC.

ABN 91 028 693 268

24 June 2021

Ms Julia Oakley ^
Executive Leader Regulation
ReturntoWorkSA
400 King William St
ADELAIDE SA 5000 [>^
E: wpi@rtwsa.com

Dear Ms Oakley

Re: AMA(SA) response to the ReturntoWorkSA revised Impairment Assessment
Guidelines

On behalf of the Australian Medical Association South Australia (AMA(SA)) Council and
our members, I thank you for the opportunity to provide feedback on the
ReturntoWorkSA (RTWSA) Impairment Assessment Guidelines.

In developing this submission, I have met and received input from members of the 8 T^"I
AMA(SA) ReturntoWorkSA Reference Group, who are best placed to understand how Q
existing and future guidelines do and should work in practice, and the impacts of these
on the complex negotiations between assessing clinicians, clients and their lawyers, and
claims assessors. ^

Before providing detailed responses, I note as a comment on the consultation process
that it is the strong belief of these skilled and experienced clinical assessors that the Q
consultation timeframe for these draft Guidelines is much too short to allow for the in-
depth analysis they deserve. These are substantive changes that should be scrutinised
by Colleges, Faculties and technical advisory groups with knowledge in specialist
medical fields such as pain management and musculoskeletal injury. The feedback of
these clinicians should be a critical component of the development or redrafting of
Guidelines - a process that will take much longer than the four weeks allowed for this
consultation (only two weeks if the timing of the information sessions is considered). It
was noted by one member that the request for feedback to his medical body was sent to
the national office, rather than the state office, with the resultant delay rendering a timely
response almost impossible from that body.

Consideration of the level of expertise required for feedback has also led to queries e i—J
about how and by whom these Guidelines were written, with what goals. We are ^
concerned that there is a lack of transparency about the reasons for both individual and ^/t
collective changes, which includes the potentially conflicting roles of ReturntoWorkSA ^
itself. ~ ' . - - ^^

In this regard, we ask to what degree the Guidelines' development was based on a
desire to cut costs, rather than to ensure improved outcomes for injured workers.

CLf
Our submission examines key aspects of the Guidelines that we believe have significant
repercussions on these negotiations, and on the willingness and capacity of clinicians to ^

^
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commit significant time and resources into impairment assessments. In summary,
however, our feedback may be condensed into three main points:

• We have many questions about many items in the Guidelines that are of major
concern to our assessor members, and ask that any action on these Guidelines
be indefinitely postponed until these questions are answered to our satisfaction.

• The consultation process is too short for us to adequately consult among
ourselves to consider the individual items of concern and offer a reasonable
response.

• We seek an explanation of the 'provenance' of the new Guidelines - who asked
for them and who developed them, on the basis of what problems with existing
Guidelines and according to which medical and other expert advice.

On the basis of these serious concerns, and the issues discussed below, AMA(SA)
cannot and will not support these Guidelines. In addition, we will be taking our concerns
about the Guidelines and the process of their development to the Minister.

1. Intended goals of whole person impairment (WPI) assessment

AMA(SA) members raised several points in relation to the Guidelines concerning whole
person impairment (WPI) assessments. There is a concern that changes such as the
removal of scarring have been proposed solely to reduce the cost of the Scheme,
without considering how other system changes could contribute to budgetary objectives.

We note the proposal to introduce a blanket 10 per cent reduction in compensation
where there is a pre-existing condition that may contribute to WPI. While we recognise
this figure is used in other Australian jurisdictions, we would like to see evidence of its
relevance to South Australian cases.

In addition, we point out that such a change may require change to the South Australian
legislation, such that we query whether other legislative reform is also being considered.

2. Methodology and tools reforms

Our members are extremely interested in the impacts of proposed reforms to
assessment methods and tools. However, as noted previously, analysis of these
proposals will require a level of peer engagement that is not possible by the
25 June deadline.

We recommend that such changes are considered by a body external to RTWSA and
welcome the opportunity for input into this evaluation process.

3. Requirement for surgical assessment

Our members strongly oppose any recommendation that the assessment of a
musculoskeletal injury must be by a surgeon accredited in the relevant body system.

Many clinicians - including some of the AMA(SA) members who have provided input for this
submission - have accumulated many years of training and expertise in assessing injuries
and have become specialists in the field of musculoskeletal injuries. It discriminates against
these non-surgical assessors to consider their accumulated knowledge of aspects of a
person's injury and rehabilitation less valuable than that of a surgeon with 'site specific'
knowledge but limited expertise in the broader rehabilitation context. For example, a pain
patient with Complex Regional Pain Syndrome and a surgically implanted stimulator, would
perversely have a surgeon with limited knowledge or understanding of pain syndromes



performing the WPI assessment- perhaps restricting the assessment to a purely functional
one at a time when research is providing increasing evidence in the area of pain medicine.

It appears to us that the overall purpose of these changes is to reduce the cost of the
Scheme: for example, because surgeons provide lower assessments of residual
disability than rehabilitation and occupational physicians. If this is the case, AMA(SA)
members suggest RTWSA review these aspects of the Scheme, with our input, and
address any disparity highlighted by objective analysis.

In addition, members have pointed out that to limit the assessment to surgeons would
significantly reduce the number of available assessors in South Australia, triggering a
bottleneck and the need for more 'fly in, fly out' (FIFO) consultants from interstate.
Members have noted that there is already significant use of FIFO consultants,
particularly by lawyers who pay for advice that may be biased and conflicted.

In a general sense, we suggest that any use of FIFO consultants must add significant
cost that has to be borne by one or more participants - and eventually, we would
assume, by the client or the taxpayer - and would also seem unwise in an era of
unpredictable and potentially lengthy COVID-related border closures.

If the purpose of the new Guidelines, and the items relating to surgical assessments in
particular, is to reduce costs of the scheme, AMA(SA) recommends that the Ministerial
Advisory Committee review the Guidelines based on issues raised by, and with input
from, the professional groups involved - rather than have this document put to us
without evidence to support the proposed changes.

4. Number and use of assessors

AMA(SA) understands that 2 per cent of assessors complete 35 per cent of
assessments, and the next 7 per cent a further 21 per cent, so that 9 per cent are
responsible for 56 per cent of the assessments in this state. We understand that
RTWSA has proposed changes with the aims of more evenly distributing assessments
among assessors, avoiding multiple assessors, and decreasing waiting times for
assessments to less than six weeks. However, it is not clear what has prompted any
change - whether it is the quality of reporting, complaints about an 'unfair playing field'
or other systemic flaws.

AMA(SA) members strongly support Guidelines that ensure all assessors are
appropriately trained in the clinical and reporting aspects of assessment. We also
understand the frustration of doctors who have undertaken such training and who are

not allocated work, and support the concept of spreading work among all accredited
assessors. However, we note that the legislation requires the worker to select their
assessor, while AMA(SA) members report that it is often the lawyer who chooses an
assessor based on previous (positive) reports. While any alteration to 'level the playing
field' - for example, that could make the allocation of an assessor random or come from
'the next on the list' - may require legislative change, we suggest this will promote a
transparent and fair system. We also suggest such reform could incorporate the de-
identification of the source of the referral, so the assessor is not potentially influenced by
knowing which party has sought their assessment.

It has also been pointed out that preparing an independent medical examination (IME) is
more complex and demanding than preparing a permanent injury assessment (PIA) -
which often builds on information from the IME - yet both tasks attract the same fee.



5. Quality of referral letters

The quality of referral letters and reports has been raised by all parties involved in the
Scheme. AMA(SA) members seek reports that are concise, simple, structured, and
provide enough information to complete an assessment.

We note that some years ago, a set of templates was devised with AMA(SA) assistance
to maximise consistency between similar claims; these templates are now rarely used
and seem to have been replaced by documents that are lengthy, unwieldy and without
structure or focus are often difficult to read.

6. Formalising and expanding the compliance section

AMA(SA) members suggest compliance monitoring should be a function of an
independent entity, outside RTWSA.

We note the new requirement that any response from an assessor to a RTWSA request
for clarification of a report must be received within five business days. We consider this
unworkable and ask that the period be 10 days, with allowances for exceptional
circumstances such as the assessor being on leave.

7. Assessment requirements for medication-related impairments

After an initial examination of the Guidelines, AMA(SA) members do not oppose these
changes. However, we again point out the short deadline for feedback, and ask for a .
delay in gazetting the Guidelines until we can include appropriately specialised clinical
colleagues in evaluating them.

Thank you again for the opportunity to submit this feedback. My fellow AMA(SA)
members and I contend that this feedback is important to the development of Guidelines
that ensure impairment assessments are based on the fair, consistent and transparent
application of clinical evidence, so that everyone involved can trust in the outcomes.
Again, we cannot support the draft Guidelines or the process of their development, and
do not support them being gazetted. As noted earlier, we will also be expressing our
concerns about the process and the content of the Guidelines to the Treasurer.

Please contact me if you wish to discuss this further, by contacting me through AMA(SA)
Executive Assistant Mrs Claudia Baccanello on 8361 0109 or at claudia@amasa.org.au.

Yours sincerely

Dr Michelle Atchison
President, AMA(SA)

Cc Mr Michael Francis
CEO, ReturnToWorkSA



Cathro, Vicky (DTF)

From: Gabriela Faura | IDALegal <Gabriela@idalegal.com.au>

Sent: Friday, 25 June 2021 5:43 AM
To: WPI
Cc: Richard Villari | IDALegal
Subject: RE: RTW Scheme Impairment Guidelines - SUBMISSIONS
Attachments: Submissions in respect to proposed amendments to RTW Scheme Impairment

Assessment Guidelines.pdf; 3. Attachment 3 - Feedback form - Impairment

Assessment Guidelines Consultation - 2021. docx

Follow Up Flag: Follow up
Flag Status: Flagged

DearSir/Madam,

Please find attached our feedback form and submissions regarding the proposed changes to the RTW Scheme

Impairment Guidelines.

Please note that as we only specialise in industrial deafness claims, we have limited our submissions to the proposed
amendments to the hearing loss provisions.

Regards,

Ms. Gabriela Faura

Associate Solicitor

Indusjrial
Deafness

Address Level 30 Westpac House, 91 King William Street

ADELAIDE SA 5000
Postal PO Box 100, Burwood NSW 1805

Phone 1300 885 356

Email gabriela@ida|egal.com^^^^

Website www.idaleRal.com.au
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All correspondence to:

PO Box 100, Burwood NSW 1805

:::13EjG;A]L)

P: 1300 885 356
www.idalegal.com.au

info@idalegal.com.au

Submissions in respect to proposed amendments to RTW Scheme Impairment

Assessment Guidelines

Compliance

1.54

We submit the worker or his or her legal representative should be involved in the compliance

process before rather than after a final report is issued by the Permanent Impairment Assessor

('PIA'). Once a PIA issues a final report: there is no mechanism to have errors rectified other

than through resort to SAET or the Supreme Court.

The current proposal only requires RTWSA to furnish communication to and from the assessor

within 5 business days of receipt of amended report.

Considering the binding nature of an assessment of Whole person Impairment from a PIA,

copies of all correspondence from RTWSA or a self-insured employer should also be provided

to the worker, or his legal representative, prior to it being sent to the doctor for consideration

and comment (together with the doctor's draft report). Not to do so denies procedural fairness

to the worker.

Procedural fairness requires a worker to be given the opportunity to consider and respond

any material and information/facts put to an Assessor.

to

"A person likely to be affected by an administrative decision to which requirements of

procedural fairness apply can support his or her case by appropriate information but

cannot complain if I is not accepted. On the other hand, if information on some fact

personal to that person is obtained from some other source and is likely to have an

effect on the outcome he or she should be given the opportunity of dealing with it" Kioa

v West [1985] 1 59 CLR 550 587 (Mason J) 628 (Brennan J).

A.B.N:31097096252

Principal Solicitor: Richard D. Villari, B.A (Syd) Dip Law

Associate Solicitor: Gabrlela L Faura, B. Law (Arg) Dip. Law (Syd)

Solicitor: Steven Glavan, B Business, B. Law (Syct)

i Hr. LW/^;-f: !!.(•(•

HEAD OFFICES (By appointment only)
NSW: Level 3, 4 Railway Parade. Burwood NSW 2134

SA: Unit 107,147 Pine St. Adelaide SA 5000

VIC: Suite 9, 240 Plenty Rd,Bundoora VIC 3083
iHmwso<:)moF«sw

PROFESSIONAL I
STANDARDS I

Liability limited by a scheme approved under Professional Standards Legislation
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Furthermore, failure to provide the worker or his legal representative with copies of

correspondence to the PIA is also inconsistent with the requirements of chapter 17.5 and the

Assessor Selection Process under Appendix 1 'Notes to the requester'.

Providing correspondence to workers or their representatives before a PIA is requested to

review a report, rather than upon receipt of an amended report, would avoid unnecessary

litigation which may flow if it is subsequently alleged by a worker that the permanent impairment

assessor was misdirected as to the law or the facts of the matter by RTWSA or a self-insured

employer. One example where litigation could have been avoided was Boss v Return to Work

SA [2017] SAET 50 (16 June 2017) which involved a dispute following a PIA amending a report

following instruction from a representative of RTWSA.

Chapter 9 - Hearing

Paragraph 9.16

The rational for the amendments to paragraph 9.16 are that they were made "to clarify existing

requirements". However this is not the case.

Whilst it may be the position of RTWSA for permanent impairment assessors to favour

audiograms performed nearest to the deemed date of injury (as determined under Section 188

(2) & (3) of the Act), such a position misconstrues the purpose of section 188 (2) & (3) and i -

inconsistent with the clear legislative requirements of Section 22(7) (b) to assess 'current

impairment'. It further requires reliance upon audiograms which do not satisfy the mandatory

requirements for audiograms contained in Regulations 67 (1) (a) and 67 (1) (b). In fact, the

problem with reliance on audiograms performed nearest the deemed date of injury was

considered in STEWART v Return to Work SA (2018) SAET 35 (2 March 2018). Stewart

considered the lawfulness of a permanent impairment assessor arbitrarily favouring audiograms

performed closest to the deemed date of injury over their own in light of the requirement under

Section 22 7(b) to assess 'current impairment'. As noted by Her Honour, Deputy President

Judge Kelly at 39:
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"It is my view that s 22(7)(b) requires the audiometry on the date of assessment

to ordinarily form the basis of an assessment of the worker's impairment. This

provision promotes consistency in the assessment process, clearly an object of

the Guidelines. In the case of hearing loss assessments, it promotes a careful

consideration of current audiometry by an ENT specialist."

Her Honour noted at 40 that there may exist circumstances where test results from an earlier

date may be relevant which allows for some flexibility, "it is a very long way from disregarding

entirely the results of critical audiometric testing on the day of impairment assessment. At the

very least there would need to be cogent or compelling circumstances to disregard that

audiometry all together." (41)

Her Honour went on to say at 42:

"The rationale of simply using a test closer in time to a deemed date of injury or

to the noisy employment does not seem to me a sufficient reason bearing in mind

the requirement to assess "current impairment". This deemed date of injury in

NIHL cases is simply a legal fiction created by s 188(2). Other injuries are

commonly assessed long after employment has ceased to have an effect."

The proposed amendment to paragraph 9.16 makes it mandatory for an assessor to use the

audiogram closest to the date of retirement or provide detailed explanation as to why they have

elected not to.

In effect, the new proposed provision perpetuates RTWSA's misunderstanding of the effect of

the deeming provision under the Section 188 (2) & (3) of the Act and the requirements of

Section 22 (7) (b) of the Act.

The other effects of the proposed amendment are four fold:

(1) As the permanent impairment assessment is effectively the least recent audiogram

performed upon the worker, it will effectively render the assessor's audiogram of no
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value. This is especially problematic as the PIA's audiogram is the only 'independent'

audiogram performed upon the worker during the permanent impairment process.

(2) As envisaged by Her Honour Kelly in Stewart, reliance on audiograms not performed by

the assessor, but rather on closeness of assessment to an arbitrary date will lead to

inconsistency in the assessment process.

(3) Reliance on audiograms performed by persons other than the Permanent impairment

Assessor will lead to a major departure to the manner of assessment currently practiced

in NSW and Victoria where only assessor's audiograms are considered.

(4) The proposal does not attempt to distinguish between audiograms which comply with

the rudimentary and mandatory requirements under Regulation 67 (1) (a) and 67 (1) (b)

and those that do not. The effect of the proposed amendment is that an assessor must

prefer an audiogram on the sole basis it was conducted closest in date to the deemed

date of injury. The problem with such a position are many;

a) The audiogram may have been performed many years prior to cessation of noise

exposure however must be favoured simply because it is nearest in date to a

fictional date of injury. In these circumstances the worker may have suffered

additional hearing loss due to subsequent workplace noise exposure.

b) The audiogram may be of questionable diagnostic value. Not all audiograms are

of similar quality. It is not uncommon for employers to conduct rudimentary

screening hearing tests upon their workers. Often such screening tests do no'i.

state the identity of the tester or the conditions pursuant to which the test was

performed. Other factors which may affect the reliability of a hearing test are the

experience and qualification of the tester, whether test was for screening

purposes only, reluctance of workers to complain of work injury to employers and

inability to avoid noise exposure for at least 16 hours before test.

c) As noted by Judge Keely in Stewart at (43), favouring one audiogram over

another simply based on the date it was performed "assumes that the (earlier)

audiometry is accurate". As noted in the previous paragraph there are many

factors which may affect the reliability of an audiogram.
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d) It is virtually unknown for pre employment or screening tests to comply with the

requirements for audiograms under Regulation 67 (1) & (2). It is not uncommon

for audiograms performed at the behest of employers failing to provide

assessments at all relevant frequencies (SOOHz, 1000Hz, 1500Hz, 2000Hz,

3000Hz and 4000Hz)or conduct bone conduction assessments.

The result of the proposed paragraph 9.16 would be to require the PIA to either comply with

the Guidelines, as amended, or to adhere to the legislative requirements of Section 22(7) (b)

of the Act or Regulation 67. The scope for increased litigation resulting from the legal

deficiencies of such a proposal are obvious.

Chapter 9.17

The proposed method of assessment favouring the better of the air and bone conduction

thresholds is only propounded by one SA ENT specialist commonly briefed by insurance

companies, Dr Daniel Hains. In our experience, It is a concept not followed by other

Otolaryngologists and virtually unheard of within in the NSW system.

The issue of favouring bone conduction where the air bone gap is not substantial was recently

explored by the NSW Medical Panel in Marshal Douglas -v- Ghossayn Group Pty Ltd M1-

4548/20. In this matter, the Approved Medical Specialist, Dr Kenneth Howison took the better

of the air and bone conduction assessment where the air bone gap was no more than 5dB.

The Medical Panel disagreed with Dr Howison's preference for the better of the air and bone

conduction loss stating at paragraph 44

44. The Appeal Panel considers that the measurements the AM S obtained for air

conduction should be used, and not his measurements from bone conduction, because

the measurements from air conduction are more accurate than the measurements

obtained from bone conduction. This is because the testing from which the

measurements are obtained is done directly through the ear canal and ear drum. This
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is by virtue of headsets being placed over the ears. With bone conduction, the testing

/s done on the skin behind the ear and hence the sound by which the measurements

are obtained has to be transmitted through skin and bone and soft tissue and can be

variable and, consequently, less reliable.

Accordingly, it is evident bone conduction measurements are inherently less reliable. We

submit it should be left to the assessor's clinical judgement to determine what circumstances

constitute a substantial air bone gap and when to favour air or bone conduction.

Chapter 9.18

The proposed amendment is incorrect medically and legally. There is no medical consensus

that noise induced hearing loss is limited to thresholds between 2000Hz and 4000Hz. The

previous instruction to Assessors found at paragraph 9.5 should be favoured as it retains the

assessor's ability to utilise his or her own clinical judgement in assessment of NIHL whilst

imposing an obligation to provide reasons for their decision.

Chapter 9.19

It is submitted chapter 9.19 should be deleted for the reasons stipulated in the preceding

paragraph. If the minister is of a different view, the following submissions apply.

There is no medical evidence to suggest frequencies at SOOHz and 10OOHz cannot be damaged

by prolonged noise exposure. Whilst decisions emanating from the NSW scheme are not

binding upon the SA scheme, their analysis of medical and legal issues is instructive as the

S.A. scheme effectively borrowed the NSW Guidelines on assessing hearing loss, which were

first drafted in 2001. In fact, there are numerous NSW Appeal Panel decisions which

categorically accept that losses at 500Hz and 10OOHz is assessable in hearing loss cases. The

leading decision in NSW is S/7one v- County Energy WCC [2007] NSW WCC MA 18

("Shone"). In Xuereb v G.A.M.E.S PtyLtd (deregistered) (2013) NSWWCC MA 50, the Medical

Appeal Panel discussed the findings in Shone which we respectfully repeat;
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32. The Appellant referred to the decision of Donald James Shone v Country Energy

WCC [2007] NSW WCC MA 18 (Shone). In that matter the Medical Panel found that the

lower frequencies should have been included due to the worker's long period of

occupational noise exposure.

33. Shone supports the proposition that an AMS should not automatically disregard

hearing loss at the lower frequencies and considerations needs to be given to the

individual facts of the matter "including the nature and duration of occupational hearing

exposure and the extent of all the hearing losses including those at the lower

frequencies..."

34. The Panel accepts that it cannot assume that loss at 500, 1000 and 1500HZ is to be

disallowed on the basis that these frequencies are not generally involved in noise

induced hearing loss. Any such assumption is inconsistent with the medical criteria set

out in chapter 9 of the WorkCover Guides for the evaluation of permanent impairment.

Whether these frequencies should be taken into account when assessing occupational

noise-induced hearing loss depends on the facts in each individual matter including the

nature and duration of occupational noise exposure and the nature and extent of all the

hearing losses including those below 2000Hz.

The principles in Shone continue to be applied within the NSW system. It was most recently

applied in Broadfield v Jeffrey J Stevenson Management Pty Ltd M 1-5866/19 (3/12/20).

The proposed prohibition on considering losses at SOOHz and 1000Hz will mark a significant

departure from the manner in which compensable hearing loss is assessed in NSW and to a

significant degree Victoria The effect of such a prohibition would be to disadvantage workers

most affected by prolonged noise exposure, as consideration of loss at the lowest frequencies

would only have been considered in instances of prolonged noise exposure in excess of 45

years (incidentally 49 years of noise in Stone and 59 years in Broadfield).

It is submitted identification of frequencies affected by noise exposure should be left to the

discretion of the Permanent Impairment Assessor and "1500Hz" in the current proposal should

be replaced with "loss in the lower frequencies".
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9.20

In the instance the Honourable Minister was to permit loss at 1000Hz and SOOHz to be induced

in the impairment assessment, we suggest the following additions to proposed Chapter 9.20

1000Hz-40dB

500HZ-40dB

Industrial Deaf ness Australia Legal



Attachment 3

WorkSA
Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi@rtwsa.com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.
• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects

the requirements of the Return to Work Act 2014 and improves the process for selecting an
appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front of
the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

Return to work.
fu EtetUrntdWbrBcSA Retu rn to life.



Name and/or organisation of respondent (optional): Industrial Deafhess Australia Legal

We value your feedback and would like to know the views you represent:

[>3 Worker representative

Lawyer or Legal association

Other (please specify below)

Accredited Impairment Assessor

Representative medical body/association

II Self-insured employer

II Employer representative

1. Please provide comments below on any of the proposed changes you support. Please Explain
why.

Please see our attached submissions. Please note that as we only specialise in

industrial deafness claims, we have limited our submissions to the proposed

amendments to the hearing loss provisions.

Section

e.g.- 1.14

Comments/Recommendations

Agree aligning definition of MM! with AMA5 and the national guidelines will

reduce confusion particularly for assessors working across multiple
jurisdictions

2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Please see our attached submissions. Please note that as we only specialise in

industrial deafness claims, we have limited our submissions to the proposed

amendments to the hearing loss provisions.

Section Comm en ts/Recomm endations

f^ ReturntdWbrkSA
Return to work.
Return to life.



3. If there are any changes you would like to suggest, please describe them below

Please see our attached submissions. Please note that as we only specialise in

industrial deafness claims, we have limited our submissions to the proposed

amendments to the hearing loss provisions.

Section Comments/Recommendations

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

I Yes

KlNo

5. Do you have any other feedback about the proposed Guidelines?

-jteSurntdWbrlcSA
Return to work.
Return to life.
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Cathro, Vicky (DTF)

From: Dr Christine Brown <admin@mchristinebrown.com.au>

Sent: Friday, 25 June 2021 9:52 AM
To: WPI
Subject: Proposed Changes to Impairment Assessment Guidelines - Dr Christine Brown

feedback
Attachments: Dr Christine Brown feedback.pdf

Follow Up Flag: Follow up
Flag Status: Flagged

Good afternoon,

Please see attached in this email Dr Christine Brown's feedback to the proposed changes to the Impairment

Assessment Guidelines emailed to us on 28/5/2021.

Dr Brown is planning on sending a formal letter to you by email within the next few days with a list of her further
recommendations.

Kind regards,

Keturah Tinney

Practice Manager for

Dr M. Christine Brown, Occupational Physician 007883BF

Midwest Health, South Building

678 Port Road, BEVERLEY SA 5009

Ph. 08 8444 6103

F. 08 8125 6723 (please include the '08' first when sending a fax)

E. admin@mchristinebrown.com.au

W. mchristinebrown.com

Man

9-1

Tues

1-5

Wed

Closed

Thurs

Closed [ 9'-!

Please note: Dr Christine Brown only treats patients who have an accepted WorkCover claim. Dr Brown no longer treats private patients, or

patients with an MVA claim.

From: WPI
Sent: Friday, 28 May 2021 9:39 AM
Subject: Formal Consultation - Proposed Changes to Impairment Assessment Guidelines

Dear Assessor

ReturnToWorkSA, on behalf of the Treasurer, is starting a process of formal consultation on proposed changes to

the Impairment Assessment Guidelines.

Attached to this email you will find:

1. A consultation paper which provides an overview of the proposed changes and their impacts

1



2. A version of the current Impairment Assessment Guidelines with the proposed changes shown in green text

3. A feedback form, which you can use to provide your feedback.

Consultation closes at on Friday 25 June. Your feedback MUST be received by this time in order to be

considered.

All feedback is welcome, including support for proposed changes. You may like to use the form attached to this
email, or you can simply email your feedback to wpi@rtwsa.com.

ReturnToWorkSA is offering face to face information sessions to provide an overview of the proposed changes.

Available sessions:

Thursday 10 June 4.15 - 5.15pm

Friday 11 June 12.00 - 1.00pm

These sessions will be held at the ReturnToWorkSA offices at 400 King William Street Adelaide. If you would like to
attend a session, please email wpi@rtwsa.com and indicate which session you would like to attend. Numbers will be

limited due to COVID restrictions, however we will schedule further sessions if needed.

We have allowed 4 weeks for the consultation period, and your feedback must be received by the deadline to be
considered. If you have a valid reason why you cannot meet this deadline, and wish to request an extension, please

email wpi@rtwsa.com. Please note, while all requests for extension will be considered, there is no guarantee that

your request will be granted, as we will need to consider the impacts of extended timeframes on all stakeholders.

Next Steps
All feedback received will be carefully reviewed and considered. You will be advised of any confirmed changes to the
Guidelines in due course, and any amendments will be published in the Government Gazette.

Thank you for your participation in this process.

Julia Oakley
Executive Leader Regulation

400 King William Street Adelaide SA 5000

www.rtwsa.com I wpi@rtwsa.com

ReturntoWorkSA

'Information contained within this email and any attached document/s should be considered to be Sensitive
pursuant to the South Australia Government Cyber Security Framework and the recipient should ensure the

information is protected from unauthorised disclosure or loss'



Name and/or organisation of respondent (optional):
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We value your feedback and would like to know the views you represent:

II Worker representative

D Lawyer or Legal association

[^Accredited Impairment Assessor

n Representative medical body/association

Self-insured employer

n Employer representative

D Other (please specify below)

1. Please provide comments below on any of the proposed changes you support. Please

Explain why.

Section

(•'.d. l.'r'i

Comments/Recommendations
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2. Please provide comments below on any of the proposed changes you do not support.
Please explain why

Section Comments/Recommendations
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^* ReturntoWorkSA
Return to work.
Return to life.



3. If there are any changes you would like to suggest, please describe them below

Section Comments/Recommendations

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

res

D No

5. Do you have any other feedback about the proposed Guidelines?

ReturntoWorkSA
Return to work.
Return to life.
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Postal Address: GPO Box 2066, Adelaide SA 5001

T: 08 8229 0200 • F: 08 8231 1929

E: email@lawsocielysa,asn,au • www.lawsodelysa.asn.au

Level 10, Terrace Towers, 178 North Terrace, Adelaide SA 5000

Ref: 1129391
25 June 2021

Ms Julia Oakley

Executive Leader Regulation

Return to Work SA

400 King William Street

ADELAIDE SA 5000

By email: wpi@rtwsa.com

Dear Ms Oakley

Impairment Assessment Guidelines - Proposed Changes

1. I refer to the consultation documents in relation to the above provided to the Society via email on Friday 28

May 2021 for review.

2. The Society published a notice in InBrief, its weekly newsletter to Members, advising of the consultation,

with a view to Members contributing to the Society's submission. We understand that notice may have

resulted in some organisations which employ Society Members, which otherwise may not have been aware

of the consultation, providing responses to RTWSA on behalf of organisations in their own right.

3. The consultation documents were specifically referred to the Society's Accident Compensation Committee

which informs the Society's response to the consultation, as follows.

Executive Summary

4. On 28 May 2021, Ms Julia Oakley, Executive Leader Regulation at Return to Work SA ("RTWSA") forwarded a

Consultation Paper, Draft Review Impairment Assessment Guidelines, and a Feedback Form to the Society,

seeking feedback by 6:00 pm on Friday, 25 June 2021. In this letter the current Guidelines will be referred to
as "the lAGs", and the document provided as "the proposed amended lAGs".

5. The same materials as had been sent to the Society were also sent to the self-insurers of South Australia

("SISA"), all individual accredited impairment assessors and various medical associations, colleges, faculties

and societies.

6. Having considered the review materials, the Society has a number of questions to which it seeks a response

from RTWSA before it is able to fully and finally comment on the proposed amended lAGs.

7. Consequently, at the present time, the Society would not support the proposed amended lAGs being

gazetted in their present format.

The Law Society of South Australia Accident Compensation Committee

8. The Society's response to the RTWSA Consultation Paper and the proposed amended lAGs has largely been

prepared by a sub-committee ("the sub-committee") of its Accident Compensation Committee ("the ACC"),



9. The Society is the peak body representing the legal profession in South Australia. A separate Bar Association

represents the interests of barristers at the independent South Australian Bar - noting however that

barristers may be members of both bodies. The Society ensures that its practice area sub-committees

comprise members reflective of a broad range of interests relevant to the area of practice. In the case of

the ACC, its membership includes both solicitors and barristers, as well as lawyers who routinely represent

plaintiffs, workers and other claimants seeking compensation for injury, lawyers who routinely represent

insurers in relation to such claims and lawyers who routinely represent other parties to accident

compensation litigation.

10. ACC membership also includes members practising in workers compensation law who routinely act for

workers, others who routinely act for RTWSA, others who routinely act for self-insured employers and

others who routinely act for registered employers. Some members act for multiple different types of party

in this area.

11. The sub-committee which considered the materials provided and prepared a discussion paper for the full

Committee to determine a response comprises members who act for all interests identified; the six

members include five solicitors and one barrister; five members' practices are almost entirely in the field of

workers compensation (and the other at least the majority of his practice); three members are women and

three are men; three members predominantly act for workers, one predominantly acts for RTWSA but also

for self-insured employers, one predominantly acts for self-insured employers, but also for registered

employers and the sixth member acts predominantly for registered employers. Consequently, the sub-

committee and the Society is in a position to draw from a broad range of experience in providing this

response.

The Consultation Process

12. The Consultation Paper ran to 17 pages. The first two pages were text, providing an introduction,

background including regulatory context, summary of proposed changes, a description of the impact of

proposed changes and then outline the consultation process.

13. There then followed an attachment being a Table of proposed changes to the Impairment Assessment

Guidelines, with explanation for those changes provided.

14. Page 2 of the Consultation Paper identified nine separate proposed changes as being "the most significant",

Page 3 identified 72 proposed changes. Changes were said:

14.1 to clarify aspects of the Guidelines' intent;

14.2 to support consistency in the understanding and application of the Guides; and

14.3 to provide a fairer scheme for workers and employers.

15. It was stated that the majority of changes were not expected to impact on average WPI ratings, with a small

number of the changes resulting in increased WPI and a similarly small number resulting in decreased WPI.

16. The proposed changes were said to be aimed to "provide improved clarification and consistency of

assessments, based on 5 years of feedback and learning since the current Guidelines were published".



17. The Consultation Paper identifies that the materials were provided to the people and organisations

mentioned in paragraph 5 above. Some were named because of legislative requirements in relation to the

lAGs. The Society and SISA were not groups with whom RTWSA considered that it was legislatively required

to consult in reviewing the lAGs. It identified why it proposed to consult with those groups. It does not

appear that RTWSA has formally consulted with organisations representing workers or employers generally

such as unions, Business SA and industry groups. The Society understands that some such organisations

have become aware of the proposed changes to the lAGs; and some may be intending to provide feedback

by the deadline of 25 June 2021.

18. In the covering e-mail by which the materials were delivered, Ms Oakley identified that RTWSA was offering

two face-to-face information sessions to provide an overview of the proposed changes.

19. Members of the ACC attended both of the information sessions provided by RTWSA.

20. The process by which RTWSA has presented proposed changes without forewarning and with a four-week

turnaround to the Society and others has made it exceedingly difficult for the sub-committee to provide firm

recommendations, and therefore for the Society to reach a finally considered position of the proposed

amended lAGs. That difficulty has been exacerbated by a number of factors:

20.1 The process did not commence with the preparation of a discussion paper identifying apparent

problems with the lAGs and seeking submissions.

20.2 From what was said at the information sessions, it is apparent that RTWSA has conducted the review

essentially internally but taking into account feedback from accredited assessors and questions asked

by accredited assessors (while undertaking individual assessments) as to the meaning of the lAGs. It

appears RTWSA has then discussed the proposed changes with unidentified medical practitioners but

has not released the medical advice upon which it has then acted.

20.3 Although the consultation paper refers to 72 proposed changes, the Appendix in fact contains 76

proposed changes and there are upwards of 100 further paragraphs of the lAGs which the proposed

Amended lAGs identifies (by green text for changes) as also containing other changes.

20.4 No "mark-up" 'of the proposed Amended lAGs is available showing the deletions, although, on request,

RTWSA was able to identify approximately 25 further amendments with an explanation.

20.5 The attachment to the Consultation Paper, purporting to list the major changes, does not identify

paragraphs of the lAGs which are to be deleted and not replaced. Of greatest significance on this topic

is paragraph 1.30, discussed by the Full Court in Onody v RTWSA - [2019] SASCFC 56.

20.6 There are significant textual changes to the Foreword to the lAGs which are proposed. They are not

discussed at all in the attachment to the Consultation Paper.

20.7 There is a vast array of changes proposed to Appendix 1 to the lAGs "Notes for the Requester", Those

changes include both additions and deletions. Only two such changes are identified and explained.

20.8 Many of the proposed changes are explained in the attachment to the Consultation Paper as being

"for clarification" (eg 1.26) or "to clarify existing arrangements" (eg 13.5), when those descriptions

disguise the fact that the relevant changes relate to matters which are presently the subject of



litigation, particularly in respect of deductions for prior impairment. Such litigation includes the

appeal to the Full Court of the Supreme Court in Paschalis v RTWSA, on appeal from [2019] SAET 199,

the appeal to the Court of Appeal in RTWSA v Opie, on appeal from [2020] SAET 62, and the appeal to

the Full Bench of the SAET in RTWSA v Gooch, on appeal from [2020] SAET 27.

21. As noted above, at the information sessions, RTWSA was not prepared to identify the sources or content of

the medical advice obtained which its materials suggested supported the proposed changes to the

substantive provisions of the lAGs. In addition, it was not able to identify what parts of the current lAGs

were to be removed, and when specifically asked as to why paragraph 1.30 was to be removed, thereby

opening up the prospect of workers suffering "double deduction" on assessment of and compensation for

permanent impairment, no explanation was proffered. It was also unable to identify any substantial cohort

of potential future assessments which would be higher than currently on the proposed changes but

acknowledged that numerous examples of likely lower assessments could be given (and were by some of

the accredited assessors who attended the information sessions).

Law Society position

22. As against that background, the sub-committee agreed on a number of issues, including:

22.1 Certain proposed changes to the Foreword - found in the second and sixth proposed paragraphs

thereof and in Paragraph 1.13 of the proposed amended lAGs-incorrectly assert that the Guidelines

are always to be followed, because they are delegated legislation. If, as appears to be the case with

the current lAGs, the proposed amended lAGs would be inconsistent with the Return to Work Act 2014

(SA), then the latter prevails, not the lAGs. In those circumstances, the direction to assessors would be

wrong in law.

22.2 While it is appropriate, in at least some circumstances, for a pre-existing condition to be taken into

account in the assessment of a work injury, it would be very unfortunate - and productive of yet more

long-term litigation and uncertainty-for the lAGsto be amended so as to purport to enhance

RTWSA's and other compensating authorities' prospects of achieving such deductions when the law is

not yet certain as to the basis upon which deductions occur in accordance with section 22(8). In

particular, it is not clear that, as the present lAGs paragraph 1.23 and the proposed glossary suggest,

the word "disregarded" in section 22(8)(b) means that the permanent impairment attributable to the

pre-existing condition must be assessed and deducted. In those circumstances, and given the

outstanding appellate judgments referred to at 19.8 above, the proposed amendments on the topic of

deduction are not supported at this time.

22.3 If the 1,10th deduction rule is to be introduced, the Guidelines need to be clear as to the rounding

principle to be applied for assessments of 5%, 15%, 25%, etc. By way of example, for an assessment of

5%, does the deduction of 0.5% round up to 1.0%, resulting in a final assessment of 4%, or does the

reduced figure of 4.5% round up to 5%? The Society suggests that the latter should apply for all

potential .5% deductions.

22.4 It is not intuitively obvious that the current system of spinal assessment (aspects of which are

proposed to be reinforced) provides just outcomes. In particular:



22.4.1 It is not obvious why thoracic impairments achieve the same level of WPI as lumbar

impairments.

22.4.2 It appears anomalous that a worker sustaining separate injuries to discs in separate parts of the

spine (cervical, thoracic or lumbar) should achieve significantly higher assessments and

compensation than a worker who sustains similar injuries to two discs in the same part of the

spine. The anomaly appears to result in over-assessment and over-compensation of the former

and under-assessment and under-compensation of the latter.

22.4.3 The above point applies with equal force to situations where the injuries to both levels of the

spine occur in the same event (or arise from the same injury or cause, or trauma, depending

upon one's litigation position in RTWSA v Summet field -[2021] SASCFC 17) or whether those

injuries to the separate levels of the spine arise from separate events (eg as in Opie).

22.5 A very large number of the proposed changes are cosmetic, particularly with a view to achieving

uniformity of expression. Those changes can be supported.

22.6 The "one assessment rule" has not achieved its aims. If anything, it has increased litigation,

particularly litigation proceeding to trial. It has not avoided cases of "dualling experts" - it has simply

changed the battle ground upon which the duels are fought. The Society specifically raises the

question whether legislative reform on this topic would be a better option than either the current

position as to choice of assessors or the alternative contained in the proposed amended lAGs.

22.7 In the absence of the medical advice upon which RTWSA has acted, it is not possible for the Society

either to support or to oppose any of the proposed changes on "medical merit" grounds.

23. As noted above at paragraph 15, the Consultation Paper claimed that the majority of the proposed changes

were not expected to impact on average WPI ratings, that a small number of the changes were expected to

result in increased WPI ratings and a similarly small number were expected to result in decreased WPI

ratings. As noted in paragraph 21, at the information sessions, RTWSA was unable to identify any

substantial cohort of potential future assessments which would be higher than current assessments on the

proposed changes. In the absence of identification of that cohort by RTWSA, the Society is concerned that,

in the relatively circumscribed and short consultation process which is occurring, RTWSA's assertion as to

minimal impact of the changes may not be accurate.

24. Therefore, the Society requests that RTWSA identify, as fully as practicable, both the types of injuries and

assessed impairments which would be increased on the proposed changes, and the types of injuries and

impairments which can be expected to be decreased as a result of the proposed changes. The Society also

requests that RTWSA identify whether it has any actuarial or other costing advice as to the impact of the

changes in this respect.

25. All of that said, it is clear that there are many changes which provide appropriate clarification or tidy up

language. Those changes would be supported.

26. On the assumption that changes to lAGs are to occur in the near future, without further consultation, then

the Society makes the following observations in respect of the current draft (in addition to those matters

raised earlier in this discussion paper):



26.1 The requirement in 1.8 that the question of liability for a work injury "must- have been determined"

before a permanent impairment assessment is undertaken is inconsistent with the proposition that a

claim for compensation in respect of a particular injury may be solely a claim for permanent

impairment assessment and consequential entitlements - Lohmann v RTWSA - [2019] SAET 213. It is

inconsistent with the proposition that the Tribunal can only determine compensability on a dispute

where there is compensation at stake - Cristea v Workers Rehabilitation and Compensation

Corporation (CCA Smith Snack Foods (Smith Food Co))- (1993) 61 SASR 487; [1993] SASC 4356 and

Edmonds v WorkCover Corporation/Employers Mutual Limited (Mission Australia) - [2010] SAWCT 61.

It is not uncommon for there to be a dispute, involving a rejected claim, with the worker having a

history of other injuries where liability has already been accepted. Parties will often agree to proceed

with an assessment of permanent impairment in respect of "accepted injuries and rejected injuries"

which often assists in the resolution of the dispute and any claims for lump sum compensation. The

requirement for compensability to have been determined before assessment will limit the options for

resolution and may lead to a greater number of disputes proceeding to Trial.

26.2 The principle expressed in proposed paragraph 1.9 that, where an assessor identifies a condition

which ought to be the subject of an assessment but has not been the subject of a request for

assessment, then the assessor should endeavour to clarify the position, is to be supported. However,

the absence of provision for discussion between the compensating authority and the worker (or his.or

her representatives) where such a matter is raised is a significant omission from Chapter 1. Similarly,

the fact that an assessor who identifies the problem may not be a sole assessor (and may be either the

lead assessor or a sub-assessor in a particular case) has not been addressed. If the new condition

identified is not one which the identifying assessor can assess, are there circumstances in which that

assessor should continue to undertake his or her assessment?

26.3 The amendments to the compliance section in Chapter 1 appear to be designed to undermine the

rulings of the SAET in Palios v RTWSA - [2019] SAET 224, Canales-Cordova v RTWSA - [2020]SAET 8

and Frkic v RTWSA - [2020] SAET 16. The prevalent process of persistent compliance checking by

RTWSA of assessors' reports which prevailed prior to the SAET judgments to which we have referred

created litigation, caused angst for workers and delay in determination of entitlements.

26.4 In light of the amendment of Table 6.1, the introduction to Chapter 6 should also refer to AMA 4.

26.5 The process by which a decision might be made for facial scarring to be assessed using the TEMSKI

Table is unclear. Is the decision made at the "choice of assessor" stage of the process, or by an

assessor? If the question of whether the TEMSKI scale is appropriate is one for an assessor, how can

that decision be made at the "choice of assessor" stage?

26.6 The additional requirement in paragraph 9.16 that, where a worker has retired, the assessor must use

the audiogram closest to the date of retirement or provide an explanation is not as clear as it should

be. First, in principle, the relevant audiogram must be one taken following retirement. Secondly, in

principle, that audlogram must be one conducted in circumstances which permit proper assessment.

26.7 It may benefit assessors if the word "prolonged" in paragraph 9.19 is explained in more detail, either in

that paragraph or by reference to the examples in Chapter 9.



26.8 Given the limited number of cardiologists who are accredited assessors, the requirement in paragraph

14.2 that a cardiovascular diagnosis other than Thoracic Outlet Syndrome needs to have been

diagnosed by a cardiologist before assessment may create logistical issues.

26.9 The Society is concerned that proposed changes to the assessor selection process in respect of injuries

which have proceeded to surgical Intervention will require assessment of many injuries and

impairments by a limited number of assessors who are currently accredited. There is no obvious

reason why a surgeon who, because of the requirement that he or she not previously have treated the

worker, did not perform the relevant surgical procedure(s), is better placed to assess such Injuries than

a physician. If RTWSA anticipates that further surgical assessors will be accredited, largely from the

ranks of interstate fly in-fly out assessors, then the Society does not support such changes. They will

create added complexity and cost in litigation and are not appropriate for a scheme designed primarily

to be undertaken by South Australian specialists.

26.10 The Society is of the view that the proposed 10-day time limit for workers to choose assessors is too

short. If a limit is to apply, it should be 28 days.

Proposed Further Consultation

27. In light of the concerns expressed above, the Society suggests that a further period of consultation with

relevant parties (which is a wider group than those officially consulted) is required.

28. The Society also seeks responses to the following questions before it endeavours to reach a final position on

the proposed amended lAGs:

28.1 What is the medical evidence or advice which RTWSA has received and on which it has drawn in

preparing the proposed amended lAGs?

28.2 In respect of what cohort of injuries and impairments does RTWSA expect the impairment assessment

to be increased by reason of the proposed Impairment Assessment Guidelines?

28.3 In respect of what cohort of injuries and impairments does RTWSA expect the impairment assessment

to be decreased by reason of the proposed lAGs?

28.4 What actuarial or other costing advice has RTWSA obtained in relation to the proposed changes?

28.5 What is the explanation for the deletion of the present paragraph 1.30 from the lAGs? How is it

proposed, other than by legislative amendment to sections 56(6) and 58(7) of the RTWA that "double-

deduction" be avoided in the case of workers who sustain aggravations, accelerations, deteriorations,

exacerbations or recurrences of previous work-related injuries in respect of which they have been

compensated by lump sum payments?

28.6 Has the proposed requirement that, where a worker has undergone surgical intervention in respect of

an injury, the assessment be undertaken by a surgeon been the subject of medical opinion and advice?

If so, what is that advice? If not, what is the justification for the proposed change?



28.7 Are the amendments to the compliance section of Chapter 1 intended to reverse the SAET rulings in

Palios, Canales-Cordova and Fr/c/c? If not, what is the purpose of the proposed amendments to that

section of the proposed amended lAGs?

29. The Society would appreciate responses to the above questions being provided within 10 days of the date of

this letter. The Society will endeavour to provide a further response within 10 days of receiving this

additional information.

30. The Society would also welcome responses to any other questions raised in this letter.

If you have any queries, please do not hesitate to contact me.

Yours sincerely

Rebecca Sandford

PRESIDENT
T: (08)82290200
E: president@lawsocietysa.asn.au



Attachment 3

WorkSA
Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi@rtw_s_a^com

Name and/or organisation of respondent (optional):

Dr. Peter Jezukaitis, Specialist Occupational Physician.

We value your feedback and would like to know the views you represent:

Accredited Impairment Assessor |_| Worker representative

II Representative medical body/association II Lawyer or Legal association

D Self-insured employer Q Other (please specify below)

Employer representative

Accredited Impairment Assessor

1. Please provide comments below on any of the proposed changes

I have deep concerns and reservations predominately around the process and partly about the
outcomes. RTWSA's role in Management of the Guidelines, financial responsibility for Scheme
performance and the management of Compliance represent a conflict of interest of substantial
magnitude. Particularly in a Scheme that operates thresholds.

As such I am troubled by

• The lack of independence and prior consultation in developing proposed changes
• The limited transparency and rationale
• The lack of described process
• The short timeframe for consultation and limited process.

For this reason, whilstlhave views and contributions to make, I have not offered an opinion
generally. This may be best done by using a qualified advisory group for key areas.

I have offered comments of a very general and limited nature for the Soine, where better wording
reflects the intent of the existing IAG and AMA5.1 draw to vour attention the substantive chanees
to CRPS, loint arthroplastv tools with the strone view that these should be considered bv an
advisory eroup.

1

Return to work.
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The new proposed requirement for surgeons to assess conditions associated with surgery ( or
being preferred as the single assessor where there are multiple clams in effect), is simply
discriminatQrvLand Is not iustifled based of skill and qualification. This viewjs stronglv help by
manvLofmy cojleaeues. Other Physician Specialities such Rehabilitation and Rheumatoloev as
well as General Practitioners.

In^ responsej^mments below are not indicative ofsuuport.

Section

e.g. - 1.14

General

comment

1.29

2.30

3.9

Tables

17-34,17-35

Comm en ts/Recomm en dations

Agree aligning definition ofMMI with AMA5 and the national guidelines will
reduce con fusion particularly for assessors working across multiple
jurisdictions

Deduction of pre-existing... should state that the preferred methodology

is the one as described in the Guidelines and AMA5. The assessor should
state reasons why a particular method is chosen or the preferred method

rejected. I offer no view on the 1,10th.

The distinction between regional pain syndrome and complex regional
pain syndrome is welcome. The proposed assessment process is a

significant change from previous and is significantly different from other
jurisdictions (NSW, WA, NT). Given that the scheme operates thresholds,
a process of transparency and consultation should be considered, as

these are changes introduced by an agency that is regulator and scheme

operator. It is also not clear who may be eligible to undertake
assessments for complex regional pain syndrome. In the event that there

has been interventional pain management, for example the insertion of a

spinal cord or peripheral nerve stimulator, these constitute surgical

procedures and may limit the assessment to orthopaedic surgeons, when

other specialties may be more qualified. Similarly this occurs, in
circumstances where CRPS arises as a complication of surgery or

intervention. The rigid entry criteria of 4 plus 4 could be reconsidered if
the scoring system and subsequent protocols are validated. As such

changes would have been more appropriately recommended by an
external panel.

Limb length discrepancy. The method should be limited to injuries or
conditions that result in acquired limb length alteration.

The draft changes document only refers to the changes to the hip
arthroplastytool. It does not include similar and substantial changes to

the knee and ankle tool that appear in the full text version. These
represent substantive changes from the current AMA5 and also from the

attributes of the underlying AMA5 tools. Other schemes (NSW,NT,WA)
have not made changes. Greater transparency and external validation

1gteturntdWbrlcSA
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Spine 4.20

should be considered. As such changes would have been more

appropriately recommended by an external panel.

.... reproducible impairment of sensation must be in a strict anatomical

distribution, localised to an appropriate spinal nerve. It may be useful for
this to refer to Box 15-1 clinical definitions and to refer to Figures 15-1
and 15-2 AMA5. Similarly, for reflex changes, it would also be useful to
refer to Box 15-1 and state that motor findings should be consistent with
the effective nerve structure (s).

2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Refer to mv comments above

Section Commen ts/Recomm en dations

Nature and

complexity of
injury for a
musculoskeletal

injury. If
surgery has

occurred, the

injury condition
must be

assessed by a

surgeon

accredited in
the relevant

body system.

This requirement appears de novo as a proposal in the South Australian

Guidelines. As such, AMA5 nor other jurisdictions in Australia that
operate similar Guidelines have this particular stipulation. As far as
impairment assessment, the application of the Guidelines and the
impairment assessment criteria (and process) rely on general

professional skills, and for the most part, are independent of specific
specialty. In this regard, there are a number of qualified specialties that
would cover musculoskeletal conditions, including rheumatology,

rehabilitation medicine, and occupational and environmental medicine.

This clause can be taken to be discriminatory, attempting to restrain

trade, and may be subject to significant debate and external challenges
to the Guidelines and all changes made. There is no particular clear
medical or professional aspect that would support this particular
provision. There are likely to be significant impacts, particularly with
regards to assessor availability and scheduling that extends to where
there are multiple claims. Complicating factors include the definition of
surgery. For example, the conduct of surgery where CRPS arises as a

complication, spinal cord stimulators, and definitions of the boundary

between interventional management versus surgery, complicate

aspects further such as the conduct ofRF denervation or interventional

pain management. Potentially, this has the impact of giving rise to
assessors being less qualified for the underlying condition. There is no
medical basis for this. It would be somewhat of a paradox that a general
surgeon now evaluates CRPS rather than a qualified Pain specialist.

(—-
Return to work.
Return to We.



Simply put these changes are discriminatory, unjustified and represent
a restraint of trade of medical practitioners that are qualified and have
also been accredited. I would note that my accreditation for NSW
(active since 2002) is not limited.

As a medical specialist in Occupational and Environmental Medicine, I
also hold post graduate qualifications in musculoskeletal medicine, have
both received and provided training on impairment assessment to both
WorkCover and the RTWSA schemes, been involved in previous review

of the Guidelines. My clinical practice involves specialty management of
musculoskeletal injury and occupational rehabilitation and included
post surgical case management and complex cases including CRPS. This

preclusion makes no sense.

3. If there are any changes you would like to suggest, please describe them below

Refer to mv comments above

Section

Spine

Spine

Comments/Recommendations

See above

In relation to pre-existing, it would be appropriate that congenital fusion
is not considered to be a rateable pre-existing impairment, given that it is

frequently an incidental finding and infrequently associated with
functional limitation.

In relation to the lumbar spine it may be useful to require a method for
recording range of motion in a similar way to 4.17 of the New South
Wales Guidelines. This may assist in clarifying and making comparable
for consistency purposes range of motion findings, as well as the

presence ofasymmetry.

''ReturntoWorkSA
Return to work.
Return to life.



4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

D Yes

D No

5. Do you have any other feedback about the proposed Guidelines?

Clarifications such as the glossary, or realigning text and wording with clinical
interpretation rather that literal interpretation is likely to be helpful. Changes that include
the need to state the justification of the method selection and application should also be
helpful. Consistency should include the requirement to consider prior documented
findings.

Return to work.
f^ Retu rn to life.



tindallgaskbentley
lawyers

tlndallgaskbentley
lawyers

25 June 2021

Chief Executive Officer

ReturnToWorkSA

400 King William Street
ADELAIDE SA 5000

By Email: wpi@rtwsa.com

Dear Sir,

Submission as to proposed changes to Impairment Assessment Guidelines

The purpose of this letter is to endorse and support in full the submission provided to

RTWSA by Johnston Withers dated 17 June 2021 - a copy of which Is attached.

This firm also has a long history - now exceeding 50 years - of acting for injured workers

and their families.

We as a firm fully endorse and support the matters set out in the submission prepared

byJohnston Withers.

In particular, we share the concern the proposed changes essentially seek to circumvent

judicial statutory interpretation of the Act, Regulations and Guidelines. Without

dialogue and proper engagement such a course of conduct cannot properly deliver an

equitable and fair outcome,

Yours faithfully,

TINDALLGASK BfjMTLEY

Managing Partner

gallison@tgb.com.au

Please reply Adelaide Office End.
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JOHNSTON WITHERS
LAWYERS

17 June 2021

Chief Executive Officer
Return to Work SA

By email: wpi@rtwsa.com

Dear Sir

Submissions as to proposed changes to Impairment Assessment Guidelines

Our firm, Johnston Withers, has been acting for injured workers and their families in South
Australia for 75 years. During that time we have advised our clients and advocated on their
behalf in the relevant courts and tribunals, in the context of ever changing and increasingly
complex legislation.

We have recently been made aware that you have sent a draft paper containing proposed
changes to the Impairment Assessment Guidelines to certain medical doctors, Despite the fact
that Ihese proposals are likely to have a significant impact on the rights of injured workers, you
have not sought the views of law firms such as ours who support injured workers, nor other
key stakeholders in'the workers compensation system.

We provide this submission firstly in Johnston Withers capacity as a legal firm, but secondly as
we hold strongly held views that the Consultation Paper and the Review Draft;

• Do not allow sufficient time for consultation;

• Do not provide sufficient information, including the provision of a marked up version of
the Guidelines to easily interpret the proposed changes and the omissions from the
previous Guidelines;

• Significantly Impact on the remedial context and purpose of workers compensation

entitlements;

• Have not been distributed widely to members of the legal profession, unions and other
key stakeholders, including ALA, social service providers and unrepresented injured
workers.

There have been many recommendations In the past following reviews as to changes to
workers entitlements. The use of the Guidelines, implemented upon the Introduction of the
Return to Work Act 2014 were not previously the subject of extensive consultation amongst
key stakeholders.

17 Sturt St Adelaide South Australia SOQO P (08) 8231 1110 F (08) 8231 1230 mail@johnstonwithers,com.au lohnstonwithers.com.au

ADELAIDE CLARE PORT AUGUSTA WHYALLA ROXBY DOWNS MURRAY BRIDGE

JOHNSTON WITHERS & ASSOC PTY LTD ABN 97 008 I 06 643 A GOLD ALLIANCE FIRM AND
I fiLOBAL ALLIANCE - A WORLDWIDE ALUANCE OF INDEPENDENT LEGAL AND ACCOUNTING FIRMS
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The assessment of permanent impairment as to injured workers creates parameters for many

entitlements under the Return to Work Act and Is therefore an essential indlcia under the Act in
terms of workers' entitlements.

The decisions in Preedy, then followed by Summerfield, clearly address the proper
interpretation of the Act and the Guidelines. It is noted that:

1. The Corporation has previously funded a review as to the Scheme (the Finity
review) and has been concerned prior to the Review, and subsequently, as to the
financial viability of the Scheme;

2. The Corporation has itself indicated that the viability of the Scheme is at risk;

3. The Corporation has now sought special leave of the High Court to appeal the
Summerfield decision.

When Finity Consulting reported to the Chair of Return to Work SA on 26 August 2019 they
wrote that "there Is still considerable legal uncertainty" in the Scheme and that a large number
of open disputes and slow rate of dispute resolution still presented a material risk to the
valuation results. On current trends, they estimated it was likely to be at least hwo to three
years, and possibly longer, before the operation of the Act was confidently known.

Page 7 of the report in the Executive Summary described that "the level of Serious Injury
activity continues to be higher than expected, despite the observation that the level of
disputation had reduced under the Return to Work Act".

Whilst no Guidelines are perfect, the current Guidelines do provide generally an objective and
consistent method of assessing permanent impairment arising from a work Injury. They
recognise the need for injuries to have reached Maximum Medical Improvement and to have
been stable and further, the Act recognises the once and for all nature of the assessment
process as to permanent impairment. However, some of the proposed changes to the

Guidelines, could potentially significantly impact on the ability of injured workers to attain
Maximum Medical Improvement or nominate that they then wish to proceed to whole person
Impairment.

The Guidelines ought to create fair and equitable outcomes to injured workers consistent with
the remedial context of the Act.

We are concerned that describing the background to the proposed changes is "to deliver
greater clarity, consistency and transparency", and to reflect relevant clinical developments, is

not what the proposals will achieve, Quite the contrary.

To be frank it is about cost saving. It is about Return to Work SA reducing entitlements and in
many cases ignoring medical conditions, medical clinical history, observation, assessment and

judgement and Ignoring medical knowledge,

Johnston Withers does not propose to address each of the proposed changes, but recognises
that where there is a review, there is a need for timely open dialogue, lengthy consultation and
engagement and then further discussion before any proposed changes are to be Implemented.
The lack of consultation and dialogue Is of significant concern and appears to reflect a desire
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to implement change, within a short timeframe without dialogue, to minimise the exposure of
the Scheme and to significantly affect workers entitlements.

Some of the proposed changes, and we use this word literally, are medical fictions. Put simply,
if implemented, changes to the Guidelines would reduce the rateable impairments and
accordingly the entitlements of injured workers in a number of contexts. For example, a
worker with a previously asymptomatic condition including arthritis, must have a deduction
applied, notwithstanding that the condition was entirely asymptomatte. Again, put simply, this
Is deducting from entitlements for alleged pre-existing impairment, where no evidence exists of
such impairment and there is no impairment affecting the worker at the time of sustaining the
injury.

The same use of a fiction will apply, if the Guidelines are changed In respect to iatrogenic i.e.
medication induced injuries including claims for dental, upper and lower intestinal tract injuries.
These reflect the view of Return to Work SA that medication induced injuries should not be
treated in the same manner as other injuries and should not be regarded as consequential
injuries to be combined as arising from the same injury, cause or trauma. This is reflective of
Return to Work SA's position that they are concerned by the potential exposure of the Scheme
and are seeking to amend the Guidelines, but not the legislation, to achieve significant
deduction in the scheme exposure, but without having to amend the Act or have proper and
timely engagement dialogue and collaboration with persons and/or organisations affected.

The timeline for submissions is ridiculously brief in what is a particularly complex discussion
paper and without the omissions being described in the Discussion Paper or provision of a full
copy of the Guidelines referring to the omissions as ought to be provided, rather than the
changes.

The Discussion Paper advises that when submissions "have been received and considered by
RTWSA and the Treasurer, you will be advised of any changes", This is not dialogue and
engagement, rather RTWSA perfunctorily invites submissions from certain stakeholders to tell
RTWSA and the Treasurer what a limited audience think and then RTWSA decide, rather than
an engaging process for all key stakeholders. For example, there appears to be no
engagement with the Australian Lawyers Alliance, SA Unions, injured workers and advocacy
groups. There is no invitation to meet and engage as between Return to Work SA and the
various stakeholders, collaboratively including the medical profession, The Law Society and
other legal sector groups, SA Unions, self-insurers of SA etc. If there was to be meaningful
dialogue and engagement, then RTWSA should Invite all key stakeholders to have meaningful
dialogue and share their views with one another and with RTWSA and the Treasurer. We note
that the Consultation Paper is marked "official; sensitive" and those words do appear to be
indicative of the lack of fairness and transparency rather than a truly consultative and
necessary process of stakeholder engagement and discussion.

As the assessment of whole person impairment is a once and for all process, the importance
of this process cannot be understated. In the past, we have seen the regular adherence by

Return to Work SA, its claims agents EML and Gallagher Bassettto the creation of template
reporting by way of draft referrals, making incorrect assertions as to the law regarding those
impairments to be deducted and those to be combined. The Law Society of South Australia
have already written to Return to Work SA In respect of the conduct of claims agents with
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respect to whole person impairment and there have been decisions In the South Australian
Employment Tribunal that have consistently made criticism of the approach of Compensating
Authorities and RTWSA in respect to Its treatment of injured workers and impairment
assessors in whole person assessment matters,

The process of permanent impairment, whilst complex, needs to have significant safeguards

for injured workers. The Compensating Authority must properly respect and reflect in draft
referrals the current state of the law, rather than the use of its templates, which in recent
decisions have been found not to be correct vis Preedy and Summerfield.

Compliance issues frequently arise following receipt ofWPI assessment reports, commonly
because of the instructions given by the Compensating Authority claims agent.

Johnston Withers, due to time constraints of the deadline for submissions to be lodged, do not
address all of the proposed changes, However, we wish to address a number of examples to
identify the significant impact that if passed, these changes would have. Further, the changes,
would significantly reduce the Scheme exposure and accordingly, whilst the Consultation
Paper suggests that these changes have been Identified over time, the reality is that the
changes are being made to reduce the Scheme exposure.

1. Clause 1.41 adds:

"impairments due to side effects of pain medications which are reverslble upon ceasing, is
not considered permanent or at MMI therefore does nol qualify for an Impairment rating",

Whilst the long term use of oploid medication has been recognised as to its
consequences and Is discouraged, the use of palnkilling medication for many injured
workers Is a significant alleviation of their painful symptoms. Whilst it is recognised that
opioid medications and other medications can cause both upper and lower intestlnal tract
symptoms, we have two very significant concerns as to the potential application of Clause
1.41. These include:

(a) If a doctor nominates that a patient should cease a medication to reverse the
effects of the impairment to be assessed, then that impairment as a
consequence of the medication doe.s not attain an impairment rating. If the
doctor happens to be wrong, then given the once and for all regime of
proceeding to whole person impairment assessment of all injuries, a worker
will be significantly disadvantaged.

(b) There could be potential significant medical consequences if workers seek to
discontinue medications prescribed for pain relief, contrary to medical
recommendations to alleviate their symptoms.

We also note that there has been concern expressed previously on many occasions by

Return to Work SA in submissions elsewhere and by its lawyers in the Tribunal, asserting
that those injuries that arise from the use of medication, ought not be combined with other
injuries, such that the true intent of making these changes is likely reflected by the past
conduct of Return to Work SA in its submissions before the Tribunal and elsewhere,
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2. The introduction of a new Table 6.3 for rating mastication and deglutition is concerning.
The previous table, whilst having shortcomings, is less concerning than the proposed
changes. Either way, the previous table and the new proposed table only address issues
as to mastication and deglutition In the context of what food can be ingested by an injured
worker, This firm has acted for a number of workers who have become edentureless (i.e.

without teeth), yet the criteria to be applied despite the very significant impact on those
injured workers, focuses solely on food, rather than the function of teeth Including speech
and appearance.

3. A deduction for an asymptomatic condition i.e. arthritis is a medical fiction, It ignores

clinical history and records and would result In many injuries being undercompensated
where no prior clinical or medical indicia exists for deduction, It is both arbitrary and
unfair. Moreover, it is Imposing a deduction where none should apply.

4. The worker must always have the choice of the permanent impairment assessor to
conduct the assessment. The proposed changes in Clause 17.4 are unnecessary and

extremely unfair. It likely reflects the situation where, as we acknowledge these are
complex assessments, a Compensating Authority can effectively take over the whole
person Impairment process because the worker, due to the complexity of the process,

does not know who to conduct the assessment. It is not for Return to Work SA or the

referrer to nominate the assessor of their choice. Rather, it is a fundamental basis, given

that the Compensating Authority draw the referral, that the injured worker must maintain
the choice of the appropriate accredited assessor for the appropriate body part and
injuries to be assessed. In many cases, this can involve a number of assessments over a

period of time and accordingly, creating a sense of urgency and then imposing the right to
Return to Work SA to further control the process, must be discouraged. Moreover, the
role of RTWSA to Compensating Authorities in seeking to influence WPI outcomes has
been criticised previously by the Tribunal.

Conclusion

In conclusion, there is clearly a need for lengthy dialogue and proper engagement with ail key
stakeholders by Return to Work SA. Johnston Withers would like to be Invited to such
necessary engagement as soon as possible so that all parties can express their views in an

open and frank manner, Just, as we have In this submission.

Grf(ftam Harbord
Dfrector
Direct Line: 08 8233 7205
Email: graham.harbord@johnstonwithers.com.au
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Attachment 3

Feedback Form wtorkSA
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi@rtwsa.com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reHect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.
• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects

the requirements of the Return to Work Act 2014 and improves the process for selecting an
appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front of
the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions,

We look forward to receiving your feedback.

1

Return to work.
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Name and/or organisation of respondent (optional):

We value your feedback and would like to know the views you represent:

^Accredited Impairment Assessor

D Representative medical body/association

Self-insured employer

Employer representative

D Worker representative

II Lawyer or Legal association

Q Other (please specify below)

1. Please provide comments below on any of the proposed changes you support Please Explain
why.

Section

1.13

1.14

1.33

1.29,1.44,

1.45 4.20

Comm en ts/Recomm en dations

Guidelines must be adhered to.

Supported - would it be useful to add the second paragraph in 2.5d page
20 AMA5. Treating ortho reports, for instance, may describe ROM
shoulder as 120 - 130 degrees, yet a few months later an assessor might

measure 80 -90 degrees. This therefore indicates not at MMI. In addition,

an assessor must account for the discrepancy in markedly different ROM
(or radiculopathy )findings

Strongly support online imaging statement

Strongly support

2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Section

1.73

Comm en ts/Recomm endations

This clause appears unreasonable. Orthopaedic surgeons are rarely

upper and lower limb surgeons. Even fewer have expertise in spinal

surgery.

'ReturntoWorkSA
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3. If there are any changes you would like to suggest, please describe them below

Summary

Table
The Summary Table should either be eliminated or modified so page,
table and figure numbers are removed. Some assessors are not bothering

to complete the table correctly (citing only Chapters) and in most cases
refuse to amend after compliance review. The Tribunal appears to be

supportive of assessors who do not follow the mandated RTWSA
Template.

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

D Yes

5. Do you have any other feedback about the proposed Guidelines?

"Chapter 17 on the assessor selection process has been reviewed to ensure that it both

reflects the requirements of the Return to Work Act 2014 and improves the process for
selecting an appropriate assessor."

Unfortunately, we all know that the worker does not select the appropriate assessor as it is

done in most cases by the worker's representative. I recognise that this is a political issue

that may be outside the remit of RTWSA.

f'
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Attachment 3

Feedback Form vltori(SA
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi(a)rtwsa,com

Summary of Changes

The foreword and inta-oduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.

• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects

the requirements of the Return to Work Act 2014 and improves the process for selecting an
appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front of
the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

Return to work.
C^ Retu rn to life.



Name and/or organisation of respondent (optional):

Kellie Lewis, Regional Manager

mlcoa South Australia

m: 0455680411

e: kellie.lewis@mlcoa.com.au

We value your feedback and would like to know the views you represent:

II Accredited Impairment Assessor II Worker representative

II Representative medical body/association II Lawyer or Legal association

D Self-insured employer ^] Other (please specify below)

D Employer representative

mlcoa - assessor representative

1. Please provide comments below on any of the proposed changes you support Please Explain
why.

Section

1 through 16

Excluding 1.9

and 1.33

17.2, 17.4, 17.5

Comm en ts/Recomm en dations

Agree with proposed clarifications and changes as they provide increased

clarity

Agree with proposed clarifications and changes as they provide increased

clarity

2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Section Comments/Recommendations

1 Introduction

Clause 1.9

Assessor must make reasonable effort to contact the requester to advise

of new condition/injury and to ascertain if the assessment should proceed

or be deferred

The proposed change to clause 1.9 is impracticable and unreasonable to

implement during a scheduled assessment; and to do so requires the burden

-ReturntdWbrRSA
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of managing risk to privacy and security of medical records and the

consulting office environment. Specifically:

Contacting the requester to advise of a new condition/injury and to

ascertain if the assessment should proceed or be deferred will

require the implementation of an additional operational process

where the assessor will be required to either escort the examinee to

the waiting room; and /or organise a chaperone; and / or brief an

administrator on the required call to the requester that needs to be

made; and / or seek an alternative confidential space to contact the

requester to ensure an examinee is not left in a consulting room

without supervision to manage a potential risk to confidential

patient material in the consulting room; and the health, safety and

wellbeing of office staff.

The time taken for making reasonable efforts to contact the

requester will have a significant impact on the capacity for an

assessor to complete the assessment within the scheduled time

frame.

Assessors frequently experience requesters as being unavailable. As

such, it is anticipated that on most occasions, under the proposed

changes, the assessment will not be able to proceed.

Where the assessor is able to effectively contact the requester and

approval is provided, and the additional injury is a different body
part to that originally requested to be assessed, it may not fit into
the area of expertise of the assessor and or there may not be

sufficient time to appropriately assess the additional injuries,
resulting in the appointment not being able to proceed.

As such, mlcoa recommend allowing the assessor to make a clinical

judgement regarding the assessment that is in progress in consideration of

their expertise, the time frame of the appointment, and the one assessment

rule.

mlcoa recommend that if the additional wording in this clause is accepted,a

clear definition of 'reasonable efforts to contact the requester' is required,

and that if the requester cannot be contacted, permit the assessor to make

a clinical judgement regarding the assessment that is in progress in

consideration of their expertise, the time frame of the appointment, and the

one assessment rule.

1 Introduction

Clause 1.33

Assessors are required to access radiological imaging through online

subscription

fl;i
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The proposed change to clause 1.33 is impracticable and unreasonable to

implement and have a potential implication on informed consent to access

radiological information,

Consultants do not have ready access to all imaging through online

subscriptions. For example, Consultants in private practice are not

always able to readily gain access to public hospital imaging.

It is unreasonably time consuming, without compensation, for a

Consultant to log onto and locate imaging from multiple different
sources.

Examinees can be an inaccurate source of knowledge on when and

where they had imaging done. This will potentially lead a Consultant
to spend ineffective time searching for imaging that is not where it is

advised to be.

Informed consent may not extend to access the imaging that is not

provided in the file material, resulting in additional consent needing
to be gained, posing an unreasonable administrative burden on

seeking this consent and potentially resulting in a delay of the
delivery of the report.

As such, mlcoa recommends that the assessor should be provided with all

relevant medical and allied health information, including results of all clinical
investigations and previous assessments related to the work injury in

question, with the assessment request, inclusive of all radiological imaging.

If further radiological imaging is identified as not initially provided and is
required - that the requester seeks and provides this information.

17 Assessor

Selection
Process

Clause 17.3

Assessor selection

The proposed change to clause 17.3 will have a significant negative impact

on the quality and consistency of reports; and impact on the diversity of the
available Consultants to conduct assessments.

Utilising the lAGs and AMA5 requires a highly unique set of skills,
underpinned by specific learning and development, as well as

requiring frequent application to maintain an appropriate standard

of expertise. The skilled application of these expertise by a
Consultant results in consistent, highest of quality reports. Several

highly experienced Physicians with extensive technical knowledge
around the lAGs and AMA5 will be precluded from applying their
unique knowledge, skills and expertise for assessments and reports

where surgery has occurred if the proposed change to clause 17.3 is

adopted.
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Reducing the selection of Physicians for musculoskeletal injuries, if

surgery has occurred, will have an impact upon the availability of

skilled, capable and experienced assessors, inclusive of assessors

with:

• a diverse background, thus limiting examinee choice and

potential impacting on examine psychological safety and

overall assessment experience.

• a capacity to service regional, rural and remote areas as

many surgeons who are assessors, do not travel to regional,

rural and remote areas due to their surgical commitments

compared to Occupational Physicians and other non-surgical

specialties more able to do so, impacting upon capacity to

provide as assessment within a reasonable timeframe.

• no history of previous treatment with the examines.

As the lAGs and AMA5 are very specific regarding how to deal with

surgery, especially common procedures such as meniscectomy,

arthroplasty, and spinal surgery, it is relatively rare that a surgeon's

expertise will result in a different impairment rating if the guides are
used appropriately, yet will limit the selection of Physicians for
musculoskeletal injuries, if surgery has occurred. This will impact on .

the quality, consistency and timeliness of assessments and reports.

There doesn't appear to be any clinical, medical or assessment

expertise evidence to suggest that the proposed changes to the

assessor selection process will improve the quality and or

consistency of the assessment and report process for examinees.

mlcoa recommends allowing non-surgeons to assess examinees for

musculoskeletal injuries, if surgery has occurred, to ensure the highest

quality and consistency of assessments and reports are delivered; and to

provide timely service and to ensure diversity of available assessors is

maintained and expanded.

mlcoa recommends that if the additional wording 'for musculoskeletal
injuries, if surgery has occurred, the injury or condition must be assessed by a

surgeon accredited in the relevant body system.' is adopted a clear

definition of 'musculoskeletal' and 'surgery' is required.

3. If there are any changes you would like to suggest, please describe them below

Section Comments/Recommendations

Return to work.
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4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

X Yes - with the exception noted as above

D No

5. Do you have any other feedback about the proposed Guidelines?

No further comment.

•;ReturntoWor&cSA
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Who we are

The Australian Lawyers Alliance (ALA) is a national association of lawyers, academics and other

professionals dedicated to protecting and promoting justice, freedom and the rights of the individual.

We estimate that our 1,500 members represent up to 200,000 people each year in Australia. We

promote access to justice and equality before the law for all individuals regardless of their wealth,

position, gender, age, race or religious belief.

The ALA is represented in every state and territory in Australia. More information about us is available

on ourwebsite.1

The ALA office is located on the land of the Gadigal of the Eora Nation.

lwww.lawyersalliance.com.au.



Introduction

1. The ALA welcomes the opportunity to comment on the Consultation Paper for Impairment

Assessment Guidelines - Proposed Changes.

Consultation Process

2. The ALA is concerned about the very short consultation time that was given, especially when the

changes to the guidelines are substantial and will have a very large impact on injured workers.

3. In view of the wide reaching impact of the changes, the ALA is concerned that the Consultation

Paper was not provided directly to groups who represent injured workers. Whilst not a

requirement under the Act, we believe the Paper should have been provided directly to lawyers

who represent injured workers, the ALA, Unions and other key stakeholders.

4. The ALA only received a copy of the proposed changes on 11 June 2021 after being provided

with it by one of its concerned members.

5. Given the short time frame given for consultation, it has not been possible to consider the

proposed changes in as much detail as they deserve.

6. Although the consultation paper refers to 72 proposed changes, there are in fact many more

changes than this.

7. Not all of the changes are clearly identified. The deletions to the current guidelines are not

marked in the draft that has been provided.

8. To make the consultation process fair and more transparent, we request that a marked up copy

of the Guidelines be provided to all interested parties who have commented on the current

proposals. This copy should make all additions, changes and deletions clear.

9. We also ask that the medical advice relied upon to make the amendments be provided to all

relevant parties.



Impact of Proposed Changes

10. The consultation paper says that "It is anticipated that the proposed changes will provide a fairer

scheme for workers and employers". It goes on to say that "[o]f the 72 proposed changes, the

majority are not expected to impact on average WPI ratings. A small number of the changes may

result in the increased WPI ratings and similarly a small number may result in decreased ratings."

11. The above statements are both misleading and incorrect.

12. On our reading of the changes and after speaking to numerous doctors about the proposed

changes, we understand that the changes will overwhelmingly decrease WPI ratings.

13. We have not been able to find an example where the WPI will increase. We request that you

provide us with examples of any WPI that is expected to increase under the proposed changes.

Proposed Changes Relate to Tribunal and Court Decisions

14. It is evident that some of the proposed changes seek to alter the Guidelines to accord with an

interpretation advocated by the Corporation in proceedings before the South Australian

Employment Tribunal (SAET) and which the Tribunal rejected, including:

a. How to assess skin impairments resulting from scars;2

b. The practice of "peer reviewing" assessments;3

c. The definitions of "disregard" and "deduct";

15. It is not appropriate that RTWSA propose changes to the Guidelines that are inconsistent with

Tribunal or Court rulings. If changes are to be made that impact these decisions, they should be

made by Parliament, after adequate debate and consideration.

16. Many of the changes also relate to matters that are currently the subject of litigation in the

Supreme Court and Court of Appeal, including the Full Court of the Supreme Court in Paschalis v

2 Gooch v RTWSA [2020] SAET 27

3 Palios v RTWSA [2019] SAET 224; Canales-Cordova v RTWSA [2020]SAET 8



RTWSA4, the appeal to the Court of Appeal in RTWSA v Opie5and the appeal to the Full Bench of

the SAET in RTWSA v Gooch6.

Specific Clauses

17. The ALA considers that the majority of the proposed changes will result in significant injustice

to workers and strongly objects to same. However, given the limited time permitted to

prepare this submission, our comments below are not intended to be exhaustive. Many of

the changes are complicated and require us to consider medical advice on the

appropriateness of the change and the likely impact.

18. The amendment to clause 1.8 is inconsistent with the decision in Lohman.7 It does not make

sense to require a whole person impairment to only be undertaken once an injury or condition

has been determined or is the subject of an application for review. This will simply increase the

number of proceedings.

19. ALA does not agree with the amendment to clause 1.9. The clause gives total power to the

requester to direct the assessor to proceed with the assessment and to exclude the additional

injuries identified by the assessor without any obligation on the requester to communicate with

the unrepresented worker or legal representative. The assessor is then required to provide the

one and only assessment, thereby precluding the worker from claiming the additional injuries

identified by the assessor.

20. This is an unacceptable denial of natural justice. The worker should be included in those

communications and given an opportunity to stop the assessment at that time.

21. This also creates an unworkable onus on the medical professional concerned as to how to deal

with the issue, especially when case managers can be difficult to contact at short notice.

22. The ALA strongly objects to the amendment to clause 1.27. There is no logical reason to require

a doctor to make a deduction for an unrelated injury or condition that was asymptomatic. This

4 on appeal from [2019] SAET 199

5 on appeal from [2020] SAET 62

6 on appeal from [2020] SAET 27.

7 Lohmann v RTWSA [2019] SAET 213.



clause will require doctors to make a deduction for degenerative changes, even where the

worker had no pain or impairment from such a condition. Given the high incidence of

asymptomatic degenerative changes in the general population, this clause can only be seen as

deliberately and unfairly reducing WPI.

23. The ALA objects to the amendment to clause 1.28 as a deduction should not be made where

the objective evidence is not complete. This is unfair to the worker.

24. ALA strongly objects to clause 1.29 and the mandatory deduction of 1,10th of the assessed

impairment where there is insufficient evidence to assess the unrelated impairment. This

reduction is unfair and should not be made.

25. If despite objections, the 1,10th deduction rule is introduced, the Guidelines need to be clear on

how the reduction is to be applied. If a person is assessed as having a WPI of 5% and undergoes

a reduction of 10%, this would be a 0.5% reduction. We believe in this situation, the WPI would

be reduced to 4.5% and this figure should then be rounded up to 5%. It is important however

that this is made clear.

26. In relation to the compliance section in Chapter 1 (1.53 and 1.54), these amendments seem to

have the effect of undermining the rulings of the SAET in Palios8, Canales-Cordova9 and Frkic10 It

is not appropriate that the Guidelines be used to change Tribunal Rulings. This should be

reserved for Parliament.

27. The imposition of minimum time frames before various specific injuries can be assessed, as

detailed below, is unnecessary and unwarranted given the existing requirement that the worker

has reached MMI before an assessment can occur. The proposed minimum time frames will

unfairly delay injured workers' access to lump sum payments in circumstances where weekly

payments for the vast majority of workers cease after a period of 2 years, regardless of whether

they remain unfit for work or not. Workers in this category, of which there are many, are

usually suffering from financial hardship. Delaying their access to the lumps sums to which they

are entitled, for economic loss and non-economic loss, will only exacerbate their situation.

8 Palios v RTWSA - [2019] SAET 224

9 Canales-Cordova v RTWSA - [2020]SAET 8

10 Frkic v RTWSA - [2020] SAET 16



28. Further to the above, in relation to clause 2.9, concerning peripheral nerve injuries, no

explanation is given for the requirement that injured workers should wait for 12 months before

being assessed. This will result in a delay of the worker's entitlement to a lump sum payment.

29. In clause 2.21 there is no explanation for requiring workers to wait at least 18 months after an

initial diagnosis of adhesive capsulitis. This will have the effect of delaying the worker's

entitlement to any lump sum payment.

30. In clauses 2.30 and 3.51 there is no explanation as to why injured workers are required to wait

at least 18 months after an initial diagnosis of Complex Regional Pain Syndrome. This will have

the effect of delaying the worker's entitlement to any lump sum payment.

31. In relation to clause 3.44 and table 17-35, no justification is given for replacing the table

contained in AMA5 with this table. The purpose of this seems solely to be to reduce any lump

sum entitlement.

32. The introduction of clause 4.3 seems to have the sole purpose of reducing an injured person's

lump sum entitlement when they have suffered multiple injuries in the same trauma.

33. In clause 4.17, the insertion of the word 'significant' prior to muscle guarding, seems to have

been done solely to make it more difficult for injured workers to meet the 5% threshold.

34. In relation to clause 9.16, using the audiogram closest to the date of retirement is inconsistent

with section 22(7) of the Act, which states that the worker's current impairment must be

assessed as at the date of the assessment. This clause is also inconsistent with the Tribunal's

decision in the matter ofStewart v RTWSA11.

35. In relation to Chapter 15, the amendments in this section seem to be for the purpose of

changing the effect of the Supreme Court decision of Mitchell.12 This will simply reduce an

injured worker's entitlement to a lump sum payment.

36. In relation to clause 16.15, it is unfair to require the assessor to deduct a 1,10th of the assessed

WPI, where there is inadequate information as to a pre-existing impairment.

u [2018] SAET 35

12 [2019] SASCFC 34



37. In relation to Clause 17.3 and the selection of an accredited assessor, the changes seek to

dramatically restrict a worker's choice as to the most appropriate assessor.

38. We cannot see the need for musculoskeletal injuries, where surgery has occurred, to be

exclusively assessed by surgeons. Occupational physicians and rehabilitation physicians have

extensive experience in assessing the impact of injuries on the day to day life and capacity of

injured workers, the very issues that are at the heart of assessing WPIs. They also have

extensive working knowledge of the Guides across multiple body systems, the requirements of

the legislation and the operations of the Tribunal. There are many instances, especially with

injuries involving multiple body parts, where an occupational physician or rehabilitation

physician is a more appropriate assessor than a surgeon.

39. We are concerned as to who will perform assessments if occupational physicians are precluded

from doing so, there being a paucity of accredited surgeons in Adelaide capable of undertaking

such assessments, and reliance on interstate surgeons not being a feasible solution given

ongoing snap border closures around Australia.

40. There is no need for the amendment that states that if there is another assessor available with

appointments, they must be selected over an alternative assessor with a waiting time in excess

of 6 weeks. Where the worker is happy to wait a longer time for an appointment, they should

be allowed to do so. If the worker is not happy to wait, they can select another assessor.

41. In relation to clause 17.4, the requirement that a worker select an assessor within 10 business

days is too short. There are many legitimate reasons why the worker may seek to take extra

time to choose an assessor. Also, if the worker does not have access to email, they may not

receive correspondence by post in relation to this choice before the time limit has expired.

RTWSA is not prejudiced by this delay. The time limit should be removed. If it is not removed, a

much longer period is required.

10



Conclusion

42. The Australian Lawyers Alliance (ALA) are very concerned about the proposed changes to the

guidelines, without allowing time for proper community consultation, or sufficient circulation of

the proposal to interested parties

43. We believe it is inappropriate that such dramatic changes that disadvantage workers are being

made underthe guidelines.

44, If such widespread changes are to be made, this should be done by amending the legislation.

This would allow for proper scrutiny of the changes and the likely impact.

45. The proposed changes are likely to cause uncertainty and increase litigation. The current

scheme was introduced in 2015. Since then, there has been extensive and ongoing litigation as

the parties involved, the Tribunal and the Supreme Court clarify and interpret those changes. It

is inevitable that further changes will result in additional litigation, and significantly delay the

clarity and consistency in understanding, the proposed changes are intended to achieve.

46. Furthermore, the proposed changes are inconsistent with, and contrary to the stated aims of

the Act. In particular, section 3 states that the objects of the Act include:

"to ensure workers who suffer injury at work receive high-quality service, are treated

with dignity, and are supported financially" and

"to provide a reasonable balance between the interests of the workers and the

interests of the employers."

47. To enable us to provide a more thorough position on the proposed changes, we ask that the

following be provided:

a. A marked up copy of the proposed amended guidelines that show all deletions,

additions and amendments.

b. A copy of the medical evidence and details of the "clinical developments" that have

been relied upon by RTWSAwhen drafting the proposed changes.

c. A copy of the actuarial and other costing advice that has been obtained by RTWSA

with respect to the proposed changes.

d. Details of any injuries that will result in an increased WPI under the guidelines, as

stated at the start of the consultation paper.

11



48. We are also happy to meet to discuss our submissions in person.

0
0.^-^

Sarah Vinall

SA President

Australian Lawyers Alliance
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25 June 2021

Return to Work SA
BY EMAIL ONLY

wpi@rtwsa.com

Dear Sirs,

Proposed changes to the Impairment Assessment Guidelines

We write to provide a response to the proposed changes to the Impairment
Assessment Guidelines.

Our firm of solicitors have specialised in acting for injured workers in South
Australia for decades,

Our firm does not support the vast majority of the proposed changes.

It is disappointing that despite the consultation paper suggesting that It was to
be distributed to lawyers who represent workers, it was not sent to us.

Following consultation with other legal firms after becoming aware of the
proposed changes has revealed none of them were sent the materials either.

If that is the case, and no legal practitioners who act for workers were provided
with the paper, then we consider that to be disappointing to say the least,

RTWSA should not mislead the public in its publications.

Due to the limited timeframe allowed for a response, we do not propose to
answer every single change.

It Is simply not possible to do so because you have not allowed adequate time.

We raise the following issues which are immediately apparent:

1. There are more than 72 proposed changes.

To suggest that there are only 72 Is misleading and incorrect.

2. The majority of the changes will definitely impact average WPI ratings.

To suggest otherwise is distinctly and unacceptably misleading,

3. No one has been able to identify a single impairment that results in an
Increased rating.

Please identify, clearly, for the public which impairment ratings
increase as a result of the proposed changes.

pmn
Palios Meegan Nicholson

ABN 75 008149 933

Adelaide
Level 5,28 Grenfell Street

Adelaide, SA 5000

Telephone 08 8212 3566

MtQambier

7A Helen Street

MtGambier,SA5290

Telephone 08 8212 3566

Mail
PO Box 3116
Rundle Mali
Adelaide SA 5000



4. An overwhelming number of changes result in severely reduced
impairment ratings.

To suggest otherwise, as you have done, is highly misleading and
inaccurate.

It is hard to conceive how you could seriously suggest that a small
number of impairment ratings would be reduced.

5. The stated goal is to provide "improved clarification and consistency of
assessments based on 5 years of feedback and learning".

If that is the stated goal, then:

5.1 Why do many of the changes seek to overrule Tribunal rulings
in which RTWSA was unsuccessful in defending its position
with respect to the law:

5.1.1 In respect of the assessment of scarring;

5.1.2 In respect of the practice of "peer reviewing"
assessments;

5.1.3 In respect of the assessment of asymptomatic but pre-
existing degenerative changes;

5.1.4 In respect of the combination of impairments;

5.1.5 in respect of disputed impairments (liability).

If the goal is consistency, then RTWSA should be amending the
Guidelines to be consistent with legal rulings, not inconsistently
with them.

5.2 Why are most of the changes introducing substantial
prohibitions on assessments, rather than simply clarifying
incorrect aspects of AMA5 or similar.

It is very evident that RTWSA's agenda is not to clarify the Guidelines,
but rather to reduce the liability of the scheme by making it impossible
for many impairments to reach a 5% threshold, and also the 30%
threshold.

6. The change at clause 1.9 denies a worker procedural fairness and
natural justice.

This instruction is inappropriate as it allows a case manager far too
wide of a discretionary power without input from a worker or a worker's
representative.

7. New clause 1.26 is inappropriate as it seeks to modify the operation of
the Return to Work Act 2014 (the Act) insofar as it relates to "unrelated
injuries".

The Minister is not entitled to modify the Act through the Guidelines.



8. Clauses 1.27 and 1.29 must be removed as they:

8,1 Are inconsistent with the terms of the Act;

8.2 Inappropriately deduct for impairment not otherwise objectively
proven;

8,3 Depart from the level of objectivity currently required by existing
clause 1.29;

8,4 Cause confusion as to what an "impairment" is if it is
asymptomatic;

8.5 Are discriminatory to those over the age of 30 or even younger.

9. Clause 3,4 regarding the assessment of the lower extremity.

This clause has the effect of guaranteeing many lower extremity
impairments will be below the 5% threshold, despite the fact that they
are valid impairments.

Clause 3.4 should not be amended in the terms proposed.

This clause is clearly evidence of RTWSA's intention to limit its liability
by ensuring many impairments will not reach a 5% level.

10. The amendments to the assessment of total hip and knee
replacements should not be made.

The stated objective is a guise for simply lowering impairment
assessments for these injuries.

It is patently clear RTWSA is advancing an agenda to avoid people
reaching the 30% threshold where they have a poor outcome from joint
replacement surgery.

There is no good medical or policy basis to make these changes.

11. The amendments to the assessment of the spine.

The stated objective is a guise for making it harder for people with
spinal impairments to qualify for an assessment on the basis of having
persisting radiculopathy.

We call for production of the "feedback received from assessors" you
have relied upon in order to justify these changes.

It is patently clear RTWSA is advancing an agenda to avoid people
reaching the 30% threshold for certain spinal impairments.

12. Table 6.3 for the rating of impairment resulting from mastication and
deglutition conditions. There is no justifiable medical basis for this
change and is self-serving to RTWSA interests.



13. Clauses 13.4 and 13.5 (rating skin). This clause is directly against
SAET rulings on the topic.

It is inappropriate for RTWSA to legislate against rulings it has lost by
amending the Guidelines.

This does not provide clarity; it creates confusion and will create further
litigation.

14. Clause 13.11 (rating surgical scars). This discriminates against
surgical scars for no good medical or policy reason except it serves
RTWSA's agenda to reduce claims and hence its liability.

15. Changes to chapter 15 regarding the digestive system.

All of these changes reveal RTWSA bias against impairments resulting
from medical treatment, principally medication.

It is not for the Guidelines to decide what is an injury.

This change only serves to advance RTWSA agenda to reduce the
scheme and does not provide clarification.

16, Chapter 17 - assessor selection process.

There is no justifiable basis to restrict which doctors a worker can
appoint to assess simply because they have multiple impairments or
because they have had surgery.

It is clear from this paper and from RTWSA statements made since,
that there is an agenda being advanced sidelining particular doctors
who are assessing impairments of the upper extremity, lower
extremity, and the spine.

RTWSA should not be advancing an agenda in this way and reveals a
deep bias.

A worker's right to elect the assessor should remain unrestricted
except for the requirement that a doctor hold accreditation (a restriction
provided for by the Act).

Other issues we raise:

A. If there's a concern that only some doctors are carrying out
assessments, then that's an issue brought about because RTWSA and
the Minister stripped accreditation from more assessors in 2019.

B. Any "12 week waiting period" for appointments is a product of
accreditations having been stripped and there now being minimal
assessors available for some impairments, in particular the digestive
system.



Please take our position under serious advisement.

We are very concerned that RTWSA and the Minister intend to gazette these
changes without due regard for our legitimate concerns.

Yours fai^fully
Palios R/leegan Nicholson

pmn.com.au
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Our Ref: 221900

25 June 2021

Return to Work Corporation of South Australia

By email: wpi(a)rtwsa.com

To whom it may concern,

Re: Feedback Form
Impairment Assessment Guidelines
Noise Induced Hearing Loss

We write this open letter in relation to the recent proposed draft amendments to the
Impairment Assessment Guidelines with a view to supplying specific comment on
same. Hereafter they will be referred to as the "lAGs" and, where reference is made

the proposed revised drafted changes that has been circulated, this will be identified
as the "Draft lAGs"

Boylan Lawyers represents workers in the South Australian Employment Tribunal for
various injuries and are considered specialists in noise induced hearing loss in this
jurisdiction. We therefore feel obligated to comment specifically on the changes
envisaged under the lAGs for this injury.

We also take this opportunity to note that clause 1.3 of the Draft lAGs identifies that
they are based mainly on the AMA Guides and where there is any deviation then the
Draft lAGs would prevail. This is reflected in the current clause 1.3 of the lAGs. It is
our submission however that this is entirely inconsistent with the AMA Guides is
outside the Ministers power, at s22(4)(f) of the Act.

Whilst the changes in the 'review draft' attempt to highlight the amendment to the
Guides, there are areas where the changes in hearing loss have not been highlighted.

We address below the changes we have identified with which we have concern.

www.boylanlawyers.com.au Estate Planning & Administration

Conveyancing & Property Law
admin@boylanlawyers.com.au Criminal & Injury Law

0886322777 Employment & Family Law
Workers Compensation & Hearing Loss

Liability limited by a scheme approved under Professional Standards Legislation
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1. Clause 9.2 of the Draft lAGs: Cortical Evoked Response Audiometry

"Cortical Evoked Response Audiometry (CERA) can be requested by
the assessor in the event that standard audiology testing is inconsistent
or there is a discrepancy between audiology test results and observed
function. Rationale for requiring the test must be documented in the
report."

This change suggests there are already two audiology reports available at the
time of assessing the claimant for a PIA. The change allows the CA the ability
to get a third report via Cortical Evoked Response Audiometry.

As far as we are concerned, this decision should be made prior to the second
audiological assessment and should be based on whether the previous
audiology has been a 'hearing screening' only or whether it accords with the
Regulations as per s67(2).

It is entirely unfair to subject a worker to three audiological assessments,
especially where the CA has the option to send the worker to at least two of
those assessments. The Regulations take care of this issue and there should
be no need for a further expense if the process accords with the Regulations
in the first instance.

Clause 9.2 of the Draft lAGs introduces a latitude for an assessor to request
that the worker undergo Cortical Evoked Response Audiometry testing where
"standard audiology testing is inconsistent or there is a discrepancy between
audiology test results and observed function". Our concerns regarding this are
threefold:

• First, that this testing is onerous in that we understand it can take up to
three hours to perform and requires the worker to be fitted with electrical
monitors;

• Second, there are assessors accredited in this scheme who we
understand have a financial interest in the only local provider of this
type of testing: the Otoneurological Diagnostic Centre (ONDC); and

• Third, this may create disadvantage to injured workers in litigation.

If this is to be implemented then in response to the first concern we would seek
that the clause 9.2 of the Draft lAGs be amended to identify that this is to be
used as a last resort, rather than see it become the norm. Especially as there
is often inconsistencies between hearing test results due to the margin of error
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present in such testing. On the current wording of the Draft lAGs then referral
to CERA testing would be justified in most every case. The cost and
inconvenience to both workers and the Corporation of this would be great.

In regard to our second concern, we would advocate for the Draft lAGs to be

amended to require the assessor to disclose at the time of their
recommendation to refer a worker for CERA testing whether or not they have
a direct financial interest in the ONDC and, if so, the nature of same. This will
afford transparency in such matters.

We would also query whether the recommendation to include this clause 9.2
of the Draft lAGs was raised by anyone with a direct financial interest in the
ONDC and invite the source of this to be clarified by the Corporation.

In response to our third concern, we note that if a disputed matter proceeds to
a Hearing before the South Australian Employment Tribunal with respect to a
disputed PIA then a further issue arises under Rule 66 of the SAET Rules.
This specifies that each party may only have one expert witness of a particular
field of expertise. Seemingly then, if the Worker wished to call an ENT to give
evidence then they may not also be able to call the person at the ONDC who
actually conducted the CERA testing upon which a PIA opinion may have been
based. That creates an unfair advantage for the Respondent to such
proceedings (usually the Corporation) against the objects of the Act.

2. Clause9.11 of the Draft lAGs: Binaural Hearing Impairment and Severe
Tinnitus

"Binaural hearing impairment and severe tinnitus: Up to 5% BHI
may be added to the work-related binaural hearing impairment for
severe tinnitus caused by a work injury:

• after presbycusis correction, if applicable, and
• before determining WPI.

The severity of tinnitus is determined by the assessor with
consideration given as to its impact on ADL. The value assigned must
be supported by clear rationale. Refer examples 9.1-9.5 in this
chapter."

At 9.11 of the Draft lAGs there has been an amendment adding the acronym
"BHI" when referring to the maximum allowable amount of impairment to add
for tinnitus. (though we note this change is not highlighted in the Draft lAGs
that were circulated).
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Whilst Examples 9.1, 9.2, 9.4, 9.5, and 9.7 of the current lAGs identify tinnitus
to be assessed in terms of Binaural Hearing Impairment, this is not reflected
in the AMA5 and quite the opposite is suggested by existing case law.

This is a matter that needs to be dealt with either by case law or an amendment
to the Act, not a decision by the executive arm of government.

3. Clause 9.16 of the Draft lAGsLjJsing Audiology Cjosest to Retirement
Date

"The assessment of permanent impairment and %WPI in respect of
no/'se induced hearing loss needs to be assessed consistently with the
particular requirements of subsections 188(2) and (3) of the Act which
provide:

"(2) Subject to this section, where a claim is made under this Act
in respect of noise induced hearing loss by a worker (not being
a person who has retired from employment on account of age or
ill health), the whole of the loss will be taken to have occurred
immediately before notice of the injury was given and, subject to
any proof to the contrary, to have arisen out of employment in
which the worker was last exposed to noise capable of causing
no/'se induced hearing loss.

(3) If a claim is made under this Act in respect of noise induced
hearing loss by a person who has retired from employment on
account of age orill-health, the whole of the loss will be taken to
have occurred immediately before the person retired and,
subject to any proof to the contrary, to have arisen out of
employment in which the person was last exposed to noise
capable of causing noise induced hearing loss."

Where the worker has retired, the assessor must use the audiogram
closest to the date of retirement or provide detailed explanation as to
why they have elected not to.

The requester is responsible for providing clear guidelines to an
assessor regarding the assessment of impairment in such cases."

This change is against existing case law on this topic and appears to be an
attempt to rewrite the law in matters where the Corporation was not successful
(see Stewart v Return to Work SA [2018] SAET 35 and Payne v Return to
Work SA [2020] SAET 228). The current law requires the testing from the date
of the Permanent Impairment Assessment to be used unless there are "cogent

4
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and compelling" reasons not to do so. We consider the assertion in the
Consultation Paper that the reason for introduction of this change as being to
"[t]o clarify existing requirements" is misleading at best.

Further to this, noise induced hearing loss is a deemed injury and so it is
deemed that the last day the worker was exposed to noise is the date of injury.
If for example there has been a hearing test 6 months prior to retirement then
it is not consistent with the Act to use that test to determine the extent of the
injury.

If the deeming provisions do not apply due to the passage of time then the
worker needs to be assessed for all of the days they were exposed to noise,
not just part of them. As well as that the injury needs to be stable and it cannot
be stable if it is still being damaged.

It is therefore not sufficient for the audiology test closest to the date of
retirement to be the determining factor. This would need to be clarified to using
the earliest audiogram from after the date of retirement to remedy that
oversight. In either event, however, we would not support this change as it
runs counter to existing case law which we consider fair and balanced.

4. Clause 9.17 of the Draft lAGs: Air Conduction and Bone Conduction

"For the purpose of rating impairment, use the better of the air and bone
conduction thresholds at 2000Hz and below. Above 2000Hz use the air
conduction thresholds."

We would like further clarification why this was changed as there are often
times where it is not practicable to use the air or bone conduction due to test
variables.

5. Clause 9.18 and 9.19 of the Draft lAGs: Assessment of Hearina Loss
Between Certain Frequencies

"Impairment due to noise induced hearing loss is to be calculated on
the assessed hearing thresholds between 2000Hz and 4000HZ."

"If noise exposure has been prolonged, 1500Hz can be included in the
impairment assessment, provided a detailed explanation is given as to
frequency, duration and source of noise exposure, whether it was
constant or intermittent and, if known, decibels".
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The current lAGs state at 9.5 that "Where the assessor is using ranges outside
the usual 2000-4000Hz NIHL frequencies, detailed explanation must be
given." This left it to the discretion of the assessor in the circumstances. The
new clauses 9.18 and 9.19 of the Draft lAGs seem to perch the inclusion of
losses at 1500Hz on the presence of there having been "prolonged" noise
exposure and requires detail to be supplied of specifics of the exposure (going
so far as to request decibel levels).

This provision will be of disadvantage to injured workers through no fault of
their own. It is unreasonable to expect that decibel levels from an injured
worker's entire history of noisy employment to be both available and tailored
to the experience of an individual worker.

Further, there is no definition of what "prolonged" means in this context and
the examples provided in Chapter 9 of the Draft lAGs are of little use in
assisting with interpreting this provision. If the goal of the revised lAGs is to
introduce clarity then this clause has seemingly failed in that aim, and we
expect this will be a source of much future litigation

The current Guides allow the hearing loss to be assessed from 500-4000htz
though the current 9.5 states that if it is outside of the 2000-4000htz then to
provide explanation.

The amended Guides are now reigning in that previous assessment and
strikes out Regulation 67(2)(d)(e) and 67(4). This cannot be within the
discretion of the Minister given the Regulations are subservient to the Act in
that instance, not the Guides. If a change this drastic is to be made there must
be legislative change to effect it. Simply sating that the Guides take
precedence over the NAL Tables does not overcome the conflict the Guides
amendment has with the Regulations.

6. Clause 9.20 of the Draft lAGs: Thresholds for Noise induced Hearina
Loss

"The following thresholds apply when rating for noise induced hearing
/oss. Any readings above these are to be rated as per the following
limits:

1500Hz-45dB
2000Hz - 65dB
3000Hz - 90dB
4000HZ - 90dB"

This is the most difficult amendment to understand.
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This amendment would effectively 'cap' hearing loss entitlements at 38.2%BHI
(19%WPI) as a maximum and that is only if the worker could establish that
1 SOOhtz could be used. If the worker could not so establish that 1 SOOhtz could
be used, then the maximum that the amended guides would allow is 30.1 %BHI
(15%WPI). This does not consider presbycusis, so realistically the maximum
amount would be much lower. The older the worker the more effect these
amendments will have on their claim.

We query upon what medical or scientific information this amendment has
been based. Unless the source of this is disclosed then we have no choice but
to consider this amendment arbitrary and, without valid reason, to be aimed
callously at disadvantaging injured workers with a view to cutting their
entitlements.

7. Table 9.2 of the Draft lAGs: Missing Table

The Draft lAGs omit conversions of BHI to WPI for 37.1%BHI to 51 .OBHI. We
trust this is an oversight (unless the intention was to reduce this table now that
levels of noise induced hearing loss are apparently to be capped at
38.2%BHI).

We suggest highlighting this as a significant change in the Draft lAGs, if the
deletion of this Table was not an unintended error.

8. Example 9.1 of the Draft lAGs: Occasional and Regular Tinnitus

"A 55 year-old man, a boilermaker for 30 years, gave a history of
progressive hearing loss and tinnitus. The tinnitus was present most
days, interfering with concentration and regularly interfering with sleep
when it could not be dampened with extraneous noise. The assessor
has assessed the tinnitus as severe. The external auditory canals and
tympanic membranes were normal. Rinne test was positive (air
conduction better than bone conduction) bilaterally and the Weber test
result was central. Clinical assessment of hearing was consistent with
results of pure tone audiometry, which showed a bilateral sensorineural
hearing loss consistent with the dose and duration of significant noise.
The assessor diagnosed noise induced hearing loss (NIHL) with severe
tinnitus. The assessor included the 1500HZ frequency in this
assessment due to long-term constant noise exposure likely to be
greater than 90dB. Presbycusis correction does not apply because the
worker is less than 56 years of age.

[Table Not Reproduced]"
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It is clear the Guides are attempting to increase the difficulty a worker faces
when being assessed with tinnitus.

The amendment in this example changes the previous word 'occasionally' to
'regularly' when referring to whether tinnitus should be given a percentage
impairment for sleep-distressing tinnitus.

This is unfair as it seems the Guides have already left the determination of the
tinnitus on the assessor's discretionary consideration of it's impact on ADL. I

refer to the Draft lAGs at clause 9.11. The only test is the effect of tinnitus on
ADL. It is unclear if this example is intended to constitute a "minimum
threshold" for when an assessor can add impairment to account for "severe
tinnitus".

There is also a change from 'moderately severe' to 'severe'. We dispute this
and again would suggest that reference be given to the ADL tables when the
assessor is performing their discretionary assessment.

We should note at this point that we have not been able to identify a single
amendment in the draft Guides that improves a workers entitlements. In all
scenarios it makes it more difficult to have their impairments given proper
valuation and it appears plain in our view that the amendments are obviously
attempting to reduce the amount of compensation payable to injured workers
both for lump sums and as Seriously Injured Workers. The Minister does not
have an unfettered discretion. The discretion relates to any anomalies or
difficulties with the Act. (1.1) It cannot be expected that all of the anomalies
and inconsistencies' have to be amended at the expense of workers.

To add further proof to the comment above I note this example also throws
out the previously accepted calculation of hearing loss where 500-4000htz are
used and instead reduces entitlements to incorporate 1500htz only but notes
1500htz is only included because there was long term exposure.

9. Exarnple 9.2 of the Draft IAGs;^^N

"A 55-year-old man, a steelworker for 30 years, gave a history of
increasing difficulties with hearing and tinnitus. In the first 20 years of
his career little attention was paid to hearing protection. There was no
family history of deafness and no past history of recreational noise,
illness or medication that could impact upon hearing. The assessor
diagnosed occupational noise-induced hearing loss with intermittent
mild tinnitus that had no impact on ADL and was only mildly irritating
during the day and night. The assessor considered the loss at 15001-lz
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should be included due to the reported constant noise exposure likely
to be greater than 90dB given the occupational history.

[Table Not Reproduced]"

This example is attempting to crystalise 'a norm' within hearing loss claims
suggesting that exposure to less than 90db over time does not entitle a worker
to utilize 1500htz. This is seen as the average period one is exposed to noise,
otherwise referred to as DB(A)

The idea fails to consider decades of case law and medical and academic
literature acknowledging certain industries where multiple exposure periods
over short duration (length and time), otherwise known as LCpeak are just as
harmful as constant noise exposure with less noise over a longer period. We
also do not accept that 90db is the correct measuring stick. 85db is considered
dangerous under work, health and safety laws and the medical literature
suggests that losses can begin to accrue in noise levels as low as 80Db, if not
lower. Many workers are also exposed to physical vibrations Qack-hammers,
etc) in addition to the sound itself and that also contributes to hearing loss.

We consider there to be no basis in science, medicine, or law, to represent to
the assessors that 90dB of noise is some miraculous threshold that suddenly
enables them to include losses at 1500Hz. This example should be rectified
accordingly.

Yours faithfully
BOYLAN LAWYERS PTY LTD

Per:

Andrew Wright
Partner

andrew(%bovlanlawvers,cgm^^^^^^
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All feedback must be received by G.oopm on Friday 25 June 2021.

Please email your feedback to: wgl{Srtwsa_com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMAs Guide.

• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects the

requirements of the Return to Work Act 2014 and improves the process for selecting an appropriate

assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front

of the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the

Guidelines and provide guidance to requesters around assessment of additional injuries and

conditions.

We look forward to receiving your feedback.

1
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^ Retu rn to life.



Name and/or organisation of respondent (optional):

Professor Paul Fagan

We value your feedback and would like to know the views you represent:

EX] Accredited Impairment Assessor [_] Worker representative

II Representative medical body/association || Lawyer or Legal association

II Self-insured employer || Other (please specify below)

II Employer representative

i. Please provide comments below on any of the proposed changes you support. Please

Explain why.

Section

9.17

9.20

Comments/Recommendations

I agree with the statement "Above zoooHz, use the air conduction

thresholds". Research has shown bone conduction thresholds are inaccurate

at the high frequencies.

The limits provided are reasonable and consistent with the scientific

literature.

2. Please provide comments below on any of the proposed changes you do not support. Please

explain why

Section

1.53

9.i6

Comments/Recommendations

It has been my experience that RTWSA has requested that I reconsider my

findings based on complex legal considerations. An assessor may be

benefitted if the worker's legal representative were to provide their input on

legal issues which could affect the assessment before a review of the

assessment is completed.

The deeming provisions for dates of injury is a common feature in every

jurisdiction in which I provide medicolegal services. However, in my

experience, the focus upon audiograms performed nearest the deemed

date of injury is solely a South Australian preoccupation.

••ReSumtoWorkSA
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Return to life.



The great majority of audiograms provided to Permanent Impairment

Assessors are screening tests, more often performed by persons unknown,

without any indication of the tester's qualifications or testing conditions

(including whether performed in a soundproof booth). Almost all the
audiograms submitted for consideration do not satisfy the rudimentary

requirements of the Return to Work Regulation 67.

Requiring an assessor to favour audiograms of insufficient quality over their

own audiometry is illogical, especially as we are tasked with assessing the

worker's current incapacity. The proposed amendment to paragraph 9.16

will render an Assessor's own audiogram virtually redundant. It is to be

noted that an Assessor's audiogram are conducted by trained Audiologists

with audiometers that have been calibrated and with properly constructed

soundproof booths.

The basis for favouring an audiogram conducted nearest an arbitrary date

fails to consider that NIHL cannot deteriorate in the absence of hazardous

noise. Accordingly, there is no medical distinction between a worker's

current NIHL and his level of NIHL when he was last exposed to injurious

noise. Any deterioration in hearing due to disease can be identified on the

audiogram. Deterioration on account of age is remedied by a deduction for

presbycusis, which is determined by the worker's age at the date of

audiogram.

Undoubtedly, an Assessor can only certify that he is satisfied with the
results of his or her audiogram, either performed by himself or at his

direction and supervision by appropriately qualified persons. Only then may

an assessor have confidence in the audiogram which forms the basis of his

or her assessment.

9.17 The proposed paragraph 9.17 makes it obligatory for the Assessor to use the

better of the air or bone thresholds at 2oooHz or below. No rationale is

provided for this paragraph other than it was based on "specialist advice".

With respect, the specialist advice received is inconsistent with empirical

studies which have specifically focused on this issue.

The leading study on when to prefer bone over air conduction thresholds

was conducted by R.A Coles and colleagues (1991) in a paper titled "The

limited accuracy of bone conduction audiometry: its significance in medico

legal assessments"'.

The paper concluded as follows:

"i. In assessment of auditor/ disability from the puretone

audiogram, AC (air conduction) measurements should be used in

preference to BC (bone conduction). This is due to the greater

precision associated with AC threshold measurements, difficulties in

^
Return to work.
Return to life.



interpretation ofBC thresholds, and their unrealism (we do not

normally hear by bone conduction). The exception is where there is a

substantial ('emphasis added) element ofconductive hearing loss,

when the BC thresholds will have to be taken into account.

2. Definition of what is a substantial air-bone gap should be based

on an average over the relevant frequencies, e.g. i, 2 and 3 kHz, and

not on single frequencies. This is because of the lesser measurement

uncertainty associated with the average.

3. Taking account of all the possible sources of error, only an air-

bone gap averaged over i, 2 and 3 kHz greater than 15 dB can be

regarded as significant, when measured with an audiometer whose BC

output is calibrated to BS 6950; ig88. When an audiometer has been

used that is calibrated to the earlier standard (B5 2497, Part 4:1972)
only an air-bone gap greater than iodB should be regarded as

significant."

Similarly, Studebaker (1967) correctly warned that air-bone gaps of 10,15

and 20 dB should be expected for a significant proportion of threshold
measurements, and these should not be over-interpreted as evidence of

middle ear dysfunction".

Accordingly, proposed paragraph 9.17 perpetuates a fundamental

misunderstanding that minor air-bone gaps are due to middle ear

pathology. The more likely cause of a minor air-bone gap is testing error

rather than middle ear pathology. Bone conduction thresholds should only

be preferred where there is a significant air-bone gap (average greater than

i5dB at 3 frequencies) at zoooHz or below. Bone conduction audiometry

has been shown to be inaccurate at the higher frequencies'".

Although, the above paper by Coles et al (1991) refers to the audiometric
calibration standard S5 6550: ig88, several other studies have adopted a

similar definition of a significant air-bone gap'"".

If proposed paragraph 9.17 is adopted, it will unfairly underestimate

workers' noise induced hearing loss.

9.19 There is no empirical evidence to suggest 5ooHz and loooHz cannot be

damaged due to prolonged noise exposure. Nor is there any such preclusion

in the AMA 5th edition. Whilst damage to these lower frequencies is rare

amongst sufferers of NIHL, it is also the case that Assessors tend to see the

most severe cases of NIHL.

Studies including those by Sataloff and Sataloff" have concluded loss in all
the lower frequencies can occurfollowing prolonged noise exposure.

Under the NSW Workers' Compensation system, whose Guidelines are

almost identical to those used in SA, it has been the accepted position for at

least 14 years since the Medical Panel decision in Shone v Country Energy

fB) RetumtdWksrkSA
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(2007), that all compensable frequencies (sooHz to 40ooHz) may be

damaged as a result of prolonged noise exposure.

Chapter iy Availability of Assessors: the proposed changes do not take into account

how certain insurers, especially Gallagher Bassett, impose a requirement to

receive a minimum of 3 weeks' notice before accepting a proposed

appointment time. This effectively reduces the window of opportunity for

appointments to 3 weeks, not the 6 weeks maximum envisaged in the

Guidelines to provide an appointment.

3. If there are any changes you would like to suggest, please describe them below

Section

9.i6

9.17

9.i8

9.20

Chapter 17

Comments/Recommendations

It is suggested the proposed amendment be revised as follows:

"Where the worker has retired, the assessor may consider any

audiogram which satisfies the requirements of regulation 67."

I suggest the following amendment to proposed paragraph 9.17

"For the purpose of rating impairment, use the better of the air and bone

conduction thresholds at 2oaoHz and below where there is a significant air

bone gap (greater than i^dB average over 3 frequencies). AboveloooHz, use

the air conduction thresholds."

I suggest the following paragraph:

"Impairment due to noise induced hearing loss is to be calculated on the

assessed hearing thresholds between soooHz and ^oooHz. Where an assessor

;s of the opinion other frequencies have been affected by noise exposure,

explanation should be provided."

It is suggested a cap be established for loss at loooHz of 4odB and 35dB at

50oHz.

It is suggested this requirement should be satisfied if an Assessor offers to

see a worker within 6 weeks of request by insurer or self-insured employer.

Return to work.
Return to life.



4. Overall, do you think the proposed changes will result in more consistent impairment

assessment outcomes?

I Yes

No

5. Do you have any other feedback about the proposed Guidelines?

' Coles, R.R.A., Lutman, M.E. and Robinson, D.W., 1991. The limited accuracy of bone-conduction

audiometry: its significance in medicolegal assessments. The Journal of Laryngology&Otology, 105(7), pp.518-
521.

"Studebaker, G.A. (1967). Intertest variability and the air-bone gap.-/.Speec/7 Hear. 0/5.32, 82-86.

'" Margolis, R.H., Eikelboom, R.H., Johnson, C., Ginter, S.M., Swanepoel, D.W. and Moore, B.C., 2013. False

air-bone gaps at 4 kHz in listeners with normal hearing and sensorineural hearing loss. International Journal of

Audiology, 52(8), pp.526-532.

lv Coles, R.R.A., Lutman, M.E. and Buffin,J.T., 2000. Guidelines on the diagnosis of noise-induced hearing loss

for medicolegal purposes. Clinical Otolaryngotogy & Allied Sciences, 25(4), pp.264-273.

"Akeroyd, M.A., Browning, G.G., Davis,A.C. and Haggard, M.P., 2019. Hearing in adults: a digital reprint of

the Main reportfromthe MRC National Study of hearing. Trends in hearing, 23, p. 233121651988761/1..

vl Sataloff, R.T., & Sataloff, J. (3rd Ed). (2006). Occupational Hearing Loss (3rd ed.). CRC Press.
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Turner Freeman
LAWYERS

25 June 2021

ReturnToWorkSA
GPO Box 2668
Adelaide SA 5001

By email only: wpi@rtwsa.com

Dear Sir/Madam

Proposed Changes to Impairment Assessment Guidelines - Claims for Dust Diseases

We refer to the recent document circulated, proposing certain changes to the Impairment
Assessment Guidelines ("lAGs"),

We wish to take this opportunity to outline problems we have identified in our experience
acting for workers who suffer from a dust disease in claims, and have made claims for lump
sum compensation pursuant to section 58 of the Return to Work Act 2014 ("the RTWA").

Definition of "dust disease"

We note the recent change to regulation 23(1) the Return to Work Regulations 2015 (SA) to
insert regulation 23(1 )(m) which classes "pneumoconiosis (including silicosis) and other
injuries in so far as they are caused by exposure to crystalline silica" as a prescribed injury
for the purpose of section 33(21)(b)(iii) of the RTWA.

This definition arbitrarily has the effect of including some benign dust diseases within the
exception, such as silicosis and asbestosis, but not others, such as asbestos related pleural
disease.

If an exception is to be appropriately made for workers with accepted claims for a dust
disease, we consider that the definition of what constitutes a dust disease ought be clearer,
and extend to all diseases and pathological conditions resulting from exposure to asbestos
dust, as well as crystalline silica.

Conditions likely to deteriorate

We note the current guideline 1.32 of the lAGs which states that, if an assessor forms the
opinion the worker's condition is stable for the foreseeable future, but it is expected to
deteriorate in the long term the assessor should make no allowance for this deterioration, but
note its likelihood in the report.

We note the proposed insertion of clause 1.16, which would allow a WPI assessment to be
undertaken where a worker suffering from a terminal condition had not stabilised..

Adelaide Office
Level 9, 60 Waymouth Street, Adelaide SA 5000 GPO Box 11049 Adelaide SA 5001

P 08 8213 1000

F 08 8213 1049 | www.turnerfreeman.com.au

Liability Limited by a scheme approved under Professional Standards Legislation



We consider this change to be appropriate.

However, we consider that this should apply to section 22 assessments in all dust diseases
cases where deterioration is considered likely, whether or not the condition is likely to be
terminal. Dust diseases are generally progressive and this ought be considered when
undertaking permanent impairment assessments, whether or not the dust disease is likely to
cause the death of the worker.

The "one assessment rule" and provisional damages

Section 22(10) of the RTWA states that, "subject to subsections (11) to (15) (inclusive), only
1 assessment may be made in respect of the degree of permanent impairment of a worker
from 1 or more injuries (including consequential injures) arising from the same trauma (and
any injury that may subsequently develop of manifest itself or develop after the assessment
of impairment is made will not be assessed)".

We have concerns regarding the effect of section 22(10) of the RTWA on a worker who has
an accepted claim for a dust disease, such as asbestosis or benign asbestos related pleural
disease, and has elected to undergo a permanent impairment assessment in relation to that
injury per section 22 of the RTWA and is paid compensation under section 58 of the RTWA.
If that worker were to be subsequently diagnosed as suffering from a different dust disease,
such as mesothelioma or lung cancer, they would arguably not be entitled to have the further
injury assessed or to receive any further compensation. This is because, although the
subsequent dust disease would have a different date of injury, the subsequent dust disease
would arguably be attributable to the same trauma, being the asbestos exposure.

This is to be contrasted with the section 9(1) of the Dust Diseases Act, which allows for an
injured person to claim damages on a "provisional damages" basis, reserving their right to
pursue a further claim should they develop a different dust disease in the future. A regulation
under section 22(15) of the RTWA allowing a claimant with an accepted claim for a dust
diseases claim, to bring a further claim if they were to subsequently develop a different dust
disease could solve this problem.

Should you wish to discuss this correspondence further we invite you to contact the writer on
(08)82131000.

Yours faithfully
Turner Frsi

Partner
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All feedback must be received by S.oopm on Friday 25 June 2021.

Please email your feedback to: wpi@)rtwsa.com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment

approach orthe range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.

• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects the

requirements of the Return to Work Act 2014 and improves the process for selecting an appropriate

assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front

of the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requestors around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

1
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Name and/or organisation of respondent (optional):

Turner Freeman Lawyers

We value your feedback and would like to know the views you represent:

II Accredited Impairment Assessor || Worker representative

II Representative medical body/assodation [X] Lawyer or Legal association

II Self-insured employer || Other (please specify below)

n Employer representative

Please provide comments below on any of the proposed changes you support. Please
Explain why.

See attached letter.

Section

e.g.-1.14

Comments/Recommendations

Agree aligning definition ofMMI with AMAs and the national guidelines will reduce
confusion particularly for assessors working across multiple Jurisdictions

z. Please provide comments below on any of the proposed changes you do not support. Please

explain why

See letter attached.

Section Comments/Recommendations

•ReturmtoWorRSA
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3. If there are any changes you would like to suggest, please describe them below

See letter attached.

Section Comments/Recommendations

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

I Yes

D No

5. Do you have any other feedback about the proposed Guidelines?

See letter attached.

ReturntoWorkSA
Return to work.
Return to life.



Our Ref: DB:JWW:DB21

25 June 2021

Impairment Assessment Guidelines Review
Return to Work SA
400 King William Street
ADELAIDE SA 5000

Wearing&Blairs
Wearing & Blairs Pty Ltd

ABN: 81 619 1)2284

Telephone; 088211 8955

Fax; 0884)08610

Email: info@weoringblairs.com.au

Office: 327 King William Street

ADELAIDE SA 5000

Post; PO Box 6110, HALIFAX STREET SA 5000

Web: www.wearingblairs.com.au

Only by email: wpi@rtwsa.com

Dear Sir/Madam,

RE: PROPOSED CHANGES TO IMPAIRMENT ASSESSMENmUIDEUNES

Wearing & Blairs represent injured workers in the South Australian workers
compensation system. We are a well-known and well-respected firm operating in
this jurisdiction. Donald Blairs, is the longest serving member of the Minister's
Advisory Committee under the Return to Work Act 2014. Joseph Wearing has been
practising in the jurisdiction since 1994. We have been involved in some of the
major cases regarding the permanent impairment assessment process.

Importance of permanent impairment assessments

In 2014 the Workers Rehabilitation and Compensation Act 1987 was replaced by
the Return to Work Act 2014.

Pursuant to the old Workers Rehabilitation and Compensation Act 1987 injured
workers were entitled to income support payments and ongoing medical expenses
as long as they were incapacitated for work or for as long as long as they incurred
medical expenses related to the compensable injury.

Under the new Return to Work Act 2014, most injured workers are entitled to income
support payments for a maximum of 2 years, and medical expenses for 12 months
beyond that. Seriously injured workers are entitled to ongoing income support until
retirement age, and to reasonably incurred medical expenses for life.

In return for giving up the entitlement to ongoing income support and medical
expenses, workers who are not deemed seriously injured workers are entitled to
lump-sum compensation for economic loss under section 56 of the Act.

The entitlements to lump sum compensation for economic loss pursuant to section
56 and to ongoing payments for seriously injured workers are dependent on the
assessment of the injured worker's degree of whole person impairment. Given the
above, the assessment of an injured worker's degree of whole person impairment
is of significant importance to the injured worker's rights.

• •
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The changes to the Impairment Assessment Guidelines ("IAG") represent a
significant change to the assessment of whole person impairment for many workers,
and are likely to have a significant impact on their entitlements. Given the
significance of the changes, proper consideration should be given to the proposed
changes, including the impact that they are likely to have on injured workers, and
the scheme.

Consultation

Despite attempts to underplay the proposed amendments in the consultation paper
dated 28 May 2021, the proposed amendments are significant and will have a
significant impact on the assessment of workers level of whole person impairment.

The Consultation Paper states (pg3):

"Of the 72 proposed changes, the majority are not expected to impact on average
WPI ratings. A small number of the changes may result in increased WPI ratings
and a similarly small number may result in decreased WPI ratings.

"As stated above, the intent of the proposed changes is to provide improved
clarification and consistency of assessments, based on 5 years of feedback and
learning since the current Guidelines were published."

These assertions are not true. These paragraphs are at best not an accurate
reflection of the proposed amendments, and at worst they are deliberately
misleading.

The 'tracked-changes' Review Draft of the amended guidelines does not track every

change made to the proposed guidelines. Again, this is not an accurate reflection of
the proposed amendments.

Parties (those who have actually been invited to provide feedback) have been given
less than four weeks to do so. This is not sufficient time for many organisations to
consult with their membership and provide meaningful feedback.

Furthermore, many interested parties have not been consulted. Whilst I accept that
the Act does not require consultation beyond the medical profession, given the
breadth and number of the proposed changes and the potential impact of them on
injured workers, a proper consultation process should be undertaken.

In our view, in light of the above, the consultation undertaken to date has been
grossly inadequate.

The proposed changes

We were not officially consulted regarding the proposed changes, and the proposed
changes only came to attention incidentally, well after they were released to the
medical profession. Given the timeframe, we have not been able to undertake a
line-by-line analysis of the proposed changes. Nevertheless, we provide the
following feedback in relation to some of the more significant changes.

»»»
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Clause

1.27 (was
1.24)

1.29

1.30 (old)

2.21

2.30 and
3.52

The requirement to make a deduction for an unrelated injury regardless
of whether the unrelated injury was symptomatic or not is a significant
change, not a clarification. In practice, this will result in lower permanent
impairment assessments for injured workers.

The proposed reduction of an arbitrary 10% on account of pre-existing
degenerative change is not without merit, but further clarification is
necessary. It is not clear what constitutes "evidence of impairment"

especially in light of the changes to clause 1.27 (above) where the
arthritis may not have been symptomatic and causing any impairment.
Without greater clarification, this will result in lower permanent
impairment assessments for injured workers.

This clause has been deleted and the deletion of this clause has not
been disclosed in either the "tracked-changes" draft or the consultation
paper.

As outlined by the full-bench of the Supreme Court in Onody, this clause
is important to avoid a double deduction when an injury is an aggravation
of a previous compensable injury.

The deletion of this clause, without dealing with the issue of a double
deduction in some other way, will lead to confusion and substantial
unfairness. The proposed change is not a clarification; it is creating
chaos in an area where the Supreme Court has already provided
clarification. This will lead not only to a reduction in compensation, but
the outcome is clearly nonsensical. Where a worker suffers an
aggravation of a previous injury the injured worker will have BOTH the
pre-existing impairment (s22(8(g))) deducted from the total impairment,
and the previous compensation (s58(7)) deducted from the reduced
compensation payable.

This will result in lower permanent impairment assessments for a
substantial number of injured workers who are unlikely to suffer a series
of work related injuries to the same body part.

Requiring a worker to wait at least 18 months after initial diagnosis for
an assessment involving adhesive capsulitis is overly onerous. Given
that an injured worker is only entitled to income support payments for up
to 2 years, to have to wait 18 months will leave some workers without
income support or lump-sum compensation for an extended period.

The existing criteria to determine a worker's level of whole person
impairment for CRPS was already more onerous than the internationally
recognised Budapest criteria. The proposed changes make it even more
difficult for an injured worker with CRPS to receive any compensation. It
is currently entirely possible for a worker to have an accepted claim for
CRPS but be entitled to no lump-sum compensation as they do not meet
the more onerous test to be entitled to lump-sum compensation. There

is no logical reason why a worker who meets the internationally
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3.44

4.17

4.29

13.4

recognised criteria for CRPS should not be entitled to lump-sum
compensation for it because a more onerous test is applied.

It is also worth noting that the test is an all-or-nothing test: if the worker
does not meet the more onerous test, they will be entitled to NO lump-
sum compensation.

There is no reason why an injured worker should have to wait 18 months
after the initial diagnosis for a permanent impairment assessment. It is
not uncommon for a worker to not receive a positive diagnosis of CPRS
for up to 12 months after the initial injury. Given that an injured worker is
entitled to income support payments for only two years, to have to wait
18 months for an assessment is overly onerous and will leave some
workers without either income support or lump-sum compensation for an
extended period.

The proposed further tightening of the definition of CRPS for permanent
impairment assessment purposes will inevitably result in fewer workers
being assessed as a seriously injured, and lower permanent impairment
assessments for all injured workers.

The proposed changes make it harder for a worker who has had a knee
replacement to have that outcome deemed as poor. Workers who would
currently meet the criteria to be deemed to have had a poor result, may
not meet the new criteria.

Where a worker has a knee replacement with a poor outcome, they are
significantly impaired.

For injured workers with an outcome that would currently be rated as
poor, but who will not meet the new criteria, this will result in lower
permanent impairment assessments.

The insertion of the word "'significant', may be the difference between a
worker's injury being classified as DRE I or DRE II. Where a worker
exhibits muscle guarding, but it is not significant, the worker may not be
entitled to any compensation.

This will result in lower permanent impairment assessments for injured
workers.

A worker who currently meets the criteria to be classified as DRE V after
spinal fusion surgery, would now not be classified as DRE V.

This will result in lower permanent impairment assessments for injured
workers.

The proposed change is not a clarification, it is a change from the current
entitlement (as determined in Gooch). Where a worker suffers a
significant scar as a result of an injury, the fact that they have unrelated
scars elsewhere on the body should not be relevant. For example, where
a worker has a significant scar on her leg, she should not be precluded

• • •
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13.11

17.3

from any compensation for that scar because she has another scar on
her shoulder.

This proposed change will result in lower permanent impairment
assessments for injured workers.

Currently, if a worker requires surgery, and is left with a scar following
the surgery, they are entitled to compensation for the scar following the
surgery. This has been the law for many years. Pursuant to the
proposed changes, the worker will not be entitled to compensation for
the scar resulting from surgery. They will be entitled to compensation for
the scar only if it arose from the initial incident.

A worker who suffers an injury, and requires surgery, is entitled to
compensation for the effects of both the injury, and the resulting surgery.
There is no logical reason why this should not be applied in the case of
a scar.

This proposed change will result in lower permanent impairment
assessments for injured workers.

The proposal that if multiple body systems are to be assessed, multiple
services must not be used where there is an assessor available who is
accredited in all the required body systems removes the right of a worker
to select their preferred assessor. In some cases, there may only be only
one assessor who is qualified in all relevant areas, and the worker will
have no choice.

The proposal that where surgery has occurred, the injury or condition
must be assessed by a surgeon accredited in the relevant body system,
would prevent occupational physicians, or other suitably qualified
doctors, from assessing the level of whole person impairment. A surgeon
may well be excellent at performing surgery, but he or she is not
necessarily the best person to assess the degree of whole person
impairment. An occupational physician is usually better qualified to
assess, and more experienced in assessing, whole person impairment
than a surgeon. The proposed change makes no sense.

The proposal that if an appropriately accredited assessor has an
available appointment, that assessor must be selected over alternative
assessors with a longer waiting time denies the worker their choice of
assessor. Arguably, poorer assessors will have shorter waiting times,
and better assessors, will have longer waiting times. The proposal
reduces if not removes the worker's choice, which was a fundamental
principle of the system for whole person impairment established in 2014.

Again, the proposal that where the worker does not make a selection
within 10 business days, then the requester may select the assessor
removes the right of the worker to make a choice of assessor. There is
no good reason for the proposed change. There is no detriment to
RTWSA caused by any delay by the worker choosing the assessor.
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The above changes all erode the worker's ability to select their own
assessable and should be rejected in their authority. There may be valid
reasons why a worker does not make an assessment within 10 business

days.

This proposed change will likely result in poorer quality assessments,
and increased disputation. Ultimately, this will result in lower permanent
impairment assessments for injured workers.

Conclusion

It has been six years since the IAG were introduced under the Return to Work Act,
2014. Parties to workers compensation claims, including doctors, self-insured

employers, the Corporation, unions, legal representatives and the Tribunal are still
coming to grips with them. There has been much litigation, and there are still many
unresolved questions surrounding the interpretation of legislation and the IAG.

Amending the IAG will only create greater uncertainty and confusion and the
proliferation of litigation, which is to no one's benefit other than lawyers.

The vast majority, if not all, of the proposed changes to the lAGs will significantly
disadvantage injured workers.

Yours faithfully

Donald Blairs
donald@wearingblairs.com.au

Joseph Wearing
joseph@wearingblairs.com.au

• • •
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All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi@rtwsa.com

Summary of Changes

The foreword and introduction chapter have been amended to;

* reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

* move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

* improve readability

• provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

* correct any errors or identify additional errors contained in the AMA5 Guide,

* improve objectivity of assessments

* ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects

the requirements of the Return to Work Act 2014 and improves the process for selecting an

appropriate assessor,

The glossary and explanatory notes have been combined into a Definitions
section at the front of the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in

the Guidelines and provide guidance to requesters around assessment of additional injuries and

conditions.

We look forward to receiving your feedback.

1
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Name and/or organisation of respondent (optional):

Dr Beata M Byok

We value your feedback and would like to know the views you represent:

x Accredited Impairment Assessor |_| Worker representative

Representative medical body/association I_| Lawyer or Legal association

Self-insured employer D Other (please specify below)

II Employer representative

1. Please provide comments below on any of the proposed changes you support.

Please Explain why.

Section

e.g.-1.14

1.16.

1.29

1.44

1.57

Comments '/Recommendations

Agree aligning definition of MM! with AMA5 and the national guidelines will
reduce confusion particularly for assessors workmg across multiple jurisdictions

This is an excellent addition to the guidelines as it acknowledges the
rapidity with which some conditions can develop with no definable

period of stability until the end point [death) is reached, which may
occur in less than 2 years. It shows sensitivity and humanity in
dealing with distressed workers and their families.

The 1,10th deduction has worked well within other jurisdictions.
This a fair and reasonable method to determine a deductible portion

when the extent of a deduction for a pre-existing condition/injury is
difficult (limited history and / or examination findings) or costly
[undergoing non-diagnostic investigations purely for the sake of an
impairment assessment) to undertake.

I agree: Assessors have to be prepared to provide their rationale and
supportive evidence, i.e, the facts that form the basis for their
conclusions and assessment. A good quality and useful PIA
assessment is based on medical standards of a complete and
accurate history, thorough clinical examination, review of
investigations not limited to imaging studies, and a review of
background documentary file material, with brief comments
regarding other medical opinions and findings and where applicable
the reasons why the assessors opinion differs.

This amendment recognizes the health impact from diagnostic and

therapeutic investigations, which in some cases, e.g. x-rays, CT scans

and radio-isotope imaging are not without cumulative adverse
health effects, versus ordering a test for the sole purpose of

f^ ReturntdWbrkSA
Return to work.
Return to life.



6,11

determining WPI when other methodologies are available,

Table 6.3, p62 is a marked improvement on the existing Tl 1-7,
AMA5, and is comparable to the TEMSKI scale for skin/scarring in

providing guidance on how to apportion within a Class.

2. Please provide comments below on any of the proposed changes you do not

support. Please explain why

Section

2.5

17.3

Comments /Recommendations

It should be noted that when a single examiner assesses passive
range of movement, it is difficult to simultaneously and accurately
measure ROM with an instrument and move the affected limb as

the examiner is using at least one if not two hands to move a joint,
which makes it difficult to also hold a measuring instrument.

Perhaps a statement to the effect that observed passive movement
is greater and acknowledge it is an estimate.

"Nature and complexity of the injury". Operations carried out on
the musculoskeletal system are done so with the aim of improving
the worker's condition. In the majority of cases these operations
are relatively straightforward and have the desired outcome.
Surgeons are not the only doctors who are experienced in the
assessment ofmusculoskeletal conditions. There are non-surgical

specialties that have expertise in the diagnosis, investigation and
long term care and management of musculoskeletal conditions,
often looking after workers long after they have been discharged
from a surgeon's care. Therefore it is my opinion that this is a
discriminatory caveat that has not taken into consideration the

expertise of specialist non-operating doctors, such as
rheumatologists, rehabilitation physicians, occupational

physicians, and sports medicine specialist and may also

disadvantage the worker.

3. If there are any changes you would like to suggest, please describe them
below

Section Comments/Recommendations

f1' ReturntoWorkSA
Return to work.
Return to life.



1.14

Appendix 1
Notes for the
requester

Instructions for this definition should be expanded to state that
each of the referred conditions must be addressed individually. In

the case where a general overarching statement is provided, I.e.

'the condition', when there may be multiple conditions that have
been referred, it is not obvious if all the referred conditions have
been addressed.

One of the factors that has led to difficulties in obtaining an
appropriate impairment assessment is the lack of specificity as to
the final accepted 'diagnosis' of the injury impairments) that is

being referred for assessment. To reduce ambiguity and potential
for disputation it is important for the specific diagnosis to be given,
e.g. it is more specific to state: eg. Right Upper Extremity; ulnar
neuritis treated with ulnar transposition surgery above the mid-
forearm, rather than referring what might have appeared on the
initial RTWSA certificate of 'elbow injury' - which is a location not

a diagnosis.

4. Overall, do you think the proposed changes will result in more consistent
impairment assessment outcomes?

x Yes

No

5. Do you have any other feedback about the proposed Guidelines?

A PIA assessment requires the application of best practice medical standards of
history taking, clinical examination, review of investigations and background file
material, critical analysis and the preparedness to provide evidentiary reasons for a

diagnosis and the methodology chosen to rate an impairment. These steps are
integral and important qualities of a medical assessment and underscore good
quality medical practice.
Overall the Draft revised Guidelines have expanded on what may have previously
been implicit within the Guidelines and provides clarity as to the intent of the
Guidelines andAMAS.

'ReturntoWorkSA
Return to work.
Return to life.
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Attachment 3

WorkSA
Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpl^rtwsa_com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme
• clarify areas that have been raised by impairment assessors as being confusing
• move information designed for another audience into the appendices
• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
• provide further guidance to impairment assessors regarding the expected

assessment approach or the range of ratings available, based on advice from
medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.
• improve objectivity of assessments
• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both
reflects the requirements of the Return to Work Act 2014 and improves the process for
selecting an appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at
the front of the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in
the Guidelines and provide guidance to requesters around assessment of additional injuries
and conditions.

We look forward to receiving your feedback.

1

Return to work.
f^: Return to life.



Name and/or organisation of respondent (optional):

We value your feedback and would like to know the views you represent:

xD Accredited Impairment Assessor D Worker representative

[_] Representative medical body/association |_| Lawyer or Legal association

D Self-insured employer D Other (please specify below)

Employer representative

1. Please provide comments below on any of the proposed changes you support.
Please Explain why.

Section

e.g.-1.14

2

Comments/Recommendations

Agree aligning definition of MMI with AMA5 and the national guidelines will
reduce confusion particularly for assessors working across multiple
jurisdictions

Greater detail in the CRPS section is sensible, although neurologists
have no role in management of CRPS.

It is not clear how surgeons will approach such an assessment where
2 deg temperature difference needs to be measured , considering
they have only recently adopted goniometers.

2. Please provide comments below on any of the proposed changes you do not
support. Please explain why

Section Comments/Recommendations

Many changes do not provide clarity, aim at reducing impairment
values. This does not meet an objective of consistency in
understanding and in the application of the Guidelines. This also does
not meet an objective of a fairer scheme for any party. The statement
that "the majority are not expected to impact on average WPI ratings"
is not accurate. There are many impairments which will be reduced
below the 5% threshold, and many which will not rate at all. This
would not serve the stated objectives and only serves one interest -
reducing the liability of the scheme. For many proposed changes,
there is no legitimate medical basis.

r^ ReturntdWtirkSA
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1.9

1.29

2.15

3.4

Many changes steer too far from the AMA5 guidelines which provided
a fair and objective standard for assessing impairments already.

Examples of impairments which will be assessed differently without a
valid basis (departing from AMA5) -
Enforcing DBE over ROM in lower limb

Changes to the
TKR tables . clarification of the pain descriptors are sufficient.

Most range based class impairments enforce lower levels of the class
that do not allow for independent clinical judgement from the
assessor. There is no good medical reason why independent clinical
judgement from an assessor should be marginalised in this way.

Assessors do not have the capacity to comply with this as most of

the time the case management are not available. - Not practical. Also

unilateral decision making by case management lacks independence.

This amendment is likely to protract the impairment assessment process,

making it impossible for an assessor to proceed where there is ambiguity in

respect of the assessment request, and where the case manager is not

available.

The instruction lacks the specificity required to allow for an assessor to apply

the objective methodology required in order to properly assess an

impairment. This is an evaluative instruction which will produce different

results dependent on the assessor concerned.

Not all peripheral nerve injury can be identified on nerve condition studies.

Eg - ulna nerve injury had a 50% false negative rate which means cases of

ulna nerve injury will be underrated. This instruction will produce variable

and inaccurate assessments leaving some valid and permanent impairments

not assessable in circumstances where the test itself is not a valid measure

of the objective existence of an impairment. This does not meet the stated

objective of clarifying the existing Guidelines.

This section is discriminatory as the DBE table has a greater focus on the

knee than other parts of the lower limb and other limbs. This also fails to

take into account the fact that an impairment resulting from an injury to the

lower extremity may have more than one assessable component.

For example on DBE a knee joint fracture (2% WPI ) or a meniscal resection (

1% ) may have other significant signs of injury such as muscle atrophy or

restriction in ROM due to joint trauma and inflammation which cannot be

assessed if this instruction is in place. Furthermore these types of injuries

have greater long term consequence such as joint arthritis and

degeneration.

f
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The instruction does not meet the stated objective of clarifying the

Guidelines. It creates uncertainty and problems with respect to assessing an

injury to the lower extremity which has more than one assessable

component and will create difficulty when evaluating what "the most

specific method" of assessing actually is.

Chapter 4 This section states rib fractures can only be rated due to impact on the

respiratory function. Ribs form a significant part of the functioning MSK

system and some significant fractures like other parts of the MSK system

can cause significant impairment.

This instruction should be re-evaluated to consider providing for a rating for

rib fractures.

Section 17 Changes to the selection process appear to diminish the worker's right to

choose the assessor that the worker considers is best suited to assess his or

her impairment in circumstances where the worker does not have the right

to seek the assessment themselves

who ensures adequate transparency for 10 day selection time

line

selection criteria has become too complicated

Potential for delayed response due to complexity.

Many of my patients visit me asking me questions about the

information from insurer that is too complicated to understand.

In the case of an unrepresented worker, this is highly

problematic.

6 week waiting time for assessor makes no sense. Why the

urgency in assessment when the nature of assessment is once

and for all and by definition permanent means there should not

be any significant fluctuation in the condition.

Many patients inform me that they are falsely informed by the

case manager that my waiting time is excessive and are

encouraged to choose other assessor because of it.

Use of surgeons to assess surgical procedures.

Complex vs simple surgery definition

ft ReturntdWbrHSA
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Who defines complex- risk of dispute.

Surgical expertise is not a requirement of the interpretation of the

guidelines as it relates to clinical assessment.

Most post-surgery assessments do not require surgical expertise.

Risk of having surgeon not qualified or having expertise in the body

part undertake the assessment. EG a spinal surgeon undertaking a

limb assessment would make no sense. This imports a subjective

process in electing an assessor, and departs from the stated

objective of "clarifying" the Guidelines.

Many current non-surgical assessors have expert medical training

developed expertise in assessing complex MSK limb cases. Changing

this will diminish the pool of expert assessors, impacting on patients

outcome of accuracy of assessment. Conversely, surgical assessors

do not have demonstrated "advantage" because of their surgical

expertise in assessing impairments pursuant to the Guidelines. This

instruction does not have justification from a medical basis or from a

policy basis.

Decreasing the available pool of assessors further exacerbates the 6

week selection timeline.

Risk of surgical assessor pool dominated by non-operating (retired)

surgeons, potential for decrease in quality. There is no basis for

such an instruction to require non-operating and retired surgeons to

conduct assessments.

3. If there are any changes you would like to suggest, please describe them below

Section Comments/Recommendations

17 Surgical expertise is not a requirement of the interpretation of the

guidelines as it relates to clinical assessment. There is no clear

justification why a physician, who is accredited in the body part

cannot undertake an assessment where surgery has occurred. This is

likely to increase disputation as highly qualified accredited assessors

are likely to be engaged in Peer assessments of the WPIprocess and

diminishthe validity of the process, similar to what is currently

occurring

f>.''-
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Appendix 1-

Notes for the

requester

Request letter

An appropriate amendment to the "notes to requester" would deal with the

efficiency of assessments as multiple assessments at one time are too

onerous on the assessor. At times up to 20 assessments to be undertaken.

There should be a defined limit of assessment at a single appointment.

I recommend a single injury per assessment.

Assessors are not provided with clear instruction which diminishes the

credibility of the process.

4. Overall, do you think the proposed changes will result in more consistent
impairment assessment outcomes?

D Yes

xl_| No

5. Do you have any other feedback about the proposed Guidelines?

I expect a higher number of diputes in the SAET

f^': ReturntdWbrkSA
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Cathro, Vicky (DTF)

From: Fotina Soukoulis <fsoukoulis@pmn.com.au>

Sent: Friday, 25 June 2021 3:53 PM
To: WPI
Cc: rob.lucas@parliament.sa.gov.au; treasurer.dft@sa.gov.au

Subject: PROPOSED CHANGES TO THE lAGs

Follow Up Flag: Follow up
Flag Status: Flagged

Dear All,

I refer to the Consultation Paper dated 28 May, 2021 concerning proposed changes to the Impairment Assessment

Guidelines.

I do not support the proposed changes.

I have grave reservations about the effect that these changes will have on ordinary working South Australians who
are unfortunate enough to be injured at work.

As lawyer who has represented workers for almost 40 years I find the proposed changes draconian, unfair and

illogical. As a legal professional I also find this to be an attempt to change the Return to Work Act without going
through the necessary parliamentary safeguards and I believe this is impermissible and cannot be defended.

The consultation process itself has been truncated and insufficient time and opportunity has been afforded to
people who are relevant stakeholders to respond.

There are huge wholescale changes that will affect the way impairments are assessed to the detriment of most

workers who will be assessed at a lower impairment and will fall under relevant thresholds e.g. 5% - will get no

compensation, and below 30% will miss out on being seriously injured despite life changing injuries in each case.

The rationale for the changes is misleading. No worker will be better off under the changes. All will be worse off.

To add insult to injury this process intends to bypass parliamentary debate!!

fhere should be true transparency in effecting changes without the benefit of parliamentary scrutiny, and it
isentirely absent here.

I urge you to reconsider the proposed changes and to extend the consultation process to allow a more measured

and comprehensive examination of the true facts.

Fotina Soukoulis

Lawyer



Level 5, 28 Grenfell Street
Adelaide, SA 5000
Telephone 08 8212 3566
Facsimile 08 8231 3847
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ANDERSONS
s o i. i c i VT o n a

Incorporating Rossl Legal

Our Ref; MFU:MFU:20018889 69 Franklin Street
ADELAIDE SA 5000

25 June 2021 GPO Box 468
ADELAIDE SA 5001

Chief Executive Officer DX ios Adelaide
RETURN TO WORK SA

T: 08 8238 6666
BY EMAIL ONLY: wpi@rtwsa.com F: 08 8238 6602

ABN: 40487 571470
andersons.com.au

Dear Sir

SUBMISSIONS ON PROPOSED CHANGES TO IMPAIRMENT ASSESSMENT GUIDELINES

We are writing to you to express our concern with the proposed changes to the Impairment
Assessment Guidelines.

Our firm has been acting for injured workers in South Australia for over fifty years, Over that
time we have seen many changes to the rights and laws with respect to injured workers.

We only recently received a copy of the Impairment Assessment Guidelines - Proposed Changes
Consultation Paper, We were surprised that such a short consultation period was given,
especially in circumstances where the paper was not distributed to those groups that represent
Injured workers,

Although the Return to Work Act 2014 does not require it, we are firmly of the view that the
consultation should have included all groups that are to be affected by the proposed changes.
This Includes those representing injured workers such as the numerous law firms, the Australian
Lawyers Alliance and the Unions.

Given the numerous changes and the very short period of time to make submissions, we are not
able to set out all of our issues with the proposed changes In this letter. We however set out
some of the more concerning aspects of the proposed changes below.

We were surprised that the Consultation paper stated "[o]f the 72 proposed changes, the
majority are not expected to impact on average WPI ratings. A small number of the changes
may result in increased WPI ratings and a similarly small number may result in decreased WPI
ratings."

The above statement is completely inaccurate. These changes will significantly reduce the Whole
Person Impairments (WPI) for thousands of South Australian Workers, In the short time
available, we have not been able to locate any changes which would increase the WPI.

The Minister and Corporation, not the legislative arm of parliament, have sought to unilaterally
alter the Impairment Assessment Guidelines to suit their agenda. The proposed changes are
little more than an attempt by the Minister and the Corporation to undermine the system and
underhandedly seek to make gains for its own benefit.

OFFICES

Adelaide Port Adelaide Salisbury Murray Bridge Morphett Vale

A MEMBER OF LAW AUSTRALASIA
The National Association of Law Firms

20018889_090.dncx



Chief Executive Officer
RETURN TO WORK SA 2 25 June 2021

A large number of the changes seek to alter the manner in which assessments are performed
under the Impairment Assessment Guidelines following decisions which have gone against the
Corporation In the Tribunal. Whilst the Tribunal has interpreted the legislation and Impairment
Assessment Guidelines, setting precedents by its judgments, as the Corporation does not agree
with those judgments it has sought to circumvent that part of the justice system by unilaterally
changing the guides to reflect their preferred outcomes.

We strongly object to the amendment to clause 1.27. There is no logical reason to require a
doctor to make a deduction for an unrelated injury or condition that was asymptomatic. This
clause will require doctors to make a deduction for degenerative changes, even where the worker
had no pain or Impairment from such a condition. Given the high incidence of asymptomatic
degenerative changes in the general population, this clause can only be seen as intending to,
and deliberately and unfairly reducing WPI.

We also cannot see the need for musculoskeletal injuries, where surgery has occurred, to be
exclusively assessed by surgeons. Occupational physicians and rehabilitation physicians have
extensive experience in assessing the impact of injuries on the day to day life and capacity of
Injured workers, the very issues that are at the heart of assessing WPIs. They also have
extensive working knowledge of the Guides across multiple body systems, the requirements of
the legislation and the operations of the Tribunal. There are many instances, especially with
Injuries involving multiple body parts, where an occupational physician or rehabilitation physician
is a more appropriate assessor than a surgeon. The question must be raised as to why those
non-surgeons who have been and remain certified as Accredited Impairment Assessors for the
relevant body parts would no longer qualified to do so.

There is no need for the amendment that states that if there is another assessor available with
appointments, they must be selected over an alternative assessor with a waiting time in excess
of 6 weeks. Where the worker is happy to wait a longer time for an appointment, they should
be allowed to do so. If the worker is not happy to wait, they can choose to select another
assessor.

In relation to clause 17.4, the requirement that a worker select an assessor within 10 business
days it too short. There are many legitimate reasons why the worker may seek to take extra
time to choose an assessor. RTWSA is not prejudiced by this delay. The time limit should be
removed. If it is not removed, a much longer period is required. In numerous cases, injured
workers do not have email and therefore need to wait for postal delivery. Often the Corporations
correspondence is not received with the 10 business days let alone allowing time for
consideration and a response to be provided.

Finally, we are firmly of the view that it is not appropriate to make such widespread changes to
the rights of injured workers by amending the Impairment Assessment Guidelines, If substantial
changes are to be made, this needs to happen in an open and clear manner via the Return to
Work Act. Furthermore there should be extensive community consultation with all interested
stakeholders and sufficient time to enable thorough consideration of the implications of the
changes.

We trust you will take our comments on board and review the proposed consultation process
and the proposed changes with a view to making a fair decision for all South Australian Workers.

Yours faithfully
ANDERSONS SOLICITORS

MATTHEW FUSS
Partner

Direct: 08 8384 3990
E-mail; mfuss@andersons.com.au

20018889 O90.docx



Submission from Civil Forensic Interest Group SA RANZCP - RTWSA Consultation 1

Feedback Form - Return to Work SA
Impairment Assessment Guidelines Proposed Changes

Civil Forensic Group SA RANZCP

• Name and/or organization of respondent:

Civil Forensic Interest Group, South Australia
Royal Australian and New Zealand College of Psychiatrists

• We value your feedback and would like to know the views you
represent:

Representative medical body/association

• Please provide comments below on any of the proposed changes you
support. Please Explain why. (changes underlined)

"Permanent impairment - maximum medical improvement

1.14 Assessments are only to be conducted when the injury has
stabilised and the assessor considers that the degree of whole person
impairment of the worker is fully ascertainable. Whole person
impairment is fully ascertainable where the assessor believes the
worker has attained maximum medical improvement (MMI). MMI
occurs when the worker's condition has well stabilised and is unlikely to
chancie substantially in the next year with or without medical
treatment, and further recovery or deterioration is not anticipated, but
can include temporary fluctuations. The report must address how
soecific findinas relate to the conclusion of MMI status. For example, if
the assessor identifies that the worker's condition has changed
substantially (either improved or deteriorated) but they consider that
the worker is still at MMI, the report must provide a detailed explanation
as to why."

1.44 The report must contain factual information based on the
assessor's own history-taking and clinical examination. The relevant
history is obtained bv a review of medical records reflecting past
medical history and the worker's presentation of the current histon/.ltjs
imDortant to review the medical records before performina an
impairment assessment, as this will enable the assessor, among other
things, to:
• Clarify and document inconsistencies, if any, between the history
provided by the worker and the historv contained in the medical
records.

• Reconcile inconsistencies, if any, between the worker's history during
the examination and other previous medical records. It is necessary to
clarify historical inconsistencies because several issues are determined
by the history.
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• Focus on the portions of the history pertinent to the impairment
assessment.

• Please provide comments below on any of the proposed changes you
do not support. Please explain why:

"16 Psychiatric Disorders (page 103)

16.5 Permanent impairment assessments for psychiatric disorders are
only required where the primary injury is a psychiatric one. The treating
psychiatrist needs to confirm that the psychiatric diagnosis is the injured
worker's primary diagnosis."

"Appendix 1 Notes for the Requester (page 122)

Psychiatric disorders

The worker must have a psychiatric disorder with a diagnosis made by
the treatinc] psychiatrist using the Diagnostic and Statistical Manual of
Mental Disorders, Fifth Edition (DSM-5) in order to be assessed for
whole person impairment."

1. Executive Summary

The South Australian Civil Forensic Interest Group of the Royal Australian and
New Zealand College of Psychiatrists supports clarification of the maximal
medical improvement definition (Section 1.14).

The Civil Forensic Interest Group supports the process of independent review
of past medical records noting that this may clarify or reconcile
inconsistencies between the history obtained and the file material available
(Section 1.44).

The Civil Forensic Interest Group is strongly opposed to the proposal that
treating psychiatrists only be used to specify an injured workers primary
diagnosis (Section 16.5 and Appendix 1).

2. What is a civil forensic psychiatrist?

The South Australian Branch of the Royal Australian and New Zealand
College of Psychiatrists (RANZCP) includes a significant group of medical
practitioners who specialize in the area of civil forensic psychiatry. There has
recently been discussion within the civil forensic psychiatry sector in South
Australia in order to establish an interest group.

Civil forensic psychiatrists provide medical reports as independent medical
examiners for a range of referral sources including Gallagher Bassett, EML
and independently insured organizations in the workers compensation sector.
The civil forensic group is distinguished from their perhaps more well
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recognized forensic colleagues in that they do not provide reports on criminal
matters. The psychiatrists in this group provide reports to both defendant and
plaintiff lawyers as well as a wide range of other refers including AHPRA,
government departments and insurance groups. Civil forensic psychiatrists
are currently already identified by RTWSA as a potential referral source within
the established worker's compensation system.

3. Maximal Medical Improvement (Section 1.14)

Civil forensic psychiatrists recognize the importance of clarity in the definition
of maximal medical improvement (MMI). Discussion at the State Branch
meeting of the College of Psychiatrists indicated that the general public and
mental health consumers have difficulty understanding the concept of
maximum medical improvement. Accordingly a clear definition including the
wording "unlikely to change substantially in the next year with or without
medical treatment" assists in providing additional understanding.

The importance of the assessor adequately explaining the rationale for MMI in
undertaking impairment assessment is endorsed. In general terms
psychiatrists also support the burden on the assessor to fully explain all of
their conclusions in the undertaking a GEPIC assessment.

4. Review of medical records before performing an impairment
assessment (Section 1.44)

Civil forensic psychiatrists recognise the importance of reviewing medical
records before performing an independent medical examination. The critical
review of file material is a standard part of a comprehensive and valid forensic
examination of an injured worker. As noted below, it is quite challenging for a
treating doctor to question the history of their own patient based on
contradicting file material without damaging their therapeutic alliance. The civil
forensic psychiatrist is in a better position to clarify or reconcile
inconsistencies between history obtained at interview and the material
available in the past medical records.

5. Issues of Access to a Treating Psychiatrist (Section 16.5 and
Appendix 1)

There are a number of barriers to injured workers in simply finding a treating
psychiatrist.

Currently there may be delays in accessing the services of a psychiatrist as a
result of the significant pressure in the mental health system aggravated by
the COVID pandemic. Many general practitioners complain about the
difficulty in simply getting a patient in to see a psychiatrist whether in the
public or private system. Finding a psychiatrist for a patient with a work injury
is even more difficult with many private and public psychiatrists refusing to
see patients accessing workers compensation. Some treating psychiatrists
who have a patient who then develops work injury prefer not to provide a
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medicolegal report because of a fear of interfering with the therapeutic
alliance with the patient.

A common process is for the worker to have a psychological injury and see
their general practitioner (GP). The GP may make a tentative psychiatric
diagnosis and start some basic counselling. A significant proportion of GPs
are apprehensive about the workers compensation system themselves and
refer the patient off to a specialist worker's compensation clinic (like the CHG
group). The GPs from the clinic may then make a referral to their in-house
psychologists, rarely having access to a psychiatrist in the clinic.

Many injured workers are referred for an independent medical examination to
evaluate their claim without having ever seen a psychiatrist for treatment.
Hence the civil forensic psychiatrist may perform the first comprehensive
psychiatric assessment for that injured worker.

6. Making an appropriate diagnosis for impairment assessment (Section
16.5 and Appendix 1)

Civil forensic psychiatrists are routinely asked to provide reports in
medicolegal matters including in the area of permanent impairment
assessment. Civil forensics psychiatrists are all trained in the process of
permanent impairment assessment using the GEPIC and other systems.
Accordingly they are aware of the distinction between pure and consequential
mental harm. Many current treating psychiatrists are unaware of this
distinction and have no knowledge of the GEPIC system.

Accordingly the treating doctors may be unaware of the further process that is
required in using the primary diagnosis they give their patient, as that
diagnosis is worked through a permanent impairment evaluation.

For example, the treating psychiatrist may believe that their patient has
suffered a major depressive disorder as their primary diagnosis. The
independent medical examiner make disagree with this diagnosis believing
that the intensity of the trauma the patient faced was sufficient to warrant a
diagnosis of PTSD. The independent medical examiner would be locked in to
a depression diagnosis, rather than being able to make an alternative
diagnosis such as a PTSD as this alternative diagnosis had not been
endorsed by the treating psychiatrist.

7. Role conflict between the treating psychiatrist and expert witness
(Section 16.5 and Appendix 1)

The proposed impairment assessment guidelines suggest that the treating
psychiatrist needs to confirm the psychiatric diagnosis in the injured worker. It
is well recognized that the treating psychiatrist works under a number of
fundamental restrictions that create difficulty for them in the medicolegal
setting (see table below). Allowing the treating psychiatrist to 'lock-in' the
psychiatric diagnosis may well lead to subsequent difficulties in the
medicolegal process.
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Table 1

Treating psychiatrist versus expert witness: areas of role conflict

Treating psychiatrist Expert witness

Natural bias in favour of patient's trained to maintain a neutral position
best interests

Possible reduced objectivity due to Maximized objectivity, as required by
bias in favour of patient ethical guidelines and Court rules

Unlikely to seek or have access to Required to seek multiple sources of
multiple sources of data due to issues data
of confidentiality

Less likely to challenge patient's More likely to challenge evaluee's
self-report or version of events self-report and version of events

based on collateral data

More likely to lead to a breach of Lack of confidentiality inherent;
confidentiality through releasing evaluee clearly informed about the
information lack of confidentiality

Adverse effects on therapeutic No therapeutic relationship to
relationship compromise

from The American Psychiatric Association Publishing Textbook of Forensic Psychiatry edited by Liza
H. Gold, M.D., Richard L. Frierson, M.D. Third Edition 2018

8. Consumer Carer Feedback

The RANZCP recognises the importance of consumer and carer input into
decision-making within the mental health sector. On seeking feedback from
the South Australian College Branch, we received comments from our
consumer care representative.

Concern was expressed about the deduction of 10% based on pre-existing
mental health diagnoses especially given the higher rates of depression,
anxiety and trauma within the general population. The definition of
consequential mental harm was viewed as problematic although there was
not time to discuss the specific meaning of the term as informed by training for
the GEPIC system.

The impact of mental health concerns on the family was specifically
mentioned and the corresponding lack of family related impairment in the
GEPIC system noted. The value of getting collaborative feedback from carers
and family in undertaking an assessment was also highlighted. It was noted
that actual disability for an individual varies with the amount of support that is
available to them according to the social context, i.e. strong family support
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may mask disability in functioning. The importance of culture in a mental
health presentation was also noted; it was seen to absent in the principles of
impairment assessment although it should be part of the assessment by an
experienced psychiatrist.

SUMMARY

The South Australian Civil Forensic Interest Group of the Royal Australian and
New Zealand College of Psychiatrists welcomes the opportunity to respond to
the proposed changes to impairment assessment guidelines proposed by
RTWSA.

It should be noted that this document is a preliminary submission due to the
short time line available. Currently the document only represents the views of
the civil forensic interest group and is still to be officially endorsed by the
broader RANZCP. RTWSA will be advised of that endorsement with any
changes required in due course.

The Civil Forensic Interest Group supports clarification of the maximal medical
improvement definition (Section 1.14) and supports the process of
independent review of past medical records noting that this may clarify or
reconcile inconsistencies between the history obtained and the file material
available (Section 1.44).

However the Civil Forensic Interest Group is strongly opposed to the proposal
that treating psychiatrists only be used to specify an injured workers primary
diagnosis (Section 16.5 and Appendix 1).

As an interested and experienced party in the area, the Civil Forensic Interest
Group is very willing to respond to any further queries from RTWSA through
the SA Branch of the RANZCP.

PRELIMINARY SUBMISSION VERSION 3: 25 JUNE 2021



Name and/or organisation of respondent (optional):

DR GRAHAM LONG

CONSULTANT OCCUPATIONAL PHYSICIAN

SAET INDEPENDENT MEDICAL ADVISER

We value your feedback and would like to know the views you represent:

Accredited Impairment Assessor II Worker representative

Representative medical body/association D Lawyer or Legal association

II Self-insured employer II Other (please specify below)

Employer representative

1. Please provide comments below on any of the proposed changes you support. Please Explain
why.

Section

('./'. /. ///

Comments/Recommendations

An i"r ,'ili"nin" n'^'inn/ iun nl' i\''il\'ll wi III /\i\'!i'\'s .un: i lie n:ii' inn; 11 "nn/r/i/it"; will
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2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Section

Consultation Paper

preamble

Consultation

Attachment 1

Glossary/Definitions

1.10

Comments/Recommendations

Misleading as most changes diminish injured workers' entitlements
and/or benefits. I am unable to identify any examples of increased
WPI as claimed.

Many of the professional associations listed are mis-named.

The period of consultation is too short to allow meaningful
consideration of this complex Guide with changes to more than 100
pages of the original 128 page document.

List of changes is incomplete

Why does the Act use the different terms 'disregard' and 'deduct' if

they are intended to have the same meaning as defined by the
Guides??

What should the Lead Assessor do if the other assessor's

assessment is wrong??

f—
Return to work.
Return to life.



1.14

1.15

1.20

1.26

1.27

1.28

1.29

1.30 old

1.33

1.41

1.43

1.44

1.45

The statement about 'specific findings' and the 'well stabilised'
terminology lack clarity.

Cumbersome wording

Removing term 'sequelae' leaves situation unclear regarding

conditions which develop as a consequence of the initial injury.

I fail to see how changing 'part of the body' to 'body part' adds
clarity. This whole paragraph remains difficult to read and
comprehend.

Limitation on ADL's is the basis for the assessment ofWPI. If
arthritis is asymptomatic, there is no limit in ADL's, and no WPI.

AMA5 17.2h recommends using the arthritis method where pain
and weakness result in impairment but ROM is retained. There is

no suggestion this should be used to create a pre-existing

impairment that did not exist. Cartilage interval is not "clear

evidence of prior impairment".

If "it is unclear whether there were prior symptoms" perhaps the

1,10th rule could be applied, particularly given the recognised
issues associated with measurement ofcartilage interval.

There are changes to this section not highlighted and not
mentioned in the Attachment 1 which change the emphasis of the
original 1.29.

Lacks clarity as to what 'evidence of an unrelated impairment' is

accepted/required here. Given comments above, I would assume

evidence of impairment should infer a requirement for previous

symptoms and/or signs.

The original 1.30 has been deleted without comment

The onus should be on the requester to ensure that the relevant

radiologist reports and contact details are available to the assessor.

It should be made clear that the 'other medication' referred to here

is only prescribed for pain, as adjuvant drugs may also be
prescribed for other reasons, and it is important to ensure this is

clarified by the assessor.

If medication is required permanently then the side effects are also
permanent and not reversible.

If the impairment is not at MMI then the PIA should not proceed
until MMI has been established.

Changes made without comment

It is often not practical to read all of the medical records before an
assessment (eg large volume; late receipt). If this is to be a
requirement then the requester must provide this documentation

at least 2 weeks before the PIA and the fee structure should reflect
that a reading fee is payable if the PIA does not subsequently
proceed.

New section included without comment

Return to work.
Return to life.



1.46

1.48

1.53-5

2.5

2.13

2.15

2.16

2.17

2.21

2.30

Changes in terminology (should to must) have been made
throughout the Draft IAG without comment/reasoning. Key
terminology should be clearly defined in Glossary.

The examples here are not good examples of specific methods. DBE

and ROM would be better examples.

Responding to requests for 'clarification' can be onerous and time

consuming with no renumeration for time and effort involved. A 5

day response time is often unrealistic.

The process remains unclear where there is disagreement between

the assessor and the reviewer regarding compliance.

Significant changes without comment. New wording is

cumbersome.

As passive ROM is not relevant to the UEI calculation there is no
reason to require this to be recorded in the report, particularly

given that passive movements are more difficult and painful to
accurately measure.

Inconsistency with AMA5 terminology ('decreased' vs reduced

protective sensibility) and conflicts with AMA5 p 483 which states
2PD of 11-lSmm. Reference to 2PD should not be included in a
definition of protective sensibility.

NCS's are an unreliable method of diagnosing nerve compression

neuropathy. If there are reliable symptoms and signs, assessment

by T16.10 and 16.11 should be permitted before or after surgery.

If assessors are to ensure a reliable assessment under T2.1, they

will need to request NCS's to correctly categorise the injury.

New section included without comment. Marked increase in time

for assessment and calculations required by this new clause.

This new clause ignores the variation in severity of individual
sensory symptoms and signs in a range and removes ability to use

clinical judgement in assessment contrary to previous statement in

this paragraph. Clearly aimed at reducing ratings artificially. Makes
no sense when applied to T16.11.

New statement re adhesive capsulitis included without comment.

May result in unnecessary delay in assessment as diagnosis of this

condition is often delayed. Should relate to onset of symptoms of
capsulitis not diagnosis. Unclear who is an appropriate

musculoskeletal physician and why this is required. Appears to
exclude orthopaedic surgeon. If the intent is to exclude GP
diagnosis, then suggest simply 'appropriate medical specialist'.

As for 2.21, diagnosis ofCRPS is often delayed. Should be
symptoms present for >18/12 if increase from 12/12, can be
justified. It should be clear that the IAG CRPS criteria are NOT
required for a clinical diagnosis of CRPS. They are only relevant for
the assessment of RTWSA WPI. They are too specific to be useful in
the medical diagnosis and management ofCRPS. They lack
sensitivity and exclude a significant proportion ofCRPS cases.

Return to work.
Return to life.



3.4

3.21

3.22

3.35

3.48

The requirement for neurologist diagnosis is hard to understand as

I would not expect most SA neurologists to claim any special
training or experience in this condition. Similar wording to 2.21
should suffice (eg two appropriate medical specialists) to ensure
the limited number ofSA pain physicians are not inundated with
inappropriate requests for 'gatekeeper' diagnostic assessments.

The statement about 'chronic regional pain' seems unnecessary and

irrelevant, as the names of these conditions are quite different and

a chronic regional pain sufferer will not meet the stringent criteria
for CRPS WPI assessment in any case. If they do, then they must
have CRPS.

The requirement for a ">2 degrees' difference in temperature does

not appear to be evidence based and potentially introduces new

issues with respect to reliable measuring devices and calibration

requirements for assessors, particularly given this is a relatively

uncommon condition.

It makes no sense to reintroduce AMA5 T 16.16, when this has

previously been sidelined as unhelpful. T16.16 was a tool for
diagnosis, not impairment rating. The new T2.3 and 2.4 will

automatically place most CRPS sufferers into the lowest Class 1 and
will encourage (if not mandate) otherwise unnecessary radiology
to ensure accurate assessment. T2.4 also presents social and

cultural inequity when assessing individuals that never undertake
cleaning, meal preparation or shopping. This approach also

potentially under rates LE cases compared to UE cases.

Infers that DBE method is always more specific than ROM without
justification. The assessor should be directed to choose the
method(s) most specific to (or representative of) the resultant
impairment, not simply the diagnosis, as implied by these changes.

Another addition without comment or justification. I presume this
means only the maximum angles are required so that the rveiwer

can check that the assessor knows how to average.

The change from 1 to 0 appears to be incorrect, as 0 is included in
the extension range rating.

Revised T17.34 increases points resulting in a reduction in LEI and
WPI ratings without any justification provided.

Refer 2.17 above

UNFORTUNATELY TIME DOES NOT PERMIT ME TO COMMENT ON
THE REST OF THIS DOCUMENT. IF AN EXTENTION IS GRANTED I
WOULD LIKE TO BE ABLE TO GIVE THIS DUE CONSIDERATION.

3. If there are any changes you would like to suggest, please describe them below

Section Comments/Recommendations

More time is required for meaningful consideration of this Draft
document.

Return to work.
Return to /;'fe.



4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

Yes

LNo

5, Do you have any other feedback about the proposed Guidelines?

Return to work.
Return to life.
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Via Email Only: wpi@rtwsa.com

Dear Ms Oakley,

RE; Proposed changes to Impairment Assessment Guidelines

We refer to the call for consultation on the proposed Impairment Assessment Guidelines (the
Guidelines) and on behalf of the Local Government Association of SA (LGA) we thank
ReturnToWorkSA for the opportunity to provide the following submission for consideration on the
proposed Guidelines.

The LGA has a long standing self-insurance license in South Australia and has seen the benefits of
a robust, outcome focussed workers compensation scheme. Over recent years whilst we have seen
some benefits with the introduction of the Return to Work Act 2014 (the Act), we have also seen a
significant shift in focus upon Permanent Impairment Assessments and being rated 'seriously injured'
by applicant worker representatives.

We acknowledge that some of the primary issues with the current impairment assessment regime
lay within the wording and interpretation of the Act and we accept that the changes proposed will not
alter the ultimate trajectory of the Return to Work Scheme without meaningful legislative change.
This being said, we see benefits with updating and amending the Guidelines at this time to remove
ambiguity with the process and perhaps see a more balanced approach by assessors.

We specifically note the following aspects of the proposed Guidelines and request this is considered
as a part of the consultation process:

• Clause 1.9 pertaining to reasonable attempts being made by the assessor to include
additional injuries is an important addition. Often we have received reports with further or
unknown injuries being added to the assessment with no clarification being sought from the
requester.

• We query whether there will be any clarity provided around the invoicing for reports under
the fee schedule for permanent impairment assessments. In particular, where an
assessment is deferred, whether an assessor can charge for the initial incomplete report and
then separately for the supplementary report. Whilst noting there is provision in the schedule
presently for corrections and amendments, we query whether this will carry over to deferrals
as well? If not, we note that there may be additional cost exposure to the Scheme for what
are already costly assessments.

• We welcome the alternate way to deduct for a pre-existing impairment if there is evidence of
a pre-existing condition but not in a way that fits the process for deduction in the Guidelines
andAMAS. We query whether the 1/10th deduction will be sufficient enough for these cases,



however we note that this process has been adopted in other jurisdictions such as New
South Wales, Queensland and the Northern Territory.

• The amendment to Clause 1.33 is positive in that access to prior radiology from relevant
radiologists or radiology groups is to occur. We note that in recent years it has been
incredibly difficult for Claims Consultants to gain this information and often find that historic
scans / reports have been long destroyed due to medical record retention policies. Whilst
this may continue to be an issue we do query whether an injured worker needs to provide
additional consent as a part of the assessment process and whether an injured worker can
refuse to provide such consent. We recommend that this is explored and tightened up to
ensure there is no viable loophole to prevent assessors gaining required radiological studies
to provide a complete assessment report.

• The compliance review process outlined in clauses 1.53 and 1.54 is helpful. We query
whether the recent decisions of Frkic v RTWSA (2020 SAET 16), Canales-Cordova v
RTWSA (2020 SAET 8) and Palios v RTWSA (2019 SAET 224) have been fully considered
and whether all communications with the impairment assessor are to be consulted upon first
with the injured worker. For example, if a compliance issue is identified post receipt of a
report, should that compliance issue and proposed communication with the assessor ought
to be provided to the injured worker prior to publication to the assessor. Whilst we do not
intend to create additional challenges for the Claims Consultant, we note that the South
Australian Employment Tribunal has held views that it is the independent arbitrator of any
assessment.

• Amendments to the assessor selection process as seen in clause 17.2 - 17.5 are positive.
We hold subsisting concerns that the election of an assessor entirely in the hands of the
injured worker is problematic. It has been clear over the past 5-6 years that injured workers
have elected to choose assessors that historically provide high assessments and are
sympathetic to the plight of an injured worker. We note that such assessors will always exist
within the assessment framework and that no matter what amendments are made to the
Guidelines there will be mechanisms adopted to favour higher assessments.

Given this, an inherent risk remains and we are of the view that the assessor selection
returns to being at the direction of the compensating authority.

Alternatively, if this approach if not accepted we recommend a process in which the selection
of an assessor is completely randomised based upon injury criteria and the requirements of
clause 17.3. We feel that such a system can be built with technological advances that sees
a fair distribution of assessments to all providers, whereby assessors nominate their
available appointment times / days and a request is placed into the system by the Claims
Consultant. We take the view that such a system is viable with research and development
and wilt ensure it provides the key aims sought in a fairer assessment nomination process
for all parties,

• With respect to Clause 17.4 the introduction of a 10 day timeframe to select an assessor is
helpful, however we note that there is no clarification as to when the 10 days starts from.
We presume that this is from the date of the correspondence, however query whether this is
reasonable where correspondence has been posted to an injured worker, which could be
delayed depending on their location in South Australia. We recommend this is clarified in
the final version of the Guidelines.

Overall we reaffirm our satisfaction broadly towards the proposed Guidelines. Whilst we do note
some areas for further improvement, we feel that with these changes there will be some elimination
of disputation and delays in what has become a prominent feature of the SA Scheme.



Thank you again for the opportunity to provide this submission, should you have any questions
pertaining to our feedback please contact Ms Jeanette Hullick on 8235 6470 or 0409 672 879.

Yours faithfully,

^a^

Jeanette Hullick
LGA Authorised Officer



Attachment 3

Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpl^rtwsa^om

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing
• move information designed for another audience into the appendices
• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability

• provide further guidance to impairment assessors regarding the expected assessment
approach or the range of ratings available, based on advice from medical specialists,

• correct any errors or identify additional errors contained in the AMA5 Guide.
• improve objectivity of assessments
• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects the

requirements of the Return to Work Act 2014 and improves the process for selecting an
appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front
of the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requestors around assessment of additional injuries and
conditions.

We look forward to receiving your feedback,

Return to work.
Return to life.



Name and/or organisation of respondent (optional):

Dr Dion Suyapto, MBBS, LLB, GDOH, FACLM,FAFOEM(RACP)

Consultant Occupational Physician

We value your feedback and would like to know the views you represent:

xlI Accredited Impairment Assessor || Worker representative

Representative medical body/association || Lawyer or Legal association

Self-insured employer II Other (please specify below)

II Employer representative

1. Please provide comments below on any of the proposed changes you support. Please

Explain why.

Section

('..;. ' ,..!•'

2.11

Comments/Recommendations
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Agree with the recommended changes

2. Please provide comments below on any of the proposed changes you do not support.
Please explain why

Section

Foreword

1.9

Comments/Recommendations

The Guidelines in the foreword suggest that assessor be faithful to the
Guidelines' plain words. This in my view is trying to overturn to various

decisions of the SA Employment Tribunal and Supreme Court Appeals

It can be difficult to contact the requester to ask whether to proceed with
the assessment.

If the decision is not to proceed and the assessor has already seen the
patient, do we still produce a report and bill a standard pia or do we bill a
cancellation?

Return to work.
Return to //fe.



1.14

1,26 (was 1.23)

1,27 (was 1.24)

1.29

1.33

1.41

It is foreseeable that this will create further delays and will increase the
workload of the assessor

IfMMI statement have to be repeated and discussed for each individual

injuries, this can be time consuming especially on assessment for multiple
body parts with multiple date of injuries.

Not practical

This is not clear, and lam unsure as to the intent of the changes.

The changes appear to be made in respond to Nicholson v Return to Work
Corporation ofSA [2020] SAET 230 20 December 2020.

There should not be further changes as the judgement made clear on the
issue of deduction of asymptomatic condition. This changes therefore is
not in accord with RTWSA position of "providing clarity and consistencies"

1/10 deduction - This will unfairly target anyone who presents with injuries
in the presence of prior asymptomatic degeneration.

The existing IAG states chapter 4 states on page 4.15 page 41:

"While imaging and other studies may assist assessors in making a

diagnosis, the presence of a morphological variation from 'normal' in an

imaging study does not make a diagnosis. Approximately 30% of people
who have never had back pain will have an imaging study that can be
interpreted as 'positive' for a herniated disc, and 50% or more will have a

bulging disc. The prevalence of degenerative changes, bulges, and
herniations increases with advancing age. The be of diagnostic value,
imaging findings must be concordant with clinical symptoms and signs. In
other words, an imaging test is useful to confirm a diagnosis, but an
imaging result alone is insufficient to qualify fora DRE category."

This same statement is now found on paragraph 4.17 of the draft IAG.

In interpreting the IAG plain words, a DRE category cannot be qualified for
someone with imaging studies which showed degenerative changes or disc
bulge, yet the 1/10 rule will need to be applied as this degenerate
spine/bulge can be defined as unrelated impairment and does not have to
besymptomatic.

States that "Radiological expenses will be met by the compensating
authority"

Inconsistencies with paragraph 1.57 and 1.58

'Impairment due to side effects of pain medication which are reversible

upon ceasing therefore does not qualify for an impairment rating'

No definition or list of medications with reversible side effects.

More confusion and more disputes

Pain medication versus anti-depressant versus Valium/diazepam

versus tri-cyclic anti-depressant (TCA) which is used as pain meds

Return to work.
Return to life.



1.44

1.48

1,53-1.55

1.54

2.5

2.13

2.15

2.31

3.4

3.35

4.20 (was 4.19)

AreTCA pain medications?

Reviewing medical records prior is not recommended due to information
bias. Furthermore, if each impairment assessment is only to assess one

claim, it may be possible to read some of the information prior.

Not practical if the assessment encompasses multiple injuries with
multiple date of injuries and multiple reading materials.

Also noted the additional statement of "the relevant history is obtained by
a review of medical records reflecting past medical history and the
worker's presentation of the current history".

While reading other notes and reports can be useful, to use the
history of another provider is inappropriate.

Inconsistent with chapters

Not practical

"Reports will be forwarded to the requester once the process is complete"

Lack of transparency
Avoiding further scrutiny of the regulator who acts as a gate keeper
Ana Canales-Cordova v Return to Work Corporation of South

Australia [2020] SAET 8
PO//OS v Return to Work Corporation of South Australia [2019] SAET
224

Passive ROM

Unclear why a passive ROM needs to be done?

It is not clear why this is needed when there is a reference in AMA 5 page
483?

Noted reference to AMA 6, which is not used in this jurisdiction.

Can we please know what specialist advice was obtained? Is it from
individual specialist or specialist college or interest group?

Significant modifications to AMA 5

Reference made to AMA 6 and specialist medical advice.

Inconsistent with 1.48

This will ensure injured workers will have reduced impairment rating if loss
of movements cannot be applied if DBE is an available method.

Tribunal ruled on this.

Burnett v Return to Work Corporation of South Australia [2019] SAET 248

Additional points added to ensure the point system does not go below 50
points.

Inconsistent with AMA 5.

Unclear as to whythe changes in the wordingto include "usually

accompanied by atrophy" accompanying weakness is needed. Does that

Return to work.
Return to life.



5.12

8.7

13.11

15.2 and 15.3

15,6

17.3

meet that atrophy and weakness is now one criteria? If so, this will result in
a higher bar for injured workers to meet the definition of radiculopathy

"strict anatomic distribution" - unclear as to the word 'strict' being used

here as individuals will have specific nerve root distribution but not
everyone will have 'strict' anatomical distribution of sensory impairment.

Sleep study in the last 2 years meant that if the person has had their sleep
study just after the 2 years at the time of the assessment, the arrangement
for further sleep studies may delay the process.

The requester may need better training to look at this changes and
organise and approve a sleep study prior to the whole person
impairment process if the prior sleep studies were done more than
2 years before the assessment

"The worker has received optimal treatment, has an asthma plan in place,

and is compliant with their medication regimen"

Inconsistent with 1.31 on refusal of treatment,

Inconsistent with 13.5

Unfair not to allow impairment for surgical scarring.

If consistency is required with other states, why is RTWSA putting
restrictions on the type of specialist who can apply for body parts
assessment? In WA, occupational physician can apply for accreditation for
skin and digestive impairment and not in SA?

Still no clarification on the wording "objective evidence"

Allowing hernia assessment for non-digestive accredited assessor to a

maximum of 5% will delay assessment.

If the accreditation allows hernia assessment, this should be used
without restrictions

Inappropriate to restrict certain specialist group in undertaking post-op
impairment assessment

Example 1 - shoulder injury with no surgery - method of
impairment rating is loss of ROM - can be done by anyone
accredited including physicians
Example 2 - shoulder injury with arthroscopy and distal clavicle
excision - method of impairment rating is loss of ROM - no
difference to clinical examination - can now be done by surgeons,

Not clear whether general surgeons who are accredited in upper
limb and spine can assess post-op spinal fusion, trigger finger
release, total knee or hip replacements

Return to work.
Return to life.



Further examples include lumbar spine assessment - without surgery

lower limb assessment is still conducted for radiculopathy. After surgery,
the same examination cannot be done by a physician.

17.4 Undue burden to place a 10 day time-frame for injured workers to respond

Can a time limit be place on requester to get the referral and
documents ready in 10 days from date of request?

3. If there are any changes you would like to suggest, please describe them below

Section Comments/Recommendations

Further consultations for each individual recommended changes should
be made properly with adequate time frame before a decision to change
the IAG should proceed.

Newsletter containing decisions should be publish on decisions regardless
the effect on impairment assessment.

Following the decision in Rudduck v Return to Work SA [2018] SAET 161, a
newsletter was published to outline the decisions as this decision appears
to be in favour of the corporation. On appeal, however, the decision was

not published to outline the decisions of the full bench.

Rudduckv Return to Work SA [2019] SAET 253

Nothing in the new IAG on the review process by the compliance team on
frivolous or vexatious clarification beyond calculation error

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

D Yes
xUNo

I.)1

Return to work.
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5. Do you have any other feedback about the proposed Guidelines?

This is a rushed decision to change the IAG with no regards to medical advice,
The changes reflect many decisions of the Tribunal and Courts which impacted
against the corporation. The changes in my view will not result in consistencies.

There is no reason for surgeon to do post-op assessment where the assessment is

exactly the same for most musculoskeletal assessment whether a person has had

surgery or not.

f—
Return to work.
Return to life.



Attachment 3

Feedback Form

Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: wpi(%rtwsa.com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability

• provide further guidance to impairment assessors regarding the expected assessment
approach or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.

• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects
the requirements of the Return to Work Act 2014 and improves the process for selecting an

appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the
front of the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

Return to work.
Return to life.



Name and/or organisation of respondent (optional): Dr Danh Trail of Employment
Medicine Pty Ltd

We value your feedback and would like to know the views you represent:

[X] Accredited Impairment Assessor |_] Worker representative

II Representative medical body/association II Lawyer or Legal association

D Self-insured employer [_] Other (please specify below)

Employer representative

1. Please provide comments below on any of the proposed changes you support. Please
Explain why.

Section Comments/Recommendations

, •;.";•' ••!.' ali.y, r/hi" (h'/n'/f/ioit 111 /i///W/ wmi ,'i/s'//ii1 urnj Hir' nu/ion/i!

^ti/dctiiii':: \\'i!i i'i'ih.n'c cuinnsntii iKH'nciiKii-Sv ](ij' •i::s<"win"-' \vnr/\/iin'

/<I;YW,'. inn/!!///:' jn:'i;:(lniiniti:\

2. Please provide comments below on any of the proposed changes you do not support.
Please explain why

Section Comments •/Recommendations

1.9 (separated
out from prev.

1.7)

The impairment process is at the end of the claim for the purpose of
lump-sum compensation. Impairment assessor should not be used as an

independent medical examiner to identify all the injuries and then
assess as needed. This section should not exist at all if this is regulated

properly.

The stakeholders should determine and agree on what body
parts/systems need assessment.

1:1,
Return to work.
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1.14

1.27 (was

1.24)

It is extremely difficult to contact the referring case manager at the
time of the assessment and in my experience it had never been
successful. This administration time cuts the time allowed for a
thorough impairment assessment.

This will lead to further delay, fmstration and mistakes on the complex
calculation of the impairment.

Currently in South Australia, assessors are still being asked to provide
Ix report for multiple claims. Whereas in some of the Eastern States, a
single report is required for each claim. We were told that this was a
temporary issue after the disability-impairment transition period. We
were asked to hang in there and help temporarily because it will only a
short term after the transition. It had been some 1 1 years since 2009
and 6 years since 2015. This should not continue and should be
simplified.

The referral system needs to be reviewed and improved. The 1.9 is
just another "band aid" that will create significant administration and

delay in the assessment process.

This Paragraph is a very lengthy and will create more confusion. The
AMA 5 Guides' definition for maximum medical improvement (MMI)
is quite clear and it refers to the "impairment" is well stabilised and
unlikely to change substantially in the next year with or without

medical treatment.

The MMI definition in the current ReturnToWork Impairment
Assessment Guidelines is not necessary. It is currently copied by
EML and GB and used for treating doctors to sign/certify.
Unfortunately the copied sentence lost the context of the sentence
under the subheading of impairment in both the AMA5 Guides and
RetiiraToWork Impairment Assessment Guidelines. Most of the
treating doctors are not impairment assessor or trained in Impairment
Assessment. Without this context, it had been often misunderstood as
the medical condition rather than the impairment of the medical
condition.

The proposed change makes the definition almost the same as the
AMA5 Guides. It is much simpler to just remove the definition in the
Guidelines and used the definition in the AMA5 Guides to avoid any
further confusion.

This goes against the definition of impairment, 5th paragraph on page 4
of the AMA5 "Impairment decreases the individual's ability to perform
common activities of daily living ... Impairment ratings were designed
to reflect functional limitation in disability".

Return to work.
Return to life.



1.29 (new)

1.41

1.44

The proposed change, may lead to incorrect assessment of impairment
on the basis of x-ray changes without any effect on activities of daily
living or functional limitation when the patient is asymptomatic.

This will create issues where there is often non-significant
asymptomatic degeneration. For example the spinal assessment where
there is degeneration without symptoms or ADLs change.

At least 85% the general population has cervical degeneration on x-ray
over the age of 40 years old. Most of these patient have no symptom
and without any functional limitation or any loss of activities of daily
living. These patients should have 0% WPI according to the AMA5
Guides, chapter 1,2 and 15. The arthritis on the X-ray cannot be used

to rate the impairment.

In South Australia there is already a minimum threshold of 4% WPI.
This 4% accounts for the degenerative changes. Further deduction will
result in a "double dipping" effect.

There is no medical evidence to calculate this 1/10 deduction.

In South Australia there is already a minimum threshold of 4% WPI.
This 4% accounts for the degenerative changes. Further deduction will
result in a "double dipping" effect.

Doctors should not be involved in the calculation of this 1/10
deduction if it is not a medical calculation and other stakeholders
should do this calculation if it is a legal deduction.

Lyrica is not a medication approved for simple analgesic/pain relief by
the TGA or the College ofGeneralPractitioners. It is a medication
approved for the treatment of peripheral neuropathy. It is used
specifically for neuropathic pain to treat radiculopathy and peripheral
neuropathy (carpal tumiel syndrome or ulnar neuritis or common
peroneal neuropathy or tarsal tunnel syndrome in the work injuries
setting) and should not be added to the general pain medication group.

Prior review of medical records, doctors' reports, allied health's reports
before seeing a patient will introduce information bias and is not
recommended in medicine. It is not recommended for IMAs during
the SAET's training and is not recommended by the American Board
of Independent Medical Examiners.

("^ •(,1
i,li. J'
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1.48 (was

1.38]

1.53-1.S5

2.13 (new)

2.15

This paragraph does not align with the 1.7 where prior to referral for
the impairment assessment, the discrepancies should be reconcile and
the exact diagnosis should be known already.

This is already quite clear in the last sentence of the 2nd paragraph,
page 527 ofAMA 5. This extra sentence in the Guidelines is not

necessary.

It is not possible to operate a business where a report is reviewed by
the subjective interpretation of another person on the Guides and
Guidelines and a law for the writer to reply within 5 days for free
otherwise the report is forfeited. There is no scope for assessors during
annual leave, staff shortage, emergency, remote work and or

equipment failures. There is no evidence to support this time frame.
This time frame will create unnecessary stress for the assessors.

"Reduced" protective sensibility is not in the AMA 5 nor AMA 6.
The word used in both AMA S and 6 Guides is"decreased"

protective sensibility in Grade 2 of Table 16-10, page 482 AMA 5
and Table 15-14 ofAMA 6 page 425. These Tables clearly
categorised the condition and are consistent with the clinical
outcomes of the pin prick testing:

• Normal = Grade 3 in AMA 5 and Severity 2 in AMA 6

• Decreased = Grade 2 in AMA 5 and Severity 3 in AMA6

• Absent superficial pain on pin prick testing (with intact deep
cutaneous pain) = Grade 1 in AMA 5 and severity 4 and AMA6

No ability to discern between sharp and dull is clinically a complete
loss of sharp pain sensation on the pin prick testing. Reduced or
decreased is a partial loss ie the patient can feel the sharp pain but it is
not as sharp as in the normal finger. Therefore dull/complete loss is
not the same as reduced pain sensation clinically.

The introduction of the new word "reduced" will create confusion. The
proposed reduced = absent is not supported by medicine.

According to the AMA 5, page 483, "It is possible to have a gross
appreciation of 2 point discrimination of (11-15 mm.) at this level" for
grade 2. The new proposed requirement is more thanl5mm to qualify
for grade 2. There is no medical evidence for shifting Grade 1 (more
than 15mm) into Grade 2 nor shifting Grade 2 (11-15mm) into Grade
3.

This proposed change does not account for the false-negative nerve
conduction study in patients with confirmed carpal tunnel syndrome.
The medical literature's for false-negative rate is 2-14%. The AMA 5
confirms 5% on page 495.

Return to work,
Return to life.
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3.4 There is not any ambiguity in the AMA 5 Guides. The instructions
for assessment of the lower limbs are quite clear in AMA 5;

• Last paragraph ofpg525 and first pargraph of page 526
• Figure 17-10

• The summary on page Page 555

There is no need for this paragraph.

3.3S The points for activities have been increased in the new Table:
• Stair climbing

• Normal 4 Vs 10

• Use Railing 2 Vs 8

Putting shoes on

• With ease 4 vs 10

• With difficulty 2 vs 5

What is the logical rationale for these changes?

3. If there are any changes you would like to suggest, please describe them below

Section Comments/Recommendations

1.9 (separated
out from prev.

1.7)

The impairment process is at the end of the claim for the purpose of
lump-sum compensation. Impairment assessor should not be used as an

independent medical examiner to identify all the injuries and then
assess as needed. This section should not exist at all if this is regulated

properly.

The stakeholders should determine and agree on what body
parts/systems need assessment.

It is extremely difficult to contact the referring case manager at the
time of the assessment and in my experience it had never been
successful. This administration time cuts the time allowed for a
thorough impairment assessment.

This will lead to further delay, frustration and mistakes on the complex
calculation of the impairment.

Currently in South Australia, assessors are still being asked to provide
Ix report for multiple claims. Whereas in some of the Eastern States, a
single report is required for each claim. We were told that this was a
temporary issue after the disability-impairment transition period. We
were asked to hang in there and help temporarily because it will only a

Return to work.
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1.14

1.41

short term after the transition. It had been some 1 1 years since 2009
and 6 years since 2015. This should not continue and should be

simplified.

The referral system needs to be reviewed, improved and simplified.
The 1.9 is just another "band aid" that will create significant
administration and delay in the assessment process. Ideally the
stakeholders should agree on which body system for assessment prior
to the PIA referral.

This Paragraph is a very lengthy and will create more confusion. The
AMA 5 Guides' definition for maximum medical improvement (MMI)
is quite clear and it refers to the "impairment" is well stabilised and
unlikely to change substantially in the next year with or without
medical treatment.

The MMI definition in the current ReturnToWbrk Impairment
Assessment Guidelines is not necessary. It is currently copied by
EML and GB and used for treatmg doctors to sign/certify.
Unfortunately the copied sentence lost the context of the sentence
under the subheading of impairment in both the AMA5 Guides and
RetumToWork Impairment Assessment Guidelines. Most of the
treating doctors are not impairment assessor or trained in Impairment
Assessment. Without this context, it had been often misunderstood as
the medical condition rather than the impairment of the medical
condition.

The proposed change makes the definition almost the same as the
AMA5 Guides.

It is much simpler to just remove the definition in the Guidelines and
used the definition in the AMA5 Guides to avoid any further
confusion.

Lyrica is not a medication approved for simple analgesic/pain relief by
the TGA or the College ofGeneralPractitioners. It is a medication
approved for the treatment of peripheral neuropathy. It is used
specifically for neuropathic pain to treat radiculopathy and peripheral
neuropathy (carpal tunnel syndrome or ulnar neuritis or common
peroneal neuropathy or tarsal tunnel syndrome in the work injuries
setting) and should not be added to the general pain medication group.

This should be mentioned in the Guides and adjustment as needed. I
had a patient with minimal ADL issue when on the medication and
significant problem with the ADL if off the medication.

Return to work.
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1.48 (was
1,38)

2.15

2.26-2.28

[was 2.20)

3.4

This is already quite clear in the last sentence of the 2nd paragraph,
page S27 ofAMA 5. This extra sentence in the Guidelines is not

necessary.

This proposed change does not account for the false-negative nerve
conduction study in patients with confirmed carpal tunnel syndrome.
The medical literature's for false-negative rate is 2-14%. The AMA 5

confirms 5% on page 495.

The Examination's column of the new Table does not include pain

testing.

The scenario 1 on page 495 states "electrical conduction delay(s)"
rather than the proposed normal or abnormal result. The Guides is
more consistent with the medical literature.

The current 2.11 of the ReturnToWork Impairment Assessment
Guidelines replaces Scenario 2 and conflict with or does not make any
sense in relation to the provided scenario 3 (of page 495). Patient with
normal sensibility, opposition strength and nerve conduction studies
have 0% with scenario 3 but now has 5% upper extremity impairment
with the replaced Para 2.11.

The 3 scenario provided on page 495 of the AMA5 Guides are quite
clear. The current paragraph 2.11 should be removed.

This Paragraph is not 100% clear on whether strength testing can
be used in the presence of loss ROM.
Para 2.20 and AMA 5 guides said you can't with loss ROM.

It should be removed,

There is not any ambiguity in the AMA 5 Guides. The instructions
for assessment of the lower limbs are quite clear in AMA 5;

• Last paragraph ofpg525 and first pargraph of page 526
• Figure 17-10

• The summary on page Page 555

There is no need for this paragraph and it should be removed.

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

D Yes
I No

Return to work.
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5. Do you have any other feedback about the proposed Guidelines?

The proposal that only surgeon can assess the impairment of a body system after the
surgery is not consistent with the principle of the AMA5 Guides. The guides have
consistent and reliable method for assessment of the impairment of the body system for
any trained assessor. The Guides also calculate impairment on the basis of "decreased
an individual's ability to perform common activities of daily living". Physicians,
especially Occupational Physicians or Rehabilitation Physicians, are predominantly
involved with the patient rehabilitation after surgical treatment to assess and to improve
the patients' daily function/ability to perform common activities of daily living.

It is also not in alignment with some of the Eastern States where surgeons are excluded
from assessing body systems that had surgical treatment to avoid bias
recognition/conflict of their colleagues/surgeons' prior work.

Therefore stepping away from the medical evidence and the scientific data and introduce
the surgeon only assessment of the previously treated body systems will create
inconsistency in the assessment.

10
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Cathro, Vicky (DTF)

From: James Economos <admin@drjeconomos.com.au>

Sent: . Friday, 25 June 2021 5:18 PM
To: WPI
Subject: RE: Formal Consultation - Proposed Changes to Impairment Assessment Guidelines

Attachments: SA AFOEM Feedback form - Impairment Assessment Guidelines Consultation

-....docx; SA AFOEM Draft IAG Feedback letter RTWSA 250621.docx

Follow Up Flag: Follow up
Flag Status: Flagged

DearMsOakley

Here is the feedback on behalf of the SA AFOEM Committee.

Hope you have a restorative weekend.

Kind regards,

Occupational & Environmental Physician

FAFOEM (RACP) MBBS (Adel) GDOH (Adel)
Second Opinion Medicine | Injury Management | Independent Medical Examinations | Permanent Impairment
Assessments I Fitness For Work Assessments

Chair AFOEM South Australian Regional Committee

T: +61 8 8362 8200 F: +61 8 8362 5300 admin@drjeconomos.com.au www.drjeconomos.com.au

IVIT

Ll/18 Dequetteville Tee Kent Town SA 5067

Summit Health Centre 85 Wellington Road Mount Barker SA 5251

McLaren Vale and Districts War Memorial Hospital 3 Aldersy St McLaren Vale SA 5171

The Injury Hub 8 Main N Rd, Willaston SA 5118

This email and any attachments Is sent by the sender Identified above and is Intended solely for the addressee. It is confidential, may contain personal information and

may be subject to legal professional privilege. Unauthorised use Is strictly prohibited and may be unlawful. If you have received this by mistake or are not the Intended

named addressee(s) or a person responsible for delivering it to the intended recipient, confidentiality and any legal privilege are not waived or lost and we ask that you

contact the sender immediately and delete and destroy this and any other copies. In relation to any legal use you may make of the contents of this email, you must ensure

that you comply with the Privacy Act (Cth) and you should note that the contents may be subject to copyright and therefore may not be reproduced, communicated or

adapted without the express consent of the owner of the copyright. The sender will not be liable in connection with any data corruption, interruption, delay, computer

virus or unauthorised access or amendment to the contents of this email.

Please think of the environment before printing this email.

From: WPI [mailto:wpi@rtwsa.com]
Sent: Friday, 28 May 2021 9:39 AM
Subject: Format Consultation - Proposed Changes to Impairment Assessment Guidelines

Dear Assessor



ReturnToWorkSA, on behalf of the Treasurer, is starting a process of formal consultation on proposed changes to

the Impairment Assessment Guidelines.

Attached to this email you will find:

1. A consultation paper which provides an overview of the proposed changes and their impacts

2. A version of the current Impairment Assessment Guidelines with the proposed changes shown in green text

3. A feedback form, which you can use to provide your feedback.

Consultation closes at on Friday 25 June. Your feedback MUST be received by this time in order to be
considered.

All feedback is welcome, including support for proposed changes. You may like to use the form attached to this
email, or you can simply email your feedback to wpi@rtwsa.com.

ReturnToWorkSA is offering face to face information sessions to provide an overview of the proposed changes.

Available sessions:

Thursday 10 June 4.15 a€" 5.15pm

Friday 11 June 12.00 a€" 1.00pm

These sessions will be held at the ReturnToWorkSA offices at 400 King William Street Adelaide. If you would like to
attend a session, please email wpi@rtwsa.com and indicate which session you would like to attend. Numbers will be

limited due to COVID restrictions, however we will schedule further sessions if needed.

We have allowed 4 weeks for the consultation period, and your feedback must be received by the deadline to be
considered. If you have a valid reason why you cannot meet this deadline, and wish to request an extension, please

email wpi@rtwsa.com. Please note, while all requests for extension will be considered, there is no guarantee that

your request will be granted, as we will need to consider the impacts of extended timeframes on all stakeholders.

Next Steps
All feedback received will be carefully reviewed and considered. You will be advised of any confirmed changes to the
Guidelines in due course, and any amendments will be published in the Government Gazette.

Thank you for your participation in this process.

Julia Oakley
Executive Leader Regulation

400 King William Street Adelaide SA 5000

www.rtwsa.com I wpi@rtwsa.com

f>:: ReturntoWorkSA

a€~lnformation contained within this email and any attached document/s should be considered to be Sensitive
pursuant to the South Australia Government Cyber Security Framework and the recipient should ensure the

information is protected from unauthorised disclosure or lossa€™



Attachment 3

Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: w^l^rtwsaxorn

Summary of Changes

The foreword and introduction chapter have been amended to:

a reflect the current environment and the experience in the scheme

- clarify areas that have been raised by impairment assessors as being confusing

® move information designed for another audience into the appendices

® provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

• improve readability
® provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

® correct any errors or identify additional errors contained in the AMA5 Guide.

a improve objectivity of assessments

® ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects

the requirements of the Return to Work Act 2014 and improves the process for selecting an

appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front of
the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and

conditions.

We look forward to receiving your feedback.

Return to work.
Return to We.



Name and/or organisation of respondent (optional):

We value your feedback and would like to know the views you represent:

Accredited Impairment Assessor

M Representative medical body/association

D Self-insured employer

D Employer representative

Worker representative

Lawyer or Legal association

II Other (please specify below)

Australian Faculty of Occupational and Environmental Medicine

1. Please provide comments below on any of the proposed changes you support. Please Explain
why.

Section

^. - 1.14

Comments/Recommendations
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2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Section

17.3

Comments/Recommendations

See attached correspondence

3. If there are any changes you would like to suggest, please describe them below

J.f

Return to work.
Return to life.



Section Comments/Recommendations

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

D Yes

D No

5. Do you have any other feedback about the proposed Guidelines?

See attached correspondence

Return to work.
Return to life.



25 June 2021

Julia Oakley
Executive Leader of Regulation
ReturnToWorkSA

Dear Ms Oakley,

As chair of the SA Committee of the Australian Faculty of Occupational and Environmental Medicine, I
would like to thank you for the invitation to provide feedback regarding the proposed changes to the
RTWSA Impairment Assessment Guidelines, acknowledging provision of the consultation paper
(28/5/21) and the review draft of May 2021 accompanying the feedback form.

Attachment 1 of the consultation paper is a summary of the proposed changes, there being many
other changes in the draft guidelines not listed in that summary.

The consultation paper pg 3 lists the bodies that the consultation paper had been sent to, inclusive of
the RACP and AFOEM. Whilst I received the email just prior to taking 10 days leave on 28/5/21, the
email with enclosed documents was not brought to my attention until returning from leave. The
documents were emailed to me from the RACP on 1 1/6/21, noting that they were provided to RACP
on 28/5/21.

This letter is not as Faculty letterhead, as there has been insufficient time for due consideration of the
proposed changes, the formulation of a thorough considered response by the SA Faculty, and for that
response to be reviewed by the Faculty Policy and Advocacy Committee and College Secretariat.

The Faculty is willing to engage in a consultation process that is transparent, and when proposed
changes to the Impairment Assessment Guidelines are devoid of any conflict of interest, ensuring that
the primary purpose of the changes is not to impact upon the financial viability of the scheme, or
where they result in referrals for assessment to certain specialties or impairment assessors without
sound reason.

All SA fellows were invited to attend a Zoom meeting on the evening of 17/6/21, most fellows
expressing concerns regarding the short consultation timeframe and as such, the SA committee is of
the opinion that the timeframe for feedback should be extended so as to allow sufficient time for
fellows to give due consideration to proposed changes of relevance, and that AFOEM does not
provided feedback on support or lack thereof to any of the proposed changes without this.

However, all fellows who attended were in agreement that feedback should be provided in relation to
one proposed change that all were not supportive of, that being 17.3.

The consultation paper states that since inception of the Guidelines, a lot of learning and listening has
occurred with regard to the administration and operation of the Guidelines, that there had been
medical refinements and advances over that time, and that the culmination of this is that changes are
being proposed to the Guidelines to deliver greater clarity, consistency and transparency.

One of the summaries of proposed changes is applying more objective measures to improve
assessment consistency, it also noting providing further instruction around worker choice of assessor,
and I note that RTWSA's consulting on the proposed changes on behalf of the Treasurer.



It does not cite concerns regarding the provision of the Act allowing choice of assessor by the
claimant and that only one assessment can be undertaken may have resulted in many accredited
assessors undertaking very few, if any, assessments each year.

The Faculty and individual fellows have worked closely over the years with WorkCover SA and
RTWSA, several fellows having been engaged as consultants to the Regulator, RTWSA recognising
the work of the Faculty and the expertise of its fellows, being a signatory to the Health Benefits of
Good Work formulated by AFOEM.

Occupational physicians are recognised experts in assisting with the assessment and rehabilitation of
those with compensable conditions, the vast majority of those consisting of musculoskeletal
complaints, fellows gaining decades of experience in examining the musculoskeletal system, it being
a core competency of our training.

Clause 17.3 proposes that for musculoskeletal injuries, if surgery has occurred, the injury or condition
must be assessed by a surgeon accredited in the relevant body system. The reason for this is cited
as ensuring that appropriate expertise is utilised.

However, it does not refer to any evidence support the conclusion that trained and accredited
assessors, such as occupational physicians, rehabilitation physicians, pain physicians or neurologists
who are not surgeons have insufficient expertise, or that the compliance review process has unveiled
such evidence.

The consultation paper also does not detail the expertise of the people who have concluded that
doctors who are not surgeons do not have the expertise to assess impairment when surgery has
occurred and the review draft does not contain Appendix 4 detailing those involved in drafting the
document.

The proposed change does not specify that lumbar impairments where surgery has occurred must
only be assessed by a spinal orthopaedic or neurosurgeon, or that upper limb impairment where
surgery has occurred should be assessed by orthopaedic surgeons that have predominantly
conducted upper limb surgery.

In fact, the proposed change therefore would allow a general surgeon who is likely to have
undertaken predominantly abdominal surgery for the majority of their career, or a vascular surgeon
accredited in musculoskeletal regions who has not undertaken orthopaedic surgery during their
specialty practice, to be considered as having expertise in assessing musculoskeletal impairment
where there has been orthopaedic surgery, whereas the proposed change considers that an
occupational, rehabilitation or pain physician who is likely to have spent the majority of their working
career assessing musculoskeletal complaints, to not have that expertise.

This is also the case with respect to a neurologist, the specialist who is likely to have most experience
in assessing limb neurological function, this being of relevance when assessing any limb
radiculopathy after spinal surgery, or weakness or sensory deficit after peripheral nerve surgery.

Appendix 4 pg 125 of the current SA IAG notes that three of the six specialists on the core working
group (all chapters) were occupational physicians, therefore appearing to acknowledge the expertise
of occupational and environmental physicians, it also noting Occupational Physician Dr Dowda as one
of two independent medical reviewers.

It should also be acknowledged that for many years, the two SA agents used two occupational
physicians to undertake the peer review/compliance of reports, and that self-insurers continue to do
so and that the scheme engages our esteemed fellow Dr John Cross to deliver training.

The expertise of occupational physicians in the evaluation of impairment, inclusive of when surgery
has occurred, is also evident as indicated by the fact that the President of the American Board of
Independent Medical Examiners is an occupational physician and that the AMA5 Guides to the
Evaluation of Permanent Impairment 5th Ed. were edited by Occupational Physician Dr Linda
Cocchiarella.



It must also be acknowledged that, whilst pure musculoskeletal surgery itself, of its own accord at
times results in impairment, surgical expertise is not required in assessing that impairment, the most
common cases including partial meniscectomy which results in 1% WPI, the assessor needing to
evaluate a range of other parameters, as would be the case irrespective of whether surgery has
occurred, another being spinal surgery where the medical expertise comes in assessing the presence
or absence of radiculopathy, the draft Guidelines not claiming that physicians do not have sufficient
expertise in assessing such findings in the absence of surgery, or in undertaking a neurological
assessment of the limbs in peripheral neuropathy when surgery has not occurred.

Therefore, the SA Committee does not believe that a sound explanation has been provided for 17.3,
or that it can see any reason for concluding that occupational and other physicians with an expertise
in musculoskeletal medicine have insufficient expertise in assessing musculoskeletal impairment
where surgery has occurred.

As such, we believe that this clause should be removed and as stated, would appreciate a greater
timeframe for consultation and feedback.

The SA Faculty acknowledges that some may have concerns regarding consistency of assessments,
and proposes that very careful consideration be given to the high likelihood that more consistent
assessment outcomes would be most promptly achieved by removing choice of assessor, and in turn
possible bias, instead the allocation of assessor being the first cab off the rank i.e. next in line.

With kind regards,

Dr. James Economos

CHECKED AND DIGITALLY SIGNED

Occupational & Environmental Physician

FAFOEM (RACP) MBBS (Adel) GDOH (Adel)

Chair AFOEM South Australian Regional Committee



Cathro, Vicky (DTF)

From: James Economos <admin@drjeconomos.com.au>

Sent: Friday, 25 June 2021 5:36 PM
To: WPI
Subject: RE: Formal Consultation - Proposed Changes to Impairment Assessment Guidelines

Attachments: Dr James Economos Feedback form - Impairment Assessment Guidelines

Consu....docx; Dr Economos Draft IAG Feedback letter RTWSA 250621.docx

Follow Up Flag: Follow up
Flag Status: Flagged

Dear Julia

Here is my feedback. Have a great weekend.

Kind regards,

Or .lame?:; Econorrios

Occupational & Environmental Physician

FAFOEM (RACP) MBBS (Adel) GDOH (Adel)
Second Opinion IVlRdidne | Inji.ii-y IVIririaRRrriffnt | Independeni: Medical l'-;Xfirriin;-ition.s | F-'Rrn'ianeni; IrDp.-urrnRDi^

Assessmenrs | Fitness l:-or Work AssessniRnts

Chair AFOEM South Australian Regional Committee

T: +61 8 8362 8200 F: +61 8 8362 5300 admin@drieconomos, corn. au www.drjeconomos.com.au

KEMTTOWM IVIT BARKER VAS.E GA^fLER

Ll/18 Dequetteville Tee Kent Town SA 5067

Summit Health Centre 85 Wellington Road Mount Barker SA 5251

McLaren Vale and Districts War Memorial Hospital 3 Aldersy St McLaren Vale SA 5171

The Injury Hub 8 Main N Rd, Willaston SA 5118

This email ami any atlachments Is sent by the •iender iilentlliprl abovp and is intended solely lor llie aclrlressee. It is conticlenlial, niay contain personal inlorrnation and
may be subject to legal professional privilege. Unaulhorisecl use is strictly piohibited and may be unlawful. If you have received this by mistake or are not the intended

named arirlressee(s) or n person responsible for delivering il lo I he inlended reci|)ient, conlidenliality and any legal privilegp are not waived or lost and we ask that you

contact the sender immpdiatelyand delete and (lestrov I his and any other copies. In relation to any legal use you may make of the contents of this email, you must ensure
thnt you comply with the Privacy Act (Cth) nnd you should nolc? tliat tlie confents mny bp sttbjecl to copyriglit and theretore may not be reproduced, communicated or

adapted withoul the express consent of the ownpr of the copyright. The sender will not lie linhie in connection wit'h any data corruption, interruption, delay, computer
virus or nnaillhorlsed access or aniendmenl to Ihe coiltenl1, ol llii', email.

Please think of the environment before printing this email.

From: WPI [mailto:wpi@rtwsa.com]
Sent: Friday, 28 May 2021 9:39 AM
Subject: Formal Consultation - Proposed Changes to Impairment Assessment Guidelines

Dear Assessor



ReturnToWorkSA, on behalf of the Treasurer, is starting a process of formal consultation on proposed changes to

the Impairment Assessment Guidelines.

Attached to this email you will find:

1. A consultation paper which provides an overview of the proposed changes and their impacts

2. A version of the current Impairment Assessment Guidelines with the proposed changes shown in grcun text

3. A feedback form, which you can use to provide your feedback.

Consultation closes at on Friday 25 June. Your feedback MUST be received by this time in order to be

considered.

All feedback is welcome, including support for proposed changes. You may like to use the form attached to this
email, or you can simply email your feedback to wpi@rtwsa.com.

ReturnToWorkSA is offering face to face information sessions to provide an overview of the proposed changes.

Available sessions:

Thursday 10 June 4.15 a€" 5.15pm

Friday 11 June 12.00 a€" 1.00pm

These sessions will be held at the ReturnToWorkSA offices at 400 King William Street Adelaide. If you would like to
attend a session, please email wpi@rtwsa.com and indicate which session you would like to attend. Numbers will be

limited due to COVID restrictions, however we will schedule further sessions if needed.

We have allowed 4 weeks for the consultation period, and your feedback must be received by the deadline to be
considered. If you have a valid reason why you cannot meet this deadline, and wish to request an extension, please

email wpi@rtwsa.com. Please note, while all requests for extension will be considered, there is no guarantee that

your request will be granted, as we will need to consider the impacts of extended timeframes on all stakeholders.

Next Steps
All feedback received will be carefully reviewed and considered. You will be advised of any confirmed changes to the
Guidelines in due course, and any amendments will be published in the Government Gazette.

Thank you for your participation in this process.

Julia Oakley
Executive Leader Regulation
400 King William Street Adelaide SA 5000
www.rtwsa.com I wpi@)rtwsa.com

w

a€~lnformation contained within this email and any attached document/s should be considered to be Sensitive
pursuant to the South Australia Government Cyber Security Framework and the recipient should ensure the

information is protected from unauthorised disclosure or lossa€™



Attachment 3

Feedback Form
Impairment Assessment Guidelines

All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to: w|3i@jtwsa^conn

Summary of Changes

The foreword and introduction chapter have been amended to:

® reflect the current environment and the experience in the scheme

® clarify areas that have been raised by impairment assessors as being confusing

a move information designed for another audience into the appendices

® provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to:

® improve readability
» provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists.

• correct any errors or identify additional errors contained in the AMA5 Guide.

® improve objectivity of assessments

® ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects

the requirements of the Return to Work Act 2014 and improves the process for selecting an

appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front of
the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes in the
Guidelines and provide guidance to requesters around assessment of additional injuries and
conditions.

We look forward to receiving your feedback.

Return to work.
f— Return to life.



Name and/or organisation of respondent (optional):

We value your feedback and would like to Imow the views you represent:

Accredited Impairment Assessor

II Representative medical body/association

Self-insured employer

Employer representative

II Worker representative

Lawyer or Legal association

II Other (please specify below)

Dr James Economos FAFOEM (RACP)

1. Please provide comments below on any of the proposed changes you support. Please Explain
why.

Section

c:g.- 1.14

Comments/Recommendations
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2. Please provide comments below on any of the proposed changes you do not support. Please
explain why

Section

17.3

1.44

1.33

Comments/Recommendations

See attached correspondence

Don't agree re pre-reading - can cloud judgement. Dr should make own

detailed assessment at time and then review all correspondence

provided.

Confidentiality - mm measurements from imaging. Inteleviewer and SA

Medical Imaging allows access for - "I acknowledge that I am doing so

only for medical reasons and for the sole benefit of the patient, and in
doing so am bound to keep this information private and confidential". I

have had cases where I've come across relevant imaging predating the

date of imaging. A difficult issue but requires further consideration.

Suggest for lower limb cases where there is joint space narrowing

reported, that if needed, the examiner requests the radiology firm
provide an addendum report in compliance with AMA5 17.2

'(ff
Return to work.
Return to life.



1.26 disregard but then deduct? divisible? Feel the language is not plain
enough

3. If there are any changes you would like to suggest, please describe them below

Section

1.59

1.27

Table 13.1

Comm en ts/Recomm en dations

They should not be conducted by the assessor to exclude possible
financial gain.

Should be clarified in relation to just pertaining to lower limb OA where
arthritis is actually a rateable impairment and is relevant to the claim.

Pre-existing degenerative spinal changes are often incidental and

therefore, there is no sound medical reason for a deduction being made.

There has to be documented evidence consistent with a rateable pre-

existing impairment.

Table requires reformatting and clarification of some very subjective

terms to provide clearer guidance.

4. Overall, do you think the proposed changes will result in more consistent impairment
assessment outcomes?

I Yes

No

5. Do you have any other feedback about the proposed Guidelines?

Very careful consideration should be given to the high likelihood that more consistent
assessment outcomes would be most promptly achieved by removing choice, and in turn

possible bias, instead the allocation of assessor being the first cab off the rank/next in line.

Open and transparent consultation is required and greater time allocated for thorough

feedback..

Return to work.
Return to life.



25 June 2021

Julia Oakley
Executive Leader of Regulation
ReturnToWorkSA

Dear Ms Oakley,

I would like to thank you for the invitation to provide feedback regarding the proposed changes to the
RTWSA Impairment Assessment Guidelines, acknowledging provision of the consultation paper
(28/5/21) and the review draft of May 2021 accompanying the feedback form.

Attachment 1 of the consultation paper is a summary of the proposed changes, there being many
other changes in the draft guidelines not listed in that summary.

The consultation paper pg 3 lists the bodies that the consultation paper had been sent to, inclusive of
theRACPandAFOEM.

As a physician, I am willing to engage in a consultation process that is transparent, and when
proposed changes to the Impairment Assessment Guidelines are devoid of any conflict of interest,
ensuring that the primary purpose of the changes is not to impact upon the financial viability of the
scheme, or where they result in referrals for assessment to certain specialties or impairment
assessors without sound reason.

I am of the opinion that the timeframe for feedback should be extended so as to allow sufficient time
to give due consideration to proposed changes of relevance to the body systems that I assess.

The consultation paper states that since inception of the Guidelines, a lot of learning and listening has
occurred with regard to the administration and operation of the Guidelines, that there had been
medical refinements and advances over that time, and that the culmination of this is that changes are
being proposed to the Guidelines to deliver greater clarity, consistency and transparency.

One of the summaries of proposed changes is applying more objective measures to improve
assessment consistency, it also noting providing further instruction around worker choice of assessor,
and I note that RTWSA's consulting on the proposed changes on behalf of the Treasurer.

It does not cite concerns regarding the provision of the Act allowing choice of assessor by the
claimant and that only one assessment can be undertaken may have resulted in many accredited
assessors undertaking very few, if any, assessments each year.

The Faculty and individual fellows have worked closely over the years with WorkCover SA and
RTWSA, several fellows having been engaged as consultants to the Regulator, RTWSA recognising
the work of the Faculty and the expertise of its fellows, being a signatory to the Health Benefits of
Good Work formulated by AFOEM.

Occupational physicians are recognised experts in assisting with the assessment and rehabilitation of
those with compensable conditions, the vast majority of those consisting of musculoskeletal
complaints, fellows gaining decades of experience in examining the musculoskeletal system, it being
a core competency of our training.



Clause 17.3 proposes that for musculoskeletal injuries, if surgery has occurred, the injury or condition
must be assessed by a surgeon accredited in the relevant body system. The reason for this is cited
as ensuring that appropriate expertise is utilised.

However, it does not refer to any evidence support the conclusion that trained and accredited
assessors, such as occupational physicians, rehabilitation physicians, pain physicians or neurologists
who are not surgeons have insufficient expertise, or that the compliance review process has unveiled
such evidence.

The consultation paper also does not detail the expertise of the people who have concluded that
doctors who are not surgeons do not have the expertise to assess impairment when surgery has
occurred and the review draft does not contain Appendix 4 detailing those involved in drafting the
document.

The proposed change does not specify that lumbar impairments where surgery has occurred must
only be assessed by a spinal orthopaedic or neurosurgeon, or that upper limb impairment where
surgery has occurred should be assessed by orthopaedic surgeons that have predominantly
conducted upper limb surgery.

In fact, the proposed change therefore would allow a general surgeon who is likely to have
undertaken predominantly abdominal surgery for the majority of their career, or a vascular surgeon
accredited in musculoskeletal regions who has not undertaken orthopaedic surgery during their
specialty practice, to be considered as having expertise in assessing musculoskeletal impairment
where there has been orthopaedic surgery, whereas the proposed change considers that an
occupational, rehabilitation or pain physician who is likely to have spent the majority of their working
career assessing musculoskeletal complaints, to not have that expertise.

This is also the case with respect to a neurologist, the specialist who is likely to have most experience
in assessing limb neurological function, this being of relevance when assessing any limb
radiculopathy after spinal surgery, or weakness or sensory deficit after peripheral nerve surgery.

Appendix 4 pg 125 of the current SA IAG notes that three of the six specialists on the core working
group (all chapters) were occupational physicians, therefore appearing to acknowledge the expertise
of occupational and environmental physicians, it also noting Occupational Physician Dr Dowda as one
of two independent medical reviewers.

It should also be acknowledged that for many years, the two SA agents used two occupational
physicians to undertake the peer review/compliance of reports, and that self-insurers continue to do
so and that the scheme engages our esteemed fellow Dr John Cross to deliver training.

The expertise of occupational physicians in the evaluation of impairment, inclusive of when surgery
has occurred, is also evident as indicated by the fact that the President of the American Board of
Independent Medical Examiners is an occupational physician and that the AMA5 Guides to the
Evaluation of Permanent Impairment 5th Ed. were edited by Occupational Physician Dr Linda
Cocchiarella.

It must also be acknowledged that, whilst pure musculoskeletal surgery itself, of its own accord at
times results in impairment, surgical expertise is not required in assessing that impairment, the most
common cases including partial meniscectomy which results in 1% WPI, the assessor needing to
evaluate a range of other parameters, as would be the case irrespective of whether surgery has
occurred, another being spinal surgery where the medical expertise comes in assessing the presence
or absence of radiculopathy, the draft Guidelines not claiming that physicians do not have sufficient
expertise in assessing such findings in the absence of surgery, or in undertaking a neurological
assessment of the limbs in peripheral neuropathy when surgery has not occurred.

Therefore, I am of the view that a sound explanation has not been provided for clause 17.3, and can
see no reason for concluding that occupational and other physicians with an expertise in
musculoskeletal medicine have insufficient expertise in assessing musculoskeletal impairment where
surgery has occurred.



As such, I believe that this clause should be removed and as stated, would appreciate a greater
timeframe for consultation and feedback.

The SA Faculty acknowledges that some may have concerns regarding consistency of assessments,
and proposes that very careful consideration be given to the high likelihood that more consistent
assessment outcomes would be most promptly achieved by removing choice of assessor, and in turn
possible bias, instead the allocation of assessor being the first cab off the rank i.e. next in line.

I am also of the view that in relation to the assessment of impairment relating to lower limb joint
replacement, that the tables should be modified so as to provide a more objective means of rating
impairment, rather than great weight being placed upon the subjective reporting of pain. As an
analogy, a spinal fusion with significant radiculopathy does not achieve 30% WPI seriously impaired,
any pain with resultant disability being accounted for by the extra 1 to 3%WPI for ADL's and
subsumed under the DRE, whereas a mechanically sound joint replacement with minor objective
signs can achieve 30%WPI seriously impaired, possibly removing motivation for the claimant to return
to productive gainful employment, with the consequent negative health effects.

With kind regards,

Dr. James Economos

CHECKED AND DIGITALLY SIGNED

Occupational & Environmental Physician

FAFOEM (RACP) MBBS (Adel) GDOH (Adel)

Accredited by WorkCover SA for impairment assessment of Spine, Upper and Lower Extremity.



Cathro, Vicky (DTF)

From: Dwyer, Mick

Sent: Monday, 28 June 2021 11:27 AM
To: WPI

Cc: Carter, Rian; Fowler, Kim

Subject: Feedback - Impairment Assessment Guidelines

Good morning

Please find below a few suggestions regarding the draft impairment assessment guidelines.

1. In relation to the 10% deduction on account of an unrelated impairment, we think 1.29 and 1.64 should be

sufficiently amended to make it clear that for WPI percentages of 5 or below, once the 10% deduction is
applied, the final impairment must be rounded DOWN to the nearest whole number. If rounding is simply
left to the nearest whole number, rather than down, it will render the 10% deduction exercise useless for all

impairments at 5% or below. Given the 5% threshold is so critical, the clarification should be made so that
the principle of having a deduction on account of pre-existing or unrelated conditions (like in other

jurisdictions), for any impairment is protected.

2. In relation to the assessor selection process set out in Chapter 17.3 of the guidelines, we consider the

worker ought not be the one to choose the assessor, but rather, an assessor should be allocated at random

or come from 'the next on the list'. We understand the AMA(SA) agrees that this would promote a

transparent and fair system and has said as much in its submission.

3. 17.5 has the potential to mean that it is not until the expiry of 10 days that a draft report request can be

sent to an assessor. If a worker is happy with a draft, and says as much after, say, 3 days, as opposed to 10,

the report should be able to be sent to the assessor after 3 days. This is particularly in circumstances where

parties are doing their best to accommodate earlier appointments, taking advantage of cancellations,

interstate or covid scheduling issues. Obviously if the worker needs the full 10 days this should occur. If this
part of the guide is amended, the corresponding section in Appendix 1 will need to be amended also.

4. The reference in 1.8 to the liability for the work injury(ies) 'must have been determined' should be clarified
to ensure that it must have been determined by the compensating authority. This is as opposed to

determined by the Tribunal, or 'finally' determined.

Kind regards

Mick Dwyer | Partner ] Insurance Statutory
Sparke Helmore Lawyers | Level 3, 41 Currie Street, Adelaide SA 5000
t: +61 8 8415 9820 | f:+618 8415 9895
e: Michael.Dwyer@sparke.com.au | www.sparke.com.au
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Cathro, Vicky (DTF)

From: jhunded <drjameshundertmark@gmail.com>

Sent: Friday, 25 June 2021 4:23 PM
To: WPI; Hee, Matt; Paul Furst

Subject: Civil Forensic Interest Group SA submission - RTWSA consultation

Attachments: RTWSA Response 2021 Civil Forensic.docx

Follow Up Flag: Follow up
Flag Status: Completed

Dear RTWSA staff

Please find attached a submission from the Civil Forensic Interest Group SA.

Please acknowledge receipt of this document by return email.

It should be noted that this document is a preliminary submission due to the short time line available. Currently the
document only represents the views of the civil forensic interest group and is still to be officially endorsed by the
broader RANZCP. RTWSA will be advised of that endorsement with any changes required in due course.

yours sincerely

Dr James Hundertmark MB BS, FRANZCP
Private Rooms (08) 8431 6244
drjameshundertmarkf^gmail.com



Submission from Civil Forensic Interest Group SA RANZCP - RTWSA Consultation 1

Feedback Form - Return to Work SA
Impairment Assessment Guidelines Proposed Changes

Civil Forensic Group SA RANZCP

• Name and/or organization of respondent:

Civil Forensic Interest Group, South Australia
Royal Australian and New Zealand College of Psychiatrists

• We value your feedback and would like to know the views you
represent:

Representative medical body/association

• Please provide comments below on any of the proposed changes you
support. Please Explain why. (changes underlined)

"Permanent impairment - maximum medical improvement

1.14 Assessments are only to be conducted when the injury has
stabilised and the assessor considers that the degree of whole person
impairment of the worker is fully ascertainable. Whole person
impairment is fully ascertainable where the assessor believes the
worker has attained maximum medical improvement (MMI). MMI
occurs when the worker's condition has well stabilised and is unlikely to
change substantially in the next year with or without medical
treatment, and further recovery or deterioration is not anticipated, but
can include temporary fluctuations. The report must address how
specific findinas relate to the conclusion of MMI status. For example, if
the assessor identifies that the worker's condition has changed
substantially (either improved or deteriorated) but they consider that
the worker is still at MMI, the report must provide a detailed explanation
as to why."

1.44 The report must contain factual information based on the
assessor's own history-taking and clinical examination. The relevant
history is obtained by a review of medical records reflecting past
medical history and the worker's presentation of the current history.lt is
important to review the medical records before performing an
impairment assessment, as this will enable the assessor, among gjher
things, to:
8 Clarify and document inconsistencies, if anv, between the history
provided bv the worker and the history contained in the medical
records.

• Reconcile inconsistencies, if any, between the worker's history during

the examination and other previous medical records. It is necessary to
clarify historical inconsistencies because several issues are determined
bv the history.



Submission from Civil Forensic Interest Group SA RANZCP - RTWSA Consultation ^

• Focus on the portions of the history pertinent to the impairment
assessment.

• Please provide comments below on any of the proposed changes you
do not support. Please explain why:

"16 Psychiatric Disorders (page 103)

16.5 Permanent impairment assessments for psychiatric disorders are
only required where the primary injury is a psychiatric one. The treating
psychiatrist needs to confirm that the psychiatric diagnosis is the injured
worker's primary diagnosis."

"Appendix 1 Notes for the Requester (page 122)

Psychiatric disorders

The worker must have a psychiatric disorder with a diagnosis made by
the treating psychiatrist using the Diagnostic and Statistical Manual of
Mental Disorders, Fifth Edition (DSM-5) in order to be assessed for
whole person impairment."

1. Executive Summary

The South Australian Civil Forensic Interest Group of the Royal Australian and
New Zealand College of Psychiatrists supports clarification of the maximal
medical improvement definition (Section 1.14).

The Civil Forensic Interest Group supports the process of independent review
of past medical records noting that this may clarify or reconcile
inconsistencies between the history obtained and the file material available
(Section 1.44).

The Civil Forensic Interest Group is strongly opposed to the proposal that
treating psychiatrists only be used to specify an injured workers primary
diagnosis (Section 16.5 and Appendix 1).

2. What is a civil forensic psychiatrist?

The South Australian Branch of the Royal Australian and New Zealand
College of Psychiatrists (RANZCP) includes a significant group of medical
practitioners who specialize in the area of civil forensic psychiatry. There has
recently been discussion within the civil forensic psychiatry sector in South
Australia in order to establish an interest group.

Civil forensic psychiatrists provide medical reports as independent medical
examiners for a range of referral sources including Gallagher Bassett, EML
and independently insured organizations in the workers compensation sector.
The civil forensic group is distinguished from their perhaps more well
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recognized forensic colleagues in that they do not provide reports on criminal
matters. The psychiatrists in this group provide reports to both defendant and
plaintiff lawyers as well as a wide range of other refers including AHPRA,
government departments and insurance groups. Civil forensic psychiatrists
are currently already identified by RTWSA as a potential referral source within
the established worker's compensation system.

3. IVIaximal Medical Improvement (Section 1.14)

Civil forensic psychiatrists recognize the importance of clarity in the definition
of maximal medical improvement (MMI). Discussion at the State Branch
meeting of the College of Psychiatrists indicated that the general public and
mental health consumers have difficulty understanding the concept of
maximum medical improvement. Accordingly a clear definition including the
wording "unlikely to change substantially in the next year with or without
medical treatment" assists in providing additional understanding.

The importance of the assessor adequately explaining the rationale for MMI in
undertaking impairment assessment is endorsed. In general terms
psychiatrists also support the burden on the assessor to fully explain all of
their conclusions in the undertaking a GEPIC assessment.

4. Review of medical records before performing an impairment
assessment (Section 1.44)

Civil forensic psychiatrists recognise the importance of reviewing medical
records before performing an independent medical examination. The critical
review of file material is a standard part of a comprehensive and valid forensic
examination of an injured worker. As noted below, it is quite challenging for a
treating doctor to question the history of their own patient based on
contradicting file material without damaging their therapeutic alliance. The civil
forensic psychiatrist is in a better position to clarify or reconcile
inconsistencies between history obtained at interview and the material
available in the past medical records.

5. Issues of Access to a Treating Psychiatrist (Section 16.5 and
Appendix 1)

There are a number of barriers to injured workers in simply finding a treating
psychiatrist.

Currently there may be delays in accessing the services of a psychiatrist as a
result of the significant pressure in the mental health system aggravated by
the COVID pandemic. Many general practitioners complain about the
difficulty in simply getting a patient in to see a psychiatrist whether in the
public or private system. Finding a psychiatrist for a patient with a work injury
is even more difficult with many private and public psychiatrists refusing to
see patients accessing workers compensation. Some treating psychiatrists
who have a patient who then develops work injury prefer not to provide a
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medicolegal report because of a fear of interfering with the therapeutic
alliance with the patient.

A common process is for the worker to have a psychological injury and see
their general practitioner (GP). The GP may make a tentative psychiatric
diagnosis and start some basic counselling. A significant proportion of GPs
are apprehensive about the workers compensation system themselves and
refer the patient off to a specialist worker's compensation clinic (like the CHG
group). The GPs from the clinic may then make a referral to their in-house
psychologists, rarely having access to a psychiatrist in the clinic.

Many injured workers are referred for an independent medical examination to
evaluate their claim without having ever seen a psychiatrist for treatment.
Hence the civil forensic psychiatrist may perform the first comprehensive
psychiatric assessment for that injured worker.

6. Making an appropriate diagnosis for impairment assessment (Section
16.5 and Appendix 1)

Civil forensic psychiatrists are routinely asked to provide reports in
medicolegal matters including in the area of permanent impairment
assessment. Civil forensics psychiatrists are all trained in the process of
permanent impairment assessment using the GEPIC and other systems.
Accordingly they are aware of the distinction between pure and consequential
mental harm. Many current treating psychiatrists are unaware of this
distinction and have no knowledge of the GEPIC system.

Accordingly the treating doctors may be unaware of the further process that is
required in using the primary diagnosis they give their patient, as that
diagnosis is worked through a permanent impairment evaluation.

For example, the treating psychiatrist may believe that their patient has
suffered a major depressive disorder as their primary diagnosis. The
independent medical examiner make disagree with this diagnosis believing
that the intensity of the trauma the patient faced was sufficient to warrant a
diagnosis of PTSD. The independent medical examiner would be locked in to
a depression diagnosis, rather than being able to make an alternative
diagnosis such as a PTSD as this alternative diagnosis had not been
endorsed by the treating psychiatrist.

7. Role conflict between the treating psychiatrist and expert witness
(Section 16.5 and Appendix 1)

The proposed impairment assessment guidelines suggest that the treating
psychiatrist needs to confirm the psychiatric diagnosis in the injured worker. It
is well recognized that the treating psychiatrist works under a number of
fundamental restrictions that create difficulty for them in the medicolegal
setting (see table below). Allowing the treating psychiatrist to 'lock-in' the
psychiatric diagnosis may well lead to subsequent difficulties in the
medicolegal process.



Submission from Civil Forensic Interest Group SA RANZCP - RTWSA Consultation

Table 1

Treating psychiatrist versus expert witness: areas of role conflict

Treating psychiatrist Expert witness

Natural bias in favour of patient's trained to maintain a neutral position
best interests

Possible reduced objectivity due to Maximized objectivity, as required by
bias in favour of patient ethical guidelines and Court rules

Unlikely to seek or have access to Required to seek multiple sources of
multiple sources of data due to issues data
of confidentiality

Less likely to challenge patient's More likely to challenge evaluee's
self-report or version of events self-report and version of events

based on collateral data

More likely to lead to a breach of Lack of confidentiality inherent;
confidentiality through releasing evaluee clearly informed about the
information lack of confidentiality

Adverse effects on therapeutic No therapeutic relationship to
relationship compromise

from The American Psychiatric Association Publishing Textbook of Forensic Psychiatry edited by Liza
H. Gold, M.D,, Richard L. Frierson, M.D. Third Edition 2018

8. Consumer Carer Feedback

The RANZCP recognises the importance of consumer and carer input into
decision-making within the mental health sector. On seeking feedback from
the South Australian College Branch, we received comments from our
consumer care representative.

Concern was expressed about the deduction of 10% based on pre-existing
mental health diagnoses especially given the higher rates of depression,
anxiety and trauma within the general population. The definition of
consequential mental harm was viewed as problematic although there was
not time to discuss the specific meaning of the term as informed by training for
the GEPIC system.

The impact of mental health concerns on the family was specifically
mentioned and the corresponding lack of family related impairment in the
GEPIC system noted. The value of getting collaborative feedback from carers
and family in undertaking an assessment was also highlighted. It was noted
that actual disability for an individual varies with the amount of support that is
available to them according to the social context, i.e. strong family support
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may mask disability in functioning. The importance of culture in a mental
health presentation was also noted; it was seen to absent in the principles of
impairment assessment although it should be part of the assessment by an
experienced psychiatrist.

SUMMARY

The South Australian Civil Forensic Interest Group of the Royal Australian and
New Zealand College of Psychiatrists welcomes the opportunity to respond to
the proposed changes to impairment assessment guidelines proposed by
RTWSA.

It should be noted that this document is a preliminary submission due to the
short time line available. Currently the document only represents the views of
the civil forensic interest group and is still to be officially endorsed by the
broader RANZCP. RTWSA will be advised of that endorsement with any
changes required in due course.

The Civil Forensic Interest Group supports clarification of the maximal medical
improvement definition (Section 1.14) and supports the process of
independent review of past medical records noting that this may clarify or
reconcile inconsistencies between the history obtained and the file material
available (Section 1.44).

However the Civil Forensic Interest Group is strongly opposed to the proposal
that treating psychiatrists only be used to specify an injured workers primary
diagnosis (Section 16.5 and Appendix 1).

As an interested and experienced party in the area, the Civil Forensic Interest
Group is very willing to respond to any further queries from RTWSA through
the SA Branch of the RANZCP.

PRELIMINARY SUBMISSION VERSION 3: 25 JUNE 2021
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All feedback must be received by 6.00pm on Friday 25 June 2021.

Please email your feedback to; wpi@rtwsa.com

Summary of Changes

The foreword and introduction chapter have been amended to:

• reflect the current environment and the experience in the scheme

• clarify areas that have been raised by impairment assessors as being confusing

• move information designed for another audience into the appendices

• provide clear instructions and clarify the expectations of impairment assessments.

The body systems chapters have been amended to;

• improve readability
• provide further guidance to impairment assessors regarding the expected assessment

approach or the range of ratings available, based on advice from medical specialists,

• correct any errors or identify additional errors contained in the AMA5 Guide,

• improve objectivity of assessments

• ensure they are clinically up to date

Chapter 17 on the assessor selection process has been reviewed to ensure that it both reflects the

requirements of the Return to Work Act 2014 and improves the process for selecting an

appropriate assessor.

The glossary and explanatory notes have been combined into a Definitions section at the front

of the Guidelines.

The Notes for the Requester appendix has been reviewed to reflect the other changes In the

Guidelines and provide guidance to requesters around assessment of additional injuries and

conditions.

We look forward to receiving your feedback.

1

Return to work.
return to Me.



Name and/or organisation of respondent (optional):

We value your feedback and would (ike to know the views you represent:

"Accredited Impairment Assessor |_| Worker representative

II Representative medical body/association Q Lawyer or Legal association

II Self-insured employer Q Other (please specify below)

[~] Employer representative
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1. Please provide comments below on any of the proposed changes you support. Please

Explain why.
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4. Overall, do you think the proposed changes will result in more consistent impairment

assessment outcomes?
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Cathro. Vicky (DTF)

From:

Sent:

To:

Subject:
Attachments:

Hayley Smith <Hayley.Smith@johnstonwithers.com.au>

Tuesday, 13 July 2021 9:21 AM
WPI
Impairment Assessment Guidelines - Proposed changes
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Attention: Ms Julia Oakley, Executive Leader Regulation

Good Morning

Please see attached correspondence from our Mr Harbord.

Kind Regards

Hayley Smith
Legal Assistant to Hugh Rischbieth

JOHNSTON WITHERS
LAWYERS

JOHNSTON WITHERS LAWYERS
17 Sturt Street, Adelaide South Australia 5000
All correspondence: PO Box 6321 Halifax Street SA 5000
T(08) 82311110 | F (08) 8231 1230
E Havlev.Smith(a)iohnstonwithe^^^^^^^^

W iohnstonwithers.com.au
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Disclaimer Notice:

The contents of this email (including any attachments) are confidential and privileged and are intended only for the
addresses. Any confidentiality or privilege is not waived or lost if this email has been sent to you by mistake. Any

unauthorised use of the contents of this email is expressly prohibited. If you are not the intended recipient of the
email (and any attachment) you are notified that you may not disseminate, copy or take any action based upon the

information contained therein. If you receive this email in error please contact Johnston Withers on (08) 82311110
or by reply email and then delete this email. This email has been scanned for viruses and dangerous contents and is

believed to be clean however no warranty is made that this email or attachment(s) are free from computer virus or

other defects which may attach themselves to this email during transmission or otherwise. Johnston withers accept

no responsibility for the content of an email sent by an employee which is of a personal nature and the views

expressed in the email are those of the individual sender except where it expressly states that they are those of

Johnston Withers.



JOHNSTON WITHERS
LAWYERS

12 July 2021

Ms Julia Oakley
Executive Leader Regulation
Return to Work SA

By email; wpi@rtwsa.com

Dear Ms Oakley

Impairment Assessment Guidelines - Proposed changes

We refer to the submission of Johnston Withers dated 17 June 2021 in respect to proposed
changes to the Impairment Assessment Guidelines.

We have not yet received acknowledgment from RTWSA in respect to Johnston Withers
submissions.

Johnston Withers had not been invited to participate in RTWSA's review process, nor has it
attended or been invited to attend any stakeholder meeting.

Johnston Withers reiterates its grave concern that the proposed changes are flawed and that
there has been inadequate consultation and engagement with affected stakeholders,

Johnston Withers has subsequently reviewed multiple submissions from other stakeholders
and in particular, we endorse the submission of the Law Society of South Australia dated 25
June 2021 and for the need for RTWSA to provide responses to all stakeholders who have
already provided submissions, in light of the questions posed in paragraphs 28.1 to 28,7 of the
Law Society of South Australia submission dated 25 June 2021 .

We also note publicity, including in InDaily dated 8 July 2021 (copy enclosed) indicating that
RTWSA have referred all enquiries to the office of the Minister for Industrial Relations.

We are concerned that the approach taken by RTWSA to refer all enquiries direct to the
Minister, again indicates the lack of proper dialogue, transparency and consultation by
RTWSA with appropriate key stakeholders.

Yours sincerely/
JOHNSTOJM WITHERS

Graham Harbord
Dlfector
Direct Line: 08 8233 7205
Email: graham.harbord@johnstonwithers.com.au

Enc.

17 Sturc St Adelaide South Australia SOOO P (08) 8231 1110 F (08) 8231 1230 malKgjohnstonwlthers.com.au johnstonwlthers.com.au

ADELAIDE CLARE PORT AUGUSTA WHYALLA ROXBY DOWNS MURRAY BRIDGE

JOHNSTON WITHERS & ASSOC PTY LTD ABN 97 OOB 106 6-)3 A GOLD ALLIANCE FIRM AND
llirJuh_"(W_^!?o9f_NSI.i&!:OBAL ALUANCE - A WORLDWIDE ALLIANCE OF INDEPENDENT LEGAL AND ACCOUNTING FIRMS
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Doctors, lawyers hit out at SA workers compo
changes
NEWS

The Australian Medical Association and Law Society have added to criticism of the State Government's proposed

changes to workers compensation, questioning both the medical advice and public consultation process,

(Image; Pexels)

The Return to Work SA proposal would tighten the Impairment Assessment Guidelines (IAG) which injured workers are

evaluated against, to determine whether they are eligible for compensation.

Currently, If a worker's injury affects more than five per cent of their bodily capability, they're entitled to a lump sum payment.

If their Injury affects more than 30 per cent of their bodily capability, they are deemed "seriously injured" and are entitled to

ongoing Income payments as well as a lump sum payment.

The proposed reforms would automatically deduct 10 per cent from an Injured worker's assessment if they have a pre-existing

Injury,

Surgeons will also be required to assess a worker's impairment post-surgery, raising concerns from medical practitioners and

lawyers aboul workers being unable to choose their own doctor or an occupational physician to examine their injury.

Public consultation on the reform proposal ended on [une 25, after Return To Work SA issued a 129-page draft review for

feedback from stakeholders on May 28.

Law Society President Rebecca Sandford said the consultation process was "lacking In a number of ways".

"The consultation process was just four weeks long in total, with only two weeks between the date of Its information sessions

on the changes and the dale for responses from stakeholders," Sandford said.

https;//lndaily.com,au/news/2021/07/08/doctors-lawyers-hlt-out-at-sa-worl<ers-comDO-chanaes/?utm medium=email&utm namnalnnsinnaili/1 nnn iffl
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"Given both Ihe breadth and technical nature of the changes, It Is simply not feasible for key stakeholders to properly examine

and respond meaningfully to the proposal In such a short space of time.

"The Society urges the Government to refrain from making any decisions about the Guidelines until there has been proper

consultation and parllamenlary debate on the Bill."

The criticism from the state's peak law body follows other legal groups, Including the Australian Lawyers Alliance and Lawyers

for Workers SA, which have expressed opposition to Ihe changes,

Under the Return to Work Aci 2014, Industrial Relations Minister Rob Lucas can approve amendments to the IAG after a

consultation period with medical practitioners who undertake impairment assessments.

The minister's powers under the Act bypass the need for amendments to undergo legislative review.

Labor, the Greens and SA Best have already stated their opposition to the reforms, with the Opposition notifying both houses of

parliament of its Intention to Introduce a bill to mandate any proposed changes to the Guidelines undergo legislative review,

Sandforcl said the Law Society had not yet reached an "ultimate position" on the proposal, but their submission lo Return to

Work reflected the view that "insufficient time has been given to allow rigorous analysis of these changes",

"The proposed changes to the lAGs were presented to the Society with no forewarnlng," she said,

"The Society, and other key stakeholders, had no Input Into RTWSA's review process that led to the consultation on these

proposed changes.

"This has made providing feedback on the proposed changes exceedingly difficult on several fronts."

Sandforcl also said RTWSA "did not identify the source" of the medical advice which prompted the agency to draft (he proposed

changes.

"In the absence of the medical advice upon which RTWSA has acted, it is not possible for the Society either to supporl or to

oppose any of the proposed changes on 'medical merit' grounds," she said.

Australian Medical Association SA Branch President Dr Mlchelle Atchison expressed similar concerns about (he changes and

also called on the Return to Work SA to reveal medical advice underpinning the changes.

She said it was "clear" after a meeting with the association's RTWSA reference group thai the proposal had come with "no Input

from clinicians that they were aware of, and had implications (hat could not be adequately assessed and addressed In the lime

available".

"We are concerned that there is a lack of transparency about the reasons for both Individual and collective changes, and ask to

what degree the Guidelines' development was based on a desire to cut costs, rather than to ensure improved oulcomes for

injured workers," Alchison said.

She also said the AMAwas specifically concerned with the requirement that assessmenls of musculoskeletal in|uries be limited

to surgeons.

"Many clinicians have accumulated many years of training and expertise In assessing Injuries and have become specialists In

Ihe field of musculoskeletal injuries," she said,

"It discriminates against these non-surgical assessors to consider their accumulated knowledge of aspects of a person's Injury

and rehabilitation less valuable than that of a surgeon with 'site specific' knowledge but limited experllse In the broader

rehabilitation context."

Atchlson also said limiting assessments to surgeons could create a "bottleneck" due to a limited number of assessors available

to provide advice, potentially resulting in "more 'fly in, fly oul' assessors at greater cost and possibly distress to the paltent",
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The AMA recommended the reforms undergo review from the Ministerial Advisory Committee "rather than have this document

put to us without evidence to support the proposed changes".

RTWSA referred all Inquiries to the office of Industrial Relations Minister Rob Lucas.

Lucas said he was yet to make a decision on the proposed changes and would consider advice from the Minister's Advisory

Committee.

He reiterated that he had approved a "broader consultation process than required by the legislation" involving 13 medical

associations and more than 120 individual accredited Impairment assessors".

"Consultation has also taken place with the Law Society of South Australia and Self Insurers of South Australia," he said.

"I will also consider advice from the Minister's Advisory Committee established under the Act, which has been provided with

additional time to consult.

"I am advised the Committee comprises medical practitioners nominated by the Australian Medical Association as well as

representatives nominated by employee and employer associations, including members of (he Law Society."

He said the face-to-facc Information sessions on the reforms were "well attended".

According to Lucas' office, about 40 per cent of currently accredited assessors have yet to perform an assessment this financial

year and (here have been delays of up to 12 weeks for an appointment with some assessors.

"The proposed changes ro the guidelines are to ensure greater efficiency, consistency, reflect clinical developments, and

Improve fairness and transparency in the impairment assessment process," Lucas said,

"No decision to modify (he Guidelines has yet been made .„ I will consider (he proposed changes and feedback and make a

decision In due course."

Shadow Industrial Relations Minister Kyam Maher said it would be an act of "complete bastardry" If the Government moved lo

amend the guidelines knowing legislation was on the table to require legislative oversight.

"The opposition has continued to receive correspondence from people who are involved In the WorkCover scheme who are

frustrated ai the lack of consultation and where this Is heading," Maher said.

But Lucas said the Government would not support Labor's Bill if it Included changes to the "existing arrangemenis for the

publication of the Guidelines", noting the existing scheme was drafted under the former Labor Government with bipartisan

support,

View cnmmeni fiuldcilncs

h((ps;//lndally.com.au/news/2021/07/08/doc>ors-lawyers-hit-out-at-sa-worl<ers-compo-changes/?utm_medlum=emall&utm_campalgn=lnDallyLunc... 3/3



Tonkin, Kate (DTF)

From: Government Relations <GovernmentRelations@rtwsa.com>

Sent: Wednesday, 23 June 2021 8:42 AM
To: Tonkin, Kate (DTF); Marciano, Nino (DTF)
Subject: New PBN - Impairment Assessment Guidelines Consultation

Attachments: 8.10 - Impairment Assessment Guidelines Consultation - 21 June 2021.DOCX

Follow Up Flag: Follow up
Flag Status: Completed

Hi Kate, Nino,

Please find attached a new PBN on the topic of the Impairment Assessment Guidelines Consultation.

Any questions or concerns, please don't hesitate to contact me.

Kind regards

Steve

Steven Johnson

Manager Government Relations

P. (08) 8233 2267
M. 0448 787 595
E, steven.johnson(5)rtwsa.com

www.rtwsa.cQm

f% ftetymtoyVbrJcSA

'Information contained within this email and any attached document/s should be considered to be Sensitive
Dursuant to the South Australia Government Cyber Security Framework and the recipient should ensure the

nformation is protected from unauthorised disclosure or loss'



Tonkin, Kate (DTF)

From: Government Relations <GovernmentRelations@rtwsa.com>

Sent: Wednesday, 23 June 2021 10:00 AM

To: Tonkin, Kate (DTF); Government Relations; Marciano, Nino (DTF)
Cc: Oakley, Julia
Subject: RE: New PBN - Impairment Assessment Guidelines Consultation
Attachments: 8.10 - Impairment Assessment Guidelines Consultation - 21 June 2021.DOCX

Hi Kate, Nino,

Date range for the consultation and face to face information sessions included, as requested.

Kind regards

Steven Johnson
Manager Government Relations

P. (08) 8233 2267
VI. 0448 787 595

E. steven.johnson@rtwsa.com

www.rtwsa.com

W- fteturntoWorNSA

From: Tonkin, Kate (DTF) <Kate.Tonkin2@sa.gov.au>

Sent: Wednesday, 23 June 2021 9:47 AM
To: Government Relations <GovernmentRelations(5)rtwsa.com>; Marciano, Nino (Corporate)

<nino.marciano@sa.gov.au>

Subject: RE: New PBN - Impairment Assessment Guidelines Consultation

Good morning Steve

The adviser has requested a date range be added for the 'consultation period'.

Thank you
Kate

From: Government Relations [mailto:GovernmentRelations@rtwsa.com]

Sent: Wednesday, 23 June 2021 8:42 AM
To:Tonkin, Kate (DTF) <Kate.Tonkin2@sa.Rov.au>; Marciano, Nino (DTF) <Nino.Marciano@sa.Rov.au>

Subject: New PBN - Impairment Assessment Guidelines Consultation

Hi Kate, Nino,

Please find attached a new PBN on the topic of the Impairment Assessment Guidelines Consultation.

Any questions or concerns, please don't hesitate to contact me.

Kind regards

Steve

Steven Johnson

Manager Government Relations



P. (08) 8233 2267
M. 0448 787 595
E. steven. johnson@rtwsa.com

www.rtwsa.com

'Information contained within this email and any attached document/s should be considered to be Sensitive
pursuant to the South Australia Government Cyber Security Framework and the recipient should ensure the
mformation is protected from unauthorised disclosure or loss'

'Information contained within this email and any attached document/s should be considered to be Sensitive

pursuant to the South Australia Government Cyber Security Framework and the recipient should ensure the

information is protected from unauthorised disclosure or loss'



Tonkin, Kate (DTF)

From:

Sent:

To:

Cc:

Subject:
Attachments:

Tonkin, Kate (DTF)
Tuesday, 6 July 2021 10:51 AM
Government Relations

Pinches, Stephen; Siami, Emma; Fogagnolo, Dylan
Estimates Briefing - Reviewed

7 - RTWSA - Adviser Comments.pdf

Good morning

Please find attached the draft Estimates Briefings that has been reviewed and approved by the relevant adviser and
Chief of Staff. Please note the adviser has made comments on the briefings.

As per the Key Dates Schedule attached, the final Estimates briefings are due by 3PM Friday, 9 July 2021. However, I
will not be in the office on Friday so I happy to receive the final briefings by 3PM Monday, 12 July 2021.

If you have any further questions or concerns please feel free to contact me directly.

Thank you

Kate Tonkin
Parliamentary Liaison Officer and
Assisting FOI Officer to the
Hon Rob Lucas MLC
Treasurer

Phone:82041496
Department of Treasury & Finance
Level 8, 200 Victoria Square | ADELAIDE SA 5000

Ccwmmnt of (Mb AitiwN*
Dftwirrwii of Trtumy
tnSfiinoCT' T-" fSSSS

Co»wAtedtowori(ptoccflexlbaity

Information contained in this e-mail message may be confidential and may also be the subject of legal professional privilege or
lublic interest immunity. If you are not the intended recipient, any use, disclosure or copying of this document is unauthorised.
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Our Reference; 210888

Hon Rob Lucas MLC
Treasurer ',i"i.

GPO Box 2264
ADELAIDE SA 5001

By email: treasurer.dtf03sa.flov.au

^ .c/z/l0M.,.,..,.r>'i??f' .ta^^»^"/'."^":':'^'.'-';';',^_'_"'
I

„„.,];

Dear Treasurer

I am writing on behalf of a local resident,—^^^^, who has contacted me with
concerns about potential changes to Return to Work SA claim evaluations.

My constituent has expressed their concern that these changes are being "rushed
through the backdoor" and will be "harsh and unreasonable for everyday working
South Aussies". I have enclosed my constituent's letter with further details.

I would be grateful if you could address my constituent's concerns and respond
accordingly.

Thank you for the work you are doing as Treasurer for our state, I look forward to
hearing from you in due course.

Yours sincen

CAROLW POWER MP
Member for Elder

6 July 2021

End. Letter from Constituent

Q 0883741939 9 2/212 Belalr Road, Hawthorn SA 5062 ®. Blderg'parllnment.sa.gov.au ® carolynpower.com.au f facebool</cnrolyn4ekler



Our Reference; 210887

Hon Rob Lucas MLC
Treasurer
GPO Box 2264
ADELAIDE SA 5001

By email: treasurer.dtf^sa.aov.au

.'•• •; ••••I:'.' :''' "!

1.: , ...; ' ^ . '^';1

,,....4a/^u

Dear Treasurer

I am writing on behalf of a local resident, ^•^•^B who has contacted me with
concerns about potential changes to Return to Work SA claim evaluations.

My constituent has expressed their concern that these changes are being "rushed
through the backdoor" and wilt be "harsh and unreasonable for everyday working
South Aussies". I have enclosed my constituent's letter with further details.

I would be grateful if you could address my constituent's concerns and respond
accordingly:

Thank you for the work you are doing as Treasurer for our state. I look forward to
hearing from you in due course.

Yours sincen

CAROLYN FLOWER MP
Member for Elder

6 July 2021

End. Letter from Constituent

Q 08 8374 1939 9 2/212 Belalr Road, Hawlhom SA 6062 @ elclBr@iparllamenl.sa.gov.au ® carolynpower.com.au f faceboot</carolyn4elclar



^

OTF:Treasurer .' \;: ,,,:';1.]"

•n.n-,

I".«/'

From:

Sent:

To:

Cc;

Subject:

King EO <klng@parliament.sa,gov.au> |. y^ ^, ^,c)'t:j ^ ^\'^\
Tuesday, 29 June 2021 10:06 AM ^^ - .-., --;';-'."'i.^;:';:',^;'-_-,,, ^^

DTF:Treasurer ;l';..:i"/i',':':"'' '""'•"• '•""':-' l.l'^,"'-':l"l.^"f|i

King EO • —""."""""":.!" •, . ;•..'.•,.•..,.

FW: Worker's Compensation Changes - Whole Person Impairment Ratings

Dear Treasurer/

Please see an email that I have received below from my constltuentsl

Could you please provide some advice and assistance to address)
Compensation Changes'.

Thank you for your consideration and for any information that you can provide.

' look forward to hearing from you soon.

In your service, kind regards,

Paula Luethen MP

I from I
|concerns regarding 'Worker's

^fiyww^

u^A^ :"]^Hg3i>;)'tf-i'l|

ffSV;

'ii^'i
t;,1i"<"

'I ^,':.

MEMBER FOR KING

"WjyMi.^fs^yoy-

[Qver;$58imiHion^LyeH:McEwin
Hosriital

^'Sporting clubs oyei $6,9 mililbn

\^ Golden^GroveRoad$50nijl(lon

^;:^odb^Ho^Rit^i$98;mJI|16^

'•rom:\

-Aubject; Re: Worker's Compensation Changes -Whole Person Impairment Ratings

Dear Minister/

Re; Worker's Compensation Changes - Whole Person Impairment Ratings

As a voting citizen of South Australia, I am writing to you about some alarming information that I have learned about
recently.

Rob Lucas and Return To Work SA Intend to make massive changes to the Impairment Assessment Guidelines used
to assess compensation entitlements of injured workers.

The changes will affect me, my family and my co-workers,

The working people of SA are fed up with our rights being taken away.

I am of the view that if my Injuries do not rate under these changes, this is not fair,



Rob Lucas needs to be stopped.

Any party allowing these changes and doing nothing about it won't get my vote at the next election.

Please look into what action you can take to stop these changes.

Yours faithfully,

The information in this e-mail may be confidential and/or legally privileged. If you are not the intended recipient,
access to it is unauthorised and any disclosure, copying, distribution or action taken or omitted to be taken in reliance
on it is prohibited and may be unlawful.
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t)TF:Treasurer

From;

Sent:

To:

Cc:

Subject:

:'.:. ^l<L',i^a-j"y Q^'.Q-'.

King EO <king@parliament,sa,gov,au>

Tuesday, 29 June 2021 9:53 AM
DTF:Treasurer

King EG '^!':^::^'-:' •••" ',-:•""-•; ;w-"?ZEJ

FW; Amendments to the Impairment Assesst^.eritl''Gyidelipes.,;,,.,^, ..,.,,,l,i,,,"l.',i,',l.,.",a~"-"i

I^L.^^Ni.L^^^

Dear Treasurer,

'lease see an email that I have received below from my constituent | Ifrom

Could you please provide some advice and assistance to address Renee's concerns regarding 'Amendments to the

Assessment Guidelines',

Thank you for your consideration and for any information that you can provide.

' look forward to hearing from you soon.

In your service, kind regards,

Paula Luethen MP

?XI';'i,"!'
•f'lfVI''/

s^.::^

MEMBER FOR KING

t>^>y^"^Ar-<i}<)y!

Iil:
iQ\/er$58';mill|6n:Ly6ll.McE<Ai'jr»
Hqspltat

l^/' Sportihgclulbs0ver^6.9rniliiop

/ V' ColdenGrove^Ro^

^^Modburyll4osRJtal:;$9:8]iriitlioi^

HI Paula,

Sent from mylPhone

From:

Dear Minister,

Re: Worker's Compensation Changes - Whole Person Impairment Ratings

As a voting citizen of South Australia, I am writing to you about some alarming information that I
have learned about recently.



Rob Lucas and Return To Work SA Intend to make massive changes to the Impairment Assessment
Guidelines used to assess compensation entitlements of injured workers.

The changes will affect me, my family and my co-workers,

The working people ofSA are fed up with our rights being taken away.

I am of the view that If my Injuries do not rate under these changes, this is not fair.

Rob Lucas needs to be stopped,

Any party allowing these changes and doing nothing about it won't get my vote at the next election,

Please look Into what action you can take to stop these changes.

Yours faithfully,

Sent from my IPhone

The Information in this e-mail may be confidential and/or legally privileged, If you are not the intended
recipient, access to it is unauthorised and any disclosure, copying, distribution or action taken or
omitted to be taken in reliance on it Is prohibited and may be unlawful.

The Information in this e-mail may be confidential and/or legally privileged, If you are not the intended recipient,
access to it is unauthorised and any disclosure, copying, distribution or action taken or omitted to be taken in reliance
on It is prohibited and may be unlawful.



DTF:Treasurer

From; Elder EO <Elder@parliament.sa,gov,au> f""lr"^.'^j'<.^Y:'.'''^ Oj';;i'';!;OE |

Sent: Monday, 28 June 2021 4:36 PM I '"•>': " ' '" |

To: DTF:Treasurer • { , I

Letter to Treasurer !' ^ . ^K I ft / "2C)J^/,.,,,,.,,...«..» I
^^•:: —^^•^^'^"'•"""^^i

^^J^\''.'.:.^^ll'^'"''':''';';^:;'^

Dear Treasurer . i;*^^';;;;^'.',;;,i,;^';"^"^'^'^"""""'"1"-

'lease find below feedback regarding changes to worker's compensation entitlements in SA. My constituent,

I writes;

f am writing to you to express my significant concerns about the proposed changes planned
for workers compensation entitlements in South Australia.

Return to Work SA has recently distributed a consultation paper to a limited group of
stakeholders 'Impairment Assessment Guidelines - Proposed Changes' dated 28 May 2021,
Major stakeholders-including members of the legal profession who represent the rights of
injured workers- have only very recently been made aware of the proposed changes. The
consultation has a closing date of Friday 25 June 2021,

Given the significant nature of the changes, and the impact that they will have upon injured
workers in South Australia, we are particularly concerned that RTWSA propose to implement
the changes without proper consultation or Parliamentary oversight,

There are 72 changes to the lAGs proposed in the consultation paper, many of which
undermine and erode injured workers' entitlements. In particular, the proposed changes will
result in:

a A reduction in the level of lump sum compensation for many injured workers, and in
some cases, result in a nil entitlement,

a Significant restrictions on the type of doctors that can assess the degree of
permanent impairment arising from an injured worker's injury, and limiting the injured
worker's ability to choose the medical assessors of their choice, This will Increase the
number of interstate based "fly in, fly out" doctors who are not as familiar with our
jurisdiction,

• A reduction of injured workers' lump sum entitlements on the basis that they have
an "impairment" pre-existing the work injury, even where that impairment is non- •
symptomatic.

These changes are patently unfair to injured workers in a system where income maintenance
payments are usually cut off after two years, leaving many injured workers in financial
hardship.

Changes of this magnitude should be carefully scrutinised by Parliament and should be the
subject of a proper consultation process with all stakeholders.

Can you please consider her views and provide me with a response,

Thank you for your work delivering SA's recent State Budget which makes for a stronger SA.

Kind regards, Carolyn



Carolyn Power IVIP
Member for Elder

CarcstynPower MF
?./} EMBER F 0 ft EL D' 6 rff

^f
P; 08 8374 1939 | F; 08 8383 3158
E: elder^parliament.sa.Qov.au
W: carolvnpower.com.au
2/212 Belair Road, Hawthorn SA 5062
PO Box 316 Mitcham Shopping Centre SA 5062

The information in this e-mail may be confidential and/or legally privileged. If you are not the intended recipient,
access to it is unauthorised and any disclosure, copying, distribution or action taken or omitted to be taken In reliance
on it is prohibited and may be unlawful.



,DTF:Treasurer

'..."'I' • • .'. ,1

From:

Sent:

To:

Subject:

Importance:

Sensitivity:

I: vV.
:RS:(....^,,,-^

Monday,21 June 2021 7:14 PM J'.Y,.".-..^.' . ^ ,,„„„,„

DTF;Treasurer;stmms,office@parllament.sa','gov,au;i1:urig,mlc@parliament,sa,gov,au;

stephens,office@parliament,sa,gov,au; mtgambier@parliament,sa,gov.au;

ramsay@parliamentsa,gov.au; mawson@parliament,sa,gov.au; Wright;

frome@parliament,sa,gov,au; playford@parliament,sa,gov,au; Bragg EO;

ptadelaide@parliament,sa.gov,au

RTW Workers Compensation Planned Changes

High
Private

21,06.2021

Dear Minister,

'r\e; Worker's Compensation Changes-Whole Person Impairment Ratings

As a voting citizen of South Australia, I am writing to you about some alarming information that I have learned about
recently,

Rob Lucas and Return To Work SA intend to make massive changes to the Impairment Assessment Guidelines used
to assess compensation entitlements of injured workers.

The changes will affect me, my family and my co-workers.

The working people ofSA are fed up with our rights being taken away,

I am of the view that if my Injuries do not rate under these changes, this is not fair. Again
the Return to Work Process is already difficult enough and soul destroying.

Rob Lucas needs to be stopped,

\ny party allowing these changes and doing nothing about it won't get my vote at the next election.

Please look into what action you can take to stop these changes,

Yours faithfully

Vlrus-free. www.ava.com



DTF:Treasurer

^.

From:

Sent:

To:

Subject:

DPCPCU
Wednesday, 23 June 2021 1:05 PM
DTF;Treasurer

Draft Reply Due for Premier's Consideration - PREM - B1077904 -|
Concerns Regarding Proposed Changes To Impairment Assessment Guidelines

IF"

'..h'.

,^,^./k^7'.^'.!
-F^-l/.o-7:^.. "•'""'"—r

•';,:j-^^/w^';"';

Dr^tl||^|||||l|i|Ijlg||fQr||Dremier'^

1":-,1

Premier's Office Reference: 'PREM - B1077904'

AUTHOR:!

SEitiFiiiiigDiii
gBiiliiOl

jBtEIVHER'S
v^i^s

07-07-2021

SUBJECT: ^^^^^^B- Concerns Regarding Proposed Changes To Impairment
Assessment Guidelines

'• ;ON REQUIRED: Please provide a Briefing and DRAFT RESPONSE for the Premier's
consideration and/or signature.

Please follow the link below to a secure workspace where you can access the
correspondence and populate the response template that has been provided.

Con nect Workspace

Please find comments from the Premier's Office below.

'Dear DTF colleagues - grateful for your help to prepare a response for the Premier's consideration.
We have tasked this Is as a draft noting the author's negative comments about the Treasurer. Thanks
In advance, PCU'

This email is Intendsd for Treasurer (Rob Luoas),

Information contained In this email message may be confidential and may also be the subject of

1



Tanuku, Naveena (DTF)

From; Dunstan EO <Dunstan@parliament.sa.gov.au>

Sent: Wednesday, 23 June 2021 12:24 PM
To: DPCPremier
Subject: FW; Worker's Compensation Changes - Whole Person Impairment Ratings

Good afternoon

Please see below correspondence we have received from|

Kind regards
Ryley

From:|
Sent! Wednesday/ 23 June 2021 12:11 PM
To: Dunstan EO <Dunstan@parliament.sa.gov.au>

"ybject! Re: Worker's Compensation Changes-Whole Person Impairment Ratings

Dear Minister,

I was working for a member of the community and helped them build Ihere^^^^Mbusiness from one shop to six In 7
years. During that time I worked 6 days a week on minimum wage and taught 25 classes of ^^^^B a week with no
holidays.

As a result i had two major knee injuries on both my knees and 3 surgeries, When i applied for work cover the employer was
very difficult and It was required to go through mediation. I am still trying to get a section 21 payout for the Injury that has
drastically affected my career, life, family and health.

.This change In law will affect me further and 1 will be left with very minimal compensation for the Injury and life changing
circumstance i had to under go,

]
As a voting citizen of South Australia, I am writing to you about some alarming Information that I have learned about
recently,

Rob Lucas and Return To Work SA intend to make massive changes to the Impairment Assessment Guidelines used to
assess compensation entitlements of Injured workers.

The changes will affect me, my family and my co-workers,

The working people of SA are fed up with our rights being taken away,

I am of the view that if my Injuries do not rate under these changes, this Is not fair.



Rob Lucas needs to be stopped,

Any party allowing these changes and doing nothing about it won't get my vote at the next election,

Please look Into what action you can take to stop these changes.

Thanks kindly,

The Information in this e-mail may be confidential and/or legally privileged. If you are not the Intended recipient,
access to it is unauthorised and any disclosure, copying, distribution or action taken or omitted to be taken In reliance
on it Is prohibited and may be unlawful.
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Register of feedback received on proposed changes to the Impairment Assessment
Guidelines

No

1
2

:3
4
5
6

7
8

9

10
11

12

13

14

15

16

17
18

19

20

21

22

23

24

25

1Q

27

Assoctatlon/lndivldual

WPI- Dr Malcolm Baxter- IAG Consultation Feedback-28 May 2021
WPI - Email from Dr John Cross" Feedback on Definitions and Chapter 1 - 1 June 2021
WPI -A/Prof. David Cherry IAG Consultation feedback form -1 June 2021
WPI - Prof. crompton - IAG Consultation feedback form - 1 June 2021
WPI - DrAndrew Jakobovlts" IAG feedback consultation - 6 June 2021
WPI - Dr Mark Clayer - Feedback regarding IAG guidelines review consultation - 7 June
2021
WPI - Dr NickVlachoulls - IAG Consultation Feedback Form - 10 June 2021
WPI - Johnston Withers - Submissions as to proposed changes to Impairment
Assessment Guidelines -17 June 2021

WPI - Email from Dr Economos with questions re Proposed Changes to Impairment
Assessment Guidelines -17 June 2021
WPI - Email from Dr Clive Hume with consultation feedback on Guidelines -18 June 2021
WPI -Letter from the SDA Opposing the Proposed Changes to the SA RTW Scheme
Impairment Assessment Guidelines -18 June 2021
WPI - Submission from DBH Lawyers - Feedback form " Impairment Assessment
Guidelines Consultation - 21 June 2021

WPI - United Workers Union - Letter re Impairment Assessment Guidelines Consultation
-22 June 2021

WPI - DrJohh Meegan- ImpalrmentAssessment Guidelines Consultation - IAG Feedback
Form attached - 22 June 2021
WPI - Dr John Bastlgn - Feedback form for impairment Assessment Guidelines
consultation - 22 June 2021
WPI - Prof. David David - Feedback form - Impairment Assessment Guidelines
consultation - 22 June 2021 .
WPI - Email from Robin Shaw containing feedback on guidelines review" 24 June 2021
WPI - Feedback from Dr Henry Glennie regarding Impairment Assessment Guidelines
consultation - 23 June 2021
WPI " Feedback from Dr David Marshall - Impairment Assessment Guidelines
consultation - 23 June 2021,docx
WPI - Feedback from Dr David Cullum - Impairment Assessment Guidelines Consultation
-23 June 2021
WPI -AMA(SA) response to proposed Impairment Assessment Guidelines Consultation -
24 June 2021
WPI - Industrial Deafness Australia - Response to proposed Impairment Assessment
Guidelines Consultation - 25 June 2021
WPI-Feedback from Dr Christine Brown - Response to proposed Changes to Impairment
Assessment Guidelines - 25 June 2021
WPI " Law Society of SA response to proposed changes to Impairment Assessment
Guidelines-25 June 2021
WPI - Feedback from Dr Peter Jezukaitis - Impairmeht Assessment Guidelines
Consultation - 25 June 2021
WPI - GaryAlHson -Tindall Gask Bentley- Feedback Impairment Assessment Guidelines
Consultation - 25 June 2021
WPI" MLCOA- Feedback ImpairmentAssessmentGuidellnes Consultation- 25 June 202.1



28 WPI-^^^^^BFeedback form-ImpalrmentAssessment Guidelines Consultation-25
June 2021
WPI - Australian Lawyers Aliance - Feedback Impairment Assessment Guidelines29
Consultation" 25 June 2021
WPI - Pallos Meegan and NIcholson - Feedback Impairment Assessment Guidelines30
Consultation - 25 June 2021

31 WPI.- Boylan Lawyers" Feedback Impairment Assessment Guidelines Consultation" 25
June 2021

32 WPI - Prof Paul Fagan -Adelaide IME - Feedback Impairment Assessment Guidelines
Consultation - 25 June 2021

33 WPI - Anne Hoffman - Turner Freeman Lawyers - Impairment Assessment Guidelines
Consultation - 25 June 2021

34 WPI" Wearing Blair- Impairment Assessment Guidelines Consultation - 25 June 2021
35 WPI" Dr Beata Byok - Impairment Assessment Guidelines Consultation -.25 June 2021
36 WPI" Dr Roberto D'Onlse - Impairment Assessment Guidelines Consultation - 25 June

2021
37 WPI - Fotlna Soukoulls - Pallos Meegan and Nlcholson - Impatrtnent Assessment

Guidelines Consultation - 25 June 2021
38 WPI -Andersons Solicitors- Impairment Assessment Guidelines Consultation-25 June

2021
39 WPI " Royal Australian and New Zealand College of psychiatrists - Impairment

Assessment Guidelines Consultation - 25 June 2021
40 WPI - Dr GrahamLong- ImpalrmentAssessment Guidelines Consultation - 25 June 2021
41 WPI - Local Government Association of South Australia - Impairment Assessment

Guidelines Consultation - 25 June 2021
42 WPI" Pr Dlon Suyapto - Impairment Assessment Guidelines Consultation - 25 June 2021
43 WPI - Dr Danh Tran " Impairment Assessment Guidelines Consultation - 25 June 2021

D21/3.456744
44 WPI -AFOEM - ImpalrmentAssessment Guidelines Consultation - 25 June 2021
45 WPI-CFMEUi
46 WPI - Dr James Economos - impairment Assessment Guidelines Consultation - 25 June

2021
47 WPI" Sparke Helmore - ImpalrmentAssessment Guidelines Consultation" 28 June 2021
48 WPI - James Hundertmark - Civil Forensic Interest Group SA submission - RTWSA

consultation" 25 June 2021
49 WPI - Dr Andrew Sales - Consultation Feedback - Impairment Assessment Guidelines -

June 2021
50 WPI - Letter to Julia Oakley from Johnston Withers re; Impairment Assessment

Guidelines - Proposed changes -13 July 2021
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Tonkin, Kate (DTF)

From:

Sent:

To:

Cc;

Subject:
Attachments:

Johnson, Steve <Steven,Johnson@rtwsa,com>

Wednesday, 14 July 2021 2:34 PM .
Tonkin, Kate (DTF)
Government Relations

Parliamentary Briefing Notes
8.10 - Impairment Assessment Guidelines Consultation " 14 July 2021.DOCX;|

Hi Kate,

Please find attached the latest versions of our Parliamentary Briefing Notes.

Please note the following;
> A few of these will appear to have significant updates, however we are just updating these to match/better

reflect the recent approved Estimates Briefings
>1

|and we don't want it confused with 8.10 Impairment Assessment Guidelines which definitely is a
topic of high interest,

As always, any questions please don't hesitate to contact myself, Dylan or Stephen.

Kind regards

Steve

Steven Johnson
Manager Government Relations

P. (.08) 8233 2267
M, 0448 787 595
E, steven,|ohnson@)rtwsa.com

www.rtwsa.com

»(teturnfcdWbrt(SA

^^Hl^>t*^H!S|l>t^^>ts|<^H!^^^^!t!<!^H»|i*^^^***^*******^*********************^**'t!**>t'S|!*>l<!|<!|!i|l*!|!>lii|!

'Information contained within this email and any attached document/s should be considered to be Sensitive
pursuant to the South Austi'alia Government Cyber gecm'ity Framework and the recipient should ensure the
information is protected from unauthorised disclosure or loss'
>t^Hl^^^^H]^^^**^*^**^^*H!!t**^***^^***»|!+-*H;4!*^**>t;>t;***^*!t**^*****+'*^****!t!^^*^*ltlt|[!(!!)l!|!l|<S|<
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Tonkin, Kate (DTF)

From:

Sent;

To:

Cc;

Subject;
Attachments:

Government Relations <GovemmentRelations@rtwsa.com>

Thursday, 24 June 2021 4:52 PM
Tonkin, Kate (DTF)
Marciano, Nino (DTF); Oakley, Julia
Draft Estimates Briefings

Hi Kate,

Please find attached the first drafts of Estimates Briefings and an updated Index.

Please don't hesitate to contact me about any of these.

Kind regards

Steve

Steven Johnson

Manager Government Relations

P, (08) 8233 2267
M. 0448 787 595
E, steven.i'ohnson@rtwsa.com

www.rtwsa.com

» KeturntoWorkSA

'Information contained within this email and any attached document/s should be considered to be Sensitive
pursuant to the South Australia Government Cyber Security Framework and the recipient should ensure the
Information is protected from unauthorised disclosure or loss'
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Tonkin, Kate (DTF)

From:

Sent;

To:

Cc;

Subject;
Attachments:

Johnson, Steve <StevenJohnson@rtwsa.com>

Friday 9 July 2021 11:39 AM
Tonkin, Kate (DTF)
Oakley, Julia; Government Relations; Marciano, Nino (DTF)
Final Estimates Briefings
2021 Estimates -13. Impairment Assessment Guidelines Consultation,DOCX;|

Hi Kate/

Please find attached the final Estimates Briefings,

All other edits have been addressed, and data that was not available in June has now been Incorporated.

Please call me to discuss any final edits or questions.

Kind regards

Steve

Steven Johnson

Manager Government Relations

P. (08) 8233 2267
M, 0448 787 595
E, steven,iohnson@rtwsa,cojn

www.rtwsa.com

mitetwntdW^rhSA

'Information contained within this email and any attached document/s should be considered to be Sensitive
pursuant to the South Australia Government Cyber Security Framework and the recipient should ensure the
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