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Executive Summary
The Disability Support Pension (DSP) is a payment made to people with disability. To be eligible for
DSP, a person must have a permanent physical, intellectual or psychiatric impairment assessed at 20
points or more using the Tables for the Assessment of Work‐related Impairment for Disability
Support Pension (the Impairment Tables). The person must also be unable to do any work of at least
15 hours a week at or above the relevant minimum wage, independent of a program of support, or
be re‐skilled for any work for at least the next two years, as assessed through a Job Capacity
Assessment.
Job Capacity Assessors provide assessments to Centrelink to assist in determining eligibility for DSP.
These assessors include a range of medical and allied health professionals such as registered
psychologists and rehabilitation counsellors.
The Impairment Tables are the assessment instrument used in determining impairment ratings to
inform DSP qualification.
The Impairment Tables consist of 22 tables that are mainly based on body systems. For example,
there are tables for Loss of Cardiovascular and/or Respiratory Function (Table 1), Upper Limb
Function (Table 3), Endocrine Disorders (Table 19).
The Impairment Tables have remained largely unchanged since 1997 despite a change to the DSP
requirement for inability to work from at least 30 hours per week to inability to work at least 15
hours per week. The assessor group using the tables has also extended over time from medical
officers only, to Job Capacity Assessors from a range of medical and allied health professional
backgrounds.
As part of the DSP Better and Fairer Assessments measures announced in the 2009‐10 Federal
Budget, the Impairment Tables used for DSP assessments are to be updated to ensure they are
consistent with contemporary medical and rehabilitation practice.

Terms of Reference
The Terms of Reference for this review of the Impairment Tables are as follows:
The review will:
1. update the DSP Impairment Tables to make sure they are consistent with contemporary
medical and rehabilitation practice
2. introduce consistent consideration of the use of aids and equipment in the measurement of
impairment in the DSP Impairment Tables
3. reassess the appropriateness of definitions contained in the Introduction to the DSP
Impairment Tables, with particular regard to the assessment of people with intermittent
psychiatric conditions
4. re‐examine the descriptors in the DSP Impairment Tables to ensure that a score of 20 points
aligns with an inability to work 15 or more hours per week in the open labour market at or
above award wages without the need for on‐going support
5. redesign the DSP Impairment Tables to focus more on ability
6. ensure that the DSP Impairment Tables can be used by both Allied Health Professionals and
Medical Officers.
i
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Advisory Committee and consultations
An Advisory Committee has oversighted the review process.
Membership of the Advisory Committee comprised a mix of medical and allied health professionals
as well as representatives of the Department of Families, Housing, Community Services and
Indigenous Affairs (FaHCSIA), Centrelink, CRS Australia, Department of Education, Employment and
Workplace Relations (DEEWR), Department of Veterans’ Affairs (DVA) and disability peak
organisations.
Members of the Advisory Committee provided expert advice and assisted in drafting revised
Impairment Tables.
The review also consulted with a range of disability sector and medical and allied health
professionals and organisations and with Job Capacity Assessors who will ultimately use the revised
Impairment Tables.
This report describes the process of this review, outcomes of consultations, key issues considered in
drafting a revised set of Impairment Tables, the results of testing the draft revised Tables,
conclusions and recommendations.

Key Findings and Conclusions
The Advisory Committee confirmed that the Impairment Tables are in need of significant revision
and updating.
A number of limitations of the current Impairment Tables were identified by both the Advisory
Committee and other key stakeholders. These limitations included unclear definitions, subjective
rating criteria, out‐dated terminology, inconsistent consideration of aids and equipment (assistive
technology), inconsistencies in rating levels across the tables, complexity of some tables and
insufficient guidance on the selection of tables and use of multiple tables.
It is the Advisory Committee’s view that the Impairment Tables are outdated and inappropriate for
current use.
The Advisory Committee considers that the use of a medical diagnosis, body system‐based approach
is not effective in assessing the functional abilities required for work and/or training activities.
Contemporary research and practice in the rehabilitation and income support fields suggests that a
functional basis to work‐related impairment assessment would be more appropriate and productive.
The need for a functionally‐based approach to assessment of work‐related impairment is supported
by many of the stakeholders consulted for this review and is demonstrated in the social security
systems of other countries, for example, the United Kingdom.
There is also support for the Impairment Tables to be consistent where possible with the World
Health Organization’s International Classification of Functioning, Disability and Health (WHO ICF).
Stakeholders suggested that the Impairment Tables and the DSP assessment process should
recognise the right of people with disability to participate in work. The Advisory Committee also
recognises research findings demonstrating the health and social benefits of work.
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Revised Impairment Tables
The Advisory Committee developed a draft set of revised Impairment Tables and associated
instructions for assessors. The revised Impairment Tables incorporated the following features:


a focus on functional ability



use of a consistent scoring scale across all tables



scoring scale, terminology and structure of the tables consistent where appropriate with the
WHO ICF



terminology and evidence examples consistent with contemporary rehabilitation practice



additional guidance for assessors on the selection and application of tables, assessment
where there is a complex or unclear diagnosis, and use of supporting evidence



simplified and consistent structure and layout of the tables



reduction in the number of tables.

Testing the Tables
The draft revised Impairment Tables were subject to useability testing by Job Capacity Assessors
from March to June 2011. The testing process included:


comparative testing against the current Impairment Tables



inter‐rater reliability testing



case file reviews to check the coverage of the tables



assessor feedback on the ease of use, perceived accuracy and appropriateness of the draft
revised Impairment Tables

A total of 215 test assessment results were available for analysis and 35 of these records included a
supplementary assessment of the person by another assessors using the draft revised Impairment
Tables.
While the consultants found the sample size to be a reasonably representative of the DSP
population, the Advisory Committee noted the small sample size and the limited use of some tables.
Data from the useability testing was analysed by consulting actuaries Taylor Fry Pty Ltd. The key
findings from this analysis were as follows:


While the study was constrained by the sample size all tables are represented in the data
and the spread of conditions and demographic characteristics is a reasonably representative
sample of DSP customers.



41 per cent of formerly eligible applicants (under current Tables) were assessed as ineligible
(under revised Tables when 5‐point ratings were excluded from total score calculations).



An additional three people became eligible when the 5 point ratings were included in the
total score (38 per cent of formerly eligible were assessed as ineligible).



70 per cent of customers rated lower under the drafted revised Tables. This falls to 65 per
cent if the 5 point ratings are included.



Tables 1 to 5 covering exertion and stamina, lower and upper limbs plus the spine were the
tables most used in the testing.
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While there was a general downward movement across tables the Mental Health Function
Table (16 per cent of the sample) saw a general downward movement in scores but no
significant changes in eligibility.



Inter‐rater reliability results reported a difference in 35 per cent of cases when it came to
the total scores allocated by assessors.



The supplementary (second) assessors tended to rate lower than the primary assessors. The
assessors took these roles in turn so the difference would not be due to the assessors’
professional qualifications. As the primary assessors completed both the current and
revised Tables, their assessment using the revised Tables could have been influenced by
their initial use of the current Tables.



Mapping from current Tables to revised Tables was generally reasonably consistent and
appropriate.



The current Table 20 (Miscellaneous conditions) was removed from the revised Tables. In
the 132 cases where Table 20 (Miscellaneous conditions) was used in assessments using the
current Tables, assessors tended to use more appropriate revised Tables covering
exertion/stamina, lower limb function, upper limb function and/or spinal function.



Consistency of tables used between assessors was generally good. Disagreements tended to
be for moderate impact conditions.



Assessor feedback was that selecting a table was marginally more difficult under the
revised Tables. However, once a table was selected applying descriptors and ratings was
marginally easier and faster than under the current Tables.

Recommendations
The Advisory Committee makes the following recommendations:
1. The draft revised Impairment Tables shown at Appendix F to this report should replace the
current Work‐related Impairment Tables for Disability Support Pension.
2. Feedback should be sought regarding the draft revised Impairment Tables from
organisations listed in Appendix B of this report prior to introduction of the revised
Impairment Tables.
3. Centrelink and CRS Australia assessors should receive appropriate training in the use of the
revised Impairment Tables prior to implementation of the revised Impairment Tables. HPAU
professionals should also receive orientation to the revised Tables.
4. FaHCSIA and the Department of Human Services should monitor the initial implementation
of the revised Impairment Tables and undertake a comprehensive evaluation of the results
over the first 18 months following implementation. The Impairment Tables should be
reviewed regularly thereafter, i.e. at least every five years.
5. In determining a total impairment rating, 5 point ratings should be included to reflect the
total impact of functional impairment and maintain the integrity of the rating scale.
6. The assessment of the impairment rating and the assessment of work capacity need to be
maintained as two separate but equally weighted tests. The need to undertake two
separate tests should be emphasised with Job Capacity Assessors and highlighted in any
training and assessment materials.
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7. The Treating Doctor’s Report (Medical Report) form should be reviewed to ensure that
adequate evidence of the claimant’s medical diagnosis and functional impairment is
available to assessors.
8. The ability to generate the Treating Doctor’s Report form data from medical practice
software should be investigated and implemented.
9. FaHCSIA should liaise with the relevant specialist medical colleges to inform and educate
medical practitioners about the overall assessment process for Disability Support Pension,
the health and social benefits of participation in work and any revisions to the Treating
Doctor’s Report form.
10. FaHCSIA should aim to implement Impairment Tables that are fully functionally‐based within
the next decade, i.e. a further revision of the Impairment Tables so that the all of the tables
reflect key functions/activities required for participation in work or training.
11. The HPAU should monitor and report on the advice sought and utilisation of HPAU by Job
Capacity Assessors in applying the revised Impairment Tables. The HPAU should ensure that
this information is provided as feedback to FaHCSIA and the Department of Human Services
so that the information can be reflected in procedures and training for assessors.
12. FaHCSIA should ensure that the revisions to the Impairment Tables for Disability Support
Pension are considered in any Government response to the Productivity Commission Inquiry
into a National Disability Insurance Scheme.

Structure of this Report
An introduction to the review of the Impairment Tables is presented in Section 1.0, followed by a
description of the methodology to date and next steps in Section 2.0.
Section 3.0 summarises the key issues arising from stakeholder consultations conducted through the
Govdex website in relation to the current Impairment Tables and Section 4.0 presents the feedback
from Job Capacity Assessors in relation to both the current Impairment Tables and an initial draft of
the revised Impairment Tables.
The key principles considered by the Advisory Committee are discussed in Section 5.0. Section 6.0
shows the context of the Impairment Tables in the DSP determination process.
The Advisory Committee’s rationale for changes to several of the current Impairment Tables (for
example, incorporating some tables into other tables) is documented in Section 7.0.
Section 8.0 reports the results from the useability testing of a draft set of the revised Impairment
Tables. Conclusions and recommendations of the review are contained in Section 9.0.
Note that the current Impairment Tables are shown in Appendix D with the draft revised Impairment
Tables subject to useability testing appearing in Appendix E. The final recommended version of
Impairment Tables is shown in Appendix F.
The Advisory Committee has identified a number of important issues beyond the terms of reference
for this review and these issues are discussed in Appendix G.

Final Report

30 June 2011

v

1.0

Introduction

1.1

Background to the Review

The Disability Support Pension (DSP) is a payment made to people with disability who are unable to
work for at least 15 hours per week at or above the relevant minimum wage, or be re‐skilled for any
work for at least the next two years, as assessed through a Job Capacity Assessment.
Job Capacity Assessors provide assessments to Centrelink to assist in determining eligibility for DSP.
These assessors include a range of appropriately trained health and allied health professionals.
The Australian Government announced a number of measures in relation to better and fairer
assessments for DSP in the 2009‐10 Federal Budget. These measures include:


simplification of the DSP assessment process from 1 July 2010 to fast‐track more claimants
who are clearly or manifestly eligible due to a catastrophic, congenital disability or illness



in cases which are not clear cut, people will have their eligibility for DSP fully assessed
through a comprehensive Job Capacity Assessment undertaken by Senior Job Capacity
Assessors



a new Health Professional Advisory Unit will be established in Centrelink to give Assessors
specialist medical and rehabilitation advice to complement the information in the report
received from the DSP claimant’s doctor when required



the Impairment Tables used for DSP assessments will be updated to ensure they are
consistent with contemporary medical and rehabilitation practice. 1

The Impairment Tables are to be updated in consultation with the medical profession and disability
stakeholders and are due to be introduced from 1 January 2012.
The expected outcome of this review is for a suite of updated Impairment Tables to be developed, in
consultation with medical and allied health professionals, disability stakeholders and review and
complaints bodies.
The review is required to take into account contemporary medical and rehabilitation advice and
practice, including the use of aids and equipment, to better reflect the impact of a person’s
impairment on their ability to work.
The scope of the review does not allow for consideration of alternative methods of assessing
impairment or the complete redesign of the Impairment Tables.

1.2

History of the Impairment Tables

Tables for assessing levels of physical and mental impairments were first introduced in 1987 to assist
in decision‐making for Social Security payments. The Tables were known as the Guide to the
Assessment of Impairment for Invalid Pension (the Guide) and were based on a Guide used by the
Department of Veterans Affairs (DVA) to assess pension rates for war veterans.
The DVA Guide had been adapted from the World Health Organization’s International Classification
of Impairment, Disabilities and Handicaps and the American Medical Association’s Guides to the
1

FaHCSIA 2009, Disability Support Pension – Better and Fairer assessments,
http://fahcsia.gov.au/about/publicationsarticles/corp/BudgetPAES/budget09_10/Pages/macklinfs8_DSP.aspx
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Evaluation of Permanent Impairment. The American guides had been used in workers’
compensation settings in the United States for many years, with the first edition published in 1971.
In 1990, DSP replaced the Invalid Pension with a minimum impairment rating of 20 per cent
becoming one of the qualification criteria for DSP. An impairment rating was assessed as a
percentage of the whole of a person’s functional capacity. 2
At that time, the Australian Government Health Service conducted reliability and validity testing of
the Guide and welfare groups were also consulted. Changes were subsequently made to the Tables
and the Guide was renamed the Tables for the Assessment of Impairment for Disability Support
Pension and incorporated into the Social Security Act 1991.
Following concerns raised during the passage of the legislation, an expert committee reviewed the
Tables and reported to the Government in 1993. Some changes were made to the Tables, including:


the central principle of the tables was changed from ‘whole person impairment’ to ‘work‐
related impairment’



the percentage rating system was replaced with a point level rating system



the previous threshold of 20 per cent impairment rating as the minimum for DSP
qualification was changed to a minimum threshold of 20 points



‘work‐related’ was included in the name of the Tables



some tables were omitted and others were merged and one new table was created.

The new Tables were trialled in conjunction with newly developed Work Ability Tables and
introduced in the Senate in 1996. There was considerable debate and the Tables were returned for
further community consultation and presented to Parliament for a second time in 1997. Passage of
the Bill occurred with a commitment to independent evaluation of the tables within 18 months. 3
The independent evaluation included surveys, focus groups and interviews with a range of
stakeholder groups. The evaluation identified a number of continuing issues with the Tables.

1.3

Changes to the assessment context

The Tables have remained largely unchanged since 1997. Significantly, the original use of the Tables
by medical officers employed or contracted by government has now extended to use by Job Capacity
Assessors from a range of medical and allied health professional backgrounds. The Tables have been
updated to replace the term ‘medical officer’ with ‘assessor’.
In 2000, the DSP eligibility requirement for continuing inability to work was also changed from
inability to work at least 30 hours per week to inability to work at least 15 hours per week.

1.4

How the Impairment Tables currently work

The Impairment Tables are the assessment instrument used in determining impairment ratings to
inform DSP qualification.

2

FaCSIA 2006, Social Security (Disability and Sickness Support) Amendment Act 1991, No.141 – 58
Restructuring of Payments for People with Disabilities and the Sick,
http://fahcsia.gov.au/about/publicationsarticles/research/occasional/Documents/op13/sec9_6.htm
3
FaCS 1999, History of the Development of the Impairment Tables, unpublished briefing paper
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To be eligible for DSP, a person must have a permanent physical, intellectual or psychiatric
impairment assessed at 20 points or more using the Impairment Tables. The person must also be
unable to do any work of at least 15 hours a week at or above the relevant minimum wage,
independent of a program of support, or be re‐skilled for any work for at least the next two years, as
assessed through a Job Capacity Assessment.
The Impairment Tables are designed to assess the loss of functional capacity that affects a person’s
ability to work. The current Impairment Tables represent an empirically agreed set of criteria for
assessing work‐related impairment, i.e. the impact of impairment on normal functions as they relate
to work performance.
The Impairment Tables consist of 22 tables that are mainly system‐based. For example, there are
tables for Loss of Cardiovascular and/or Respiratory Function (Table 1), Upper Limb Function (Table
3), Endocrine Disorders (Table 19).
The Impairment Tables provide ratings in proportion to the severity of the impact of the medical
conditions on normal functions as they relate to work performance. These ratings provide criteria for
different levels of impairment and corresponding point scores. In the Psychiatric Impairment Table,
for example, there are ratings of Nil, Ten, Twenty, Thirty and Forty points with corresponding
descriptions of the criteria required to be met for each points level. The tables do not measure exact
percentage loss of function on a nil to 100 per cent scale. The point scores are scaled around the 20
point minimum threshold that indicates qualification in relation to this part of the DSP eligibility
criteria.
Some of the tables combine more than one measure to produce an impairment rating score. For
example, the Intellectual Disability Table (Table 10) provides numerical scores for various levels of
Intelligence (IQ), Adaptive Behaviour, and Capacity for Independent Living and then converts the sum
of these scores into an impairment rating of Ten, Twenty, Twenty Five, Thirty, Thirty Five or Forty
points.
Multiple tables can be used for a single medical condition when the condition causes separate loss of
function in more than one body system (for example, HIV). In such cases the points from the
relevant tables are added. However, there are also instructions to avoid double counting.
The Impairment Tables require the use of the assessor’s judgement in deciding which table(s) to use
for a person and their particular medical condition(s). The Introduction section of the Impairment
Tables provides basic instructions for use of the tables and there is also a Guide to the Tables which
provides more detailed instructions and interpretation. 4 However, the Guide to the Tables is not
part of the legislation.
The Impairment Tables are not considered to be an absolute indication that a person is unable to
work. Achieving an impairment level of at least 20 points does not necessarily mean that a person is
incapable of working. The person must also demonstrate a continuing inability to work.
When using the Impairment Tables, assessors must not take into account the broader impact of
functional impairment in a societal sense or the impact of non‐medical factors. The assessor’s role

4

FaHCSIA undated, A Guide to the Tables for the Assessment of Work-Related Impairment for Disability Support
Pension
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in relation to assessing qualification for DSP is to consider all available medical evidence in assessing
loss of functional capacity as it affects a person’s ability to work.

1.5

Terms of Reference for the Review

The review will:
1. update the DSP Impairment Tables to make sure they are consistent with contemporary
medical and rehabilitation practice
2. introduce consistent consideration of the use of aids and equipment in the measurement of
impairment in the DSP Impairment Tables
3. reassess the appropriateness of definitions contained in the Introduction to the DSP
Impairment Tables, with particular regard to the assessment of people with intermittent
psychiatric conditions
4. re‐examine the descriptors in the DSP Impairment Tables to ensure that a score of 20 points
aligns with an inability to work 15 or more hours per week in the open labour market at or
above award wages without the need for on‐going support
5. redesign the DSP Impairment Tables to focus more on ability
6. ensure that the DSP Impairment Tables can be used by both Allied Health Professionals and
Medical Officers.

1.6

Advisory Committee role and membership

An Advisory Committee is oversighting the review process. Members of the Advisory Committee
have provided expert advice and assisted in drafting revised Impairment Tables.
Membership of the Advisory Committee comprises a mix of medical and allied health professionals
as well as representatives of FaHCSIA, Centrelink, CRS Australia, DEEWR, DVA and disability peak
organisations. The membership of the Advisory Committee is shown at Appendix A to this report.
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2.0

Review methodology

The methodology used in this review of the Impairment Tables is outlined below.

2.1

Advisory Committee meetings

The Advisory Committee convened for four full‐day, workshop meetings between 16 June and 9
December 2010. Between sessions, the Advisory Committee members communicated by email and
through the Govdex website and worked in subgroups to revise the tables in areas of their particular
expertise. The final Advisory Committee meeting was held on 27 June 2011.
The Advisory Committee was supported by a secretariat provided by FaHCSIA and assisted by a
consultant with experience in the development and review of assessment tools used for social
security purposes.

2.2

Govdex consultations

Govdex is a government‐owned secure website, managed by the Australian Government
Information Management Office within the Department of Finance and Deregulation, which
provides for the posting of documents accessible to specified groups (‘communities’) and online
discussion forums for specified groups.
The Govdex website was used to provide Advisory Committee members with ready access to review
documents and submissions and as a forum for posting comments.
Govdex was also used in the consultation process with community‐based peak bodies and disability
interest groups, professional medical and allied health bodies, and individual practitioners who
accepted an invitation to participate in the review. These stakeholders were given access to the
Govdex community forum for the review and were able to post their feedback and submissions
regarding the current Impairment Tables. Advisory Committee members were able to view the
stakeholder comments on Govdex.
A closing date was set (and subsequently extended) for consultation input and the consultation data
was compiled by the review secretariat and provided to the Advisory Committee.

2.3

Drafting the revised Impairment Tables

The process of drafting revised Impairment Tables was undertaken by subgroups of the Advisory
Committee. Subgroup members self‐nominated to work on specific tables based on their individual
areas of expertise and interest.
Subgroup members met by teleconference to discuss and refine initial drafts of the revised
Impairment Tables and the drafts were then tabled and discussed at meetings of the full Advisory
Committee.

2.4

Workshop with Job Capacity Assessors

As part of the consultation process for the review, feedback and suggestions regarding the current
Impairment Tables were sought from Centrelink and CRS Australia. Approximately 30 assessors from
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Centrelink and JCA Coordinators and assessors from CRS Australia provided comments and
suggestions.
Once a draft of all revised Impairment Tables and associated introduction and instructions had been
prepared, a workshop meeting was convened for Job Capacity Assessors and managers from
Centrelink and CRS Australia.
The purpose of the workshop was to consult with a representative group of the end users of the
Impairment Tables, i.e. the assessors who would ultimately interpret and apply the Tables. More
specifically, the assessor workshop aimed to ensure that:


the revised Impairment Tables can be used effectively by a range of medical and allied
health professionals



the terminology and measures are consistent with contemporary practice



the structure, layout, instructions and rating method of the revised Impairment Tables are
clear.

Thirteen assessors and managers from Centrelink and CRS Australia attended the workshop, along
with representatives from FaHCSIA and the review consultant. The professional backgrounds of
participants included physiotherapy, psychology, nursing, exercise physiology, occupational therapy,
social work and rehabilitation. Experience as an assessor ranged from 2 years to 12 years.
The suggestions arising from the assessor workshop were discussed at the December meeting of the
Advisory Committee and the revised Impairment Tables were subsequently updated. Please refer to
section 4.2 of this report for further details of the assessor workshop outcomes.

2.5

Testing the draft revised Impairment Tables

The Advisory Committee recommended the useability testing of the draft revised Impairment
Tables. The testing results were considered in finalising the draft revised Impairment Tables.

2.5.1 Training the assessors
A group of Job Capacity Assessors from Centrelink and CRS Australia were selected to undertake the
useability testing. The assessors attended a face to face training session on 8 March 2011 in
Melbourne. The training was facilitated by Centrelink and CRS Australia with input from FaHCSIA.
The training session considered the background to the review, the draft revised Impairment Tables,
the assessor’s role in the testing, case studies, as well as the testing procedure and documentation.
All assessors who participated in the useability testing undertook this training before the
commencement of the testing process.

2.5.2 Reliability and validity testing
The testing included the following components:


Comparative testing. The revised Tables were tested against the current Impairment Tables.
A sample of DSP claimants were assessed by Job Capacity Assessors using both the current
and revised Impairment Tables to compare individual tables used, rating scores and
qualification outcome.



Inter‐rater reliability testing. A sample of DSP claimants were assessed by pairs of assessors
using the draft revised Tables. The level of agreement between assessors was then
statistically analysed.

Final Report

30 June 2011

6



Targeted case file reviews. This was conducted by a small group of experienced Job Capacity
Assessors. The case file reviews tested the coverage of the revised Impairment Tables by
undertaking targeted sampling of the less common diagnostic groups as well as claimants in
rural and remote locations.



Assessor feedback. Feedback was requested from assessors involved in the testing of the
revised Tables on the face validity, ease of use, perceived accuracy, appropriateness and
effectiveness.

2.5.3 Analysis of data from testing
The useability testing was analysed by consulting actuaries Taylor Fry Pty Ltd. The analysis
considered the following issues:

2.6



How do the results of assessments for DSP under the draft revised Impairment Tables
compare with the results based on the current Impairment Tables for the same applicants?



How do results between two independent assessors under the draft revised Impairment
Tables compare for the same applicants?



Is the test sample appropriate? Is it a representative sample of the population in relation to
diagnostic groups and customer demographics?



How did the assessors find the process of using the draft Impairment Tables?

Next Steps

The next steps in the process of developing and implementing revised Impairment Tables are
outlined below.

2.6.1 Consultation on the draft revised Impairment Tables
Community consultations to date have focussed on the current Impairment Tables. A process of
consultation on the draft revised Impairment Tables is recommended.

2.6.2 Legislative drafting
FaHCSIA will undertake the task of drafting enabling legislation for the revised Impairment Tables.

2.6.3 Implementation planning
The Advisory Committee recommends that a planning process be undertaken prior to
implementation of the revised Impairment Tables to ensure that all requirements for information,
training, legislation, policy, procedures and logistics are identified and managed.
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3.0

Key issues arising from Govdex consultations

A total of 74 stakeholder organisations were invited to participate in consultations for this review via
the Govdex website. Thirty of these agencies accepted this invitation and the review ultimately
received comments and submissions from 28 stakeholder representatives. (Note that some
agencies had multiple representatives.) A list of Govdex consultation participants is shown at
Appendix B to this report and a selection of stakeholder comments is provided at Appendix C.
The key issues raised by stakeholders are summarised below.

3.1

Limitations of current Impairment Tables

Stakeholders identified a number of limitations of the current Impairment Tables. For example,
stakeholders suggested that:


definitions (e.g. definitions of the terms ‘permanent’, ‘diagnosed’, ‘treated’, ‘stabilised’,
‘mild’, ‘moderate’ and ‘severe’) need to be clarified



more guidance is required in terms of table selection (e.g. use of multiple tables, use of
Table 20 – Miscellaneous conditions)



inconsistencies in rating levels for many of the Impairment Tables need to be rectified (e.g.
‘serious impairment in judgement’ at 40 point rating in Table 6 could occur with more minor
psychiatric impairments)



rating criteria need to be more objective (e.g. Table 1 is too reliant on self‐reporting,
spirometry testing is easily defrauded, ratings in Tables 3, 4 and 5 are too subjective)



some criteria (e.g. range of movement) are poor indicators of loss of function



some people are inappropriately assigned 20 points and other people with a clear disability
are deemed not to fit within the parameters of the system



these assessments should be conducted by professionals trained in work assessments.

Some stakeholders provided more detailed suggestions for rating scales and criteria and these have
been considered in the review.
Stakeholders also identified a need for:


training of assessors in the use of the Impairment Tables



updating of the Medical Report form (TDR) to provide guidance to treating doctors
completing the form and to ensure that adequate information is provided for the
Impairment Tables assessment.

Some assessors (mainly from medical backgrounds) referred to the Comcare Guide (Guide to the
Assessment of the Degree of Permanent Impairment, Second edition) which is used in some
government programs. The Comcare Guide is based on the American Medical Association’s Guide
(the original source of the current DSP Impairment Tables). The Comcare Guide comprises body
system‐based tables, using the concept of Whole Person Impairment with the extent of impairment
expressed as a percentage value of a ‘whole, normal, healthy person’. There may be a possible role
for the Comcare Guide as a reference point at the diagnostic stage of impairment assessment.
Some issues raised by stakeholders were outside of the scope and terms of reference of the review.
Issues beyond the terms of reference are discussed in Appendix G.
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3.2

Issues for specific needs groups

Several organisations identified issues for the assessment of specific needs groups or types of
disability. For example, stakeholders submitted the following suggestions:
Mental health


there is growing consensus supporting a ‘dimensional’ approach to assessing people with
psychiatric/psychological impairment, i.e. assessing the person against a series of
dimensions to give a picture of the person and allow the person to be seen in the context of
their own life



the focus on medical diagnosis and treatment is limiting for a person with mental health
difficulties – assessment should emphasise the impact on an individual’s ability to carry out
tasks or activities



assessment using an ICF framework is more advantageous for people with mental health
issues – ‘A person‐centred approach incorporating both strengths and disability and utilising
the ICF framework may help improve the process’



a wider range of evidence should be referred to in the Impairment Table relating to
psychiatric conditions e.g. reports from mental health case managers, compliance with and
effects of medication, support systems, information from carers and peer support workers
and there needs to be scope for input from the person themselves



people with severe psychiatric disability should be granted manifest eligibility for DSP



the term ‘psychiatric impairment’ should be replaced with ‘mental health impairment’

Epilepsy


a single table should be created for epilepsy, given the unpredictable and complex nature of
this condition and assessors should be prompted to consider all functions affected by
epilepsy



the language used in Table 21 (Intermittent Conditions) to describe epileptic seizures is not
current: ‘seizure’ should be used instead of ‘grand mal’ and ‘petit mal’



for some people the impact and symptoms of a seizure can occur at all stages



severity measure is reliant on the person’s ability to remember the seizures and memory
problems are an issue



the unpredictability of seizures is a major determinant in assessing the impact of epilepsy on
the capacity to work and this should be addressed in the tables, e.g. a predictability factor
should be calculated



the tables do not consider the full extent of the social impacts of a chronic condition, e.g.
loss of driving licence

Neurological conditions and dementia


dementia, including early onset HIV‐related dementia, should be referenced in the
introduction to the Impairment Tables



the current Impairment Tables do not seem to take account of progressive conditions
including dementia



a diagnosis of dementia has a very complex impact on an individual’s ability to work – each
individual has a unique trajectory, complicated by different deficits, rates of progression and
co‐morbidities
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attention, visuo‐spatial functions, self‐awareness and behavioural control should be added
to the list of neurological functions



organisation, self monitoring and mental flexibility may also be important to work ability



memory should be referenced in the Table 8 rating categories for 30 points and 40 points

Acquired brain injury


behavioural changes related to Acquired Brain Injury need to be covered under Table 8
(Neurological conditions)

Alcohol and substance use


a person can be dependent on substances whilst experiencing little effect on daily
functioning or work capacity – ‘the tables need to get out of the dependence terminology
and more into usage and effects’



marijuanha, methamphetamine and Ice should be listed as examples



addictions such as gambling and internet addiction should be assessed

Intellectual disability


there should be an assumption that people with intellectual disability have the capacity to
work



Table 10 (Intellectual Disability) should reflect the UN Convention on the Rights of Persons
with Disabilities and the latest definition of intellectual disability by the American
Association on Intellectual and Developmental Disabilities



specified IQ measures should include ‘culturally appropriate IQ measures’



WAIS‐R (or its current version WAIS‐IV) is not necessarily the gold standard for intelligence
tests and the Kaufman Adolescent and Adult Intelligence Test (KAAIT) is more
comprehensive



the practitioner should select the most appropriate intelligence test



there should be reference in Table 10 to the use of reliable and valid tests of adaptive
behaviour and independent living skills



the scale of adaptive behaviour in Table 10 which refers only to behavioural problems does
not include the other aspects of adaptive behaviour such as communication skills, activities
of daily living and socialisation and therefore conflicts with the psychological use of this term

Hearing impairment


Table 12 (Hearing function) should specify consistent requirements for assessment while
using hearing aids and cochlear implant speech processors



the standards used for testing hearing function should be stated in the hearing report as well
as the name and qualifications of the tester

Vision impairments


there are a number of defects in the tables that do not adequately reflect impairment in
daily living skills for work‐related activities – a functional questionnaire should be adopted



a guide to the assessment of deafblindness should be included



Logmar standard of 6/60 should be used for the measurement of visual acuity as the Snellen
scale is inadequate for testing of legal blindness



the tables do not reflect current medical practice of cataract removal and replacement
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in Table 13 the visual acuity in the better eye rating does not take into account whether
there is unilateral or bilateral aphakia or pseudophakia



the assessment of visual acuity with and without glasses is very confusing



in Table 14 an impairment rating has been given for squints with diplopia but no
measurement is given as to how far from fixation this diplopia is



in Table 15 there is no provision to measure how far the visual field defect is from fixation



the Impairment Tables currently have limited focus on central vision conditions (e.g.
conditions of the macular and cornea)



photophobia, keratoconus, vision loss as a result of albinism and optic nerve damage should
also be included

Renal function


dialysis has significantly changed since the tables were developed and symptomatology is
often due to co‐morbidities



‘a well‐dialysed patient with an optimised red blood cell count should be able to perform
most activities if end stage renal failure is their only co‐morbidity’



few contemporary patients are ‘dialysed poorly’, given recent developments



people with HIV may suffer early onset of ageing co‐morbidities



cognitive impairment due to HIV (most commonly manifested as HIV Associated
Neurological Disorder – HAND) needs to be considered in DSP assessments



cognitive impairment may not be noticed in assessment and there is a need for sensitive
neuro‐cognitive screening of people with HIV.

HIV

3.3

Need for a functional approach

There was strong stakeholder support for a more functionally based approach to the assessment of
work‐related impairment. Stakeholders suggested that:


the Impairment Tables should include specific, evidence‐based assessments of function and
ability aligning to the ICF



a biopsychosocial model is the current dominant paradigm and the tables ‘should be more
function‐based’



it is important to assess job capacity separate from diagnosis as there is not necessarily a
direct relationship between a disorder and ability to work



parameters should be defined in terms of functional outcomes (e.g. the existence of end‐
organ damage is not a simple measurable factor contributing to disability because severity of
impact varies)



more functions which indicate a person’s capacity for work need to be considered.
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4.0

Outcomes of consultations with assessors

4.1

Preliminary feedback from assessors

At an early stage of the review process, assessors from Centrelink and CRS Australia provided
feedback on the current Impairment Tables. The main issues and suggestions from this feedback
involved:
Terminology and definitions


clarification of terms and definitions (e.g. ‘permanent’, ‘stabilised’, ‘reasonable treatment’,
‘moderate’, ‘severe’) is needed



there is also a need for consistency between the Impairment Tables instructions and JCA
Guidelines

Interpretation of DSP qualification requirements


there are inconsistencies in the determination of whether a permanent condition is fully
diagnosed, treated and stabilised (e.g. alcohol and drug dependence)



there are factors that complicate the determination of ‘reasonable treatment’ such as
lifestyle choices and lack of insight



examples and case studies of ‘reasonable treatment’ for particular conditions would be
helpful

Selection of the most appropriate Impairment Table(s)


assessors experience difficulties with table selection and avoidance of ‘double‐counting’ (e.g.
where there is pain due to a musculo‐skeletal condition; multi‐system conditions such as
stroke, ABI or Multiple Sclerosis; ADHD and Aspergers syndrome)

Inconsistencies in points ratings


there can be discrepancies in points ratings depending on table selection



there appears to be ‘over‐rating’ of disability in some of the current Impairment Tables (e.g.
Tables 1‐Cardiovascular/Respiratory and 20 – Miscellaneous; 30‐point rating for
gastrostomy/PEG tube in Table 11.1; assessment of hearing without hearing aids in Table 12
may over‐rate functional impairment)



there is too much of a gap between some point ratings (e.g. between 0 and 10 points)

General adequacy of descriptors


the current descriptors can be very open to bias and interpretation and sometimes focus on
symptoms rather than functional capacity



it can be difficult to assign ratings for people who have never worked

Issues with specific tables


some tables rely on subjective self‐reporting (e.g. pain in Table 20; severity and frequency of
symptoms in Table 16 – Lower Urinary Tract)



more specific examples of daily activities are needed in some tables (e.g. Table 3 – Upper
Limb Function)
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ability to undertake a sedentary work role is not considered in some tables (e.g. Table 4 –
Function of the Lower Limbs) and the emphasis in this table could therefore be on
movement to and around a work station, travel to a workplace, transferring to a toilet, etc.



range of movement is not a good measure of functional ability (e.g. in Table 5 ‐ Spinal
Function)



specialist neurological and speech pathology assessments are required to use Table 8
(Communication function) effectively



intellectual disability is not determined on the basis of IQ score alone, although this is
inferred in Table 10 – Intellectual Disability



use of the TONI for Indigenous Australians should be considered rather than the WAIS



Table 12 – Hearing: many Deaf people wish to work full‐time in the open workforce despite
needing an Auslan interpreter and an impairment rating of 20 points would be inconsistent
with their functional capacity



the most appropriate assessment for a person with hearing deficit is an aided audiograph
and speech reception test



vision‐related tables have no reference to function or functional loss and application of the
tables is complicated particularly if medical evidence is not sufficiently clear or detailed



there is minimal emphasis on functional descriptions in Table 19 – Endocrine Disorders



assessors are resorting to using Table 20 when medical evidence is lacking



there is reliance on Table 20 to assess lower back and thoracic injuries



ratings in Table 21 (Intermittent Conditions) are very reliant on self‐report

Model or basis for the Impairment Tables


currently, the Impairment Tables are not founded on a model (e.g. biomedical vs
biopsychosocial) – the WHO ICF model of disability would be a suitable example



the Impairment Tables should focus on the impact of functional impairment on ability to
perform work‐related tasks

Use of aids and equipment


all customers who have prescribed aids and equipment which they are currently using
should be assessed when using these

Document features

4.2



an electronic version of the Impairment Tables with hyperlinks to related documents and
ability to search the document would be helpful



cross‐referencing ability between the Impairment Tables and JCA Guidelines would be
beneficial.

Outcomes of the Assessor Workshop

At a workshop meeting held on 2 December 2010, managers and JCA assessors from Centrelink and
CRS Australia discussed a set of draft revised Impairment Tables with members of the FaHCSIA
secretariat and the review consultant.
The assessors generally considered that the revised Impairment Tables addressed many of the issues
experienced with the current Impairment Tables and there was an overall positive response to the
draft.
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Assessors were asked to suggest improvements to the draft revised Impairment Tables. The
suggestions were notated in an update of the draft document and tabled at the December meeting
of the Advisory Committee. The main suggestions from the assessor workshop are summarised
below.
Introduction to the revised Impairment Tables


provide additional information and definitions in the introduction to the revised tables in
respect of:
o currency of medical evidence
o circumstances where an assessor may ask a person to demonstrate abilities specified in
relevant tables
o definition of ‘reasonable treatment’ and compelling reasons for non‐compliance with
reasonable treatment
o definition of working independently of a program of support
o use of assistive devices and technology
o use of prescribed medications or treatments
o case examples of multiple table use
o diagnoses where there is no apparent functional impairment
o assessing the functional impact of pain
o assessment where the medical diagnosis is unclear or controversial
o diagnosis and assessment in rural and remote areas



consider linkage between the introduction to the Impairment Tables and the JCA Guidelines
document



consider providing lists of examples of conditions that could be assessed using each
Impairment Table

Rating scale


use the term ‘functional impact’ in lieu of ‘problem’ in the rating scale used throughout the
draft revised tables



consider an alternative term to ‘complete’ in the rating scale (no specific alternatives
suggested)



show an alpha code in the rating scales (e.g. Level A, Level B and so on) instead of numerical
point scores

Scoring


assessors considered that 5‐point ratings (mild functional impact) might overstate the level
of impairment if counted in combined scores where multiple Impairment Tables are used.

In respect of specific revised Impairment Tables, the assessors suggested:


additional detail in examples of corroborating medical evidence
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minor changes to some rating scale descriptors to increase objectivity and consistency of
interpretation, e.g. ‘most of the following apply’ rather than ‘many of the following apply’



some other minor edits and questions for consideration by the Advisory Committee.

The assessors also identified preliminary issues for design of the data/IT system that supports the
DSP assessment process.
The assessor workshop provided a very constructive opportunity for the end‐users of the
Impairment Tables to have input to the review process.
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5.0

Key principles considered by the Advisory Committee

Consistent with the terms of reference, the Advisory Committee considered the following key
principles in reviewing the Impairment Tables:

5.1

Focus on functional ability

A focus on functional ability in the assessment of work‐related impairment is consistent with
international trends and a contemporary philosophy of disability and work.
Australia is a signatory to the United Nations Convention on the Rights of Persons with Disabilities
(the Convention, 2007). Article 27 of the Convention recognises the right of persons with disabilities
to work and commits signatories to promoting vocational and professional rehabilitation, job
retention and return‐to‐work programs for people with disabilities.
Submissions from some stakeholders in the consultations for this review of the Impairment Tables
also stressed the importance of recognising individual ability and right to work.
A functional approach to assessment of work‐related impairment is more likely than a diagnosis and
body system‐based assessment to identify work‐related functional areas requiring assistance such as
workplace modification, training or other intervention to help people with disabilities to achieve
employment outcomes.
In the international arena, the United Kingdom’s Work Capability Assessment uses a functional
approach to determine qualification for Employment and Support Allowance. The Work Capability
Assessment was used as a reference by the Advisory Committee and provided examples of
functional alternatives to the medical/diagnostic criteria used in some of the Impairment Tables for
DSP.
The Advisory Committee considers that better functional assessment of people applying for
Disability Support Pension is likely to provide better information to identify rehabilitation and other
issues and needs through the Work Capacity Assessment process.

5.2

Linkage with the International Classification of Functioning, Disability and Health

The World Health Organization International Classification of Functioning, Disability and Health
(known as ICF) is one of the international classifications developed by the World Health Organization
(WHO) for application in various aspects of health data and reporting.
The overall aim of the ICF classification is to provide a unified and standard language and framework
for the description of health and health‐related states.
The domains contained in ICF are described from the perspective of the body, the individual and
society in two basic lists: (1) Body Functions and Structures; and (2) Activities and Participation.
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The ICF uses functioning as an umbrella term to encompass all body functions, activities and
participation and disability as an umbrella term for impairments, activity limitations or participation
restrictions. ICF also lists environmental factors that interact with all these constructs. 5
In 2001, the 191 Member States of the World Health Organization agreed to adopt ICF as the basis
for the scientific standardisation of data on health and disability world‐wide. 6
The Advisory Committee for this review of the DSP Impairment Tables considers that the revised
Impairment Tables should be consistent with the WHO ICF where appropriate.

5.3

Consistent scoring scale and functional equivalence across tables

As noted above, Advisory Committee members have suggested that the revised Impairment Tables
should be consistent where possible with the ICF classification structure. The ICF recommends the
use of a generic scale to quantify all three ICF components (i.e. Body Functions and Structures,
Activities and Participation, and Environmental Factors).
This generic scale is as follows:
0
1
2
3
4

NO problem
MILD problem
MODERATE problem
SEVERE problem
COMPLETE problem

None, absent, negligible
Slight, low
Medium, fair
High, extreme
Total

0‐4%
5‐24%
25‐49%
50‐95%
96‐100%

The Advisory Committee has used an adapted version of this scale in the revised Impairment Tables.
The basic scale is used consistently across all of the revised tables.
A workshop conducted with JCA assessors and managers from Centrelink and CRS Australia
recommended the use of the term ‘functional impact’ rather than ‘problem’. This was due to the
value‐laden and negative connotations of the word ‘problem’. The adapted scale in the revised
Impairment Tables therefore uses the term functional impact. Following discussion with Advisory
Committee members, the term ‘complete problem’ in the highest level of the rating scale was
replaced with extreme impact. This is because ‘complete’ suggests a 100 per cent or absolutely total
level of impairment with no functional ability at all whereas the Impairment Tables describe a range
of extreme functional impairments at this level.
The use of a consistent scoring scale has also assisted the Advisory Committee to enhance the
functional equivalence across the tables, i.e. to ensure that the functional abilities/impairments
associated with the 20‐point rating on one revised table are as equivalent as possible to the
functional abilities/impairments associated with the 20‐point ratings on other revised tables.
In looking a the scoring scale the Advisory Committee considered the issue of how scores from a
combination of impairment tables should be treated in terms of determining a total score. For
example, would a combination of 5‐point (Mild functional impact) scores from four different tables
equate to a 20‐point rating (Severe functional impact) on one impairment table and/or to 10‐point
ratings (Moderate functional impact) from two different impairment tables. Would a person with
5

World Health Organization, 2001, ICF: International Classification of Functioning, Disability and Health, Geneva.
World Health Organization, 2002, Towards a common language for Functioning, Disability and Health: ICF,
Geneva.
6
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mild functional impacts across four different areas of functioning experience the same level of total
impairment as a person with a severe functional impairment in one area of functioning?
The option of having a rule specifying that 5‐point ratings should not be used in a combined score
was considered. This would mean that a person would need at least two 10‐point ratings or one 20‐
point rating to meet the Impairment Tables qualification requirement for DSP. The Advisory
Committee decided to consider this issue again after the useability testing of the draft revised
Impairment Tables.

5.4

Tables consistent with contemporary practice and terminology

The Advisory Committee has updated the Impairment Tables to ensure that these are consistent
with contemporary practice and terminology. This process has been assisted by the participation of
Advisory Committee members from a range of professional backgrounds, consultation input from
specialised organisations and practitioners and advice from Centrelink and CRS assessors from
various professional disciplines.

5.5

Alignment of 20‐point ratings with inability to work

The Advisory Committee considers that while the revised Impairment Tables provide a much clearer
assessment of impairment, a 20 point impairment rating does not directly correlate to an inability to
do any work of at least 15 hours a week at or above the relevant minimum wage in the next two
years, or be re‐skilled for such work within the next two years.
The Advisory Committee considers that the assessment of an impairment rating and the assessment
of work capacity are separate issues and cannot be simply aligned. The distinction between the two
separate and equally weighted tests should be maintained.
The Advisory Committee notes that the introduction of revised Impairment Tables would not result
in a change to the grandfathering provisions for people receiving DSP with an inability to work
30 hours or more a week.

5.6

Consistent consideration of the use of aids and equipment (assistive technology)

The inconsistencies related to the use of aids and equipment in the current Impairment Tables have
been corrected in the revised Impairment Tables. The revised Impairment Tables recommended by
the Advisory Committee have a consistent requirement that the person’s functional abilities should
be assessed when using/wearing any aids or equipment (assistive technology) that they have and
usually use. Some of the revised Impairment Tables specify a particular rating level when such
assistance is used.
It is acknowledged that evidence exists regarding substantial under‐met or unmet need for assistive
technology. Please refer to Appendix G for further discussion of this issue.

5.7

Use of the tables by a range of medical and allied health professionals

The revised Impairment Tables are designed for use by a range of medical and allied health
professionals. Practitioners from a range of medical and allied health backgrounds have been
involved in the development of the revised Impairment Tables.
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5.8

Improved introductory information and instructions for assessors

The Advisory Committee has sought to improve the introductory information and instructions for
assessors that accompany the revised Impairment Tables.
Key considerations have been: the requirement to accurately reflect the legislative requirements;
ensuring that the information is accessible, easy to use and understandable; and providing
information and instructions that will promote consistent interpretation and application of the
revised Impairment Tables across the population of assessors.
Training of assessors in the use of the revised Impairment Tables will also be required. A program of
training will be agreed between FaHCSIA, DEEWR, Centrelink and CRS Australia.

5.9

Health benefits of work

In its discussions, the Advisory Committee recognised not only the right of people with disability to
participate in work but also the international research identifying the health and social benefits of
work.
The Australasian Faculty of Occupational & Environmental Medicine (AFOEM) of the Royal
Australasian College of Physicians has released a position statement, Realising the Health Benefits of
Work, which presents a strong international evidence base indicating that:


working is generally good for health and wellbeing; and



long term work absence, work disability and unemployment have, in general, a negative
impact on health and wellbeing. 7

The AFOEM Australian Consensus Statement on the Health Benefits of Work supports the premise of
Professor Dame Carol Black’s review of the health of Britain’s working age population 8 , i.e.
For most people their work is a key determinant of self‐worth, family esteem, identity and standing
within the community, besides of course, material progress and a means of social participation and
fulfilment. 9

7

http://afom.racp.edu.au/page/media-and-news/realising-the-health-benefits-of-work
Working for a Healthier Tomorrow, 2008, Dame Carol Black
9
‘Maximising the health and well-being of the working-age population’, Professor Dame Carol Black, FergusonGlass Oration, 2010 World Congress of Internal Medicine
8
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6.0

Context of the Impairment Tables in the DSP determination process

The diagram below shows the context of the Impairment Tables in the DSP determination process.
This conceptual framework was developed during the Advisory Committee’s first meeting.

Conceptual Framework for Review of Impairment Tables for DSP
WHO ICF Elements

Body Function,
Structures

DSP Assessment
Elements
DIAGNOSIS

Treating
Doctor’s Report

IMPAIRMENT
Work‐related
Impairment Tables

Activity /Activity
Limitation

CAPACITY TO
WORK

Environmental
Factors

• Inability to work due to
impairment
‐ at least 15 hours work
per week
‐ continuing inability to
work or undertake training
within the next 2 years

JCA assesses:
• Barriers
• Interventions
• Referrals (to employment services,
other services)
• Work capacity
• Impairment Tables
• Recommendations (exemptions from
or modifications to Activity Test)

(e.g. aids, equipment,
reasonable access)
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• 20 points or more
under the Work‐
Related Impairment
Tables
• Impairment must be
permanent

FUNCTION
Job
Capacity
Assessment

Participation

• Physical, intellectual
or psychiatric
impairment

CENTRELINK

Manifest
conditions fast‐
tracked

Impairment

Social Security Act
Requirements
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The conceptual framework diagram shows the following key aspects:


the linkage of the DSP assessment process to elements of the WHO ICF



the main elements of the DSP determination process, i.e. diagnosis, assessment of functional
impairment and ability, and assessment of work capacity



the legislative requirements that relate to each step in the DSP determination process.

Note the overlap between the main elements of the DSP assessment process, i.e.


information regarding the person’s medical diagnosis and some aspects of the resulting
impairments are obtained from the Treating Doctor’s Report form and any additional
medical documentation submitted to Centrelink



assessment using the Impairment Tables provides information regarding the person’s work‐
related impairments and functional abilities



the Job Capacity Assessment provides information regarding the persons functional abilities
and work capacity, including environmental factors affecting ability to participate in work.

The focus of the Impairment Tables is on work‐related impairments and functional
abilities/limitations that result from the person’s diagnosed permanent physical, intellectual and/or
psychiatric impairment(s).
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7.0

Rationale for changes to individual tables

7.1

Combining Tables 1 and 2 (Cardiac and Respiratory Function)

In drafting revised Impairment Tables, the Advisory Committee recommends that the current
Impairment Table 1 (Loss of Cardiovascular and/or Respiratory Function: Exercise Tolerance) and
Impairment Table 2 (Loss of Respiratory Function: Physiological Measurements) be replaced with
one revised table that assesses functions requiring physical exertion and stamina. The rationale for
this recommendation is as follows:


current Impairment Tables 1 and 2 both include aspects of respiratory function, leading to
potential confusion for assessors in selecting the appropriate table



stakeholders participating in the current review consultations and a previous evaluation of
the Impairment Tables have raised questions about the appropriateness of the METs scale
used in Table 1 and whether exercise tolerance issues not related to cardiovascular or
respiratory conditions are adequately assessed using the current Impairment Tables



anecdotal reports suggest that the current Impairment Tables 1 and 2 are too lenient



the use of cardiovascular and respiratory function measurements in the current tables is
more consistent with a medical, diagnostic‐based assessment process than an assessment
process focussed on the functional abilities required to participate in work or training.

7.2

Combining Tables 13, 14 and 15 (all related to Vision)

Current Impairment Tables 13 (Visual Acuity in the Better Eye), 14 (Miscellaneous Eye Conditions)
and 15 (Visual Fields) all relate to the functions of vision. This is a primary reason for the Advisory
Committee’s recommendation to replace these three tables with one revised table that assesses
visual function.
The Advisory Committee has also considered concerns raised by a number of specialised
practitioners and stakeholders in respect of the current Impairment Tables 13, 14 and 15, including
the following:

7.3



a range of defects and inconsistencies in the current Impairment Tables makes these
ineffective for accurately assessing vision impairments



the current tables have limited focus on central vision conditions such as those involving the
macular and cornea



photophobia is not assessed



the current tables do not adequately reflect the vision‐related impairments in daily living
skills required for work activities



the current tables 13, 14 and 15 require a high degree of medical/ophthalmological
knowledge and may not be readily understood across the range of allied health professionals
now using the tables.

Replacing Table 16 (Lower Urinary Tract) with a Continence Table

The Advisory Committee recommends that the current Impairment Table 16 (Lower Urinary Tract)
be replaced with a revised Impairment Table focussed on the functions of maintaining continence of
the bladder and bowel. The rationale for this recommendation is as follows:
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managing continence of the bladder and bowel is an important pre‐requisite for successful
participation in work or training



people who have difficulties maintaining continence of the bladder and/or bowel and those
who need assistance in managing their continence or continence‐related stoma or
equipment are likely to experience a range of barriers to effective participation in work or
training. These barriers may include frequent interruptions to work/training activities,
extended time required for toilet‐related breaks, personal care assistance required in the
workplace, fear of loss of continence at work/training and social stigma associated with
episodes of incontinence



a revised Impairment Table providing more detailed assessment of urinary and faecal
continence and the management of stoma and continence aids will better reflect these
issues than the current Impairment Table 16.

7.4

Incorporating Tables 17, 19, 20, 21 and 22 into other Tables

In the process of developing revised Impairment Tables that are more focussed on functional
abilities, the Advisory Committee found that a number of the current Impairment Tables would no
longer be needed. The rationale for recommending that each of these tables no longer be used is
shown below.
Current Impairment Table 17 (Renal Function)


The symptoms and functional limitations associated with impaired renal function will be
addressed by other tables in the set of revised Impairment Tables. For example, fatigue may
be assessed using revised Impairment Table 1‐2 (Functions requiring physical exertion or
stamina).



Dialysis is no longer a consistent barrier to participation in work or training on a part‐time
basis (i.e. 15 hours or more per week). Dialysis of all types can be conducted overnight
and/or at home. Dialysis is usually effective in managing the symptoms of renal failure until
the point of transplantation or development of complications of renal failure or dialysis.



Where there are local or individual circumstances which mean that dialysis must be
conducted during working hours or away from home such that the person could not
reasonably be expected to participate in work or training for 15 hours per week, this can be
identified through the Work Capacity Assessment component of the DSP determination
process.



In terms of the DSP qualification requirements that the medical condition be diagnosed,
treated and stabilised, a person receiving dialysis should be stabilised on an established
dialysis regime.

Current Impairment Table 19 (Endocrine Disorders)


The current Impairment Table 19 mainly comprises a list of endocrine disorder diagnoses
with an explanatory note that the effects of these disorders on other body systems should
be assessed using other tables.



In moving to Impairment Tables that focus on functional abilities/impairments, it is
inappropriate for a medical diagnosis of itself to attract an impairment points rating
regardless of the level of functional impairment.



The functional impacts resulting from an endocrine disorder should be assessed using the
relevant revised Impairment Tables.



For example, a person with poorly controlled Diabetes Mellitus may be assessed using:
revised Impairment Table 3 (Lower Limb Function) if the person has peripheral neuropathy
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and vascular disease that affect lower limb function; revised Impairment Table 13/14/15
(Visual function) if the person’s vision is affected; and revised Impairment Table 1 (Functions
requiring physical exertion and stamina) if the person experiences fatigue and limitations in
respect of exertion and endurance. If the person has hypoglycaemic episodes, the assessor
may also use new Impairment Table A (Functions of consciousness).
Current Impairment Table 20 (Miscellaneous – Malignancy, Hypertension, HIV Infection,
Morbid Obesity, i.e. BMI>40, Heart/Liver/Kidney Transplants, Miscellaneous
Ear/Nose/Throat Conditions & Chronic Fatigue or Pain


This table includes a mix of unconnected conditions that does not have any common
diagnostic or functional grouping.



Data on the usage of the current Impairment Tables shows an inordinately high level of use
of Impairment Table 20, with disparities evident between claimants’ primary diagnoses and
the conditions listed for this table.



It is postulated that assessors are using Impairment Table 20 when they are uncertain about
which of the other tables to use and/or when they find other tables difficult to understand
or apply. Assessors have indicated that this table is used when there is insufficient medical
evidence available.



The functional impacts of the conditions currently listed in Impairment Table 20 would be
appropriately assessed using the suite of draft revised Impairment Tables.



In respect of the assessment of pain, pain is a symptom which may result in impairment in a
range of areas. For example, functional impairment of the lower limbs may be due to pain,
(and may also be due to limited range of movement, loss of muscle strength, or absence of
part of the limb, for example). Pain could also affect upper limb function and/or spinal
function. Therefore functional impairment due to pain should be assessed using the revised
Impairment Tables that apply to the area(s) of function affected.

Current Impairment Table 21 (Intermittent Conditions)


Current Impairment Table 21 comprises four sub scales: a scale of severity; a scale of
duration; a severity grading code; and a table to assign an impairment points rating based on
number of affected days per year and the severity grading code.



Utilisation data shows a low level of use of this table by assessors. The table involves a
number of steps and it is possible that the complexity of the table and/or time required for
completion and/or difficulties in accurately determining measures such as duration and
frequency, may be reasons for the low use.



The revised Impairment Tables address the issue of episodic conditions by two means:
o

incorporating frequency and severity measures in the rating descriptors for relevant
tables

o

including a new Impairment Table for functions of consciousness (new Impairment
Table A) which can be used to assess the functional impact of conditions such as
epilepsy.

Current Impairment Table 22 (Gynaecological Conditions)


This Impairment Table has a very low level of usage.



Impairment Table 22 is based on a group of medical diagnoses rather than functional
impairment.
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7.5

The functional impacts of the conditions currently listed in Impairment Table 22 should be
able to be assessed using the suite of draft revised Impairment Tables.

Current usage of all Impairment Tables

The graph overleaf shows the number of DSP customers assigned ratings of 20 points, 30 points or
40 points for each of the current Impairment Tables. Note the high level of usage of Table 20
(Miscellaneous conditions) and Table 6 (Psychiatric Impairment) and the low usage of Table 22
(Gynaecological conditions) and Tables 14 (Miscellaneous eye conditions) and 15 (Visual fields).
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8.0

Results of Testing draft revised Impairment Tables

The results of 215 DSP assessments from the useability testing of the draft revised Impairment
Tables were analysed by consulting actuaries from Taylor Fry Pty Ltd.

8.1

Profile of the field test population

The actuarial consultants considered that given the limitations imposed by the small test sample
size, the spread of conditions and other demographic characteristics of the useability testing sample
were reasonably representative of the DSP population, with the exception of geographic distribution
(as the useability testing was conducted in Victoria).
While the consultants found the sample size to be a reasonably representative of the DSP
population, the Advisory Committee noted the small sample size and the limited use of some tables.

8.2

Analysis of current and revised impairment ratings

Statistical analysis found that use of the draft revised tables tended to lead to a downward revision
of impairment ratings. This downward revision tended to be lower for conditions assessed using
new Table A (Functions of consciousness) and greater for conditions assessed using revised Tables 5
(Functions of the spine) and 10 (Intellectual function). Changes from DSP eligible to ineligible status
were less frequent where the most serious condition was assessed using Table 6 (Mental health
function), Table 7 (Impairment due to Alcohol, Drug and Other Substance Use) and New Table A
(Functions of Consciousness), particularly when compared with Table 1‐2 (Functions Requiring
Physical Exertion and Stamina), Table 3 (Upper Limb Function), Table 4 (Lower Limb Function) and
Table 5 (Spinal Function). The overall effect of this downward revision was that 32 per cent of the
useability testing sample changed from an eligible rating of 20 points or above when assessed using
the current Impairment Tables to an ineligible rating of less than 20 points when assessed using the
draft revised Impairment Tables. This proportion increased to 34 per cent if 5‐point ratings were
excluded from the draft revised Impairment Tables total score calculation.

8.3

Inter‐rater reliability results

Analysis of the inter‐rater sample found that a difference in total score occurred in 35 per cent of the
35 paired assessments. There was total score agreement in 65 per cent of the paired assessments
when 5‐point ratings were excluded from the total score calculation and this reduced to 47 per cent
when the 5‐point ratings were included.
The supplementary (second) assessors tended to rate lower than the primary assessors and find
fewer people eligible for DSP. In four out of 17 cases rated eligible by the primary assessor,
secondary assessors rated the cases ineligible using the draft revised Impairment Tables.
Conversely, 2 of18 cases rated ineligible by primary assessors were rated eligible by secondary
assessors.
It is not known how this result would compare with inter‐rater reliability of the current Impairment
Tables.

8.4

Utilisation of the revised tables

Analysis of the testing results found that:
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mapping from current table to revised table use was generally reasonably consistent and
appropriate



consistency of revised table use between assessors was generally quite good with
disagreements tending to be for low to moderate impact conditions. Some Advisory
Committee members particularly noted that consistency was improved when assessors
rated in their areas of expertise.



assessors found the allocation of medical conditions to appropriate revised tables marginally
more difficult than for the current tables.

The Advisory Committee noted the large proportion of cases in the testing sample that were
assessed using Table 20 (Miscellaneous) under the current Impairment Tables. Under the revised
Tables these miscellaneous conditions were assessed under more appropriate functional impairment
tables. For example:


61 cases assessed under Table 20 were assessed using revised Tables 1;



18 cases assessed under Table 20 were assessed using revised Tables 3;



18 cases assessed under Table 20 were assessed using revised Tables 4; and



20 cases assessed under Table 20 were assessed using revised Tables 5;

The medical conditions in these cases included spinal disorders, shoulder and upper arm disorders,
lower limb disorders, and gout.
Analysis also showed that 36 per cent of the cases that changed from eligible under the current
Impairment Tables to ineligible under the revised Tables resulted from use of Table 20 under the
current Tables.
The Advisory Committee considers that this change is consistent with the use of a more functional
approach to the assessment of impairment and includes the removal or reduction of points assigned
to medical conditions which have no or minimal functional impact.

8.5

Assessor feedback

Analysis of qualitative feedback from assessors found that:


73 per cent of assessor responses indicated that the descriptors and indicators in the revised
Tables were useful or very useful in determining a person’s functional impairment



80 per cent found the levels of impact in the revised Tables (i.e. no functional impact . . .
extreme functional impact) to be appropriate or very appropriate in relation to the
descriptors



39 per cent found the association between the person’s medical condition, impairment and
choice of Table to be less clear in the revised Tables



42 per cent reported that the revised Tables took about the same time to complete as the
current Tables, 30 per cent reported the revised Tables took less time and 27 per cent
indicated the revised Tables took more time
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8.6



38 per cent found the revised Tables easier to complete, 32 per cent found them more
difficult and 30 per cent about the same as the current Tables



all but one of the assessor responses considered the training package provided prior to
useability testing was appropriate or very appropriate.

Issues arising from testing

The scoring scale
The Advisory Committee discussed the compounding effect that multiple mild impairments can have
on overall functional abilities. The question had arisen as to whether including 5‐point ratings could
overstate the overall level of functional impairment.
There were concerns that excluding 5‐point ratings from the score calculations would detract from
the integrity of the scoring scale, i.e. that such a rule would effectively create a scale with two levels
of 0 points, with no differentiation between no functional impact and mild functional impact. It was
also considered that by excluding 5‐point ratings there might be a tendency for Job Capacity
Assessors to either overrate those individuals with a functional loss towards the 10 point rating or
alternatively deny a legitimate loss of function
The results of the useability testing indicated that ignoring 5‐point ratings in the total score
calculations would disadvantage a small proportion of claimants, i.e. 2 per cent of claimants became
eligible under the revised Impairment Tables when the 5‐point ratings were counted (due to the
small sample size the confidence factor is 0‐4 per cent).

Table 5 (Spinal function)
Assessors suggested that the revised spinal function table had insufficient examples, for example,
insufficient examples to rate conditions affecting the cervical spine (neck movement). The HPAU was
consulted and an approach of splitting the spinal function table into two tables was suggested, i.e.
one impairment table for functions of the cervical spine and another impairment table for the
thoraco‐lumbar‐sacral spine.
Splitting Table 5 in this way may not be consistent with the Advisory Committee’s suggested
movement away from a body‐system based assessment approach. The future direction
recommended by the Advisory Committee is towards to an assessment approach based on
functional abilities. In such a future model, the spinal function table and other mobility‐related
tables may be replaced by tables that focus on work‐related functional abilities such as lifting and
carrying, bending and reaching, pushing and pulling, moving around the workplace, etc.
Following consideration by members of the Advisory Committee with experience in this area, some
of the additional descriptors and examples suggested by the HPAU were incorporated into the
revised Table 5 Spinal Function.

Table 6 (Mental health function)
One assessor provided detailed feedback regarding draft revised Table 6 (Mental health function).
The assessor expressed concern that the revised table appeared to be biased towards psychotic
conditions and that a number of psychiatric disorders, including anxiety and depression may not be
adequately assessed. The assessor also suggested that the functional descriptors appeared to be
more suited to cognitive and intellectual impairments.
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This feedback was reviewed by Advisory Committee members and it was considered that the revised
Table 5 provides appropriate assessment of the work‐related functional impacts of the range of
mental health conditions. An additional social descriptor was added to the 20 point rating.

Table 10 (Intellectual function)
Assessors raised a number of issues regarding draft revised Table 10 (Intellectual function) during
the testing process. Some assessors had concerns about:


diagnosis of intellectual disability by a medical practitioner with corroborating evidence from
a psychologist recommended but not required in the draft table instructions



indicative IQ ranges suggested for 10‐point, 20‐point and 30‐point ratings (e.g. one assessor
concerned that suggested IQ ranges did not match the functional descriptors given for the
revised ratings; another assessor described a client with IQ just under 70 who would receive
only 10 points under draft revised Table 10)



the use of the Kimberley Indigenous Cognitive Assessment (KICA) for the purposes of
intellectual assessment, and limitations of the WAIS IV in assessing indigenous clients.

Assessors confirmed that three criteria need to be met for a diagnosis of intellectual disability, i.e.
current intellectual deficit, deficit in adaptive function, and onset during the developmental period
(0‐18 years), as specified in the draft revised Table 10 criteria.
These issues were considered by members of the Advisory Committee and the following changes
have been made to the revised Table for Intellectual Function:


the introduction to the table now specifies that the diagnosis of intellectual disability must
be made be a qualified medical practitioner with supporting evidence from a specialist
assessment by a psychologist



references to IQ scores have been removed from the 10‐point and 20‐point rating
descriptors.

Advice has been sought from the Australian Indigenous Psychologists Association (APIA) regarding
appropriate tools for the assessment of intellectual function for indigenous peoples. **This advice is
still awaited.

Table 11 (Hearing and other functions of the ear)
Assessors noted that the descriptors for balance difficulties in the 5, 10 and 20‐point ratings of this
draft revised table were not continuous (e.g. the 5‐point rating referred to occasional, mild difficulty,
the 10‐point rating referred to occasional but severe difficulty, with the 20‐point descriptor referring
to continual difficulty). Thus there could be ambiguity in determining a rating for a person with, for
example, frequent mild difficulty.
The descriptors were therefore modified to remove the severity references and replace these with a
progression of frequency ratings of occasional (5 points), more frequent (10 points) and continual
(20 points). This also addressed the potential difficulty for people attempting to self‐rate the
severity of their episodes of loss of balance or ringing in the ears.
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Table 12 (Visual function)
Two assessors suggested adding vision test results to the functional descriptors in the revised visual
function table. The concern was how to determine a rating if the medical report provided only
vision test results without describing any functional impacts.
The Advisory Committee considers it would be impractical to add vision test results to the revised
visual function table. Firstly, there is a huge range of potential test results and secondly, this would
be reverting back towards the current vision tables which rely on the assessor having medical
knowledge of ophthalmological test results. It was noted that the revised table will require
assessors to interview the person and observe their abilities as well as reviewing corroborating
medical evidence. If there is doubt about the assessment rating, referral to the HPAU may be
appropriate to assess whether the person’s reported functional difficulties are consistent with the
results of vision testing and medical diagnosis.

Table 13 Continence function
One assessor suggested that there was an inconsistency between the 10 and 20 point ratings for
bladder incontinence, where it appeared that minor leakage occurring at least every hour could
attract 20‐points whereas major leakage occurring on most days attracted only 10 points.
The descriptors were therefore revised so that minor leakage attracts 10 points and major leakage
occurring at least every day and continual dribbling of urine throughout the day both attract 20
points.

8.7

Conclusions from testing

Given the sample size the useability testing provided appropriate coverage across all tables for a
reasonably representative sample of DSP customers. The reliability and validity testing has shown,
in regards to the revised Impairment Tables, that Job Capacity Assessors found it marginally more
difficult to determine which specific table to assess a person’s impairment under but once a table
was selected the ease of using the tables was fractionally better.
Many of the issues raised by the Job Capacity Assessors, through the useability testing, will inform
training requirements and the development of FaHCSIA’s Guide to the Impairment Tables.
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9.0

Conclusions and recommendations

9.1

Conclusions

Following consideration of contemporary practice in work‐related impairment assessment,
stakeholder feedback regarding the current Impairment Tables and other data, the Advisory
Committee has drawn the following conclusions:
 The current Work‐related Impairment Tables used in the Disability Support Pension
assessment process have a number of significant limitations, including:
o

subjectivity of some rating criteria

o

unclear definition of several terms and descriptors

o

use of outdated terminology

o

inconsistent consideration of aids and equipment (assistive technology)

o

insufficient guidance on the selection of tables and the use of multiple tables

o

inconsistencies in some rating levels across the tables

o

use of a medical diagnosis, body system‐based approach that is not particularly
effective in assessing the functional abilities required for work and/or training activities

o

over‐use of the ‘Miscellaneous’ table (Impairment Table 20)

o

complexity and/or low utilisation of some of the current Impairment Tables

o

content of the current Impairment Tables not suited to the range of medical and allied
health professionals now using the tables.



Feedback from stakeholders in the disability sector and medical and allied health professions
indicates that significant revisions to the current Impairment Tables are required.



Contemporary research and practice in the rehabilitation and income support fields suggests
that a functional basis to work‐related impairment assessment would be more appropriate
and productive.



There is strong stakeholder support for the Impairment Tables to be more functionally‐
based and to be consistent where possible with the World Health Organization International
Classification of Functioning, Disability and Health (WHO ICF).



Stakeholders have also suggested that the Impairment Tables and the DSP assessment
process should recognise the right of people with disability to participate in work. The
Advisory Committee also recognises the health and social benefits of work.



The Advisory Committee has drafted a set of revised Impairment Tables which have been
subject to useability testing by Job Capacity Assessors.



The useability testing has shown that there is a general downward movement across tables.
While the Job Capacity Assessors were able to apply the revised Impairment Tables with a
good match of medical conditions to appropriate functional impact there is a need for
targeted training informed by the outcomes of the useability testing.



Assessors will require appropriate training in the use of the revised Impairment Tables.



The Treating Doctor’s Report (Medical Report) form is also in need of revision.
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9.2

Recommendations

The Advisory Committee makes the following recommendations:
1. The draft revised Impairment Tables shown at Appendix F to this report should replace the
current Work‐related Impairment Tables for Disability Support Pension.
2. Feedback should be sought regarding the draft revised Impairment Tables from
organisations listed in Appendix B of this report prior to introduction of the revised
Impairment Tables.
3. Centrelink and CRS Australia assessors should receive appropriate training in the use of the
revised Impairment Tables prior to implementation of the revised Impairment Tables. HPAU
professionals should also receive orientation to the revised Tables.
4. FaHCSIA and the Department of Human Services should monitor the initial implementation
of the revised Impairment Tables and undertake a comprehensive evaluation of the results
over the first 18 months following implementation. The Impairment Tables should be
reviewed regularly thereafter, i.e. at least every five years.
5. In determining a total impairment rating 5‐point ratings should be included to reflect the
total impact of functional impairment and maintain the integrity of the rating scale.
6. The assessment of the impairment rating and the assessment of work capacity need to be
maintained as two separate but equally weighted tests. The need to undertake two
separate tests should be emphasised with Job Capacity Assessors and highlighted in any
training and assessment materials.
7. The Treating Doctor’s Report (Medical Report) form should be reviewed to ensure that
adequate evidence of the claimant’s medical diagnosis and functional impairment is
available to assessors.
8. The ability to generate the Treating Doctor’s Report form data from medical practice
software should be investigated.
9. FaHCSIA should liaise with the relevant specialist colleges to inform and educate medical
practitioners about the overall assessment process for Disability Support Pension, the health
and social benefits of participation in work and any revisions to the Treating Doctor’s Report
form.
10. FaHCSIA should aim to implement Impairment Tables that are fully functionally‐based within
the next decade, i.e. a further revision of the Impairment Tables so that the all of the tables
reflect key functions/activities required for participation in work or training.
11. The HPAU should monitor and report on the advice sought and utilisation of HPAU by Job
Capacity Assessors in applying the revised Impairment Tables. The HPAU should ensure that
this information is provided as feedback to FaHCSIA and the Department of Human Services
so that the information can be reflected in procedures and training for assessors.
12. FaHCSIA should ensure that the revisions to the Impairment Tables for Disability Support
Pension are considered in any Government response to the Productivity Commission Inquiry
into a National Disability Insurance Scheme.
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Appendix A

Advisory Committee Membership

Name

Committee Position Organisation

Ms Serena Wilson
Dr Nick Hartland

Dr Ken Baker
Dr Peter Wilkins
Professor Peter Mudge

Chair (Meeting 1)
Deputy Chair
A/g Chair (Meeting 2)
A/g Chair
(Meetings 3 and 4)
Ex‐officio Member
and A/g Deputy Chair
(Meeting 3)
Member
Member
Member

Dr Kathleen McCarthy
Dr Matthew Frei
Dr Martin Nothling

Member
Member
Member

Dr Rebecca Mathews
Mr Graham Douglas‐Meyer
Mr Kevin Cocks
Ms Natasha Layton
Dr Rhonda Galbally

Member
Member
Member
Member
Member

Mr David Crosbie

Member
(Meetings 1 and 2)
Member
(Meetings 3 and 4)
Ex‐officio member
Ex‐officio member

Ms Peta Winzar
Ms Sharon Rose

Ms Rachelle Irving
Mr Carl Princehorn
Mr Derek Pigram
Ms Vicki Beath
Ms Melissa Lond
Dr Warren Harrex
Ms Jenny Pearson
Mr Andrew Hatch
Ms Catherine Dalton
Ms Lisa‐Marie Mail
Ms Rachel Gibson
Ms Natalia Nikolic

Ex‐officio member
(Meeting 1)
Ex‐officio member
(Meetings 2, 3 and 4)
Ex‐officio member
Consultant
Secretariat
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Deputy Secretary, FaHCSIA
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National Disability Services
Royal Australasian College of Physicians
The Royal Australian College of General
Practitioners
Royal Australasian College of Physicians
Royal Australasian College of Physicians
The Royal Australian and New Zealand College of
Psychiatrists
The Australian Psychological Society
Australian Federation of Disability Organisations
Queensland Advocacy Inc.
OT Australia
National People with Disabilities and Carers
Council
Mental Health Council of Australia
Mental Health Council of Australia
CRS Australia
Department of Education, Employment and
Workplace Relations
Centrelink
Centrelink
Department of Veterans’ Affairs
Jenny Pearson & Associates Pty Ltd
FaHCSIA
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Appendix B

Participants in Govdex Consultations

The following is a list of the organisations who were invited to participate in the GovDex
consultation process. The second column shows which organisations accepted the invitation and
nominated representative(s) to contribute and the third column shows those organisations which
contributed comments and/or submissions. In some cases, comments were received from more
than one representative of an organisation.
Organisations invited to participate
Able Australia
Alcohol and Other Drugs Council of Australia
Allied Health Professionals Australia
Alzheimers Australia
ANU Academic Unit of General Practice & Community Health
Arthritis Australia
Asthma Australia
Austin Health (transplant expert)
Australian and New Zealand Association of Neurologists
Australian Cardiovascular Health and Rehabilitation Association
Australian College of Audiology
Australian Medical Association
Australian Orthopaedic Association
Australian Orthotic Prosthetic Association
Australian Pain Management Association
Australian Pain Society
Australian Physiotherapy Association
Australian Rheumatology Association
Australian Society of Clinical Immunology and Allergy
Australian Society of Otolaryngology Head and Neck Surgery
(ASOHNS)
Beyond Blue
Blind Citizens Australia
Brain and Mind Institute
Brain Injury Australia Inc
Cancer Council
Cardiac Society of Australia and New Zealand
Centre for Developmental Disability Health
Centre for National Research on Disability and Rehabilitation Medicine
Children with Disability Australia
Chronic Pain Australia
Clinical Oncologoical Society of Australia
CP Australia
Deaf Australia Inc
Deafness Forum of Australia
Diabetes Australia

Contributed comments
and/or submissions ()














Continued overleaf:
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Organisations invited to participate
Disability Resources Centre
Epilepsy Australia
Headwest (Brain Injury Association of WA Inc.)
Interest Group of the Australian Psychological Society ‐ People with
Intellectual and/or Developmental Disability and Psychology
Interest Group of the Australian Psychological Society ‐ Rehabilitation
Psychology
MS Australia
Muscular Dystrophy Australia
National Association of People with HIV/AIDS ‐ Australian Federation
of Aids Organisations
National Council on Intellectual Disability Inc
National Legal Aid
and Legal Aid Directors' Secretariat
National Mental Health Consumer and Carer Forum
National Welfare Rights Network
Nerve Research Foundation
Osteoporosis Australia
Pain Management Research Institute
People with Disability Australia Inc
Physical Disability Australia Ltd
Princess Alexandra Hospital (dialysis expert)
Psychiatric Rehabilitation Australia
Public Health Association of Australia
Rheumatology Health Professionals Association
Royal Australasian College of Surgeons
SafeWork Australia
Speech Pathology Australia
Spinal Cord Injuries Australia
The Audiological Society of Australia
The Australasian College of Dermatologists
The Australasian College of Sport Physicians
The Australasian Podiatry Council
The Australian and New Zealand Society of Nephrology
The Blackdog Institute
The Endocrine Society of Australia
The Orthoptic Association of Australia
The Renal Society of Australasia
The Royal Australian and New Zealand College of Obstetricians and
Gynaecologists
The Royal Australian and New Zealand College of Ophthalmologists
Thoracic Society of Australia and New Zealand
Victorian Brain Injury Recovery Association
Vision Australia
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Appendix C

Stakeholder Comments from Govdex Consultations

Stakeholders provided a range of comments and submissions through the Govdex consultation
website regarding the current Impairment Tables for Disability Support Pension. A selection of the
stakeholder comments are presented below.
Many stakeholders have not given express consent for publication of identified input to this review,
therefore comments are not attributed to individual stakeholders and only the category of
stakeholder is identified.

Comments regarding specific tables
Note that no specific stakeholder comments were received in respect of some tables (e.g.
Impairment Tables 16, 18, 19, 22.)
Table 1 – Loss of cardiovascular and/or respiratory function: exercise tolerance
When I was performing DSP assessments, I found this table to be the most useful of all. However, it
has the weakness that it relies on self‐reporting by the applicant. Rarely was the reported level of
disability supported by any independent assessment. . . an objective measure is essential. I can think
of none more reliable than a treadmill type test (assuming there is no lower body musculo‐skeletal
limiting disorder). Even then the test must be performed by an independent observer who is prepared
to make commentary of opinion regarding the genuineness or otherwise of the patient's effort.
(Comment from a medical organisation)

Table 2 – Loss of respiratory function: physiological measurements
Spirometry provides an objective measure but is easily defrauded. The test should be performed by
an experienced operator who is able to determine whether the patient made a genuine maximal
effort. Further, respiratory patients have good days and bad days. If a poor ratio is reported, then the
test should be repeated on another day. Further, tests are dependent on recent medication history.
If a patient wants to get a bad report for the application, they need only discontinue their preventive
medications for a few days before the test. Maybe get the person to sign a statement to the effect
that they have been taking their medications. (Comment from a medical organisation)

Table 3 – Upper limb function
I would suggest for the guidance of the assessor that the terms mild, moderate and severe be defined
as otherwise it is overly subjective. Such assessments are subjective by nature when one is assessing
function based on history but defining such would minimise this. (Comment from a medical
organisation)
The upper limb table is too subjective, not easily reproducible, needs better clinical definition, scale
are too broad. I cannot support the table in current form. (Comment from a medical condition peak
body)

Table 4 – Function of the lower limbs
Lower limb scale again too subjective. Two observers on same patient will have a potential for wider
discrepancy. Needs better clinical definition. . . I cannot support this table as valid in a clinical
setting. (Comment from a medical condition peak body)
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Table 5 – Spinal function
I am concerned about an applicant being able to attract a rating simply on range of motion.
This would mean an aged person with natural loss of range but no/infrequent pain and 3/4 loss of
range who could adequately work as an accountant could get a rating. I think this table should be
more function based in definitions/score e.g. as per AMA guides using DRE definitions. (Comment
from a medical organisation)
NSW Workcover's adaptation has abandoned range of movement completely and so should we. Age
factors, voluntary subjective restriction, could distort results. Not reproducible. I prefer not to use
this table. (Comment from a medical condition peak body)
Currently the spinal assessments are based on range of movement (ROM). This is a poor indication of
loss of function and is unreliable to measure . . . We suggest diagnosis based system be used which
also accounts for changes to function in ADL. (Comment from a medical organisation)

Table 6 – Psychiatric impairment
Table 6 currently has a very narrow clinical focus. . .There is no mention of allowing a person with
mental illness to provide information about their condition, even though they are experts in relation
to their own situation and illness. . . with the mental health consumer’s permission, a wide variety of
stakeholders should have the opportunity to provide input, including their carer(s), GP, peer support
workers etc. . . the table’s criteria and ratings too technical and rigid. The use of simple assessment
tools and considerations about how someone is managing their illness and how they are coping with
work‐related activities would be more relevant. (Comments from a disability peak body)
The categories are quite confused in my opinion. For example, a mildly depressed person (10 points)
might “avoid friends, neglect family, be unable to do housework” (30 points) ‐‐ similarly see "serious
impairment in judgement" (40 points) could occur with more minor psychiatric impairments. Also no
reference to treatment by a psychologist which would be far more the norm for anxiety disorder,
PTSD etc. (Comment from academic in behavioural sciences)
It is recommended that the guidelines be amended to refer to evidence based treatments, and that
psychological treatments be given equal weight to psychiatric treatments. . . It is recommended that
the requirement for a personality disorder diagnosis be removed from the table, and that instead
personality be assessed in the same manner as other problems. . . Acknowledging that the tables
assess medical impairment, the use of the term psychiatric appears to be overly value laden. It
suggests that mental health problems are best viewed from a psychiatric model; that psychiatric
diagnosis is most appropriate; and that psychiatric treatment is preferred. It is recommended that
the person(sic) psychiatric impairment be replaced with the term mental health impairment.
(Comment from allied health profession organisation)
. . . it is important to assess job capacity separately from diagnosis of mental health condition because
there is no direct relationship between the presence of psychiatric disorder and working, either in
terms of employment status or work performance. (Comment from academic in psychological
medicine)
We agree with (another organisation)’s comments regarding the need for the Tables to continue to
take into account the fact that severe symptoms associated with intermittent psychiatric conditions
may ‘wax and wane’ . . . A person with episodic psychiatric disability characterised by periods of
severe impairment needs certainty of income support, such certainty enhancing work capacity and
prospects when they are asymptomatic. (Comment from a disability peak body)
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Table 7 – Alcohol and drug dependence
The pattern of drug/alcohol use is only a minor component of the disability arising from substance
abuse. Some heroin addicts and many alcoholics continue to function at high levels in complex tasks.
In my 30 years of treating patients with drug and alcohol disorders, I do not believe that the
quantities and/or frequency of consumption relate at all proportionately to the level of functional
loss.
Functional capacity is more closely related to the psychiatric disorders that accompany drug taking
and association with the drug subculture. It is immaterial whether the psychiatric disorder led to the
substance abuse or the substance use created or unmasked psychiatric disorders. . . . Many addicts of
illicit drugs incur disability not from their consumption of drugs but from the time taken to shop for
illicit drugs or the time taken to engage in illicit activities necessary to obtain the large cash amounts
necessary to pay for their habit.
I propose that the parameters relating to points assignment for drug and/or alcohol abuse should be
defined in terms of functional outcome, and that functional outcome is a complex of determinants
which does not have a linear relationship to either quantity of consumption or frequency of
consumption. (Comment from medical organisation)
The mere existence of end‐organ damage is not a simple measurable factor contributing to disability.
Hepatitis C and cirrhosis range from benign conditions to terminal diseases, with the spectrum in both
cases weighted towards the more benign manifestation of the disorder. Blood‐borne viruses from IV
drug use can be acquired after a single ingestion, and bears no relation to the severity of the drug
addiction (except that frequent users and less socially responsible users have a higher probability of
acquiring such diseases). The degree of end‐organ damage, if it is to be a factor, should be assessed as
diseases in their own right and not be used as a measure of severity of drug/alcohol addiction.
(Comment from medical organisation
There is confusion between the effects of drug/alcohol use and dependence on substances. An
individual can be dependent on substances whilst experiencing little effect on daily functioning or
work capacity. I think the tables need to get out of the ‘dependence’ terminology which is pretty
difficult to diagnose anyway, and more into usage and effects.
In reading the tables on psychiatric impairment and this table, it is unclear where other ‘addictions’
would be assessed. For example, gambling can be a severe and debilitating addiction and causes
considerable impairment. The criteria used to rate drug and alcohol dependence seems more relevant
to gambling addiction than the criteria used for psychiatric impairment, and yet I would assume that
gambling should be considered under psychiatric impairment.
It is recommended that this section be renamed Addiction and Dependence, and that it be drafted to
include problems such as gambling and internet addiction. (Comment from allied health profession
organisation)

Table 8 – Neurological function: memory, problem solving, decision making abilities and
comprehension
Recent research into neurological functioning of people with HIV has shown that up to 40% of people
with HIV experience some cognitive impairment related to their infection. This is because the antiviral
treatments do not completely eliminate infection in the brain and some neurological damage can be
done to people before they commence treatment with antivirals‐‐ damage which cannot be
completely reversed.
This manifests as several conditions, the most common which is HIV Associated Neurological Disorder
(HAND) which most noticeably affects the ability of people to multi‐task. Their stress and frustration
levels can rise when they realise they cannot complete brain tasks as quickly as they once could – a
typical scenario might be that a person without this condition might take 8 hours to do a task but the
person with HAND will take 10 hours. I think people with HAND will in many cases be better to do
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part‐time work rather than full‐time and I think this condition must be considered in assessments for
the DSP. In many cases I believe it will constitute a twenty point consideration. (Comment from a
disability peak body)
If this is the only table referring to cognitive functions then the descriptors should encompass all
cognitive functions. In addition to those mentioned these would include attention, speed of thinking,
visuo‐perceptual functions. and executive functions which in addition to problem‐solving and
decision‐making include self‐awareness, abstract reasoning, planning and the ability to think flexibly
and to control and monitor behaviour. Behavioural changes associated with acquired brain injury do
not appear to be adequately covered in the Psychiatric Table. (Comment from disability peak body)
It is recommended that . . . the Tables include a comprehensive set of rating criteria of neurological
function that can be used to assess work related impairments of the somatosensory, motor, cognitive
and behavioural aspects of neurological function. . . the table for neurological function should
mention that as people with acquired brain injury are characterised by the complexity of their needs,
the assessor should also consider whether the person has one or more co‐morbid, debilitating, health
condition/s, particularly with respect to affective mental health disorders; and whether the person
has dual or multiple disabilities, particularly with respect to a diagnosis of psychiatric, intellectual and
sensory disability. . . the Table for neurological function should allow for a consideration of the
person’s capacity for independent living, such as that described in the current Table for the
assessment of intellectual disability. (Comments from a disability peak body)
A specialist report needs to be obtained from a speech pathologist about the functions of
comprehension, memory for language, visual and auditory memory as the profession is university
trained to assess these functions. (Comment from allied health profession organisation)
Another significant issue is that people with ABI may have relatively minimal impairments physically
and present well behaviourally but have very poor short term memory. (Comment from a disability
peak body)
Given the rising prevalence of dementia in the general population and particular cognitive issues that
can affect people ageing with HIV . . . we propose that specific reference should be made to dementia
in the introduction to TABLE 8. We also propose that particular reference be made to early‐onset
HIV‐related dementia . . . (Comment from a disability peak body)

Table 9 – Communication function – receptive and expressive language competency
A speech pathologist should provide the specialist report. (Comment from allied health profession
organisation – suggested descriptors for points rating scale also submitted)

Table 10 – Intellectual disability
In the context of this review Table 10 is satisfactory. The IQ levels and the two social functioning areas
capture people (within appropriate margins of error) who require intensive and specialised support to
gain and be maintained in employment.
If the Impairment Tables are to be redesigned to 'focus more on ability' then (this organisation) would
like to see two changes:
1. A classification of intellectual disability not be tied to an inability to work for a set number of hours.
Rather that a score of twenty denotes that the person has an intellectual impairment such that they
need intensive and specialised support to gain and maintain employment. Be this for 1 hour or 40
hours per week.
2. That all people with intellectual disability be assumed to have the capacity for work (with an
assumption of incapacity being the exception not the norm). (Comments from a disability peak body)
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Why does this table specify the use of the Wechsler Adult Intelligence Scale – Revised – WAIS‐R.? To
begin with, this is not the most recent version of the WAIS. There have been two more recent
versions, the WAIS‐III and the WAIS‐IV. Secondly and more importantly, this is not necessarily the
gold standard for intelligence tests. A more comprehensive battery e.g. Kaufman Adolescent and
Adult Intelligence Test (KAAIT). More importantly, however, is the practitioner’s decision about
which test to administer. For example, the WAIS tests are completely inappropriate for a client who
does not have a good command of English. You cannot even use the nonverbal battery because (a)
the instructions are in complex English, and (b) if an interpreter is used, the client may glean some
understanding of what is required from the English‐speaking psychologist and then have the
instructions repeated in their own language, thereby getting two bites at the cherry so to speak.
There is also the issue that the tests are timed, and so therefore disadvantage clients who can get the
correct answer but not within the time limit. With many clients, an untimed test is therefore a better
way of assessing their abilities. Also clients tend to lose motivation on the Wechsler tests because
you have to keep on administering items until they have failed 5 times – they know they are failing
and just lose heart. In many other tests it is not as apparent when they are failing and the
psychologist can keep morale up.
One reason why I use the Kaufman Brief Intelligence Test a lot in my practice is that it is untimed and
the nonverbal section can be administered virtually using hand gestures – no complicated English
instructions. There are other tests which could be used for nonverbal intelligence or for non‐English
speakers.
Regarding the adaptive behaviour and independent living aspects – the pendulum has swung the
other way and there is no suggestion of actually having to use a reliable and valid test of either of
these areas. The language is unclear – what is a moderate to severe behavioural problem? Anyway,
adaptive behaviour in psychological parlance does not reflect only behavioural problems; it also
reflects communication skills, activities of daily living, and socialisation. A person with ID may have no
behaviour problems per se – i.e. they are nice, polite, get along with their family, don’t punch holes in
the wall – but could not catch a bus or get money from an ATM. Therefore, the Scales’ use of
adaptive behaviour is in conflict with psychological use of the term, and confuses adaptive behaviour
with capacity for independent living. (Comments from academic in behavioural sciences)

Table 11.1 – Gastrointestinal: stomach, duodenum, liver and biliary tract
There is no introduction to this TABLE. We propose that given the fact that these debilitating
symptoms can be associated with a wide range of co‐morbidities to which other Tables may seem
more immediately relevant, applying this TABLE may be overlooked or inadequately considered –
with the result that these particularly difficult symptoms are not given sufficient consideration.
(Comment from a disability peak body)

Table 12 – Hearing function
If the testing is undertaken without hearing aids it seems reasonable to also undertake testing with a
cochlear implant speech processor turned off.
Currently the Tables use 0.5‐4 kHz inclusive. They have been taken from the NAL 1988 Tables for
determining the percentage loss of hearing. In my opinion the extension Tables in NAL 1988 Tables for
4, 6 and 8 kHz should also be included to be used.
In addition, the tables are silent as to the standards for the hearing test. In my opinion the standard
must be such as to be able to obtain valid air and bone conduction hearing levels, that is a sound
proof booth. The standards used must be stated in the report as well as the name of the tester, their
qualifications, and the date of the test.
If the General Practitioner has any concerns they should refer to an ENT Specialist. (Comments from a
professional organisation in this field)
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Table 13 – Visual acuity in the better eye
(This organisation) considers the current impairment tables inadequate to assess the level of
impairment of someone being considered for the Disability Support Pension and Disability Support
Pension ‐ Blind.
(This organisation) does not believe that medical diagnosis only should be taken into account when
making the assessment, as there are many other factors which impact on a person’s ability to live
with a vision impairment.
. . . There are a number of defects in the tables that do not adequately reflect impairment in daily
living skills for work related activities. These include the vision standards for driving when
employment is dependent on a driving license, ability to read and access printed material and the
ability to travel independently.
(This organisation) supports the concept of functional need and impact on the individual of any visual
loss with consistent standards for determination used by all federal authorities. The same standards
should also be used by authorities assessing for Workers compensation assessments and accident
compensation schemes. . .
We recommend a clearly defined point system rating for the definition of legal blindness to reduce
ambiguity and the opportunity for misinterpretation. . . and recommend that the measurement of
visual acuity be changed to a Logmar standard of 6/60 as the current internationally accepted gold
standard of testing vision.
. . . The tables do not reflect current medical practice of cataract removal and replacement and the
differing scenarios of the reasons for cataract removal such as congenital cataract removal where
visual outcomes may be compromised or cataract removal following accident or trauma. It does not
reflect the age of cataract removal and loss of accommodation in someone under 50 years of age or
the difficulty, functionally, of someone with a uniocular cataract or aphakia. (Comments from an
organisation specialising in services for people with vision impairment)
Photophobia, which is the excessive sensitivity to light which leads to discomfort or pain, is currently
unrated in the Impairment Table. Photophobia can be permanent, particularly for individuals with
glaucoma, retinal dystrophies and albinism and is often present simultaneously with another visual
condition. Photophobia can make it functionally difficult to identify changes in location, impacting on
independent mobility. We believe that this should be revised to attract an impairment rating.
Keratoconus is also not considered in the Impairment Table. Keratoconus is the thinning of the central
zone of the cornea, which leads to distortion and the development of a cone‐like bulge, resulting in
significant vision impairment. One in two thousand people has keratoconus which causes visual
acuity, contrast sensitivity and optical image degradation. Most corneal dystrophies lead to severe
eye discomfort, which cannot be detected in the testing of visual acuity and visual fields. Where
keratoconus is treated through surgery, individuals may be able to achieve very good functional
vision. However, there may be instances where treatment, such as a corneal graft, may not be
suitable and could potentially cause more damage. Where this risk exists and the condition is of a
severe nature, assessment for the eligibility of DSP should be available. This should be assessed with
the supporting opinion of a qualified medical practitioner. (Comments from a disability peak body)

Table 14 – Miscellaneous eye conditions
The diplopia guidelines do not reflect the inconvenience of someone functioning in a visual world of
print access or driving for employment with diplopia that may be close to fixation. The table does not
reflect a variation between down gaze and all directions of gaze. It is also difficult to determine how
this fits in with other visual disturbances to make up the definition of permanent blindness.
Diagnosed Retinal Dystrophy with night blindness without central vision loss or documented field loss
may also be a difficulty for some people in various work situations and should attract a disability
rating. (Comments from an organisation specialising in services for people with vision impairment)
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Vision loss as a result of albinism is also not considered. Albinism refers to a group of inherited
conditions, which relate to little or no pigment in the eyes, skin or hair. Vision problems in albinism
occur due to abnormal development of the retina and abnormal patterns of nerve connections
between the eye and the brain. People with albinism often experience significant problems with
visual acuity but may not meet the criteria of legal blindness. The combined effects of albinism should
be considered as part of an assessment.
Optic nerve damage leads to an overall reduction in visual acuity and is also not included in the
Impairment Table. People with optic nerve damage describe their vision as blurry, impacting on the
clarity of vision and overall functional aptitude. Optic nerve damage is permanent and cannot be
corrected or improved. (Comments from a disability peak body)

Table 15 – Visual fields
The visual field loss tables are also inadequate to reflect modern practice of visual field testing and
disability. They do not take into account loss of a drivers licence for field loss. The current acceptable
standard is as recommended by Austroads 10 and only mentions a quantifiable midline measurement.
(This organisation) suggests that an Esterman standard test on a Humphrey field analyzer be
recommended. The standard for driving is recommended to be 120 degrees across the midline from
central gaze and with 20 degrees above midline and 20 degrees below midline to maintain a drivers
licence. These standards are based on the United Kingdom driving standards for visual fields 11 . It
ensures consistency and repeatability in testing visual fields for driving and is readily available in most
ophthalmology and optometry practices in Australia.
Diabetic retinopathy and other visual conditions often shows extensive but broken visual field loss
resulting in functional loss of visual field that does not fit into the categories as described.
Guidelines as to how visual fields should be tested and what glasses correction should be used should
also be included to make the testing consistent.
We . . . recommend that a Bjerrum screen test be the base line standard for testing for field defects in
legal blindness as this remains the most reliable test for people with low vision and a cost effective
base line test. (Comments from an organisation specialising in services for people with vision
impairment)
Visual acuity and visual fields are accepted as the visual standards for assessing legal blindness. The
Impairment Tables currently focus very strongly on visual field restrictions or squint associated with
stroke, with limited focus on central vision conditions, such as conditions of the macular and cornea
amongst others. As an example, macular degeneration is not listed within the Impairment Table, a
condition which impacts one in seven people aged over 50, with the incidence increasing with age.
(Comments from a disability peak body)

Table 17 – Renal function
The terminology and adjectives used seem very broad/non specific and suggest that dialysis will cause
a number of symptoms that are irreversible. Dialysis since the 1980s and 1990s has significantly
changed and in isolation should afford most people a reasonable energy level etc. The
symptomatology often described by patients is due to their other co‐morbidities e.g. cardiac fatigue,
depression, unstable diabetes, gait disorders due to neuropathies, strokes, etc. A well dialysed
patient with an optimised red blood cell count should be able to perform most activities if end stage
renal failure is their only co‐morbidity. (Comment from a professional organisation in this field)

10
11

Austroads, www.austroads.com.au
Refer to www.dft.gov.uk/dvla/medical/ataglance
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Table 20 – Miscellaneous – malignancy, hypertension, HIV infection, morbid obesity (ie BMI >40),
heart/liver/kidney transplants, miscellaneous ear/nose/throat conditions & chronic
fatigue or pain
. . . we propose that the introduction to the TABLE should be revised, so as to provide more guidance
in using system‐specific TABLES in addition to this one. (Comment from a disability peak body)

Table 21 – Intermittent conditions
The language used to describe epileptic seizures is not current. . . Current terminology does not use
the term ‘grand mal’ or ‘petit mal’. The accepted terminology would be to simply use the word
‘seizure’. The word seizure includes all types of seizures, irrespective of how they manifest. . . The
term asymptomatic implies that the person living with epilepsy does not experience any symptoms
related to their epilepsy between seizure events and that the seizure itself is solely responsible for the
degree of impairment. However, this does not accurately reflect life for many people living with
epilepsy. For example, if someone were to experience simple partial seizures that involved intense
feeling of terror, gastric upset and hallucinations, then although this may occur ‘intermittently’, the
experience itself can remain with the person constantly and significantly inhibit their capacity to gain
and maintain employment. . .
All aspects of living with epilepsy should be considered not just ictal and post ictal stages of having a
seizure. . .
For some people living with epilepsy the impact and symptoms of a seizure can occur at all stages.
Table 21.1 Intermittent attack – severity
The severity of seizures are rated 0‐6 and is reliant on the person’s ability to describe the seizure and
record these accurately. Again memory loss is a concern here.
Table 21.2 Intermittent attack – duration
This table is defined by the time of the seizure (or recovery or postictal phase). However, if a seizure
were to last beyond five minutes, which on the table is represented by descriptions short, medium or
prolonged, a serious medical emergency would be indicated in terms of a seizure. Given that it is
generally accepted that neural damage occurs when a seizure lasts more than 5‐10mins, this table is
certainly weighted against a person with epilepsy
Table 21.4 Assignment of rating
Let’s use an example:
Jane experiences on average 90 seizures a year – most are complex partial seizures which involves
Jane aimlessly walking around, picking at her clothes – she is not conscious during these events. Most
of these seizures last 3‐5mins. Jane remains confused and tired for up to two hours after these
events.
Using the tables for the ictal phase:
21.1 Severity = SIX (due to definition that self care is impossible)
21.2 Duration = transient (seizure generally under 5mins)
21.3 Severity grading code = F
21.4 Assignment Rating =10 points
Using the tables for the post‐ictal phase:
21.1
Severity = TWO
21.2
Duration = Medium
21.3
Severity grading code = C
21.4
Assignment Rating = 5 points
Combined, Jane’s score is 15 points, and she would not be eligible for a DSP, despite the high
frequency of the seizures. It is hard to imagine that Jane would be able to maintain 15 or more hours
per week in the open‐labour market at or above award wages without the need for on‐going support.
We believe that the unpredictability of seizures is a major determinant on assessing the impact of
epilepsy on their capacity to work, and that this critical aspect is not addressed by the current
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Impairment Tables. In this regard, epilepsy is unique in comparison to other conditions. In the above
example, if Jane experienced an aura (pre warning of an imminent seizure) then her capacity to work
would be significantly greater, albeit not likely in a full time capacity. It is suggested that a
predictability factor be calculated.
We therefore recommend that a single impairment table be created to cater for all aspects of living
with epilepsy and that include:
 pre‐ictal symptoms, preceding a seizure
 [ictal|] symptoms, an expression of the actual seizure
 postictal symptoms, following a seizure
 [interictal|] symptoms, when patients are not having any seizures
The single impairment table should include the following measures that focus on predictability,
frequency and duration, associated conditions and social factors:
 a measure for predictability ‐known pre‐ictal symptoms, triggers, aura (pre warning of an
imminent seizure),
 ictal symptoms, frequency and type of seizures
 post ictal symptoms following a seizure and duration
 interictal activity (neural activity in an epileptogenic region in the time between two seizures)
 checklist of common associated neurological conditions such as anxiety/depression, autism,
intellectual disability, cerebral palsy, memory function, cognitive function
 social factors‐ capacity of person to use public transport to gain and maintain employment
(especially important in more rural areas). (Comments from disability peak body)
We propose that references to ‘attack’ be replace with references to ‘attack or flare‐up’, or other
terminology that would take into account symptom flare‐up. (Comment from a disability peak body)

Issues for specific conditions
Dementia
. . . dementia (and perhaps other progressive conditions) merit a change in the current arrangements
under the Impairment Tables. This might take the form of a separate table and discussion of
progressive conditions in the Introduction to the Tables. (Comment from a disability peak body)

Mental illness
Mental illness is more complex than merely an effect on the body, and there is a cumulative effect
which this assessment direction ignores in terms of work readiness or ability. . .
The nature of mental illness is that it can fluctuate over an individual’s lifetime. In addition, requiring
a psychiatric condition to be permanent does not fit with philosophy of recovery. (Comments from a
disability peak body)

Acquired brain injury
It can be difficult to obtain the medical and other evidence to inform an assessment of work capacity.
People with acquired brain injury often do not have medical records, as they may not have had a
medical assessment, or they may have lost their records. This is particularly the case for people from
hard to reach groups, such as Aboriginal people, people from Culturally and Linguistically Diverse
Communities (CALD), and people living in remote, regional and country areas. The cost, which in some
cases is at least $200, and the waiting time, which can be up to two years for a neurological
assessment in WA, can also be a barrier. (Comments from a disability peak body)
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Intellectual disability
We now have evidence that people with 'moderate' intellectual disability (IQ <60) can be supported
to gain employment of more than 15 hours per week at or above the Federal Minimum Hourly Wage.
In most instances they do need ongoing support but as we build on this leading practice we do not
want to find ourselves in a situation where people will not take up additional hours of employment
because we have set the bar too low and to exceed our expectations will disadvantage them.
(Comments from a disability peak body)

Deafblindness
(This organisation) would also like to see included in these tables a guide to impairment for the dual
sensory loss of deafblindness that result in significant functional difficulty if both disabilities are
present. (Comment from an organisation specialising in services for people with vision impairment)

Vision impairment
The DSP Impairment Tables, as they currently stand, do not take into account the range of
circumstances which may functionally impair an individual’s ability to participate in the workforce. As
an example, individuals who are currently in the workforce with deteriorating eye conditions often
find it difficult to cope on many levels – at a minimum, to functionally cope with changes in their sight
and to cope with the requirements of their role which has become increasingly inaccessible. Having
to relearn daily living skills, which is crucial for personal development and in turn for employment, can
also have a significant impact on when a person will be employable.
The criteria for the assessment of the Impairment Tables also indicate that conditions must be
‘…investigated, treated and stabilised.’ There are a number of visual conditions where treatment may
not be available or suitable and stabilising of the condition may not be possible. An additional note
should be included recognising that this is not always achievable. (Comments from a disability peak
body)

HIV and other Chronic illness
Recent research on premature ageing of people with HIV suggests that people with HIV will suffer the
onset of ageing co‐morbidities at an earlier age than the rest of the population. People may well
experience cardiovascular events in their forties, diabetes is a common side effect of treatments (and
it is now thought, HIV infection itself) and a range of other co‐morbidities may present in people with
HIV in their forties or fifties as well as in older cohorts. (Comments from a disability peak body)
There is a cumulative burden of disease from the impact of various illnesses and conditions on the
body but sometimes this is about something not easily understood here. It is about the amount of
time required for self care to perform daily living tasks, the excessive numbers of medical visits and
trying to describe ‘low energy levels’ when these are not comparable with something normal like
‘being tired’ but are rather like excessive fatigue on a daily basis. (Comment from a disability peak
body)

Epilepsy
Unlike other conditions, some people living with epilepsy seeking the Disability Support Pension (DSP)
are unable to provide details related to seizure frequency or duration as they themselves are unaware
when they are experiencing seizures or their memory may be impacted due (to) their epilepsy
condition and hence they are unable to record when they occur. Recognition that the person or their
doctor/neurologist may not be able to give an accurate report of the frequency or duration of
seizures needs to be considered in the assessment process. . .
We understand that the impairment tables are designed not to be diagnosis or condition specific but
feel strongly that given the complexity of epilepsy and the broad range of functions that can be
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impacted a single impairment table would ensure a more accurate assessment. (Comments from a
disability peak body)

Need for a functional approach
This section (Introduction to the current Impairment Tables) seems to indicate that there is limited
capacity to consider ‘non‐medical’ factors’ when determining impairment. This seems to be contrary
to current thinking in other areas of impairment, such as the workers compensation system, and to
current thinking in the fields of health psychology, clinical health psychology, and rehabilitation
psychology.
The biopsychosocial model is currently the dominant paradigm in the psychology of health and illness,
and the biomedical model as articulated in the tables, is considered to be anachronistic. The
biopsychosocial model clearly indicates that a person’s health can only be effectively understood by
considering the interaction of biological, social, cultural, behavioural, psychological and other
variables. It is these variables that provide the context for health and illness, and help to differentiate
between illness and disease on one hand, and suffering/impairment in the other. (Comment from a
clinical psychologist)
. . . moving towards an assessment using the ICF framework may have advantages in mental health
and disability. For instance the extra effort that those with psychiatric disorder report having to make,
in order to do their work, e.g. to overcome poor motivation or anxious cognitions, can be assessed, as
could impairments in concentration and cognitive function through simple neuropsychological tests.
This approach may help disentangle the underlying impairment from the commonly cited causes of
difficulty at work such as perceived pressure or relationship issues, and could set up a policy relevant
research agenda in this area. (Comment from academic in psychological medicine)
The World Health Organization (WHO) guidelines on the international Classification of Functioning
and disability and health (ICF) recommend the use of a functional questionnaire to assess the impact
of disability on life function including the ability to work.
. . . (This organisation) recommends the adoption of a functional questionnaire, following the WHO
guidelines, to better recognize the impact of disability on all facets of a person’s life. An example
where the impact of vision loss cannot be quantified without the use of a functional questionnaire
would be cortical vision impairment, following head trauma. (Comments from an organisation
specialising in services for people with vision impairment)
(This organisation) contends that the Impairment Tables should include specific, evidence‐based
assessments of function and ability addressing the above issues, using criteria that are aligned to the
International Classification of Functioning, Disability and Health (ICF). . . (Comment from an allied
health profession organisation)

Other stakeholder comments relating to the current Impairment Tables
It is the view of the Medico‐Legal Committee that the tables do not adequately or accurately assess
the level of impairment of someone being considered for the Disability Support Pension. There are a
number of defects in the tables which make them ineffective in assessment impairments. (Comment
from a medical organisation in the field of vision impairment)
The definition of ‘permanent’ in the Introduction to the Impairment Tables should be more succinctly
stated so that the various elements of the definition are able to (be) readily identified and
understood. (Comment from a legal assistance organisation)
A better and clearly construed Medical report – Disability Support Pension form should be designed
which seeks evidence from the claimant’s treating doctors about matters that are directly relevant to
the DSP qualification criteria, including impairment ratings and other clinical information that is
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specifically referred to in the Impairment Tables and Introduction to the Tables. (Comment from a
legal assistance organisation)
(This organisation) believes that present assessment criteria in the Impairment Tables fail to make it a
reliable tool for physiotherapists. Feedback from physiotherapists is that:
 Criteria are non‐specific and over‐generalised and focus on range rather than ability . . .
 Some criteria do not account for bias such as age and population variations . . . and do not
provide any guidance on the weighting of various assessment criterion . . .
 Criteria are subjective . . .
 There is also a lack of consideration for certain functions which are indications and measures
of a person’s capacity for work . . .
 It is inappropriate for chronic pain to be categorised in Table 20, as it is significantly different
with specific assessment criteria for measuring pain.
 Reports used for assessment of eligibility criteria are inconsistent and sometimes do not
contain an appropriate level of detail. . .
(This organisation) also believes that the Impairment Tables should be specific about the type of
providers qualified to perform an assessment. A list of providers who are qualified to use each
Impairment Table should be provided, with this list determined through consultation with a
representative panel of providers and regularly updated. (Comment from an allied health profession
organisation)
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Appendix D

Current Impairment Tables

Schedule 1B–Tables for the assessment of work-related impairment for disability support pension
TABLES

FOR THE

ASSESSMENT

OF

WORK-RELATED IMPAIRMENT

FOR

DISABILITY SUPPORT

PENSION

History
Schedule 1B (Cover Page) amended by Act No. 173, 2007, by s.3, Schedule 1(36);
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INTRODUCTION
1. These Tables are designed to assess whether persons whose qualification or otherwise for disability support pension is being considered meet an empirically agreed
threshold in relation to the effect of their impairments, if any, on their ability to work. Work is defined in section 94(5) of the Social Security Act 1991. The Tables represent
an empirically agreed set of criteria for assessing the severity of functional limitations for work related tasks and do not take into account the broader impact of a functional
impairment in a societal sense. For this reason, no specific adjustments are made for age and gender. The outcome of the application of these Tables following an
assessment is termed work-related impairment and this term is used throughout this document.
History
Schedule 1B (paragraph 1 of the introduction) amended by Act No. 173, 2007, by s.3, Schedule 1(37);

2. These Tables are designed to assess impairment in relation to work and consist of system based tables that assign ratings in proportion to the severity of the impact of
the medical conditions on normal function as they relate to work performance. These Tables are function based rather than diagnosis based. The assessor should not
approach the Tables hoping to find various conditions listed for which he or she can read off a rating. One of the skills which needs to be developed in order to assess
impairment in this context is the ability to select the appropriate tables. The question which must be asked in each and every case is "which body systems have a functional
impairment due to this condition?"
History
Schedule 1B (paragraph 2 of the introduction) amended by Act No. 173, 2007, by s.3, Schedule 1(38);

3. These Tables give particular emphasis to the loss of functional capacity that a person experiences in relation to work. This is measured by reference to an individual's
efficiency in performing a set of defined functions in comparison with a fully able person. In using these tables ratings can only be assigned for conditions where there is an
associated current loss of function or where prolonged loss of function would be expected in most work situations.
4. A rating is only to be assigned after a comprehensive history and examination. For a rating to be assigned the condition must be a fully documented, diagnosed condition
which has been investigated, treated and stabilised. The first step is thus to establish a working diagnosis based on the best available evidence. Arrangements should be
made for investigation of poorly defined conditions before considering assigning an impairment rating. In particular where the nature or severity of a psychiatric (or
intellectual) disorder is unclear appropriate investigation should be arranged.
5. The condition must be considered to be permanent. Once a condition has been diagnosed, treated and stabilised, it is accepted as being permanent if in the light of
available evidence it is more likely than not that it will persist for the foreseeable future. This will be taken as lasting for more than two years. A condition may be considered
fully stabilised if it is unlikely that there will be any significant functional improvement, with or without reasonable treatment, within the next 2 years.
6. In order to assess whether a condition is fully diagnosed, treated and stabilised, one must consider:
•
•
•

what treatment or rehabilitation has occurred;
whether treatment is still continuing or is planned in the near future;
whether any further reasonable medical treatment is likely to lead to significant functional improvement within the next 2 years.
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In this context, reasonable treatment is taken to be:
•
•

treatment that is feasible and accessible ie, available locally at a reasonable cost;
where a substantial improvement can reliably be expected and where the treatment or procedure is of a type regularly undertaken or performed, with a high success
rate and low risk to the patient.

It is assumed that a person will generally wish to pursue any reasonable treatment that will improve or alleviate an impairment, unless that treatment has associated risks or
side effects which are unacceptable to the person. In those cases where significant functional improvement is not expected or where there is a medical or other compelling
reason for a person not undertaking further treatment, it may be reasonable to consider the condition stabilised.
In exceptional circumstances, where a condition was considered not stabilised and a permanent impairment rating not assigned because reasonable treatment for a specific
condition has not been undertaken, the assessor should:
•
•
•

evaluate and document the probable outcome of treatment and the main risks and or side effects of the treatment; and
indicate why this treatment is reasonable; and
note the reasons why the person has chosen not to have treatment.

History
Schedule 1B (paragraph 6 of the introduction) amended by Act No. 173, 2007, by s.3, Schedule 1(39);

7. A single medical condition should be assessed on all relevant Tables when that medical condition is causing a separate loss of function in more than one body system.
For example, Diabetes Mellitus may need to be assessed using the endocrine (19), exercise tolerance (1), lower limb function (4), renal function (17), skin disorders (18) and
visual acuity (13) tables. When using more than one Table for a single medical condition the possibility of double assessment of a single loss of function must be guarded
against. For example, it is inappropriate to assess an isolated spinal condition under both the spine table (5) and the lower limb table (4) unless there is a definite secondary
neurological deficit in a lower limb or limbs.
8. In general, pain or fatigue should be assessed in terms of the underlying medical condition which causes it. For example, Table 5 should be used for spinal pathology.
However, where the assessor is of the opinion that the Tables underestimate the level of disability because of the presence of chronic entrenched pain, Table 20 can be used
to assign a rating instead of the Table(s) that otherwise would be used to assess the loss of function to which the pain relates. Assessors must use their judgement and be
convinced that pain or fatigue is a significant factor contributing towards the person's overall functional impairment. Medical reports and the person's history should
consistently indicate the presence of chronic entrenched pain or fatigue.
History
Schedule 1B (paragraph 8 of the introduction) amended by Act No. 173, 2007, by s.3, Schedule 1(40);
Schedule 1B (paragraph 8 of the introduction) amended by Act No. 173, 2007, by s.3, Schedule 1(41);

9. Always use a Table specific to the functional impairment being rated unless the instructions in a section specify otherwise. The system-specific Tables provide
appropriate criteria with which to rate a disorder. The procedure is to identify the loss of function, refer to the appropriate system Table and identify the correct rating eg. a
person with a CVA (stroke) could be assessed under five different Tables: upper and lower limbs (3 and 4), neurological (8 and 9) and visual field disorders (15). Table
selection would depend on the functions affected.
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10. Ratings can only be assigned in accordance with the rating scores in each Table. Ratings cannot be assigned between consecutive ratings (eg. a rating of fifteen cannot
be assigned between ten and twenty). Nor can ratings be assigned in excess of the maximum rating specified by each Table (eg. if the maximum rating for a Table is 30, the
assessor cannot assign a greater rating than this figure). Ratings must be consistent with these Tables. No idiosyncratic assessment systems are allowed.
History
Schedule 1B (paragraph 10 of the introduction) amended by Act No. 173, 2007, by s.3, Schedule 1(42);

11. The scaling system for the Tables is based on points allocation with the number alongside each impairment descriptor representing the number of points to be allocated
for that impairment. Ratings between Tables are not always comparable although the ratings have been allocated on the basis of the likely impact of an impairment on work
ability. Where more than one impairment is present, separate scores are allotted for each and the values are added together giving a combined work-related impairment
rating.
12. A medical condition such as Vascular disease (Stroke) may cause brain damage to different parts of the brain eg. damage to the cortex causing
cognitive/comprehension impairments, damage to the speech centre causing aphasia (receptive or expressive communication impairments) and damage to the motor centre
causing hemiparesis. Each separate or additional loss of function must be assessed under the relevant Table(s), in this case Tables 8, 9, 3 and 4. This is not double
counting (also see paragraph 7). Double counting is where one functional loss is counted twice. For instance, where a condition causes a cognitive impairment, the
presence of mental confusion may suggest an extra communication impairment. However, if the speech centre of the brain is undamaged, the overall situation is regarded
as a single impairment.
13. These Tables have been scaled so that where two conditions cause a common or a combined functional loss, a single rating should be assigned for both conditions and
this should reflect the combined loss of function from each of the two conditions. For example, the presence of both heart disease and chronic lung disease may each cause
difficulty with breathing and reduced effort tolerance. The overall loss of function is a combined or common effect with a contribution from each condition. In this case a
single impairment rating is assigned based on overall reduction in effort tolerance using Table 1.
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Table 1.

Loss of Cardiovascular and/or Respiratory Function: Exercise Tolerance

Cardiovascular and Respiratory function is measured by reference to exercise tolerance. A rating is obtained from Table 1 by determining the lowest MET band which
causes restriction in activity from a cardiac or respiratory condition. 1 MET is defined as average oxygen consumption at rest which is 3.5ml O 2 /kg/min.
The judgement of assessors based on history and examination is to be used but in cases where a reliable history is difficult to obtain despite discussions with the treating
doctor or the history of exercise tolerance is inconsistent with clinical findings on examination, the results of an Exercise ECG or Respiratory Function Test may be obtained.
The appropriate MET level is calculated using the lists in Table 1.2.
Peripheral Vascular Disease is assessed under the lower limb Table 4. Varicose veins are assessed under either the Lower Limb or Skin Table. Hypertension is assessed
under Table 20. Where exercise intolerance is caused by a combination of cardiac and respiratory conditions, Table 1 is to be used and used only once. Episodic conditions
such as cardiac arrhythmias and episodic asthma should be assessed under Table 21 unless they are exercise induced.
Assignment of rating
Rating

Symptomatic Activity Level (METs)

NIL

7-8 or higher

FIVE

6-7

FIFTEEN

5-6

TWENTY

4-5

THIRTY

3-4

FORTY

2-3 or less

History
Schedule 1B (Table 1) amended by Act No. 173, 2007, by s.3, Schedule 1(43);
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Table 1.2

Metabolic cost of activities

Instructions
Listed below is a more comprehensive set of activities, with their corresponding MET level. One MET represents the energy level expenditure associated with the
consumption of 3.5ml O2/kg body weight/minute. Please use this list to assist you in determining an appropriate symptomatic MET level for the claimant.
In determining the symptomatic activity level, greater reliance is placed on activities which involve a steady expenditure of energy (eg. walking steadily for 10 minutes) as
opposed to a sporadic expenditure of energy (eg. playing one hole of golf). The former activities are more reliable indicators of exercise tolerance. Less reliance is placed
on activities which can be completed in less than a few minutes, as symptoms may take longer than this to occur.
Metabolic Cost of Activities

1–2 METs Energy expended at rest or minimal activity
Lying down

sitting and drinking tea

sitting down

sitting and talking on
telephone
standing

strolling (slowly)
sitting and knitting

using sewing machine
(electric)
travelling in a car as
passenger
typing

2–3 METs Energy expended to dress, wash and perform light household duties
Walking 3.5km/hr (slowly)

playing piano/violin/organ

setting table

playing billiards

washing dishes
dressing
light tidying, dusting
driving a car

driving power boat
light sweeping
horseback riding at walk
lawn bowls
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3–4 METs Energy required for walking at average pace
Walking 5km/hr (average
walking pace)
shifting chairs
hanging out washing

vacuuming

machine assembly

sedate cycling (10km/hr)
light gardening (weed/water)

tidying house (includes
carrying heavy objects)

playing golf (with power
buggy)

minor car repairs
light carpentry (chiselling,
hammering, sawing and
planing with hand tools)
welding

4–5 METs Moderate activities: encompasses more active daily activities with the exclusion
of manual labour and vigorous exercise
Mopping floors

gentle swimming

golf (pulling buggy, carrying
bag)
beating carpets
polishing furniture
hoeing (soft soil)

ballroom dancing
stacking firewood
cleaning windows
pushing light power mower
over flat suburban lawn at
slow, steady pace

stocking shelves with light
objects
painting outside of house
wallpapering
showering
walking 6.5km/hr
(sustained brisk walk,
discomfort talking at the
same time)

cleaning car (excludes
vigorous polishing)
5–6 METs Heavy exercise: manual labour or vigorous sports
Shovelling dirt (12
throws/min.)
tennis doubles (social noncompetitive)

digging in garden
scrubbing floors

walking slowly but steadily
up stairs
pushing a full wheelbarrow
(20kg)

6–7 METs
loading truck with bricks

pace walking
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7–8 METs Very heavy exercise
Jogging (8km/hr)

sawing hardwood with
hand tools
swimming laps (noncompetitive)

tennis (singles, noncompetitive)

using pick & shovel to dig
trenches

8–9 METs
Running (9km/hr)

chopping hardwood

10 METs
Running quickly (10km/hr)

cycling quickly (25km/hr)
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Table 2.

Loss of Respiratory Function: Physiological Measurements

Respiratory function is measured by reference to exercise tolerance in the majority of cases and so Table 1 is used. Spirometry can be used where the assessor feels it is
more appropriate for example, where a history of exercise tolerance is difficult to obtain and assess or the history of exercise tolerance is inconsistent with a medical officer's
findings on examination. A rating is then obtained using Table 2.
Predictive nomograms for the forced expiratory volume over one second (FEV1) and the forced vital capacity (FVC) are at Tables 2.2 and 2.3.
Measurements of Forced Expiratory Volume in one second and Forced Vital Capacity should be performed with a vitalograph or equivalent instrument. Ideally, three
readings should be taken and the best of these used to calculate a rating. Calculate the ratio of FEV1 and FVC against the predicted figures as a percent. Testing pre- and
post-bronchodilatation is unnecessary as the aim of assessment under this Table is to assess people in their "normal" state. Furthermore, this Table is only to be used for
people with irreversible lung disease. The FEV1 is usually selectively reduced in Chronic Airflow Limitation and the FVC in Restrictive Lung Disorders. The FEV1 should be
used in preference to the FVC where there is a discrepancy between the two in Chronic Airflow Limitation.
Assignment of rating
Rating

% Predicted FEV1 or FVC

NIL

80+

TEN

75-79

FIFTEEN

70-74

TWENTY

65-69

TWENTY-FIVE

60-64

THIRTY

50-59

FORTY

49 or less

History
Schedule 1B (Table 2) amended by Act No. 173, 2007, by s.3, Schedule 1(44);
Schedule 1B (Table 2) amended by Act No. 173, 2007, by s.3, Schedule 1(45);
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Table 2.2

Prediction nomogram–males

NOTES: From Kamburoff, Petia L., and Woitowitz, H.J. & R.H. (1972)
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Table 2.3

Prediction nomogram–females

NOTES: From Kamburoff, Petia L., and Woitowitz, H.J. & R.H. (1972)
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Table 3.

Upper Limb Function
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All upper limb problems are assessed under the upper limb Table (Table 3). Each arm is assessed separately. Determination of upper limb impairments must be based on a
demonstrable loss of function.
Rating
NIL

Criteria
Can use dominant limb effectively and/or
Demonstrable evidence of loss of strength, mobility, coordination, dexterity and/or
sensation of upper limb which causes mild interference with hand function or manual
handling.

FIVE

Demonstrable evidence of loss of strength, mobility, coordination, dexterity and/or
sensation of non-dominant upper limb which causes moderate interference with
hand function or manual handling.

TEN

Demonstrable evidence of loss of strength, mobility, coordination, dexterity and/or
sensation of dominant upper limb which causes moderate interference with hand
function or manual handling.

FIFTEEN

Demonstrable evidence of major loss of strength, mobility, coordination, dexterity
and/or sensation of non-dominant upper limb which causes significant interference
with hand function or manual handling.

TWENTY

Demonstrable evidence of major loss of strength, mobility, coordination, dexterity
and/or sensation of dominant upper limb which causes significant interference with
hand function or manual handling or
Unable to use non-dominant upper limb at all.

THIRTY

Unable to use dominant upper limb at all.
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Table 4.

Function of the lower limbs

Table 4 is used to assess lower limb not spinal function (see Table 5). Assess both limbs together. Determination of lower limb impairments must be based on a
demonstrable loss of functions.
Rating

Criteria

NIL

Walks without difficulty on a variety of different terrains and at varying speeds for
distances of more than 500m.

TEN

Demonstrable loss of strength, mobility, stability, balance, coordination and/or
sensation such as to cause moderate interference with walking and one or more of
the following: climbing, squatting, sitting or kneeling or
Pain or claudication restricts walking to 250-500m or less, at a slow to moderate
pace (4km/h). Can walk further after resting.

TWENTY

Demonstrable loss of strength, mobility, stability, balance, coordination and/or
sensation such as to cause major interference with walking and one or more of the
following: climbing, squatting, sitting or kneeling or
Pain or claudication restricts walking (4km/h) to 50-250m or less at a time. Can walk
further after resting or
Unable to walk or stand but independently mobile using a self-propelled wheelchair.

THIRTY

Pain or claudication restricts walking (4km/h) to 50m or less at a time. Can walk
further after resting or restricted to walking in and around home and:
requires quad stick, crutches or similar walking aid, or
is unable to transfer without assistance.

FORTY

Unable to walk or stand and mobile only in a motorised wheelchair or wheelchair
with an attendant.
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Table 5.

Spinal Function

Determination of spinal impairments must be based on a demonstrable loss of function.

Table 5.1

Cervical Spine

Rating

Criteria

NIL

Normal or nearly normal range of movement.

FIVE

Loss of quarter of normal range of movement.

TEN

Loss of half of normal range of movement and frequent/constant neck pain or loss of
three quarters of normal range of movement with infrequent neck pain.

TWENTY

Loss of three-quarters of normal range of movement and constant neck pain.

THIRTY

Loss of almost all movement, or complete ankylosis in position of function.

FORTY

Ankylosis in an unfavourable position, or unstable joint.
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Table 5.2

Thoraco–lumbar-sacral spine

As spinal mobility is a composite movement, this Table measures overall mobility of the trunk including hip movement and is not intended to measure mobility of individual
spinal segments.
Rating

Criteria

NIL

Normal or nearly normal range of movement.

FIVE

Loss of one-quarter of normal range of movement.

TEN

Loss of one-quarter of normal range of movement as well as back pain or referred
pain:
with many physical activities and
with standing for about 30 minutes and
with sitting or driving for about 60 minutes.
or
Loss of half of normal range of movement.

TWENTY

Loss of half of normal range of movement as well as back pain or referred pain:
with most physical activities and
with standing for about 15 minutes and
with sitting or driving for about 30 minutes.
or
Loss of three-quarters of normal range of movement.

FORTY

Ankylosis in an unfavourable position, or unstable joint.
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Table 6.

Psychiatric Impairment

It is important to record a detailed psychiatric history, a mental state examination, and to distinguish between temporary and permanent psychiatric disorders. People with
established psychiatric disorders (eg. Bipolar Disorder) may be highly variable in their clinical presentation and this factor must be taken into account in the assessment. The
assessment of psychiatric impairment may benefit from investigating; reports from mental health case managers, compliance with and the effects of medication, support
systems that people have in place, the degree of insight present and the presence of psychotic illness. Where a person has a short term problem, for example an adjustment
disorder with depression following an illness or marital breakdown, initially this should usually be considered to be of a temporary nature. Table 6 is used for permanent
psychiatric disorders only. If there is insufficient clinical information available, a current or recent specialist report should be obtained.
Rating

Criteria

NIL

Mild but regular symptoms which tend to cause subjective distress. On most
occasions able to distract themselves from this distress. Minimal interference with
function in everyday situations. Exacerbation of symptoms may cause occasional
days off work. (eg. There may be some loss of interest in activities previously
enjoyed. There may be occasional friction with family, colleagues or friends)
Medical therapy or some supportive treatment from treating doctor may be required.

TEN

Moderate and regular symptoms and generally functioning with some difficulty. (eg.
noticeable reduction in social contacts or recreational activities, or the beginnings of
some interference with interpersonal or workplace relationships). May have received
psychiatric treatment which has stabilised the condition. Minor effects on work
attendance and/or ability to work but the impairment would not prevent full-time
work. (eg. short periods of absence from work).

TWENTY

Psychiatric illness or disorder with either serious symptomatology OR impairment in
functioning that requires treatment by a psychiatrist (eg. frequent suicidal ideation,
severe obsessional rituals, frequent severe anxiety attacks, serious anti-social
behaviour, diagnosed psychotic illness with continuing symptoms ). There is
significant interference with interpersonal or workplace relationships with serious
disruption of work attendance or ability to work.

THIRTY

Serious psychiatric illness with major impairments in several areas, such as work,
interpersonal relations, judgement, thinking, or mood (eg. depressed person avoids
friends, neglects family, unable to do housework), OR some impairment in reality
testing or communication (eg. speech is at times obscure, illogical or irrelevant).

FORTY

Major chronic psychiatric illness which results in an inability to function in almost all
areas, OR behaviour is considerably influenced by either delusions or hallucinations,
OR serious impairment in communication (eg. sometimes incoherent or
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unresponsive) or judgement (eg. acts grossly inappropriately).

Table 7.

Alcohol and Drug Dependence

Alcohol and drug dependence is assessed using Table 7. A rating other than NIL on this Table should only be assigned where the person's medical and other reports,
history and presentation consistently indicate chronic entrenched drug and alcohol dependence. It should also be causing a functional impairment; the use of drugs or
alcohol does not in itself constitute or necessarily indicate permanent impairment. Any associated neurological functions or end organ damage should also be assessed on
the appropriate tables in addition to Table 7. The ratings are then added together to obtain a total work-related impairment rating.
When applying this Table, consideration should be given to the known biological and behavioural effects of particular substances.
Rating

Criteria

NIL

A pattern of alcohol or drug use with no or only minor effects on daily functioning or
work capacity.

FIVE

A pattern of alcohol or drug use sufficient to cause intermittent or temporary absence
from work.

TWENTY

Dependence on alcohol or other drugs, well established over time, which is sufficient
to cause prolonged absences from work. Reversible end organ damage may be
present.

THIRTY

Dependence on alcohol or other drugs, well entrenched over many years, with
minimal residual work capacity. Irreversible end organ damage may be present.

FORTY

Pattern of heavy alcohol or other drug use with severe functional disability and
irreversible end organ damage.
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Table 8.

Neurological Function: Memory, Problem Solving, Decision Making Abilities & Comprehension

Table 8 is used to rate impairment of higher neurological functions of memory, problem solving, decision making ability and comprehension. Loss of function within this
group is rated only once using this Table. If there are additional functional losses, these are also assessed using other relevant Tables.
People with acquired brain injury may have associated problems with behaviour and/or insight. These impairments may be rated using both Table 8 and Table 6.
If there is insufficient clinical information available on cognitive function, a current or recent specialist report should be obtained (eg. neurologist, specialist physician or
neuropsychologist). The report should address functions of comprehension, memory, ability to concentrate, problem solving, loss of motivation, fatigue or any associated
behavioural abnormalities or disorders.

Rating

Criteria

NIL

Comprehension, reasoning and memory are comparable with peers or only minor
difficulties.

TEN

Can understand movies, radio programs or group discussions, but with some
difficulty. Comprehension is good in most situations, but understanding is difficult in
large groups, or when tired and upset. Has difficulty coping with rapid changes of
topic or
Mild impairment of problem solving and ability to concentrate: appropriate use is
made of accumulated knowledge, and reasonable judgement is shown in routine
daily activities most of the time. Difficulties are apparent in new circumstances or
Mild impairment of memory. Can learn, although at a slower rate than previously.
Impairment has little impact on everyday activity because of compensation through
reliance on written notes, schedules, checklists and colleagues.
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TWENTY

Can understand speech face-to-face, but confusion or fatigue occurs rapidly in any
group. Is unable to cope with rapid change in topic, or with complex topics and is
unable to understand a series of work instructions from a supervisor or
Moderate impairment of memory: has frequent difficulty in recalling details of recent
experiences; frequently misplaces objects; fails to follow through with intentions or
obligations; tends to get lost more easily in unfamiliar areas. Compensation through
use of aids, eg, lists or diaries is normally adequate. If restricted to familiar
schedules, activities, procedures and areas, is largely independent or
Moderate impairment of problem-solving ability and ability to concentrate: relies on
accumulated knowledge. Suffers significant disadvantage in circumstances
requiring complex decision-making or non-routine activities, ie, when past
decision-making is not directly relevant. Has reduced initiative/spontaneity, reduced
ability to concentrate and/or reduced capacity for abstract thinking or
Significant perceptual problems (visual, space or time) making learning and
complying with work tasks very difficult.

THIRTY

Can understand only simple sentences, and follow simple sentences from context
and gesture, although frequent repetition is needed.

FORTY

Can understand only single words. Shows some understanding of slowly-spoken
simple sentences from context and gesture, although frequent repetition is needed
or
Severe loss of problem solving ability. Is partially able to compensate, but unable to
function with complete independence.
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Table 9.

Communication Function–Receptive and Expressive Language Competency

This Table measures communication and language competency and addresses both receptive (processing) and expressive language impairment. Hearing loss with
impaired language processing or expression should be scored using this Table and Table 12. Hearing loss with normal language competency should only be scored on
Table 12. Where language impairment is an effect of cognitive loss, a single rating should be assigned using Table 8 to reflect the combined loss of cognitive and language
function. Where language impairment is separate or additional to a cognitive impairment, these losses may be rated using Table 8 and Table 9. The following factors should
be considered in determining an impairment rating:
The ability to independently and successfully use appropriate assistive devices, aids or strategies to reduce the impact of the impairment;
The ability to make use of environmental cues and resources (including sign interpreters in the case of deaf people) to reduce the impact of the impairment;
Intactness of other channels of communication:
reading, writing, non-verbal language;
The degree of effort required by the communication partner(s) in any particular communication setting;
Appropriateness and degree of success of communicative interactions.
If there is insufficient clinical information available on communication skills, a current or recent specialist report should be obtained (eg. speech pathologist, neurologist or
neuropsychologist). The report should comment on functional communication status, including the capacity to utilise compensatory strategies/aids to reduce the impact of
the impairment.
Rating

Criteria

NIL

Satisfactory or only minor difficulties with communication.

FIFTEEN

Difficulty with unfamiliar, lengthy or complex verbal situations and unable to adapt or manage interruption but
competent communication in favourable settings. Could work in a wide range of occupations but high public
contact and high communication content jobs may be too demanding.

TWENTY

Communication is effortful and limited. A communication partner is required to assist in interpreting the
information. Unable to cope with rapid change in topic or complex/abstract information but can understand
simple sentences & follow information from context and gestures. Could work in open employment in a limited
range of occupations but could not manage jobs which require high communication demands or public contact.

THIRTY

Communication is very limited. May be able to use context to convey message and may be able to comprehend
material if it is repeated, rephrased or represented in another format. May convey information via a YES/NO
response. Unlikely to cope with open employment unless work tasks had minimal communication requirements.

FORTY

There is little or no functional understanding of verbal language and communication relies entirely on someone
else to interpret meaning. May have an augmentative/communication device or board but only able to use it
effectively in familiar settings. Unlikely to cope with any open employment.
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Table 10.

Intellectual Disability

This Table is only to be used for intellectual disability. Three key criteria are assessed, IQ using the Weschler Adult Intelligence Scale (Revised WAIS-R) and two areas of
social functioning: adaptive behaviour and capacity for independent living. The claimant is given a score for each and the three scores are then added. The final figure is
converted to a work-related impairment rating using the table below. A score can only be assigned for the two social functioning criteria if a score has been assigned for a
low IQ. Where it is clear that the person is moderately to severely intellectually impaired, formal psychometric testing may not be necessary but in borderline and mild cases
where no formal testing has been performed, this should be arranged.
INTELLIGENCE (IQ)

SCORE

ADAPTIVE BEHAVIOUR

SCORE

Normal

0

No or only mild behavioural
problems

0

70 - 79

3

Moderate to severe behavioural
problems

3

50 - 69

5

30 - 49

6

Below 30

8

CAPACITY FOR INDEPENDENT LIVING

SCORE

Self-sufficient

0

Needs supervision of daily activities and routine financial transactions eg.
needs to be reminded to perform routine tasks/personal care

3

Needs regular help with daily activities and routine financial transactions

4

Needs major help with daily activities and routine financial transactions

5
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6

Totally dependent

(Conversion Table follows)
Table for conversion to work-related impairment rating
SCORE

RATING

3

TEN

5

TWENTY

6

TWENTY FIVE

7

THIRTY

8

THIRTY FIVE

9 or above

FORTY
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Table 11.1

Gastrointestinal: Stomach, Duodenum, Liver and Biliary Tract

Rating

Criteria

NIL

Peptic ulcer/oesophagitis/liver disease: mild symptoms despite optimal treatment.

TEN

Nausea and vomiting: moderate symptoms despite optimal treatment
Peptic ulcer/oesophagitis: continuing frequent symptoms despite optimal treatment
Past gastric surgery with moderate dyspepsia and dumping syndrome
Established chronic liver disease. Symptoms (eg fatigue, nausea) may cause
minor loss of efficiency in daily activities but rarely prevent completion of any
activity.

TWENTY

Constant dysphagia requiring regular dilatation
Vomiting: severe, not controlled despite optimal medication, and causing significant
weight loss
Peptic ulcer refractory to all treatment including surgery or with complications eg
bleeding or outlet obstruction
Established chronic liver disease. Symptoms (eg, more persistent fatigue, nausea,
abdominal pain) may prevent or lead to avoidance of some daily tasks and simple
tasks will usually aggravate symptoms of fatigue. Most daily activities can be
completed but only with some difficulty.

THIRTY

Diet limited to liquid or to pureed food or long term total parenteral nutrition
Gastrostomy
Established chronic liver disease. Symptoms (eg, ascites, bleeding disorders,
hepatic encephalopathy, more severe fatigue, nausea, vomiting) may cause
substantial difficulty with most daily tasks.
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Table 11.2

Gastrointestinal: Pancreas, Small and Large Bowel, Rectum and Anus

Rating
NIL

Criteria
Anal disorder: infrequent and minor symptoms, eg, haemorrhoids, anal fissures, controlled by medication
Bowel disorder, eg, irritable bowel, diverticulosis: infrequent and minor symptoms such as constipation, or
bowel disorder which respond to dietary treatment alone.

TEN

Bowel disorder: frequent moderate symptoms despite optimal treatment
Occasional faecal soiling despite optimal treatment
Anal disorder: marked symptoms despite regular treatment
Colostomy, ileostomy - well controlled
Established chronic pancreatic disease with moderate symptoms (pain/steatorrhoea)
Large abdominal hernia not easily reduced and resulting in persistent moderate symptoms.

TWENTY

Faecal soiling necessitating frequent changes of underwear and an incontinence pad despite optimal treatment
Bowel disorder: marked symptoms, such as regular diarrhoea and frequent abdominal pain, only partially
controlled by optimal treatment
Colostomy, ileostomy - poorly controlled
Large abdominal hernia and/or repeated unsatisfactory hernia repairs resulting in frequent and persistent
severe symptoms
Established chronic pancreatic disease with severe symptoms (pain/steatorrhoea).

THIRTY

Bowel disorder: diarrhoea and abdominal pain on most days, with poor response to treatment and considerable
interference with daily routine
Jejunostomy
Established chronic pancreatic disease with severe symptoms (pain/steatorrhoea) and with intractable
complications.
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FORTY

Table 12.

Complete faecal incontinence.

Hearing Function

Testing to be carried out without a hearing aid.
Assignment of work-related impairment rating
Percentage Loss of Binaural
Hearing
0 - 24.9
25 - 34.9
35 - 44.9
45 - 54.9
55 - 64.9
65 - 74.9
75 - 84.9
85 - 94.9
95 - 100

Table 12.2

Rating
NIL
FIVE
TEN
FIFTEEN
TWENTY
TWENTY FIVE
THIRTY
THIRTY FIVE
FORTY

500 Hz
Values of Percentage Loss of Hearing Corresponding to given Hearing Threshold Levels in the Better and Worse Ears at 500hz

HTL - BETTER EAR
£15
20
HTL - WORSE EAR
£15
0.0
20
0.4
0.6
25
0.6
1.0
30
1.0
1.4
35
1.3
1.8
40
1.7
2.2
45
2.0
2.6
50
2.3
2.9
55
2.5
3.2
60
2.7
3.4
65
2.8
3.5
70
2.9
3.7
75
3.0
3.8
80
3.1
3.9
85
3.2
4.0

25

30

35

40

45

50

55

60

65

70

75

80

85

1.4
2.0
2.5
3.0
3.4
3.7
4.0
4.2
4.4
4.5
4.7
4.8
4.9

2.8
3.4
3.9
4.3
4.7
5.0
5.2
5.4
5.5
5.7
5.8
5.9

4.5
5.1
5.5
5.8
6.1
6.3
6.5
6.6
6.8
6.9
7.0

6.4
6.8
7.1
7.3
7.5
7.7
7.8
8.0
8.1
8.2

8.1
8.4
8.6
8.8
8.9
9.1
9.2
9.3
9.4

9.7
9.9
10.0
10.2
10.3
10.5
10.6
10.7

11.2
11.3
11.5
11.6
11.8
12.0
12.1

12.6
12.7
12.9
13.1
13.3
13.5

14.0
14.2
14.5
14.7
14.9

15.5
15.7
16.0
16.2

16.9
17.2
17.4

18.2
18.4

19.1
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³95
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90
³95

3.4
3.4

Table 12.3

4.1
4.2

5.0
5.1

6.0
6.1

7.1
7.1

8.1
8.1

9.5
9.5

10.8
10.8

12.2
12.2

13.6
13.6

15.0
15.0

16.3
16.4

17.6
17.6

18.5
18.6

19.2
19.3

19.7
19.7

20.0

1000 Hz
Values of Percentage Loss of Hearing Corresponding to given Hearing Threshold Levels in the Better and Worse Ears at 1000hz

HTL - BETTER EAR
£15
20
HTL - WORSE EAR
£15
0.0
20
0.5
0.8
25
0.8
1.2
1.7
30
1.2
35
1.7
2.3
40
2.1
2.8
45
2.5
3.3
50
2.8
3.6
55
3.1
3.9
60
3.3
4.2
65
3.5
4.4
70
3.7
4.6
75
3.8
4.7
80
3.9
4.9
85
4.1
5.0
90
4.2
5.2
³95
4.3
5.3

25

30

35

40

45

50

55

60

65

70

75

80

85

90

³95

1.8
2.5
3.1
3.7
4.2
4.7
5.0
5.3
5.5
5.7
5.8
6.0
6.2
6.3
6.4

3.5
4.3
4.9
5.4
5.9
6.2
6.5
6.7
6.9
7.1
7.3
7.4
7.5
7.6

5.7
6.3
6.9
7.3
7.6
7.9
8.1
8.3
8.5
8.6
8.8
8.9
8.9

8.0
8.5
8.8
9.1
9.4
9.6
9.8
10.0
10.1
10.3
10.3
10.3

10.2
10.5
10.7
11.0
11.2
11.3
11.5
11.7
11.8
11.9
11.9

12.1
12.4
12.6
12.8
12.9
13.1
13.3
13.4
13.5
13.5

14.0
14.2
14.4
14.6
14.8
15.0
15.1
15.2
15.2

15.7
15.9
16.2
16.4
16.7
16.9
17.0
17.0

17.5
17.8
18.1
18.4
18.6
18.7
18.7

19.4
19.7
20.0
20.3
20.4
20.5

21.1
21.5
21.7
21.9
22.0

22.7
23.0
23.2
23.3

23.9
24.1
24.2

24.6
24.7

25.0
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Table 12.4

1500 Hz
Values of Percentage Loss of Hearing Corresponding to given Hearing Threshold Levels in the Better and Worse Ears at 1500hz

HTL - BETTER EAR
£15
20
HTL - WORSE EAR
£15
0.0
20
0.4
0.6
25
0.6
1.0
30
1.0
1.4
35
1.3
1.8
40
1.7
2.2
45
2.0
2.6
50
2.3
2.9
55
2.5
3.2
60
2.7
3.4
65
2.8
3.5
70
2.9
3.7
75
3.0
3.8
80
3.1
3.9
85
3.2
4.0
90
3.4
4.1
³95
3.4
4.2

25

30

35

40

45

50

55

60

65

70

75

80

85

90

³95

1.4
2.0
2.5
3.0
3.4
3.7
4.0
4.2
4.4
4.5
4.7
4.8
4.9
5.0
5.1

2.8
3.4
3.9
4.3
4.7
5.0
5.2
5.4
5.5
5.7
5.8
5.9
6.0
6.1

4.5
5.1
5.5
5.8
6.1
6.3
6.5
6.6
6.8
6.9
7.0
7.1
7.1

6.4
6.8
7.1
7.3
7.5
7.7
7.8
8.0
8.1
8.2
8.3
8.3

8.1
8.4
8.6
8.8
8.9
9.1
9.2
9.3
9.4
9.5
9.5

9.7
9.9
10.0
10.2
10.3
10.5
10.6
10.7
10.8
10.8

11.2
11.3
11.5
11.6
11.8
12.0
12.1
12.2
12.2

12.6
12.7
12.9
13.1
13.3
13.5
13.6
13.6

14.0
14.2
14.5
14.7
14.9
15.0
15.0

15.5
15.7
16.0
16.2
16.3
16.4

16.9
17.2
17.4
17.6
17.6

18.2
18.4
18.5
18.6

19.1
19.2
19.3

19.7
19.7

20.0

Final Report 30 June 2011

APPENDIX D Current Impairment Tables

28

Table 12.5

2000 Hz
Values of Percentage Loss of Hearing Corresponding to given Hearing Threshold Levels in the Better and Worse Ears at 2000hz

HTL - BETTER EAR
£15
20
HTL - WORSE EAR
£15
0.0
20
0.3
0.5
25
0.5
0.7
30
0.7
1.0
35
1.0
1.4
40
1.3
1.7
45
1.5
1.9
50
1.7
2.2
55
1.9
2.4
60
2.0
2.5
65
2.1
2.6
70
2.2
2.7
75
2.3
2.8
80
2.4
2.9
85
2.4
3.0
90
2.5
3.1
³95
2.6
3.2

25

30

35

40

45

50

55

60

65

70

75

80

85

90

³95

1.1
1.5
1.9
2.2
2.5
2.8
3.0
3.1
3.3
3.4
3.5
3.6
3.7
3.8
3.8

2.1
2.5
2.9
3.3
3.5
3.7
3.9
4.0
4.1
4.3
4.4
4.4
4.5
4.6

3.4
3.8
4.1
4.4
4.6
4.7
4.9
5.0
5.1
5.2
5.3
5.3
5.4

4.8
5.1
5.3
5.5
5.6
5.7
5.9
6.0
6.1
6.1
6.2
6.2

6.1
6.3
6.4
6.6
6.7
6.8
6.9
7.0
7.1
7.1
7.1

7.3
7.4
7.5
7.6
7.8
7.9
8.0
8.1
8.1
8.1

8.4
8.5
8.6
8.7
8.9
9.0
9.1
9.1
9.1

9.4
9.6
9.7
9.9
10.0
10.1
10.2
10.2

10.5
10.7
10.8
11.0
11.1
11.2
11.3

11.6
11.8
12.0
12.1
12.2
12.3

12.7
12.9
13.0
13.2
13.2

13.6
13.8
13.9
14.0

14.3
14.4
14.5

14.8
14.8

15.0
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Table 12.6

3000 Hz
Values of Percentage Loss of Hearing Corresponding to given Hearing Threshold Levels in the Better and Worse Ears at 3000hz

HTL - BETTER EAR
£15
20
HTL - WORSE EAR
£15
0.0
20
0.2
0.3
25
0.3
0.5
30
0.5
0.7
35
0.7
0.9
40
0.8
1.1
45
1.0
1.3
50
1.1
1.4
55
1.2
1.6
60
1.3
1.7
65
1.4
1.8
70
1.5
1.8
75
1.5
1.9
80
1.6
2.0
85
1.6
2.0
90
1.7
2.1
³95
1.7
2.1

25

30

35

40

45

50

55

60

65

70

75

80

85

90

³95

0.7
1.0
1.2
1.5
1.7
1.9
2.0
2.1
2.2
2.3
2.3
2.4
2.5
2.5
2.6

1.4
1.7
2.0
2.2
2.3
2.5
2.6
2.7
2.8
2.8
2.9
3.0
3.0
3.0

2.3
2.5
2.7
2.9
3.0
3.1
3.2
3.3
3.4
3.4
3.5
3.5
3.6

3.2
3.4
3.5
3.6
3.7
3.8
3.9
4.0
4.0
4.1
4.1
4.1

4.1
4.2
4.3
4.4
4.4
4.5
4.6
4.7
4.7
4.7
4.7

4.8
4.9
5.0
5.1
5.2
5.2
5.3
5.4
5.4
5.4

5.6
5.6
5.7
5.8
5.9
6.0
6.0
6.1
6.1

6.3
6.4
6.5
6.6
6.6
6.7
6.8
6.8

7.0
7.1
7.2
7.3
7.4
7.5
7.5

7.7
7.8
8.0
8.1
8.2
8.2

8.4
8.6
8.7
8.8
8.8

9.1
9.2
9.2
9.3

9.5
9.6
9.6

9.8
9.8

10.0
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Table 12.7

4000 Hz
Values of Percentage Loss of Hearing Corresponding to given Hearing Threshold Levels in the Better and Worse Ears at 4000hz

HTL - BETTER EAR
£20
25
HTL - WORSE EAR
£20
0.0
25
0.2
0.3
30
0.3
0.5
35
0.5
0.7
40
0.6
0.9
45
0.8
1.1
50
0.9
1.3
55
1.0
1.4
60
1.2
1.5
65
1.2
1.6
70
1.3
1.7
75
1.4
1.8
80
1.4
1.9
85
1.5
1.9
90
1.6
2.0
³95
1.6
2.0

30

35

40

45

50

55

60

65

70

75

80

85

90

³95

0.8
1.0
1.3
1.5
1.7
1.9
2.0
2.1
2.2
2.3
2.3
2.4
2.5
2.5

1.5
1.8
2.1
2.3
2.4
2.6
2.7
2.7
2.8
2.9
3.0
3.0
3.1

2.5
2.7
2.9
3.1
3.2
3.3
3.4
3.4
3.5
3.6
3.6
3.7

3.5
3.6
3.8
3.9
3.9
4.0
4.1
4.2
4.2
4.3
4.3

4.4
4.5
4.6
4.6
4.7
4.8
4.9
4.9
5.0
5.0

5.2
5.3
5.3
5.4
5.5
5.6
5.7
5.7
5.7

6.0
6.0
6.1
6.2
6.3
6.4
6.5
6.5

6.7
6.8
6.9
7.0
7.1
7.2
7.2

7.5
7.6
7.7
7.8
7.9
8.0

8.2
8.4
8.5
8.6
8.7

8.9
9.0
9.1
9.2

9.5
9.5
9.6

9.8
9.8

10.0
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Table 13.

Visual Acuity in the Better Eye

Work-related impairment in relation to a loss of visual acuity is assessed by measuring visual acuity. This refers to best corrected vision in the better eye with spectacles or
contact lenses (if applicable). Referral to an optometrist or ophthalmologist may be required if there is doubt as to whether best corrected vision has been achieved or with
the accuracy of the Snellen's Chart assessment. A person meets the criteria for permanent blindness under section 95 of the Social Security Act if the corrected visual acuity
is less than 6/60 on the Snellen Scale in both eyes or there is a combination of visual defects resulting in the same degree of permanent visual loss.
Visual Acuity

6/6
6/9
6/12
6/18
6/24 or worse

0
0
5
10
20

Rating
Cataract operation
(unilateral and bilateral aphakia not to receive a
different rating)
Implant
Contact lenses
Glasses
0
0
10
0
10
20
10
20
40
20
40
40
40
40
40

Final Report 30 June 2011

APPENDIX D Current Impairment Tables

32

Table 14.

Miscellaneous Eye Conditions

Visual Disturbance

Rating

Squint (Heterophoria): Latent

0

Squint (Heterotropia): Without diplopia

0

Acquired Heterotropia (squint) with diplopia:
one quadrant of upward gaze

5

all directions of upward gaze

10

one quadrant of downward gaze

10

one direction of sideways gaze

10

both directions of sideways gaze

10

all directions of gaze

20

all directions of downward gaze

20

all range of near vision

20

Constant irritation of eyes, photophobia, epiphora, ectropion or entropion

0

Gaze defects (vertical and/or horizontal)

10

Glaucoma without visual loss

0

Longstanding Blepharospasm

10

Loss of stereoscopic vision in absence of squint
Permanent (eg. blind in one eye)

5

Intermittent (eg. ptosis or tarsorrhaphy)

10

Nystagmus without diplopia

Rate as for visual acuity
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Retinal Dystrophy with night blindness

Table 15.

Rate as for visual acuity and visual fields

Visual Fields

It is usually necessary to seek ophthalmological advice for an accurate assessment under this Table. A person meets the criteria for permanent blindness under section 95
of the Social Security Act if their field of vision is constricted to ten degrees or less of arc from central fixation in the better eye irrespective of corrected visual acuity or there
is a combination of visual defects resulting in the same degree of visual impairment.
Type of Defect

Rating
Only one
eye
affected

Both eyes affected (or there
is only one eye and it is
affected)

Temporal Hemianopia

10

20

Nasal Hemianopia

10

20

Upper half loss

10

20

Lower half loss

20

20

Upper quadrant loss

0

20

Lower quadrant loss

0

20

Constriction outside 30
degrees of fixation

0

0

Constriction to within 30
degrees of fixation

10

10

Constriction to within 20
degrees of fixation

20

20

Constriction to within 10
degrees of fixation

20

permanent blindness (see
above)
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Table 16.

Lower Urinary Tract

This Table is to be used for incontinence and other urethral and bladder outlet disorders.
Rating

Criteria

NIL

Minor stress incontinence. Bladder outlet or urethral obstruction with mild
symptoms.

TEN

Loss of voluntary control of bladder, but satisfactory emptying achieved by triggering
of reflex activity, suprapubic pressure or Valsalva manoeuvre. No incontinence aid
needed
or
Ileal or Sigmoid conduit
or
Chronic Urinary Obstruction needing regular catheterisation.

TWENTY

Loss of voluntary control of bladder with dribbling incontinence needing frequent
change of incontinence pads, or a collection device, eg, urodome catheter
or
Ureterosigmoidostomy.
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Table 17.

Renal Function

As renal disease has systemic effects, assessment of renal impairment as it impacts on work capacity is based upon the loss of function resulting from these systemic
effects. For example, for persistent generalised symptoms such as fatigue use Table 20, refractory anaemia is assessed using Table 20, persistent gastrointestinal
symptoms (eg. vomiting) despite optimal treatment are assessed using Table 11 and persistent Central Nervous System symptoms using Table 8. Renal transplants are
assessed using Table 20.
Dialysis is rated as follows:
FIFTEEN

All types of dialysis (except outpatient haemodialysis) which are functioning
well. Some decreased ability to carry out everyday activities but independence
is retained.

TWENTY

Outpatient haemodialysis and all types of dialysis which are functioning poorly.
More severe symptoms with a decreased ability to carry out many everyday
activities. Most daily activities can be completed with some difficulty.
Symptoms may prevent or lead to avoidance of some daily tasks and simple
tasks will usually aggravate symptoms of fatigue.

THIRTY

End stage renal disease with very severe symptoms which lead to substantial
difficulties with most daily tasks.

FORTY

End stage renal disease leading to major restrictions in many everyday
activities. Capacity for self-care is restricted leading to dependence on others.
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Table 18.

Skin Disorders

In the evaluation of work-related impairment resulting from a skin disorder, the actual functional loss is the prime consideration. However, where there is extensive cosmetic
or cutaneous involvement, this should also be considered.
Rating

Criteria

NIL

Signs and symptoms of skin disorder present and with treatment there is NO
limitation in the performance of normal daily activities.

TEN

Signs and symptoms of skin disorder present despite optimal treatment and results
in some interference with normal daily activities.

TWENTY

Signs and symptoms of skin disorder present despite optimal treatment and results
in significant interference with normal daily activities.

FORTY

Very severe symptoms requiring continuous treatment which may include periodic
confinement to home or hospital and needs considerable assistance with normal
daily activities.
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Table 19.

Endocrine Disorders

The effects of endocrine disorders eg. diabetes mellitus on other body systems eg. the vascular and visual systems should be assessed from the appropriate tables and
added together with values from this table.
Rating

Criteria

NIL

Thyroid disease, Acromegaly, Cushing's disease, Prolactinoma, Diabetes Mellitus,
Diabetes Insipidus, Parathyroid Disease, Paget's disease, Osteoporosis, Addison's
Disease adequately controlled with hormone replacement and/or surgery and/or
radiotherapy and/or therapeutic agents.

TEN

Thyroid disease, Acromegaly, Cushing's disease, Prolactinoma, Diabetes Insipidus,
Parathyroid Disease, Paget's disease or Osteoporosis which is incompletely
controlled or treated eg. symptomatic Paget's disease, osteoporosis or other bone
disease with pain not completely controlled by continuous therapy.

TWENTY

Diabetes mellitus or Addison's Disease not satisfactorily controlled despite vigorous
therapy as indicated by for example frequent hospital admissions, recurrent
hypoglycaemic or hypotensive episodes and/or progressive end organ damage.
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Table 20.

Miscellaneous - Malignancy, Hypertension, HIV Infection, Morbid Obesity (LE BMI >40), Heart/Liver/Kidney Transplants, Miscellaneous
Ear/Nose/Throat Conditions & Chronic Fatigue or Pain

Table 20 can be used for miscellaneous conditions, for example, malignancy, HIV infection, morbid obesity, transplants, miscellaneous ear/nose/throat conditions, disorders
with chronic fatigue (including Chronic Fatigue Syndrome) or pain and hypertension. Where there is a separate loss of function, in addition to the loss which can be rated
using the system-specific Tables, Table 20 can be used. Double-counting of a particular loss of function, by the use of more than one Table, must be avoided.
Rating
NIL

Criteria
Controlled hypertension
Malignancy in remission with a good to fair prognosis
Minor symptoms which are easily tolerated and have no appreciable effect on ability to work.

TEN

Mild to moderate symptoms which are irritating or unpleasant but which rarely prevent completion of any activity. Symptoms may cause loss of efficiency in daily
activities but minimal interference performing or persisting with work-related tasks. There is minimal effect/impact on work attendance.
Hypertension that is difficult to control despite intensive therapy but without end-organ damage
Potentially life-threatening condition which is currently not interfering with daily activities eg. malignancy in remission with a poor prognosis
Heart/Liver/Kidney transplants - well controlled (well functioning) with only mild systemic symptoms.

FIFTEEN

Moderate to severe symptoms which are more distressing but prevent few everyday activities. Self-care is unaffected and independence is retained. Symptoms
may have mild to moderate impact on ability to perform or persist with work-related tasks and/or attend work. Full-time work would still be possible.
Potentially life-threatening condition which is currently interfering with daily activities but self-care is unaffected.

TWENTY

More severe symptoms with a decreased ability/efficiency to carry out many everyday activities. Most daily activities can be completed with some difficulty.
Symptoms may prevent or lead to avoidance of some daily tasks and simple tasks will usually aggravate symptoms of fatigue. Symptoms cause significant
interference with ability to perform or persist with work-related tasks. Symptoms may cause prolonged absences from work.

THIRTY

Very severe symptoms which lead to substantial difficulty with most daily tasks. Assistance with elements of self-care may be required. Symptoms cause
severe interference with ability to work or attend work (ie. minimal residual work capacity).
Heart/Liver/Kidney transplants - poorly controlled (poorly functioning) with fairly severe symptoms which lead to substantial difficulty with most daily tasks
Malignant hypertension - severe, uncontrolled
Inoperable, symptomatic and life-threatening aneurysm or malignancy. Very poor prognosis with only a very limited lifespan.
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FORTY

Table 21.

Major restrictions in many everyday activities. Capacity for self-care is restricted, leading to dependence on others. No residual work capacity.

Intermittent Conditions

Intermittent but continuing disorders that remain asymptomatic between discrete episodes of impairment eg. gout, epilepsy, Meniere's Disease, vertigo & tinnitus (only to be
scored in the presence of a diagnosed condition causing these symptoms but if the symptoms are continuous Table 20 should be used) are rated by reference to severity,
duration and frequency of attacks:
severity during an attack is defined in the descriptions below;
duration is defined in the descriptions below;
frequency is determined by the number of affected days in a year.
A rating using the above three factors is made by first coding severity and duration into an intermittent grading. The code is then combined with frequency, using Table 21.4,
to give the rating.
Some intermittent disorders may be rated using system-specific tables. The system-specific table is then used in preference eg. severe asthma where there is persistent
airway limitation.
When episodes vary in severity, duration or frequency, an average for each factor should be estimated. More than one rating may be given for the same disorder. Thus for
grand mal epilepsy one rating is given for the ictal phase and a second rating for the post-ictal stage. The two are then added together.
For acute exacerbations of chronic disorders, where the acute relapses are frequent and severe, the Intermittent Tables can be used in addition to the primary score derived
for the underlying medical condition eg. frequent attacks of acute bronchitis can be scored using Table 21 in addition to Table 1 or 2 for Chronic Airways Limitation and the
scores added together.
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Table 21.1

Intermittent attack - severity

Level

Criteria

NIL

Minor symptoms which are easily tolerated.

ONE

Mild to moderate symptoms which are irritating or unpleasant but which rarely prevent
completion of any activity. Symptoms may cause loss of efficiency in some activities.

TWO

More severe symptoms which are distressing, but prevent few everyday activities.
Loss of efficiency is discernible elsewhere. Self-care is unaffected and independence
is retained.

THREE

Loss of efficiency is discernible in many everyday activities. Some elements of selfcare are restricted but in most respects, independence is retained. Bed-rest is often
necessary during an attack.

FOUR

Major restrictions in many everyday activities. Capacity for self-care is increasingly
restricted, leading to partial dependence on others.

FIVE

Most everyday activities are prevented. Dependent on others for many kinds of selfcare. Able to be maintained at home only with considerable difficulty, or hospital
admission is required.

SIX

Total incapacity. Unconscious or delirious. Self-care is impossible.

Table 21.2

Intermittent Attack - Duration

Description

Duration

Transient

Lasting up to and including five minutes.

Short

Lasting more than five minutes but less than 30 minutes.

Medium

Lasting from 30 minutes to four hours.

Prolonged

Lasting more than four hours.
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Table 21.3

Severity - Grading Code

Description
Transient
Short
Medium
Prolonged

0
A
A
A
A

1
A
A
B
C

2
A
C
C
D

Severity Level
3
4
B
C
C
D
D
E
F
G

5
C
E
H
I

6
F
H
I
J

A rating is obtained using Table 21.3 and Table 21.4:
determine the intermittent grading code appropriate to the estimated severity and duration from Table 21.3; and
make the rating appropriate to the intermittent grading code and frequency from Table 21.4.

Table 21.4

Assignment of a rating
2+

Intermittent
Grading code
A
B
C
D
E
F
G
H
I
J

5

Frequency (Affected days/year)
5+
10+
20+
Rating
5
10

5
5
5
10
20
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5
5
5
10
10
30
40

40+

100+

5
10
10
10
20
30
40
40

5
10
20
30
30
30
40
40
40
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Table 22.

Gynaecological Conditions

Gynaecological conditions such as pelvic inflammatory disease and endometriosis should be assessed using Table 22. The assessor should only use this Table for
significant diagnosed conditions affecting normal daily functioning and which are likely to continue for the foreseeable future. Malignancy should be scored using Table 20.
Disability due to mastectomy should only be scored where there is an associated loss of upper limb function and Table 3 should then be used. Post-natal depression may be
scored using Table 6 if considered to be adversely affecting function for the next two years.
For males, disorders of the genital system should be assessed under Tables 16 or 17.
Rating

Criteria

NIL

Minor symptoms which are easily tolerated. Minimal effect on daily functioning or
work capacity.

TEN

Moderate and frequent symptoms present despite treatment due to a condition
which has been properly diagnosed. Some decreased ability to carry out every
day activities but independence is retained.

TWENTY

Moderate to severe symptoms frequently present despite optimal treatment due to
a condition which has been properly diagnosed. Decreased ability to carry out
everyday activities, requiring assistance with elements of self-care.

THIRTY

More severe symptoms frequently present despite optimal treatment due to a
condition which has been properly diagnosed. This results in substantial difficulties
with most daily tasks.

FORTY

Severe symptoms frequently present despite optimal treatment due to a condition
which has been properly diagnosed and needs considerable assistance with many
daily activities.

History
Schedule 1B (Table 22) amended by Act No. 173, 2007, by s.3, Schedule 1(46);
History
Schedule 1B inserted by Act No. 141, 1991, by s.25 as set out in Schedule 2;
Schedule 1B repealed and substituted by Act No. 202, 1997, by s.3, Schedule 16(4);

Final Report 30 June 2011

APPENDIX D Current Impairment Tables

44

Appendix E

Draft revised Impairment Tables

Review of the Tables for the Assessment of Work‐related Impairment for
Disability Support Pension
Draft Revised Impairment Tables – 15 February 2011
This appendix shows the draft revised Impairment Tables recommended by the Advisory
Committee as at 15 February 2011 (i.e. prior to useability testing by assessors).
A general introduction appears first, followed by each individual table and associated
instructions.

The tables appear in the order shown below:
Page
Executive Summary......................................................................................................................... i
1.0
Introduction........................................................................................................................ 1
2.0
Review methodology .......................................................................................................... 5
Key issues arising from Govdex consultations ..................................................................... 8
3.0
4.0
Outcomes of consultations with assessors ........................................................................ 12
5.0
Key principles considered by the Advisory Committee ...................................................... 16
6.0
Context of the Impairment Tables in the DSP determination process ................................ 20
7.0
Rationale for changes to individual tables ......................................................................... 22
Results of Testing draft revised Impairment Tables ........................................................... 27
8.0
9.0
Conclusions and recommendations ................................................................................... 32
Appendix A Advisory Committee Membership .......................................................................... 1
Appendix B Participants in Govdex Consultations ...................................................................... 1
Appendix C
Stakeholder Comments from Govdex Consultations ............................................... 1
Appendix D Current Impairment Tables ..................................................................................... 1
Appendix E
Draft revised Impairment Tables ............................................................................. 1
Appendix F
Recommended Revised Impairment Tables............................................................. 1
Appendix G Issues Beyond the Terms of Reference .................................................................... 1
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General Introduction to the Impairment Tables
Purpose of the Impairment Tables
The Impairment Tables are used in determining impairment ratings to inform an assessment of a
person’s qualification for Disability Support Pension. To be eligible for Disability Support Pension, a
person must meet a range of criteria stipulated in the Social Security Act 1991, including medical and
work capacity criteria.
To meet the medical and work capacity criteria for Disability Support Pension, a person must have a
permanent physical, intellectual or psychiatric impairment assessed at 20 points or more using the
Impairment Tables. The person must also have a continuing inability to work ‐ that is the person
must be unable, because of the impairment, to do any work of at least 15 hours a week at or above
the relevant minimum wage in the next two years, or be re‐skilled for such work within the next two
years.
Impairment and Continuing Inability to Work
The Impairment Tables are designed to assess the level of a person’s impairment in relation to the
person’s capacity to work. For the purpose of using the Impairment Tables, impairment means a loss
of functional capacity affecting a person’s ability to work, that results from the person’s medical
condition. In other words, an impairment can be described as a sum of effects or impacts that a
person’s medical condition has on that person’s ability to work.
Achieving an impairment level of at least 20 points does not mean that a person is incapable of
working and that the person qualifies for Disability Support Pension. The person must also
demonstrate a continuing inability to work. When assessing qualification for Disability Support
Pension, the requirement for the person to have an impairment rating of at least 20 points under
the Impairment Tables and the requirement that the person has a continuing inability to work, are of
equal importance.
When using the Impairment Tables, assessors must not take into account the impact of factors not
directly related to the person’s medical condition or functional abilities, (such as the availability of
suitable work in the person’s local community). The assessor’s role is to determine loss of functional
capacity as it affects a person’s ability to work.
Design of the Impairment Tables
The Impairment Tables have been designed to be consistent where possible with the International
Classification of Functioning, Disability and Health (ICF), WHO, 2001. A generic scale has been
adapted from the ICF and is used for all the tables. Consistent point ratings apply to each level in the
scale.
This generic scale is as follows:






No functional impact (0 points)
Mild functional impact (5 points)
Moderate functional impact (10 points)
Severe functional impact (20 points)
Extreme functional impact (30 points).

The Impairment Tables are function‐based, i.e. the Tables describe functional activities, abilities and
limitations. While the Impairment Tables are used to assess the level of a person’s impairment in
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relation to the person’s capacity to perform work‐related tasks and activities, the Tables
acknowledge that some people being assessed for Disability Support Pension purposes may have no
work history and experience. This is addressed by including references to general activities of daily
living.

Determining Impairment and Assigning Impairment Ratings
The level of impairment and the corresponding impairment ratings under the Impairment Tables are
determined by a range of medical and allied health professionals.
An impairment rating can only be assigned if the medical condition and its resulting impairment are
both considered permanent for Disability Support Pension purposes. For these purposes, permanent
does not mean ‘indefinite’ or ‘incurable’ as is often intended or implied in general usage. In this
context:



the medical condition causing the impairment is considered permanent if it is diagnosed,
treated, and stabilised and likely to last for more than two years; and
the level of impairment, i.e. the functional effect of the person’s medical condition on the
person’s capacity to work, is considered permanent if it is also likely to last for more than two
years.

This means that the medical condition causing the impairment has been fully diagnosed, treated and
stabilised and it is unlikely that there will be any significant improvement to the level of the person’s
functional capacity to work within the next two years.
It is emphasised that both of the above criteria must be met for an impairment rating to be assigned
under the Impairment Tables. Impairments that do not meet these criteria are by definition
considered not permanent and should not be rated under the Impairment Tables. For example, a
medical condition causing impairment may last for more than two years but the resulting
impairment level may last for less than two years – if this is the case, such an impairment should not
be assessed under the Impairment Tables.
For a rating to be assigned to an impairment under the Impairment Tables, the person’s medical
condition/s causing that impairment must be diagnosed by a qualified medical practitioner. In the
case of intellectual disability, diagnosis is on the basis of a WAIS‐IV or equivalent contemporary
assessment completed by a psychologist.
Evidence for the Assessment
Generally, people claiming Disability Support Pension must provide a report from their treating
doctor in support of their claim. This report provides details about the person’s medical condition,
its impact on the person’s functional ability and for how long this impact is likely to last. This report
is the primary source of evidence used by assessors in determining whether the person’s medical
condition and its resulting impairment are permanent and, consequently, whether the impairment
arising from the medical condition can be assigned a rating under the Impairment Tables.
Other medical or work capacity evidence may also be used if provided by the person. It may include,
but is not limited to: additional reports or letters from the person’s treating doctor(s) or specialists,
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reports from previous examinations or assessments (e.g. job capacity assessment) and reports from
other sources, including psychologists, social workers, mental health workers, physiotherapists,
teachers and drug and alcohol counsellors.
Supporting evidence should relate to the person’s current medical condition and functional abilities
(e.g. a clinician’s report from several years ago may not be sufficient where a condition is likely to
vary or fluctuate over time). Generally, assessors should use medical evidence from the previous two
years; however, where a condition has been present from birth or early childhood, or is never likely
to change (e.g. amputation of a limb), evidence from the time of actual diagnosis may also be
appropriate.
The person claiming Disability Support Pension is responsible for obtaining all relevant medical
evidence in support of their claim. Where the person indicates that they have a medical condition
that is not listed in the report from the person’s treating doctor, the assessor may ask the person to
provide medical evidence detailing the diagnosis, treatment and prognosis of the condition. This
may involve requesting the person to obtain further information from the person’s treating doctor
or another doctor or specialist.
Assessors may ask the person to demonstrate abilities specified in the relevant tables where:


the assessor is qualified and competent to assess abilities of this nature AND



the requested task/function/ability is unlikely to cause the person pain, discomfort or undue
emotional distress AND



there are no medical or psychological contraindications AND



the ability can be demonstrated in the assessment setting.

Reasonable Treatment
Reasonable treatment is treatment that is feasible and accessible i.e.


the treatment is available locally at reasonable cost AND



a substantial improvement can reliably be expected from the treatment AND



the treatment or procedure is of a type regularly undertaken or performed AND



the treatment has a high success rate AND



the treatment carries a low risk to the person.

There may be compelling and acceptable reasons for non‐compliance with reasonable treatment,
including cultural or religious beliefs, lack of insight or understanding and/or fear of treatment
procedures.
If the person has not received appropriate treatment due to extended waiting lists, the assessor
should request evidence regarding waiting times for the treatment.
Treatments must be evidence‐based with scientific, peer‐reviewed research findings to support the
use of the treatment for specified medical conditions (i.e. alternative or complementary medicine or
treatments without such research evidence are not considered to be reasonable treatment for DSP
purposes). Off‐label use of medications (i.e. medications used without a prescription or not in
accordance with a prescription from a qualified medical practitioner) is also not considered to be
reasonable treatment for DSP purposes. The Health Professional Advisory Unit (HPAU) should be
consulted where clarification is required.
Final Report 30 June 2011

APPENDIX E Draft revised Impairment Tables use in Testing

4

Summary of key medical and work capacity qualification requirements for disability support
pension (as per the Social Security Act 1991).
The person has a physical, intellectual or psychiatric impairment AND
The person’s impairment is 20 points or more under the Impairment Tables AND
The person has a continuing inability to work OR
The person is participating in the supported wage system.
Continuing inability to work means that the impairment is sufficient to prevent the person from
doing any work independently of a program of support within the next 2 years
AND
EITHER
 the impairment is sufficient to prevent the person from undertaking a training activity during
the next 2 years OR
 if the impairment does not prevent the person from undertaking a training activity – such
activity is unlikely to enable the person to do any work independently of a program of support
within the next 2 years.
Work means work that is for at least 15 hours per week on wages that are at or above the relevant
minimum wage AND
that exists in Australia, even if not within the person’s locally accessible labour market, regardless of
whether vacancies exist.
Definitions
For the purposes of DSP:
Impairment

For the purpose of using these Tables, impairment means a loss of
functional capacity affecting a person’s ability to work, that results
from the person’s medical condition. In other words, an impairment
can be described as a sum of effects or impacts that a person’s medical
condition has on that person’s ability to work.
Medical condition
A medical condition is a disease, injury or abnormality of a body
system or structure as diagnosed by an appropriately qualified medical
practitioner.
Permanent medical
A medical condition that has been fully diagnosed, treated and
condition
stabilised and in the light of available evidence is likely to persist for
more than two years
Permanent impairment
For the purpose of using these Tables, the level of impairment
resulting from the condition is considered permanent if it is likely to
last for more than two years.
This means that the condition causing the impairment has been fully
diagnosed, treated and stabilised and it is unlikely that there will be
any significant improvement to the person’s functional capacity within
the next two years, with or without reasonable treatment of the
underlying condition.
Treated
A condition is considered fully treated if the person diagnosed with
this condition has received all reasonable treatment for the condition.
Reasonable treatment is treatment that is feasible and accessible i.e.,
available locally at reasonable cost where a substantial improvement
can reliably be expected and where the treatment or procedure is of a
type regularly undertaken or performed, with a high success rate and
low risk to the person.
APPENDIX E Draft revised Impairment Tables use in Testing
5
Final Report 30 June 2011

Stabilised
Significant functional
improvement
Working independently of
a program of support

Unlikely to show any significant functional improvement, with or
without reasonable treatment, within the next two years.
Improvement within the next two years that is likely to enable the
person to work 15 hours or more hours per week
The person is unlikely to need a program of support that:
 is designed to assist the person to prepare for, find or maintain
work AND
 is funded wholly or partly by the Commonwealth or is considered
similar to such a program OR
The person is likely to need such a program of support occasionally or
not on an ongoing basis.

Selecting the Appropriate Impairment Table(s)
Once the assessor has determined that the person has a permanent physical, intellectual or
psychiatric impairment resulting from a diagnosed medical condition, the appropriate Impairment
Table(s) can be selected.
A person can be assessed on more than one Impairment Table if the person has functional
impairments covered by the relevant tables. A quick reference guide to selecting the appropriate
table(s) appears below

Use this table when =>
Table 1 / 2: Functions requiring
Physical Exertion and Stamina
Table 3: Upper Limb Function
Table 4: Lower Limb Function
Table 5: Spinal Function
Table 6: Mental Health Function

Table 7: Functioning related to
Alcohol, Drug and Other
Substance Use
Table 8: Brain Function

Table 9: Communication
Function
Continued
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The person has a diagnosed medical condition(s) which is
considered permanent for DSP purposes AND
There is an impact on the person’s ability to perform activities requiring
physical exertion and stamina, (e.g. the person is not able to undertake
exercise appropriate to their age or undertake regular daily living activities and
household duties due to shortness of breath, chest pain or fatigue).
There is an impact on the person’s ability to perform activities requiring use of
their hands and arms (e.g. the person has difficulty holding, picking up,
carrying or manipulating objects).
There is an impact on the person’s ability to perform activities requiring use of
the lower limbs (lower limbs extend from the hips to the toes) e.g. the person
has difficulty walking or mobilising or standing.
There is an impact on the person’s ability to perform activities involving spinal
function (e.g. bending, turning body and/or head).
There is an impact on the person’s ability to perform activities involving mental
health and function (e.g. the person has difficulties in areas such as self care
and independent living, social or recreational activities or travel, interpersonal
relationships, concentration and task completion, behaviour, planning and
decision making).
There is an impact on the person’s ability to undertake daily activities as a
result of substance dependence involving the use of alcohol, drugs or other
harmful substances (e.g. volatile solvents such as glue or petrol) or the misuse
of prescription drugs.
There is an impact on the person’s ability to perform neurological/cognitive
functions (e.g. the person has difficulties with memory, attention,
concentration, problem solving, visuo‐spatial function, planning, decision
making, comprehension, self awareness and/or behavioural control.
There is an impact on the person’s ability to understand speech in his/her main
language and/or speak his/her main language (i.e. the language that the
person most commonly uses at home)
overleaf:
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Use this table when =>
Table 10: Intellectual Function

Table 11: Gastrointestinal
Function

Table 12: Hearing
Table 13/14/15: Vision
Table 16: Continence

Table 18: Functions of the Skin
Table A: Functions of
Consciousness

The person has a permanent impairment(s) resulting from a
medical condition(s) AND
There is an impact on the person’s ability to perform intellectual functions
such as learning, reasoning and problem solving.
For example, the person has a diagnosed intellectual disability and experiences
difficulties in activities of daily living, socialisation, communication and/or
appropriate behaviour.
There is an impact on the person’s ability to perform work‐related or daily
activities as a result of symptoms or personal care needs associated with a
permanent gastrointestinal condition. The person may be interrupted at work
or other activity.
A person with an ileostomy or colostomy should be assessed using Table 16
(Continence).
There is an impact on the person’s ability to hear and/or an impact on other
functions of the ear such as balance.
There is an impact on the person’s ability to see.
There is an impact on the person’s ability to maintain continence of the
bladder and/or bowel; and/or the person has a stoma (e.g. colostomy,
ileostomy) or uses a catheter or other collection device to manage their
continence.
There is an impact on the person’s ability to perform activities requiring
healthy, undamaged skin.
There is an impact on the person’s ability to maintain consciousness during
waking hours when occupied with a task or activity (e.g. the person
experiences involuntary episodes of loss of or altered state of consciousness).

Determining the Appropriate Rating
When determining which impairment rating applies to the person (i.e. ‘no functional impact’, ‘mild
functional impact’, ‘moderate functional impact’, ‘severe functional impact’ or ‘extreme functional
impact’, the assessor should select the rating that best describes the person’s abilities/difficulties.
Unless otherwise specified, this should be the rating where most if not all of the descriptors apply to
the person.
The person should be assessed on the basis of what they can/could do (i.e. not on the basis of what
the person chooses to do or what others do for the person).
Episodic or Fluctuating conditions
For impairments caused by conditions that are episodic or fluctuating, the assessor should apply the
rating that best describes the person’s functional abilities most of the time (e.g. the person’s usual
abilities for more than half of each day, or at least 4 days per week, or at least 6 months of the past
year, depending on how frequently the condition fluctuates).
Aids and Equipment (Assistive Technology)
The person’s functional abilities should be assessed when using/wearing any assistive devices that
they have and usually use. Some of the tables specify a particular rating level when such assistance
is used.
Use of Prescribed Medications or Treatments
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The person should be assessed when using/taking any prescribed medications or treatments. For
example, if a person has a prescribed inhaler to use for asthma, they should be assessed when using
this medication in accordance with the prescribed instructions.

Combining Scores when Multiple Impairment Tables are used
When the person is assessed using more than one of the Impairment Tables, the point scores may
be added in accordance with the following rules:



the person must have an assessed rating of at least 10 points on one or more of the
Impairment Tables
ratings of 5 points may not be counted in a combined table score.

Case Examples of Multiple Table Use
A person who has suffered a stroke (cerebro‐vascular accident) may have functional impairments in
a number of areas depending on the part(s) of the brain that were damaged. For example, the
person may have difficulties in understanding or producing speech (Impairment Table 9 –
Communication), paralysis of one side of the body (Impairment Table 3 – Upper Limb Function and
Impairment Table 4 – Lower Limb Function). The person may have impaired cognitive functions such
as difficulty with visuo‐spatial functioning, attention or concentration (Impairment Table 8 – Brain
Function). In such a case, the assessor should use all of the relevant tables.
A person with poorly controlled diabetes mellitus may experience a range of functional impairments.
For example, peripheral neuropathy and vascular disease may affect lower limb function (Table 3).
The person’s vision (Table 13/14/15) may also be affected and the person may experience fatigue
and limitations in respect of physical exertion and stamina (Table 1). If the person has
hypoglycaemic episodes, the assessor may also use Table A (Functions of Consciousness).
A person living with HIV (PLHIV) may present with a range of co‐morbidities and a spectrum of
functional impairments, even in a case where a person is diagnosed, treated and stabilised. This is an
indication of the nature of the virus as well as an acknowledgement of the varying range of side
effects experienced from the use of Highly Active Anti Retro‐Viral Treatment (HAART). There are
varying experiences with the virus and side effects for men and women, for example, fatigue (Table
1), diarrhoea (Table 11), lipodystrophy (Table 18), peripheral neuropathy (Table 3) and also diabetes
mellitus (refer to case study above for diabetes mellitus). There are many cases of Mycobacterium
Avium Complex (MAC) which lead to blindness (Table 13/14/15). The incidence of psychological
disorders is increased within the PLHIV population, ranging from clinical depression to bi‐polar
disorder (Table 6). As PLHIV are living longer, those ageing with HIV disease are found to experience
neurological conditions including HIV dementia, HIV encephalopathy as well as Alzheimer's disease
at an earlier age than the general population (Table 8). In the assessment of a person living with
HIV, the assessor should use all of the relevant tables.
Diagnoses where there is No Apparent Functional Impairment
The presence of a diagnosed medical or psychiatric condition does not necessarily mean that there
will be functional impairment. For example, a person may have a diagnosis of hypertension but with
appropriate and timely treatment may not have any permanent impairment at the time of
assessment. Such a person should therefore be assessed as having no work‐related functional
impairment due to the condition.
Assessing the Functional Impact of Pain
There is no impairment table specifically allocated to pain. Pain is a symptom which may result in
impairment in a range of areas. For example, functional impairment of the lower limbs may be due
to pain, but may also be due to limited range of movement, loss of muscle strength, or absence of
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part of the limb. Pain could also affect upper limb function and/or spinal function. Where ongoing
pain is present despite diagnosis, reasonable treatment and stabilisation, the assessor should use
the tables that are relevant to the loss/impairment of functional ability that results from the pain.
Where a person’s medical condition is noted solely as pain but there is no evidence of the cause of
the pain, despite extensive medical investigation, this may indicate a somatoform disorder.
Assessment at the Mild level of impairment using Table 6 (Psychiatric Impairment) may be
considered following consultation with the HPAU.
Assessment where the Medical Diagnosis is Unclear or Controversial
There are some conditions where the diagnostic criteria and likely functional impacts are unclear or
subject to professional debate or conflicting research findings. Examples of such conditions include
Chronic Fatigue Syndrome and Multiple Chemical Sensitivity. In such cases, the assessor should
usually seek advice from the HPAU regarding the likely functional impact of the condition.
Diagnosis and Assessment in Remote and very Remote Areas
Assessors may encounter cases, particularly in rural and remote areas, where a person has not had
access to the health professionals specified in the Impairment Tables and the person may not have
adequate evidence of diagnosis and/or permanent impairment. In such cases, appropriate
assessment observations from a local health worker or visiting assessor may need to be used in
conjunction with advice from the HPAU to determine whether the person meets the medical
requirements for DSP.
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Table 1‐2 ‐ Functions requiring Physical Exertion and Stamina
Introduction to Impairment Table 1‐2
 Impairment Table 1‐2 should be used where the person has a diagnosed medical condition resulting in
functional impairment when performing functions requiring physical exertion and/or stamina.
 The diagnosis must be made by a qualified medical practitioner.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s difficulties with physical exertion or stamina.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists confirming diagnosis of conditions commonly associated with
cardiac or respiratory impairment (e.g. cardiac failure, cardiomyopathy, ischaemic heart disease,
chronic obstructive airways/pulmonary disease, asbestosis, mesothelioma, lung cancer)
o
reports from medical specialists confirming diagnosis of conditions commonly associated with
extreme fatigue or exhaustion (e.g. end stage organ failure, widespread/metastatic cancer, some
forms of leukaemia, other long‐term conditions where treatment cannot sufficiently control
symptoms)
o
results of exercise/cardiac stress/treadmill testing showing impaired exercise tolerance
o
observations of the assessor e.g. observations that the person is breathless when speaking or
after walking into the room, has cyanotic (blue) tinge to extremities or lips, or is very obese.

Points
0

5

10

Descriptors
There is no functional impact on activities requiring physical exertion or stamina.
The person is able to undertake exercise appropriate to their age and interests for at least 30 minutes at
a time.
The person has no difficulty completing physically active tasks around their home and community.
There is a mild functional impact on activities requiring physical exertion or stamina.
The person experiences symptoms such as occasional or mild shortness of breath or fatigue or occasional
chest pain when performing physically demanding activities.
Due to these symptoms, the person has occasional difficulty:
 walking (or mobilising if in a wheelchair) to local facilities such as a corner shop or around a shopping
mall, larger workplace or education/training campus, without stopping to rest; and/or
 performing physically active tasks such as climbing a flight of stairs (or mobilising up a long, sloping
pathway or ramp if in a wheelchair) or heavier household duties (such as vacuuming floors or
mowing the lawn).
The person is/would be able to perform most work‐related tasks, other than tasks involving manual
labour (such as digging, carrying or moving heavy objects, concreting, bricklaying, laying pavers, etc.)
There is a moderate functional impact on routine daily activities that require physical exertion or
stamina.
The person frequently experiences symptoms such as shortness of breath, fatigue or chest pain when
performing day to day activities around the home and community.
Due to these symptoms, the person:
 is unable to walk (or mobilise in a wheelchair) far outside the home and needs to drive or get other
transport to local shops or community facilities; and/or
 has difficulty performing day to day household activities (such as changing the sheets on a bed or
sweeping paths).
The person is still able to use public transport and walk or mobilise in a wheelchair around a
supermarket.
The person is/would be able to perform work‐related tasks of a clerical, sedentary or stationary nature
(i.e. tasks not requiring a high level of physical exertion).

Continued overleaf:
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Table 1‐2: Functions requiring Physical Exertion and Stamina (Continued)
Points
20

30

Descriptors
There is a severe functional impact on activities requiring physical exertion or stamina.
The person usually experiences symptoms such as chest pain, shortness of breath or fatigue when
performing light physical activities.
Due to these symptoms, the person is unable to do any of the following:
 walk or mobilise around a supermarket without assistance
 walk or mobilise from the carpark into a shopping centre/supermarket without assistance
 use public transport without assistance
 perform light day to day household activities (such as folding and putting away laundry or light
gardening).
The person has or is likely to have difficulty sustaining clerical or sedentary work for a continuous shift of
at least 3 hours.
There is an extreme functional impact on activities requiring physical exertion or stamina. The person is
completely unable to perform activities requiring physical exertion or stamina.
The person experiences symptoms such as chest pain, shortness of breath and/or exhaustion when
performing any activities requiring physical exertion or stamina.
Due to these symptoms, the person is unable to move around inside the home without assistance.
This category includes people who require Oxygen treatment (such as the use of an Oxygen concentrator
during the day or to move around).
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Table 3 – Upper Limb Function
Introduction to Impairment Table 3
 Impairment Table 3 should be used where the person has a diagnosed medical condition resulting in
functional impairment when performing functions requiring the use of hands and/or arms.
 The diagnosis must be made by a qualified medical practitioner.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s upper limb impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists confirming diagnosis of conditions associated with upper limb
impairment (e.g. arthritis or other condition affecting upper limb joints, paralysis or loss of
strength or sensation resulting from stroke or other brain or nerve injury, cerebral palsy or other
condition affecting upper limb coordination, inflammation or injury of the muscles or tendons of
the upper limbs, amputation or absence of whole or part of upper limb, hand or fingers)
o
reports from allied health practitioners (e.g. physiotherapist, occupational therapist or exercise
physiologist) confirming functional impact.
o
results of diagnostic tests (e.g. X‐Rays or other imagery)
o
results of physical tests or assessments showing impaired function of the upper limbs
o
observations of the assessor e.g. observations that the person has difficulty using upper limb(s)
while in the assessment setting, observation of obvious physical abnormalities of the upper limbs.
Points
0
5

10

20

30

Descriptors
There is no functional impact on activities using hands and arms.
The person can pick up, handle, manipulate and use most objects encountered on a daily basis without
difficulty.
There is a mild functional impact on activities using hands and arms.
The person has some difficulty with most of the following:
 picking up heavier objects such as a 2 litre carton of milk or carrying a shopping bag
 handling very small objects such as coins
 doing up buttons, and/or
 reaching up or out to pick up objects.
The person can still manage most daily activities requiring use of the hands and arms.
There is a moderate functional impact on routine daily activities using hands and arms.
The person has difficulty with most of the following:
 picking up a one litre carton full of liquid
 picking up a light but bulky object requiring the use of two hands together (such as cardboard box)
 holding and using a pen or pencil
 doing up buttons or tying shoelaces
 using a standard computer keyboard, and/or
 unscrewing a top on a soft‐drink bottle.
There is a severe functional impact on activities using hands and arms. Most of the following apply:
The person has limited movement and/or coordination in both arms and/or hands, or is an amputee
affecting a complete hand.
The person is unable to handle, move or carry most objects even when using or wearing any prosthesis or
assistive device that they have.
The person has difficulty using a computer keyboard despite appropriate adaptations.
The person is unable to hold a pen or pencil.
The person is unable to turn the pages of a book without assistance.
There is an extreme functional impact on activities using hands and arms. The person is unable to perform
any activities requiring the use of hands and arms.
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Table 4 – Lower Limb Function
Introduction to Impairment Table 4
 Impairment Table 4 should be used where the person has a diagnosed medical condition resulting in
functional impairment when performing functions requiring the use of legs and/or feet.
 The diagnosis must be made by a qualified medical practitioner.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s lower limb impairment.
 Lower limbs extend from the hips to the toes.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists confirming diagnosis of conditions associated with lower limb
impairment (e.g. arthritis or other condition affecting lower limb joints, paralysis or loss of strength
or sensation resulting from stroke or other brain or nerve injury, cerebral palsy or other condition
affecting lower limb coordination, inflammation or injury of the muscles or tendons of the lower
limbs, amputation or absence of whole or part of lower limb, foot or toes)
o
reports from allied health practitioners (e.g. physiotherapist, occupational therapist or exercise
physiologist) confirming the functional impairment
o
results of diagnostic tests (e.g. X‐Rays or other imagery)
o
results of physical tests or assessments showing impaired function of the lower limbs
o
observations of the assessor e.g. observations that the person has difficulty using lower limb(s)
while in the assessment setting, observation of obvious physical abnormalities of the lower limbs.
Points
0

5

10

Descriptors
There is no functional impact on activities requiring use of the lower limbs. The person can:
 walk without difficulty on a variety of different terrains and at varying speeds
 walk without difficulty around the home and community
 kneel or squat and rise back to a standing position
 stand unaided for at least 10 minutes
 use stairs without difficulty.
There is a mild functional impact on activities using lower limbs.
The person has some difficulty
 walking to local facilities such as shops or bus‐stop; and/or
 walking around a shopping mall without a rest; and/or
 climbing stairs.
The person needs assistance to rise from kneeling or a squat, and/or is unable to stand for more than 10
minutes.
OR
The person can mobilise effectively but needs to use a lower limb prosthesis or a walking stick.
There is a moderate functional impact on routine daily activities using lower limbs.
The person is unable to:
 walk far outside their home and needs to drive or get other transport to local shops or community
facilities; and/or
 kneel or squat; and/or
 use stairs or steps without assistance; and/or
 stand for more than 5 minutes.
Although the person has mobility limitations, the person is still able to use public transport and/or their own
vehicle and walk around in a supermarket.
This category includes a person who can move around independently using a wheelchair and can
independently transfer to and from a wheelchair (e.g. can use an accessible toilet independently). The
person may require additional time and effort to move around a workplace, may need to use disabled access
entries, lifts and toilets, and may not be able to access some areas of a workplace or training facility.
This category also includes a person who can move around independently using walking aids such as quad
stick, crutches or walking frame.
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Table 4 – Lower Limb Function (Continued)
Points
20

30

Descriptors
There is a severe functional impact on activities using lower limbs.
The person is unable to do any of the following:
 walk around a supermarket without assistance
 walk from the carpark into a shopping centre/supermarket without assistance
 stand up from a sitting position without assistance.
The person requires assistance to use public transport.
This category includes a person who requires assistance to move around in, and/or transfer to and from a
wheelchair. (For example, the person needs personal care assistance to use a toilet.)
This category also includes a person who requires assistance to move around using walking aids such as
quad stick, crutches or walking frame. (For example, the person needs assistance from another person to
walk on some surfaces and could not move independently around a workplace or training facility, even when
using a walking aid.)
There is an extreme functional impact on activities using lower limbs.
The person is unable to mobilise independently.

Final Report 30 June 2011

APPENDIX E Draft revised Impairment Tables use in Testing

14

Table 5 – Spinal Function
Introduction to Impairment Table 5
 Impairment Table 5 should used where the person has a diagnosed medical condition resulting in
functional impairment when performing activities involving spinal function, i.e. bending or turning the
back, trunk or neck.
 The diagnosis must be made by a qualified medical practitioner.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s difficulties with spinal function.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists confirming diagnosis of conditions commonly associated with
spinal function impairment (e.g. spinal cord injury, spinal stenosis, cervical spondylosis, lumbar
radiculopathy, herniated or ruptured disc, spinal cord tumours, arthritis or osteoporosis involving
the spine)
o
reports from physiotherapists or other rehabilitation practitioners confirming loss of range of
movement in the spine and/or other effects of spinal disease or injury
o
observations of the assessor e.g. observations that the person has difficulty bending, twisting or
turning body or head while in the assessment setting, signs of discomfort while sitting in the
assessment room.
 Assessment that requires the person to demonstrate spinal function/loss of function (e.g. range of
movement in the spine) should only be performed by a qualified medical practitioner, physiotherapist,
occupational therapist or exercise physiologist.
Points

Descriptors

0

There is no functional impact on activities involving spinal function.
The person can bend to knee level and straighten up again without difficulty.
The person can turn their body from side to side and can turn their head to look in all directions.

5

There is a mild functional impact on activities involving spinal function.
The person has some difficulty in:
 bending down to pick a light object (such as a piece of paper) off the floor; or
 turning their body or moving their head (e.g. to look to the side).

10

There is a moderate functional impact on activities involving spinal function.
The person:
 is unable to bend forward to pick up a light object placed at knee height; or
 has difficulty moving their head to look in all directions
The person is still able to sit or drive a car for 30 minutes.

20

There is a severe functional impact on activities involving spinal function.
The person is unable to:
 bend forward to pick up a light object from a desk or table; or
 remain seated for at least 10 minutes; or
 turn their head or bend their neck more than 90 degrees to the left, right and up and down.

30

There is an extreme functional impact on activities involving spinal function. The person is completely
unable to perform activities involving spinal function.
The person is unable to bend or turn their trunk or neck to complete the most basic of daily activities such as
dressing, bathing/showering or light housework.
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Table 6 – Mental Health Function
Introduction to Impairment Table 6
 Impairment Table 6 should only be used where the person has a diagnosed mental health condition
resulting in functional impairment (this includes recurring episodes of psychiatric impairment).
 This diagnosis must be made by a qualified medical practitioner, with supporting evidence from a
psychiatrist or clinical psychologist.
 Assessors using Table 6 should consider evidence from a range of sources in determining which rating
applies to the person being assessed. Examples of corroborating evidence may include (but are not
limited to):
o
information from the Treating Doctor’s Report
o
supporting letters, reports and/or assessments relating to the person’s mental health or psychiatric
illness
o
interviews with the person and those providing care or support to the person
o
the assessor’s observations of the person.
 The person may not have good self‐awareness of their psychiatric impairment and/or may not be able
to accurately describe its effects. Assessors should not rely solely on the person’s self report.
 The signs and symptoms of psychiatric impairment may vary over time. Assessors should not rely on a
‘snapshot’ or once‐off assessment.
 For psychiatric conditions that are episodic or fluctuate, the assessor should apply the rating that best
describes the person’s functional abilities on most days/most months.
Points
0

Descriptors
There is no functional impact on activities involving mental health and function. All or most of the following
indicators apply to this person:
Self Care and Independent Living
 lives independently and attends to all self care needs without support
Social/Recreational Activities and Travel
 goes out regularly to social and recreational events without support
 able to travel to new environments independently
Interpersonal Relationships
 has no difficulty forming and sustaining relationships
Concentration and Task Completion
 no difficulties in concentrating on tasks that interest the person
 able to complete a training or educational course or qualification in the normal timeframe
Behaviour, Planning and Decision‐making
 no evidence of significant difficulties in behaviour, planning or decision‐making
Work/Training Capacity
 able to cope with the normal demands of a job which is consistent with their education and training.

Continued overleaf:
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Table 6 – Mental Health Function (Continued)
Points
5

10

Descriptors
There is a mild functional impact on activities involving mental health function.
All or most of the following indicators apply to this person:
Self Care and Independent Living
 lives independently but may sometimes neglect self‐care, grooming or meals
Social/Recreational Activities and Travel
 is not actively involved when attending social or recreational activities
Interpersonal Relationships
 has interpersonal relationships that are strained with occasional tension or arguments
Concentration and Task Completion
 has difficulty focussing on intellectually demanding tasks for more than 30 minutes
 has some difficulties in completing education or training
Behaviour, Planning and Decision‐making
 may have slightly unusual or eccentric behaviours
 may have slight difficulties in planning and organising more complex activities
Work/Training Capacity
 occasional interpersonal conflicts at work, education or training may require changes in placement or
groupings.
There is a moderate functional impact on activities involving mental health function.
All or most of the following indicators apply to this person:
Self Care and Independent Living
 needs some support (i.e. occasional visit or assistance from family member or support worker) to live
independently and maintain adequate hygiene and nutrition
Social/Recreational Activities and Travel
 goes out alone infrequently and is not actively involved in social events
 may sometimes be reluctant to travel alone to unfamiliar environments
Interpersonal Relationships
 may have difficulty making and keeping friends/sustaining relationships
Concentration and Task Completion
 finds it very difficult to concentrate on longer tasks e.g. reading a chapter from a book
 finds it difficult to follow complex instructions e.g. from an operating manual, recipe or assembly
instructions
Behaviour, Planning and Decision‐making
 may have difficulty coping with situations involving stress, pressure or performance demands
 may have occasional behavioural or mood difficulties such as temper outbursts, depression or
withdrawal
Work/Training Capacity
 often has interpersonal conflicts at work, education or training that require intervention by
supervisors/managers/teachers and/or changes in placement or groupings.

Continued overleaf:
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Table 6 – Mental Health Function (Continued)
Points
20

30

Descriptors
There is a severe functional impact on activities involving mental health function.
All or most of the following indicators apply to this person most of the time:
Self Care and Independent Living
 needs regular support to live independently (i.e. needs visits or assistance 2 to 3 times a week from a
family member, friend, health worker or support worker)
Social/Recreational Activities and Travel
 travels alone only in familiar areas such as to local shops or other familiar venues
Interpersonal Relationships
 has very limited social contacts and involvement unless these are organised for the person
Concentration and Task Completion
 has difficulty concentrating on any task or conversation for more than a few minutes
 has slowed movements or reaction time due to psychiatric illness and/or treatment effects
Behaviour, Planning and Decision‐making
 behaviour, thoughts and conversation are significantly and frequently disturbed
Work/Training Capacity
 unable to attend work, education or training on a regular basis over a lengthy period due to ongoing
mental illness.
There is an extreme functional impact on activities involving mental health function.
All or most of the following indicators apply to this person:
Self Care and Independent Living
 needs continual support with daily activities and self care
 lives with family or in a supported residential facility or similar, or in a secure facility
Social/Recreational Activities and Travel
 is unable to travel away from own residence without a support person
Interpersonal Relationships
 has extreme difficulty interacting with other people and is socially isolated
Concentration and Task Completion
 has extreme difficulty in concentrating on any socially appropriate and productive task for more than a
minute
 has extreme difficulty in completing tasks and/or following instructions
Behaviour, Planning and Decision‐making
 has severely disturbed behaviour which may include self harm, suicidal attempts, unprovoked aggression
towards others or manic excitement
 judgement, decision‐making, planning and organisation functions are severely disturbed
Work/Training Capacity
 unable to attend work, education or training sessions for other than short periods of time.

Reference:
The Psychiatric Impairment Rating Scale ‐ PIRS (J. Parmegiani, D.Lovell, Y.Skinner, R.Milton. Sydney NSW
Australia 2001) was a key document considered in the development of Impairment Table 6.
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Table 7 – Functioning related to Alcohol, Drug and Other Substance Use
Introduction to Impairment Table 7
 Impairment Table 7 should be used where the person has a diagnosed medical condition resulting in
functional impairment due to excessive use of alcohol, drugs or other harmful substances (such as glue
or petrol) or the misuse of prescription drugs.
 The diagnosis must be made by a qualified medical practitioner, preferably with experience in this area
(e.g. an addiction medicine specialist or psychiatrist with experience in diagnosis and/or treatment
of substance use disorders).
 This table is designed for people who have current, continuing alcohol, drug or other harmful substance
user disorders and those in active treatment. Former users with resulting long‐term impairments
should be assessed under the relevant table(s), e.g. use Impairment Table 8 (Brain Function) where the
person has permanent neurological impairment resulting from previous alcohol, drug or other harmful
substance use.
 The use of drugs or alcohol does not in itself constitute or necessarily indicate permanent impairment.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. addiction medicine specialist or psychiatrist) confirming
diagnosis of substance use disorder and resulting impairment of other body systems/functions
o
results of investigations (e.g. liver function tests, alcohol and substance use assessment scales)
o
reports or other records of participation in treatment/rehabilitation programs
o
work or training attendance records
o
observations of the assessor e.g. observations that the person has signs of alcohol or other
substance use disorders.
Points
0

5

Descriptors
There is no functional impact from problematic use of alcohol, drugs or other harmful substances (including
volatile solvents such as glue or petrol).
The person is usually able to reliably attend and effectively participate in work, education or training
activities.
The person attends to all aspects of personal care and daily living tasks.
There is mild functional impact from alcohol, drugs or other harmful substance use.
At least one of the following indicators applies:
 The person engages in alcohol or illicit drug use and experiences some physical or cognitive effects that
carry over into working hours (e.g. poor concentration, lethargy, irritability).
 The person may have occasional difficulties in reliably attending work/education/training sessions or
appointments or completing duties or assigned tasks.
 The person is sometimes absent from work, education or training activities due to the effects of
substance use.

Continued overleaf:
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Table 7 – Functioning related to Alcohol, Drug and Other Substance Use (Continued)
Points
10

20

30

Descriptors
There is moderate functional impact from alcohol, drugs or other harmful substance use.
Most of the following indicators apply:
 The person regularly uses harmful amounts of alcohol, drugs or other substances and as a result
experiences difficulties performing physical or cognitive tasks.
 The person often has difficulty completing daily tasks and responsibilities due to the short term or long
term effects of alcohol, drugs or other harmful substances.
 The person’s substance use may be having a detrimental effect on family or social relationships and
activities.
 The person may have more frequent difficulties in reliably attending appointments or completing duties
or assigned tasks.
 The person is often absent from work, education or training activities due to the effects of substance
use.
This category includes people in receipt of treatment and in sustained remission (e.g. a person who is
receiving Methadone treatment or other opiate replacement therapy and is able to complete most activities
of daily living).
There is severe functional impact from alcohol, drug or other harmful substance use.
The person has a diagnosed alcohol, drug or other harmful substance use disorder and:
 neglects personal care, hygiene, nutrition and general health; and/or
 spends most of the time using or procuring substances and/or recovering from the effects of substance
use.
There is medical or psychological evidence that the person has physical and/or cognitive impairment
resulting from excessive use of alcohol, drugs or other harmful substances (e.g. documented or diagnosed
end organ damage; psychological or psychiatric assessment showing sustained and significant impairment or
behavioural dysfunction linked to brain damage resulting from substance use). (NOTE: Consider the
additional use of other relevant Impairment Tables if there is permanent impairment.)
Remission is only very brief if it occurs.
The person is frequently absent from work, education of training activities due to the effects of substance
use.
There is an extreme functional impact from alcohol, drug or other harmful substance use. Most of the
following indicators apply:
 The person has long‐term, entrenched and diagnosed alcohol, drug or other harmful substance use
disorder and has engaged in multiple attempts at various treatment programs without any significant
periods of sustained remission.
 The person neglects most aspects of self care, family relationships, social interaction and community
involvement.
 There is well‐documented medical evidence of significant and permanent damage to physical health (for
example, failure of the liver or other organs) and/or diagnosed brain injury with severely impaired
cognitive function resulting from the substance use.
 The person has undergone multiple periods of treatment without sustained improvement.
 The person is rarely able to attend work, education, or training activities due to the effects of substance
use.
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Table 8 – Brain Function
Introduction to Impairment Table 8
 Impairment Table 8 should be used where the person has a diagnosed medical condition resulting in
functional impairment related to neurological or cognitive function.
 The diagnosis must be made by a qualified medical practitioner and supported where appropriate by
expert opinion in this field such as a neurologist, neuropsychologist, rehabilitation physician,
psychiatrist or other specialist, where available, relevant to the person’s diagnosis.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s neurological or cognitive impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from specialists (e.g. neurologist, rehabilitation physician, psychiatrist or neuropsychologist)
supporting the diagnosis of conditions associated with neurological or cognitive impairment (e.g.
acquired brain injury, stroke/CVA, conditions resulting in dementia, tumour in the brain, some
neurodegenerative disorders)
o
results of diagnostic tests (e.g. MRI, CT scans, EEGs)
o
results of cognitive function assessments
o
observations of the assessor e.g. observations that the person has difficulty with cognitive functions
in the assessment setting.

Points
0
5

Descriptors
There is no functional impact resulting from a neurological/cognitive diagnosis, i.e. the person has no
significant problems with memory, attention, concentration, problem solving, visuo‐spatial function,
planning, decision making, comprehension, self awareness and/or behavioural control.
There is a mild functional impact resulting from a neurological/cognitive diagnosis.
The person has mild difficulties in at least one of the following areas but is able to complete most day to day
activities without assistance:
Memory
 occasionally forgets to complete a regular task, sometimes misplaces important items
Attention and Concentration
 has some difficulty concentrating on complex tasks for more than one hour
 may have some difficulty focussing on a task if there are other activities occurring nearby
Problem solving
 has difficulty solving complex problems that may involve multiple factors and/or abstract concepts
 may show a lack of awareness of problems in some situations
Planning
 has some difficulty planning and organising complex activities such as arranging travel and
accommodation for an interstate or overseas holiday
Decision making
 has some difficulty in prioritising and complex decision making when there are several options to choose
from
Comprehension
 has some minor difficulty in understanding complex instructions involving multiple steps
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Table 8 – Brain Function (Continued)
Points
10

Descriptors
There is a moderate functional impact resulting from a neurological/cognitive diagnosis.
The person has moderate difficulties in at least one of the following areas and needs occasional (less than
once a day) assistance with day to day activities:
Memory
 often forgets to complete regular tasks of minor consequence (such as putting the bin out on rubbish
night), often misplaces items, needs to use memory aids such as shopping lists to remember any more
than 3 or 4 items
Attention and Concentration
 has difficulty concentrating on complex tasks for more than 30 minutes
 has significant difficulty focussing on a task if there are other activities occurring nearby
Problem solving
 has difficulty solving some day to day problems or problems not previously encountered and may need
assistance or advice from time to time
Planning
 has difficulty planning and organising new or special activities such as planning and organising a large
birthday party
Decision making
 has some difficulty in prioritising and decision making and displays poor judgement at times, resulting in
negative outcomes for self or others
Comprehension
 has difficulty understanding complex instructions involving multiple steps and may need more prompts,
written instructions or repeated demonstrations than peers to complete tasks
Visuo‐spatial function
 has some difficulty with visuo‐spatial functions e.g. has some difficulty reading maps, giving directions or
judging distance or depth but this does not result in major limitations in day to day activities
Behavioural Control
 occasionally has difficulty controlling behaviour in routine situations (e.g. may show frustration or anger
or lose temper for minor reasons but displays no physical aggression)

Continued overleaf
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Table 8 – Brain Function (Continued)
Points
20

Descriptors
There is a severe functional impact resulting from a neurological/cognitive diagnosis.
The person has severe difficulties in at least one of the following areas and needs frequent (at least once a
day) assistance and supervision:
Memory
 unable to remember routines, regular tasks and instructions, has difficulty recalling events of the past
few days, may get easily lost in unfamiliar places
Attention and Concentration
 unable to concentrate on any task, even a task that interests the person, for more than 30 minutes
 is easily distracted from any task
Problem solving
 unable to solve routine day to day problems (e.g. what to do if a household appliance breaks down) and
needs regular assistance and advice
Planning
 unable to plan and organise routine daily activities (such as an outing to the movies or supermarket
shopping trip)
Decision making
 unable to prioritise and make complex decisions and often displays poor judgement, resulting in
negative outcomes for self or others
Comprehension
 unable to understand basic instructions and needs regular prompts to complete tasks, has difficulty
understanding abstract concepts
Visuo‐spatial function
 unable to perform many visuo‐spatial functions e.g. is unable to read maps or give directions (such as
how to get to the person’s house) or unable to judge distance or depth (e.g. stumbles on steps or bumps
into objects)
Behavioural Control
 often (more than once a week) unable to control behaviour even in routine, day to day situations and
may be verbally abusive to others or threaten physical aggression
Self Awareness
 lacks awareness of own limitations, resulting in significant difficulties or problems arising in day to day
activities

Continued overleaf
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Table 8 – Brain Function (Continued)
30

There is an extreme functional impact resulting from a neurological/cognitive diagnosis.
The person has extreme difficulties in at least one of the following areas and needs continual assistance and
supervision:
Memory
 needs constant prompts and reminders to remember routine tasks, familiar people and places, may get
lost even in familiar places if not accompanied, has difficulties remembering events that happened
earlier in the day such as what he/she ate for breakfast
Concentration
 unable to concentrate on any task for more than a few minutes
Problem solving
 unable to solve even the most basic problems (such as what to do if the kettle is empty) and needs
complete assistance with problem solving
Planning
 unable to plan and organise daily activities and needs complete assistance to organise daily routine
Decision making
 unable to prioritise and make simple decisions and needs a guardian or other delegate to make decisions
or give consent on the person’s behalf
Visuo‐spatial function
 unable to perform even basic visuo‐spatial functions ‐ for instance, is unable to follow spatial directions
(e.g. ‘turn left at the corner’), or unable to judge distance or depth which severely limits mobility
 has left or right‐sided neglect, i.e. is not aware of objects, people and/or body parts in the left or right
field of vision (even though the person’s eyes can see these things, the brain does not register their
presence)
Comprehension
 unable to understand even simple, single step instructions and needs assistance to complete most tasks
Behavioural Control
 frequently (e.g. every day) unable to control behaviour in a range of day to day situations and this
interferes with participation in activities outside the home and requires supervision and possibly
restriction to a home or institutional environment
Self Awareness
 has very poor or no awareness of own limitations resulting in frequent and serious risks to self or others.
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Table 9 – Communication Function
Introduction to Impairment Table 9
 Impairment Table 9 should be used where the person has a diagnosed medical condition resulting in
functional impairment affecting communication functions (i.e. understanding and/or producing
speech).
 The diagnosis must be made by a qualified medical practitioner and corroborating evidence from a
specialist assessment by a speech pathologist, neurologist or psychologist is also recommended.
 When using Table 9, the person should be assessed on their independent communication abilities when
using any aids or equipment (assistive technology) that they have, i.e. without physical assistance from
a support person.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s communication impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists confirming diagnosis of conditions associated with communication
impairment (e.g. stroke/CVA, other acquired brain injury, intellectual disability, cerebral palsy,
neurodegenerative conditions, damage to the speech‐related structures of the mouth, vocal cords
or larynx)
o
results of diagnostic tests (e.g. X‐Rays or other imagery)
o
results of functional assessments showing impaired speech or comprehension
o
observations of the assessor e.g. observations that the person has difficulty communicating or
understanding speech in the assessment setting.
Points
0
5

10

Descriptors
There is no functional impact on understanding speech in the person’s main language and no functional
impact on speaking the main language (i.e. the language that the person most commonly uses at home).
The person’s speech is usually understood by those who speak the same language.
There is a mild functional impact on communication in the person’s main language.
The person has mild difficulties in at least one of the following areas:
Receptive communication (understanding language)
 has some difficulty understanding complex language with complex words and long sentences such as
a TAFE or university lecture
Expressive communication (speaking)
 has mild difficulty in producing speech and has minor difficulty with being understood
There is a moderate functional impact on communication in person’s main language.
The person has moderate difficulties in at least one of the following areas:
Receptive communication (understanding language)
 has some difficulty understanding day to day language, particularly where a sentence or instruction
includes multiple steps or concepts, such as ‘Please take this book out to Jane at the front desk and
ask her to give you some paper clips and bring them back in here.’
 may need instructions repeated or broken down into shorter sentences.
Expressive communication (speaking)
 has moderate difficulty in producing speech, such as a stutter, stammer, difficulty coordinating
speech movements or damage to speech structures (e.g. vocal cords, larynx) which makes speech
effortful, slow and/or sometimes difficult for strangers to understand
Alternative or augmentative communication (e.g. sign language, technology that produces electronic
speech, use of symbols to communicate)
 is unable to speak clearly but uses recognised sign language (Auslan or signed English) fluently and is
able to lip read
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Table 9 – Communication Function (Continued)
20

30

There is a severe functional impact on communication in the person’s main language.
The person has severe difficulties in at least one of the following areas:
Receptive communication (understanding language)
 unable to understand day to day language in unfamiliar environments and/or relating to non‐routine
tasks, even where a sentence or instruction includes only a single step, such as ‘Put the book next to
the pencils’
 needs instructions repeated and/or gestures or physical demonstration in order to understand what
is said
Expressive communication (speaking)
 unable to produce speech, e.g. has a severe stutter, stammer, difficulty coordinating speech
movements or damage to speech structures (e.g. vocal cords, larynx) which makes speech very
effortful and/or very slow
 speech is always difficult for strangers to understand, or
 uses a limited vocabulary of words in speech e.g. fewer than 50 words, or
 speech is clear but is not used appropriately, e.g. has frequent echolalia (compulsively repeats words
or what the other person says), frequently swears or uses abusive language as a result of a condition
such as Tourette’s syndrome and is unable to sustain a normal conversation for even a few minutes
Alternative or augmentative communication (e.g. sign language, technology that produces electronic
speech, use of symbols to communicate, use of a note taker to assist in communication)
 is unable to speak clearly and uses recognised sign language (Auslan or signed English) but is not
fluent and has limited or no ability to lip read, or
 needs to use an electronic communication device to communicate with others in places such as
shops, workplace or education/training facility and is unable to be understood without this device, or
 is unable to speak and uses handwriting or typing to communicate, or
 is unable to speak and uses the assistance of a note taker to communicate
There is extreme functional impact on communication in the person’s main language.
The person has extreme difficulties in at least one of the following areas:
Receptive communication (understanding language)
 has extreme difficulty understanding even simple day to day language in familiar environments
 may understand only a few single words or simple phrases that are used on a regular basis (such as
‘drink’, ‘toilet’, ‘bed‐time’, ‘go in the car’)
 needs additional gestures, pictures, symbols or physical demonstration in order to understand what
is said
Expressive communication (speaking)
 has extreme difficulty in producing any clear speech or is unable to speak at all, or
 speech is difficult to understand even for family members and others who have regular contact with
the person, or
 uses a limited vocabulary of words in speech e.g. fewer than 20 words, or
 is only able to indicate yes/no, pleasure or displeasure through facial expressions or head
movements
Alternative or augmentative communication (e.g. sign language, technology that produces electronic
speech, use of symbols to communicate, use of a note taker to communicate)
 uses a limited number of symbols (such as Compics) or pictures or photos to communicate basic
needs and feelings, or
 needs to use an electronic communication device to communicate with others but has difficulty
using this and is very slow in preparing communications, or
 is unable to speak or use an electronic communication device and uses a note taker to communicate
with others
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Table 10 – Intellectual Function
Introduction to Impairment Table 10
 Impairment Table 10 should be used where the person has a diagnosis of intellectual disability resulting
in functional impairment related to their level of intellectual function.
 A diagnosis must be made by a qualified medical practitioner and supporting evidence from a specialist
assessment by a psychologist is recommended.
 An assessment of intellectual function, in the form of a WAIS IV or equivalent contemporary
assessment deemed acceptable by the Health Professional Advisory Unit, completed by a psychologist,
is required for an impairment rating of 10 points or more to be assigned. This assessment should be
conducted after the person turns 16 years of age. A WISC (Wechsler Intelligence Scale for Children)
assessment completed between the ages of 12 and 16 years is also acceptable for people aged 18 years
or under at the time of Impairment Table assessment.
 While not diagnostic instruments, tools such as the TONI – Test of Non‐verbal Intelligence and/or the
KICA – Kimberley Indigenous Cognitive Assessment, may provide culturally appropriate supporting
evidence of intellectual impairment for Indigenous people. (Note that the KICA is designed for
dementia assessment and is recommended for use with rural and remote Indigenous Australians aged
45 years and above for whom other dementia assessments are not suitable.)
 Assessors should note the diagnostic definition of intellectual disability in the current version of the
Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric Association).
 Assessors should note that diagnosis of a learning disorder such as dyslexia does not equate to a
diagnosis of intellectual disability.
 Assessors should consider evidence from a range of sources in determining which rating applies to the
person being assessed.
 Examples of corroborating evidence may include (but are not limited to):
o
information from the Treating Doctor’s Report
o
supporting letters, reports and/or assessments relating to the person’s development, intellectual
function, adaptive behaviour and/or programs
o
interviews with the person and those providing care, support or treatment to the person
o
observations of the assessor e.g. observations that the person has difficulty with intellectual
functions (such as daily living skills, socialisation, communication and appropriate behaviour) in the
assessment setting.

Points
0

5

Descriptors
There is no impact on intellectual functions such as learning, reasoning and problem solving.
For example, the person has intellectual functioning within the average range and displays an average range
of adult skills in activities of daily living, socialisation, communication and appropriate behaviour and is able
to live independently in the community.
There is mild impact on intellectual functions in at least 2 of the following domains:
Learning and applying knowledge
 may have mild difficulties with literacy and/or numeracy e.g. difficulty reading a complex newspaper
article
 may need more instructions and demonstrations than peers to learn a complex task
Daily living skills
 may have some difficulties in managing personal finances e.g. may need occasional assistance with
budgeting
 may have some difficulties managing personal safety e.g. may occasionally place self in situations of risk
or potential exploitation
Social skills
 may have minor difficulties with interpersonal skills and understanding social responsibilities
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Table 10 – Intellectual Function (Continued)
Points
10

20

Descriptors
There is moderate impact on intellectual functions in at least 2 of the following domains:
Learning and applying knowledge
 difficulties with literacy and/or numeracy are evident e.g. significant difficulty reading and completing
forms
 needs repeated demonstrations to learn tasks involving several steps and/or concepts
Daily living skills
 difficulties in managing money and needs regular assistance with budgeting
 may need assistance with travel and public transport arrangements to new destinations
 may need occasional reminders to maintain adequate personal hygiene, nutrition and health care
Social skills
 difficulties with interpersonal skills e.g. social interactions and behaviour may not always be appropriate
to the situation
 may have difficulty communicating more complex needs or issues
 needs guidance and advice to understand and follow rules, obey laws and maintain personal safety
The person will usually have an assessed IQ of less than 85 points using the WAIS IV or equivalent
contemporary assessment of intellectual function, deficits in adaptive behaviour and a history of
developmental difficulties before 18 years of age.
There is severe impact on intellectual functions in at least 2 of the following domains:
Learning and applying knowledge
 has only basic reading and writing skills e.g. can read only simple text and perform only basic counting
but not calculations such as addition or subtraction of double digit numbers
 needs repeated demonstrations to learn tasks involving two or three steps and/or concepts
Daily living skills
 needs assistance to make routine purchases and receive correct change and needs full assistance with
budgeting
 needs to be accompanied when travelling to new destinations
 needs regular supervision and/or assistance to maintain adequate personal hygiene, nutrition and health
care
 needs regular assistance to live in the community
Social skills
 interpersonal skills are limited e.g. social interactions are limited and/or often not appropriate to the
situation
 has difficulty communicating with others
 needs regular supervision and assistance to understand and follow rules, obey laws and maintain
personal safety
 may display behaviours that are inappropriate or unacceptable to the community
The person will usually have an assessed IQ of less than 70 points using the WAIS IV or equivalent
contemporary assessment of intellectual function, deficits in adaptive behaviour and a history of
developmental difficulties before 18 years of age.
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Table 10 – Intellectual Function (Continued)
Points
30

Descriptors
There is an extreme impact on intellectual function in all of the following domains:
Learning and applying knowledge
 unable to read, write or count objects needs repeated demonstrations to learn simple tasks involving
one or two steps or is unable to complete even simple tasks
Daily living skills
 needs complete supervision and/or assistance to maintain adequate personal hygiene, nutrition and
health care
 needs complete assistance to manage money
 needs complete assistance to travel/ use transport
 needs continual support and lives with family or in supported accommodation
Social skills
 interpersonal skills are extremely limited e.g. can manage only very basic social interactions such as
smiling or responding with simple language or gestures
 communication skills are extremely limited
 the person needs complete assistance to participate in social and community activities
 may display behaviours that are highly inappropriate and/or dangerous to self, others or property
The person will usually have an assessed IQ of less than 55 points (or be deemed unassessable using the
WAIS IV or equivalent contemporary assessment of intellectual function), deficits in adaptive behaviour and
a history of developmental difficulties before 18 years of age.
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Table 11 – Gastrointestinal Function
Introduction to Impairment Table 11
 Impairment Table 11 should be used where the person has a diagnosed medical condition resulting in
function impairment related to gastrointestinal function. Gastrointestinal conditions may include
diseases that affect the mouth, salivary glands, oesophagus, stomach, intestines (small and/or large
intestine), pancreas, gall bladder, bile ducts, rectum and/or anus.
 Symptoms of gastrointestinal conditions may include pain, discomfort, nausea, vomiting, diarrhoea,
constipation, reflux, heartburn/indigestion, fatigue.
 Personal care needs associated with gastrointestinal conditions may include (but are not limited to): the
need to take medications when symptoms occur, care of special feeding equipment such as PEG button
or special feeding tube, special diets or feeding solutions, care of stomas and ostomy bags, strategies to
relieve pain, additional toileting and personal hygiene needs.
 Note that continence and ostomy care are assessed using Table 16, i.e. a person with an ileostomy or
colostomy should be assessed using Table 16 (Continence).

 The diagnosis must be made by a qualified medical practitioner.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s gastrointestinal condition and impaired function.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. gastroenterologist) confirming diagnosis of a gastrointestinal
condition that is likely to result in the symptoms described by the person
o
results of investigations (e.g. X‐Rays or other imagery, endoscopy, colonoscopy)
o
observations of the assessor e.g. observations that the person has signs of gastrointestinal
dysfunction.
Points
0
5

10

Descriptors
There is no functional impact on work‐related or daily activities and the person is not usually interrupted at
work or other activity by symptoms or personal care needs associated with a diagnosed, treated and
permanent gastrointestinal condition.
There is a mild functional impact on work‐related or daily activities due to symptoms or personal care needs
associated with a gastrointestinal condition.
The following indicators apply:
 the person’s attention and concentration at a task are sometimes interrupted or reduced by pain or other
symptoms or personal care needs associated with the gastrointestinal condition (e.g. on most days);
and/or
 the person is sometimes absent from work, education or training activities due to the gastrointestinal
condition.
There is a moderate functional impact on work‐related or daily activities due to symptoms or personal care
needs associated with a gastrointestinal condition.
At least 2 of the following indicators apply:
 the person’s attention and concentration at a task are often interrupted or reduced by pain or other
symptoms or personal care needs associated with the gastrointestinal condition (e.g. at least once a day
but not every hour)
 the person is unable to sustain work activity or other tasks for more than 2 hours without a break due to
symptoms of the gastrointestinal condition
 the person is often absent from work, education or training activities due to the gastrointestinal condition.
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Table 11 – Gastrointestinal Function (Continued)
Points
20

30

Descriptors
There is a severe functional impact on work‐related or daily activities due to symptoms or personal care
needs associated with a gastrointestinal condition.
At least 2 of the following apply:
 the person’s attention and concentration at a task are frequently interrupted or reduced by pain or other
symptoms or care needs associated with the gastrointestinal condition (e.g. at least once every hour)
 the person is unable to sustain work activity or other tasks for a total of more than 5 hours a day, even
with regular breaks, due to symptoms of the gastrointestinal condition
 the person’s condition may affect the comfort and /or attention of co‐workers
 the person is frequently absent from work, education or training activities due to the gastrointestinal
condition
There is an extreme functional impact on gastrointestinal function. The person is completely unable to
perform work‐related or daily activities due to symptoms or personal care needs associated with a
gastrointestinal condition.
At least 2 of the following apply:
 the person’s attention and concentration at a task are continually interrupted or reduced by pain or other
symptoms or care needs associated with the gastrointestinal condition (e.g. pain or other symptoms are
present all or most of the time)
 the person is unable to sustain work activity or other task for more than 1 hour without a break due to
symptoms of the gastrointestinal condition
 the nature of the person’s condition is likely to affect co‐workers adversely
 the person is rarely able to attend work, education or training activities due to the gastrointestinal
condition
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Table 12 – Hearing and other Functions of the Ear
Introduction to Impairment Table 12
 Impairment Table 12 should be used where the person has a diagnosed medical condition resulting in
functional impairment when performing activities involving hearing function or other functions of the
ear (such as balance difficulties due to a condition involving the inner ear).
 The diagnosis must be made by a qualified medical practitioner with corroborating evidence from an
audiologist.
 Table 12 ratings should be assessed with the person using any prescribed hearing aid, cochlear implant
or other hearing device that they usually use.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s hearing impairment or other impaired function of the ear.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical practitioners (e.g. ear nose and throat specialist, neurologist) confirming
diagnosis of conditions associated with hearing impairment or other impaired function of the ear
(e.g. congenital deafness, presbyacusis, acoustic neuroma, side‐effects of medication, or Meniere's
disease)
o
results of audiological assessment
o
observations of the assessor e.g. observations that the person has difficulty hearing conversation.

Points
0

5

10

Descriptors
There is no functional impact on hearing.
All of the following indicators apply:
 The person can hear a conversation at average volume in a room with an average level of background
noise (e.g. other people talking quietly in the background).
 The person does not have to turn the television volume up louder than others in the household to hear
clearly.
 The person does not need to use a hearing aid, cochlear implant or other hearing device.
There is mild functional impact on hearing.
The following indicators apply:
 The person has some difficulty hearing a conversation at an average volume in a room with background
noise (e.g. other people talking quietly in the background); and/or
 The person may have to turn the television volume up slightly louder than others in the household to hear
clearly; and/or
 The person may use a hearing aid, cochlear implant or other device; and/or
 The person may have difficulty hearing conversations when using a standard telephone;
OR
 The person may have occasional mild difficulty with balance (e.g. occasional dizziness, less than once a
week) or occasional ringing in the ears, due to a medically diagnosed disorder of the inner ear such as
Meniere’s disease.
There is a moderate functional impact on hearing even when using a hearing aid, cochlear implant or other
hearing device or sign language interpreting.
The following indicators apply:
 The person has difficulty hearing a conversation at average volume in a room with no background noise;
and
 The person has to turn the television volume up much louder than others in the household to hear clearly;
and
 The person may be partially reliant on lip‐reading and/or Auslan or other sign language;
OR
 The person may have occasional (less than once a week) but severe difficulty with balance (e.g. severe
dizziness – has to sit down or hold on to a solid object) or occasional but severe ringing in the ears, due to
a medically diagnosed disorder of the inner ear such as Meniere’s disease.
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Table 12 – Hearing and other Functions of the Ear (Continued)
Points
20

30

Descriptors
There is a severe functional impact on hearing even when using a hearing aid, cochlear implant or other
hearing device or technology or sign language interpreting.
The following indicators apply:
 The person has severe difficulty hearing any conversation even at raised volume in a room with no
background noise (i.e. is unable to hear someone speaking to them in a loud voice, may not be able to
hear someone shouting a warning, such as ‘Look out!’); and
 The person is unable to hear sounds needed for personal or workplace safety such as a smoke alarm, fire
evacuation siren, or car or truck horn; and
 The person needs to use headphones or ear piece for listening to the television or is reliant on captions to
follow a television program or movie; and/or
 The person is reliant on Auslan or other sign language or note taking to converse with others;
OR
 The person has continual difficulty with balance (e.g. severe dizziness continually or at least several times
daily – has to sit down or hold on to solid object) or continual ringing in the ears that severely interferes
with hearing, due to a medically diagnosed disorder of the inner ear such as Meniere’s disease.
There is an extreme functional impact on hearing even when using a hearing aid, cochlear implant or other
hearing device. The following indicators apply:
 The person is unable to hear anything at all; and
 The person has limited or no ability to understand Auslan or other sign language.
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Table 13/14/15 – Visual Function
Introduction to Impairment Table 13/14/15
 Impairment Table 13/14/15 should be used where the person has a diagnosed medical condition
resulting in functional impairment when performing activities involving visual function.
 The diagnosis must be made by a qualified medical practitioner and ophthalmologist.
 A person meets the criteria for permanent blindness (and therefore automatic eligibility for DSP) under
section 95 of the Social Security Act if:
o the corrected visual acuity is less than 6/60 on the Snellen Scale in both eyes; or
o their field of vision is constricted to ten degrees or less of arc from central fixation in the better eye
irrespective of corrected visual acuity; or
o there is a combination of visual defects resulting in the same degree of permanent visual loss.
Where severe loss of visual function is evident or suspected, the assessor should ensure that testing by
a qualified ophthalmologist has occurred to determine if the person meets the criteria for permanent
blindness.
 Table 13/14/15 ratings should be assessed with the person using any visual aids the person usually
uses, such as spectacles or contact lenses.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s vision impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. ophthalmologist, ophthalmic surgeon) confirming diagnosis of
conditions associated with vision impairment (e.g. diabetic retinopathy, glaucoma, retinitis
pigmentosa, macular degeneration, cataracts, congenital blindness i.e. blind from birth)
o
results of vision assessments
o
observations of the assessor e.g. observations that the person has difficulty seeing things or has an
obvious physical abnormality of the eye(s).

Points
0

Descriptors
There is no functional impact on vision.
The person has no difficulties seeing things at a distance or close up when wearing glasses or contact lenses
if these are usually worn. All of the following indicators apply:
 The person has no difficulties seeing the print in a newspaper or magazine.
 The person has no difficulties seeing road signs, street signs or bus numbers.
 The person has a full field of vision, i.e. they do not have any problems with peripheral vision (being aware
of objects or movement to the sides, above or below, when looking straight ahead) and no patches or
areas of lost vision.
 The person can usually perform all day to day functions involving the eyes without discomfort (i.e. no
watering of the eyes, difficulty opening the eyes, or difficulty moving the eyes, able to tolerate normal
light levels).
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Table 13/14/15 – Visual Function (Continued)
Points
5

10

20

Descriptors
There is a mild functional impact on vision.
The person has mild difficulties seeing things at a distance or close up when wearing glasses or contact
lenses if these are usually worn. The person can still perform most day to day activities involving vision.
The following indicators apply:
 The person has some difficulty seeing the fine print in newspapers or magazines (may have to hold the
print further away or use brighter light); and/or
 The person has some difficulty seeing road signs, street signs or bus numbers and/or may have some
difficulty reading road signs at night but can still travel around the community and use public transport
without assistance; and/or
 The person experiences some discomfort when performing day to day activities involving the eyes (e.g.
mild occasional watering of the eyes, mild difficulty opening the eyes, or mild difficulty moving or
coordinating the eyes, or difficulty tolerating bright lights and sunlight); and/or
 The person has functional vision in only one eye (or only has one eye) but has good vision in the remaining
eye.
There is a moderate functional impact on vision.
The person has moderate difficulties seeing things at a distance or close up when wearing glasses or contact
lenses if these are usually worn. The person may need to use vision aids or assistive devices other than
spectacles and contact lenses for some tasks.
The person has difficulty performing some day to day activities involving vision.
The following indicators apply:
 The person has some difficulty seeing routine workplace, educational or training information such as signs,
safety information, or manuals and may need to use alternative formats (e.g. large print) and/or assistive
devices or technology for vision in work, training or educational settings; and/or
 The person experiences moderate discomfort when performing day to day activities involving the eyes (i.e.
frequent watering of the eyes, frequent difficulty opening the eyes, or moderate difficulty moving or
coordinating the eyes, or unable to tolerate normal levels of light indoors or outdoors); and/or
 The person has only one eye or functional vision in only one eye and has mild problems with the vision in
the remaining eye.
 The person is still able to function independently in familiar environments (i.e. without regular assistance
from other people)
 The person is able to travel independently using public transport when using any assistive devices that
they have (including a guide dog or cane)
There is a severe functional impact on vision.
The person has severe difficulties seeing things at a distance or close up when wearing glasses or contact
lenses if these are usually worn. The person needs to use vision aids or assistive devices other than
spectacles and contact lenses for many tasks.
The person has severe difficulty performing many day to day activities involving vision. For example:
 The person is unable to see routine workplace, educational or training information such as signs, safety
information, or manuals even when using any assistive devices or technology that they have; and/or
 The person needs assistance to use public transport or travel independently to work, educational or
community facilities even when using any assistive devices that he/she has (such as a guide dog or cane);
and
 The person is unable to move around independently in unfamiliar environments; and/or
 The person has been denied a driver’s licence on the basis of vision impairment.
A person with vision difficulties at this level should undergo a specialist assessment to determine if they
meet the Social Security Act criteria for permanent blindness.
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Table 13/14/15 – Visual Function (Continued)
Points
30

Descriptors
There is an extreme functional impact on vision. The person has complete loss of effective vision.
The person has no useful vision at a distance or close up even when wearing glasses or contact lenses if
these are usually worn and/or when using other vision assistance devices or technology.
The following indicators apply:
 The person has been totally blind since birth; or
 The person has lost both eyes due to trauma or malignancy; and/or
 The person has been assessed as ‘legally blind’ (e.g. has been assessed as meeting the Social Security Act
criteria for permanent blindness); and/or
 The person needs assistance to move around even in familiar environments and to perform most day to
day activities.
A person with vision difficulties at this level not already in receipt of Disability Support Pension should
undergo a specialist assessment and/or administrative review to confirm that they meet the Social Security
Act criteria for permanent blindness.
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Table 16 – Continence Function
Introduction to Impairment Table 16
 Impairment Table 16 should be used where the person has a diagnosed medical condition resulting in
functional impairment related to incontinence of the bladder and/or bowel.
 The diagnosis must be made by a qualified medical practitioner. Assessment by an appropriate
specialist clinician (e.g. urogynaecologist, urologist, or gastroenterologist) is recommended in cases of
moderate or severe incontinence.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s continence impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. urogynaecologist, gynaecologist, urologist, gastroenterologist)
confirming diagnosis of conditions associated with incontinence (e.g. some gynaecological
conditions, prostate enlargement or malignancy, gastrointestinal conditions, incontinence resulting
from paraplegia, spina bifida, neurodegenerative conditions or severe intellectual disability)
o
assessments/reports from practitioners specialising in the treatment and management of
incontinence such as urologists, urogynaecologists, continence nurse advisors.

Points
0
5

Descriptors
There is no functional impact on maintaining continence of the bladder and bowel during the day.
The person does not have a stoma (e.g. colostomy, ileostomy) or use a catheter or other collection device to
manage continence.
There is a mild functional impact on maintaining continence of the bladder and/or bowel during the day. The
following indicators apply:
Bladder
 the person has minor leakage from the bladder (e.g. a small amount of urine when coughing or sneezing)
at least once a day but not every hour; and/or
 the person has urgency (has to get to a toilet very quickly and has difficulty ‘holding on’ to urine) and/or
has occasional loss of control of bladder (at least weekly); and/or
 the person has difficulty passing urine (e.g. has to strain or has restricted flow of urine or has difficulty
emptying bladder); and/or
Bowel
 the person has minor leakage from the bowel (e.g. enough faecal matter to soil underwear but not outer
clothes) more than once a week but not every day; and/or
 the person has urgency and/or occasional loss of control of bowel at least monthly; and/or
Continence aids
 the person has a stoma, or uses a catheter or other collection device to manage their continence
independently without any difficulties and does not need any assistance with this.
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Table 16 – Continence Function (Continued)
Points
10

20

30

Descriptors
There is a moderate functional impact on maintaining continence of the bladder and/or bowel. The
following indicators apply:
Bladder
 the person has major leakage from the bladder (e.g. a large amount of urine – enough to soak through
clothes or soak a continence pad) on most days; and/or
Bowel
 the person has major leakage from the bowel (e.g. enough faecal matter to fully soil underwear and stain
outer clothes if a continence pad is not worn) in most weeks; and/or
Continence aids
 the person has a stoma, or uses a catheter or other collection device to manage their continence
independently but requires frequent bag or catheter changes, or has frequent equipment failure.
 The person’s continence difficulties result in interruption to tasks, work or training on most days
There is a severe functional impact on maintaining continence of the bladder and/or bowel. The following
indicators apply:
Bladder
 the person has minor leakage from the bladder (e.g. a small amount of urine when coughing or sneezing
or continual dribbling of urine) at least every hour; and/or
 the person has major leakage from the bladder (e.g. a large amount of urine – enough to soak through
clothes or soak a continence pad) at least every day but not every hour; and/or
Bowel
 the person has minor leakage from the bowel (e.g. enough faecal matter to soil underwear or continence
pad but not outer clothes) every day; and/or
 the person has major leakage from the bowel (e.g. enough faecal matter to fully soil underwear or a
continence pad) at least weekly; and/or
Continence aids
 the person has a stoma, or uses a catheter or other collection device to manage their continence and
needs some assistance from another person to manage this; and/or
 the person wears continence pads and needs some assistance to change these during the day
 The person’s condition may affect the comfort and /or attention of co‐workers.
There is an extreme functional impact. The person is completely unable to maintain continence of the
bladder and/or bowel. The following indicators apply:
Bladder
 the person has no control of bladder emptying and is always incontinent of urine; and/or
Bowel
 the person has no control of bowel emptying and is always incontinent of faeces; and/or
Continence aids
 the person has a stoma, or uses a catheter or other collection device to manage their continence and
needs complete assistance from another person to manage this; and/or
 the person wears continence pads and needs complete assistance to change these during the day
 The nature of the person’s condition is likely to affect co‐workers adversely.
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Table 18 – Functions of the Skin
Introduction to Impairment Table 18
 Impairment Table 18 should be used where the person has a diagnosed medical condition resulting in
functional impairment related to disorders of, or injury to, the skin.
 The diagnosis must be made by a qualified medical practitioner, preferably supported by the opinion of
a dermatologist or burns specialist.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s skin condition.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. dermatologist or burns specialist) confirming diagnosis of
dermatological conditions or burns
o
assessor observations of obvious skin conditions or scarring.

Points
0
5

10

Descriptors
There is no functional impact on activities requiring healthy, undamaged skin. For example, the person is
able to perform normal daily activities (such as washing dishes, shampooing hair, household cleaning and
participating in outdoor activities) with no difficulty.
There is a mild functional impact on activities requiring healthy, undamaged skin (i.e. the person has to
make minor adaptations to some daily activities).
At least one of the following indicators applies. The person:
 has minor difficulties performing activities involving use of their hands due to minor skin lesions,
dermatitis, skin allergies or scarring and may need to wear protective gloves for some tasks, apply
protective cream to the hands, and/or limit repetitive tasks involving use of the hands
 has minor difficulties performing activities involving use of other parts of the body due to minor skin
lesions, dermatitis, skin allergies or scarring
 has minor difficulties performing activities involving exposure to sunlight due to heightened sensitivity to
sunlight (this may be a result of certain medications or past history of skin cancers) and needs to take
higher than normal precautions to limit exposure to sunlight
There is a moderate functional impact on activities requiring healthy, undamaged skin (i.e. the person has to
make adaptations to several daily activities).
At least one of the following indicators applies. The person:
 has moderate difficulties performing activities involving use of their hands due to minor skin lesions,
dermatitis, skin allergies or scarring and needs to wear protective gloves for most tasks, avoid contact with
all detergents and soaps, and/or avoid repetitive tasks involving use of the hands
 has moderate difficulties performing daily activities due to scarring from burns which restricts movement
of limbs and/or other parts of the body (e.g. may require additional time to perform some tasks, and/or
some tasks may need to be modified)
 has moderate difficulties performing daily activities due to lesions on skin which require creams and/or
dressings and limit movement and comfort (e.g. may require additional time to perform some tasks,
and/or some tasks may need to be modified)
 has moderate difficulties performing activities involving exposure to sunlight due to heightened sensitivity
to sunlight (this may be a result of certain medications, past history of skin cancers, albinism, or other
genetic condition) and needs to take higher than normal precautions to avoid exposure to sunlight (e.g.
must wear sunscreen at all times, wear hat and other protective clothing at all times outside and has to
limit time spent outside in sunlight).
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Table 18 – Functions of the Skin (Continued)
Points
20

30

Descriptors
There is a severe functional impact on activities requiring healthy, undamaged skin (i.e. the person has to
make significant modifications to daily activities and/or is unable to perform some daily activities).
At least two of the following indicators apply. The person:
 has severe difficulties performing activities involving use of their hands due to major skin lesions,
dermatitis, skin allergies or scarring and is unable to perform some tasks involving use of the hands
 has severe difficulties performing daily activities due to scarring from burns which restricts movement of
limbs and/or other parts of the body (e.g. may not be able to perform some tasks, requires additional time
to perform some tasks, and/or some tasks need to be modified)
 has severe difficulties performing daily activities due to extensive and/or severe lesions on skin which
require creams and/or dressings and limit movement and comfort (e.g. may not be able to perform some
tasks, requires additional time to perform some tasks, and/or some tasks need to be modified)
 has severe difficulties performing activities involving exposure to sunlight due to heightened sensitivity to
sunlight (this may be a result of certain medications, past history of skin cancers, albinism, or other genetic
condition) and can spend only a brief period of time in sunlight each day even when wearing sunscreen
and protective clothing
 is/would not be able to wear items of personal protective equipment likely to be required in their
workplace (e.g. protective glasses, ear defenders, safety jacket, gloves, safety boots/safe shoes, hard hat).
There is an extreme functional impact on activities requiring healthy, undamaged skin (i.e. the person has to
make major modifications to most daily activities and/or is unable to perform most daily activities; requires
repeated assistance throughout the day; and could not attend a work, education or training session for a
continuous period of at least 3 hours).
At least one of the following indictors applies. The person:
 has such extensive damage or scarring of their skin that they are unable to perform most daily activities
without significant difficulty or discomfort
 requires continual application/wearing of medically prescribed creams or dressings to most or all of the
skin on the body
 has severe reactions to normal exposure to sunlight or skin contact with routine substances found in most
households, requiring repeated urgent medical treatment and frequent hospitalisation.
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New Table A ‐ Functions of Consciousness
Introduction to new Impairment Table A – Functions of Consciousness
 Impairment Table A should be used where the person has a diagnosed medical condition resulting in
functional impairment due to an impaired ability to remain conscious, i.e. a condition which results in
loss of consciousness or altered state of consciousness, (such as epilepsy, some forms of migraine, or
poorly controlled diabetes mellitus).
 The diagnosis must be made by a qualified medical practitioner.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. neurologist, endocrinologist, physician, as appropriate)
confirming diagnosis of conditions associated with episodes of loss of or altered state of
consciousness (e.g. epilepsy, diabetes mellitus, transient ischaemic attacks, some forms of
migraine)
o
assessments/reports from practitioners specialising in the treatment and management of these
conditions, including neurologists, endocrinologists, clinical nurse consultants or nurse practitioners
specialising in diabetes management.

Points
0
5

10

New Descriptors
There is no functional impact on maintaining consciousness during waking hours when occupied with a task
or activity.
There is a mild functional impact on maintaining consciousness during waking hours when occupied with a
task or activity. The following indicator applies:
 The person has rare episodes of involuntary loss of consciousness or altered state of consciousness due
to a diagnosed medical condition (e.g. no more than twice per year and not usually requiring
hospitalisation)
The person is still able to perform most daily activities of living but may have restrictions on a driver’s licence
due to the medical condition.
There is a moderate functional impact on maintaining consciousness during waking hours when occupied
with a task or activity. The following indicators apply:
 The person has episodes of involuntary loss of consciousness due to a diagnosed medical condition more
than twice each year (but not every month) and loses all functional abilities during these episodes (i.e.
falls or slumps to the ground or in a chair and is unresponsive during the episode). Requires first aid
measures and may require emergency medication and/or hospitalisation.
OR
 The person has episodes of involuntary altered state of consciousness that occur at least once per month
(e.g. the person remains standing or sitting but is unaware of their surroundings or actions during the
episode). Functional abilities are affected during these episodes. Episodes are less than 30 minutes in
duration.
The person is still able to perform many daily activities of living but is unlikely to be granted a driver’s licence
and may have other safety‐related restrictions on activities.
The person may not be able to attend work, education or training activities on a full‐time basis and may be
restricted due to safety issues in the work‐related activities that they can undertake.

Continued overleaf:
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New Table A ‐ Functions of Consciousness (Continued)
Points
20

30

New Descriptors
There is a severe functional impact on maintaining consciousness during waking hours when occupied with a
task or activity. The following indicators apply:
 The person has episodes of involuntary loss of consciousness due to a diagnosed medical condition at
least once each month and loses all functional abilities during these episodes (i.e. falls or slumps to the
ground or in a chair and is unresponsive during episode). Requires first aid measures and may require
emergency medication and/or hospitalisation.
OR
 The person has episodes of altered state of consciousness that occur at least once each day (e.g. the
person remains standing or sitting but is unaware of their surroundings or actions during the episode).
Functional abilities are affected during these episodes.
The person is unable to perform many activities of living, cannot obtain a driver’s licence on medical grounds
and has other safety‐related restrictions on activities.
The person is/would not be able to attend work, education or training activities, even on a part‐time basis
and would be severely restricted due to safety issues in the work‐related activities that they could
undertake.
There is an extreme functional impact on maintaining consciousness during waking hours. The following
indicators apply:
 The person has frequent episodes of involuntary loss of consciousness due to a diagnosed medical
condition such as epilepsy (at least once each week) and loses all functional abilities during these
episodes (i.e. falls or slumps to the ground or in a chair and is unresponsive during episode). Requires
first aid measures and requires emergency medication and/or hospitalisation.
OR
 The person has frequent episodes of altered state of consciousness that occur many times each day (e.g.
the person remains standing or sitting but is unaware of their surroundings or actions during the
episode). Functional abilities are affected during these episodes.
The person is unable to perform most activities of daily living, cannot obtain a driver’s licence on medical
grounds and has other safety‐related restrictions on activities.
The person is not able to attend work, education or training activities at all.
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In-Confidence

Appendix F

Recommended Revised Impairment Tables

Review of the Tables for the Assessment of Work‐related Impairment for
Disability Support Pension
Revised Impairment Tables as recommended by the Advisory Committee
30 June 2011

The Introduction appears first, followed by each individual table and associated instructions.

The tables appear in the order shown below:
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Tables for the Assessment of Work‐related Impairment for Disability Support Pension
Introduction
Purpose of the Tables
1.
The Tables assess whether a person, whose qualification or otherwise for disability support
pension is being considered, meets an empirically agreed threshold in relation to the effect of their
impairments, if any, on their ability to work.
Design of the Tables
2.
The Tables represent an empirically agreed set of criteria for assessing the severity of
functional limitations for work related tasks and do not take into account the broader impact of a
functional impairment in a societal sense. For this reason no specific adjustments are made for a
range of non medical factors including age, gender, level of education, numeracy and literacy skills,
level of work skills and experience, social or domestic situation, English language fluency,
employment market factors, level of personal motivation , religious or cultural factors.
3.
These Tables are designed to assess impairment in relation to work and assign ratings
consistent with the severity of the impact of the medical conditions on normal function as they
relate to work performance. The Tables are function based rather than diagnosis based. The Tables
describe functional activities, abilities and limitations.
Diagnosis
4.
Diagnosis of a medical condition must be made by the health professional specified in each
Table.
Determining Impairment and Assigning Impairment Ratings
5.
An impairment rating is only to be assigned after an appropriate history and examination
have been undertaken.
6.
An impairment rating can only be assigned if the medical condition and its resulting
impairment (i.e. the functional effect on the person’s capacity to work) are both permanent.
7.
In this context permanent means the medical condition causing the impairment is a fully
documented, diagnosed condition which has been investigated, treated and stabilised and is more
than likely in light of available evidence to persist for more than two years.
8.
A condition maybe considered stabilised if the functional effect of the person’s medical
condition on the person’s capacity to work, is more than likely in the light of available evidence and
after undertaking reasonable treatment to persist for more than two years.
9.
In order to assess whether a condition is fully diagnosed, treated and stabilised, an assessor
must consider:
 what treatment or rehabilitation has occurred;
 whether treatment is still continuing or is planned in the near future; and
 whether any further reasonable treatment is likely to lead to significant functional
improvement in the next two years.
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10.
Significant functional improvement is improvement that would enable the person to work
within the next two years.
11.
Impairments that are not permanent cannot be assigned an impairment rating under the
Tables. For example, a medical condition causing impairment may last for more than two years but
the resulting impairment level may improve and even cease within two years – if this is the case, the
impairment must not be assessed under the Tables.
Reasonable Treatment
12.

Reasonable treatment is treatment that is feasible and accessible. It is treatment that:
 is available locally at reasonable cost; and
 can reliably be expected to result in a substantial improvement in functional capacity;
and
 is regularly undertaken or performed; and
 has a high success rate; and
 carries a low risk to the person.

13.
It is assumed that a person will generally wish to pursue any reasonable treatment that will
improve or alleviate an impairment. Treatment will not be reasonable if it is not based on the best
medical information available.
14.
In those cases where significant functional improvement is not expected or where there is a
medical or other compelling reason for a person not undertaking further treatment, it may be
reasonable to consider the condition stabilised. The question that must be answered by the
assessor is “Am I satisfied that there is a reason that compels, in this case, the person not to
undertake the treatment”.
15.
Where a rating is not assigned because reasonable treatment for a specific condition has not
been undertaken, the assessor should:
 evaluate and document the probable outcome of treatment and the main risks and or
side effects of the treatment;
 indicate why this treatment is reasonable; and
 note the reason why the person has chosen not to have treatment
Who can make an Assessment?
16.
An assessment is to be undertaken by an assessor. An assessor is a person trained and
experienced in applying the Tables. An assessor is to determine the loss of functional capacity as it
affects a person’s ability to work and, where appropriate, to assign an impairment rating.
Material to be taken into account in making the Assessment
17.

In making an assessment, an assessor must take into account, in conjunction:




the information provided by health professionals specified in the relevant Table;
any additional medical or work capacity information that may be available; and
assessor’s objective observation, if any, of the person’s presentation of the functional
impairment.

18.
If appropriate, assessors may ask the person to demonstrate abilities specified in the Tables.
Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
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19.
Supporting evidence should relate to the person’s current medical condition and functional
abilities. Generally, assessors should use medical evidence from the previous two years; however,
where a condition has been present from birth or early childhood, or is never likely to change (e.g.
amputation of a limb), evidence from the time of actual diagnosis may be appropriate.
20.
If a person in a remote area with a previously diagnosed medical condition has not had
access to the health professionals specified in the Tables, and there is not adequate material to
determine whether the person has a permanent impairment, appropriate alternate assessment
arrangements may be made.
21.
When using the Tables, assessors must not take into account the broader impact of
functional impairment in a societal sense or the impact of non‐medical factors (such as availability of
suitable work in the person’s local community).
Selecting the Appropriate Table(s)
22.
Table selection depends on the function affected. Table selection should be made as
follows:
 identify the function affected / identify the loss of function;
 refer to the appropriate table related to the area of function;
 identify the correct rating.
23.
Always use a Table specific to the functional impairment being rated unless the instructions
in a Table specify otherwise. A single medical condition should be assessed on all relevant Tables
when that medical condition is causing multiple functional impairments. For example a person with
a stroke could be assessed under a number of different Tables: upper and lower limbs (2 and 3);
brain function (7); communication (8); visual disorder (12).
24.
When using more than one Table for a single medical condition the assessor must be aware
of the possibility of double counting. Care must be taken to ensure that the different Tables are
being used to assess separate functional loss and not the same functional impairment.
Determining the Appropriate Rating
25.
Ratings can only be assigned in accordance with the rating scores in each Table. Ratings
cannot be assigned between consecutive ratings (e.g. a rating of 15 cannot be assigned between 10
and 20). Nor can ratings be assigned in excess of the maximum rating specified in each Table.
Ratings must be consistent with these Tables. No idiosyncratic assessments systems are allowed.
26.
The scaling system for the Tables is based on points allocation with the number alongside
each impairment descriptor representing the number of points to be allocated for that level of
impairment.
27.
The correct rating is that which best describes the functional impact. The introduction to
each Table sets out the criteria with which to rate an impairment.
28.
When determining which impairment rating applies to the person (i.e. ‘no functional
impact’, ‘mild functional impact’, ‘moderate functional impact’, ‘severe functional impact’ or
‘extreme functional impact’), the assessor should select the rating that best describes the person’s
abilities/difficulties.
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29.
The person should be assessed on the basis of what they can/could do (i.e. not on the basis
of what the person chooses to do or what others do for the person).
30.
The Tables have been scaled so that where two or more conditions cause a common or
combined functional loss, a single rating should be assigned for both conditions, reflecting the
overall functional impairment. It would be inappropriate to assign a separate impairment rating for
each medical condition as this would result in the same functional loss being assessed more than
once. For example the presence of both heart disease and chronic lung disease may each result in
breathing difficulties. The overall impact on function requiring physical exertion and stamina would
be a combined or common effect. In this case a single impairment rating would be assigned using
Table 1.
Episodic or Fluctuating Conditions
31. For impairments caused by conditions that are episodic or fluctuating, the assessor should apply
the rating that best describes the person’s functional abilities most of the time (e.g. the person’s
usual abilities for more than half of each day, or at least four days per week, or at least six months of
the past year, depending on how frequently the condition fluctuates).
Aids and Equipment (Assistive Technology)
32. The person’s functional abilities should be assessed when using/wearing any aids and equipment
(assistive technology) that they have and usually use. Some of the Tables specify a particular rating
level when such assistance is used.
Diagnoses where there is No Apparent Functional Impairment
33. The presence of a diagnosed condition does not necessarily mean that there will be functional
impairment. For example, a person may be diagnosed with hypertension but with appropriate and
timely treatment may not have any functional impairment. Such a person should be assessed as
having no work‐related functional impairment due to the condition and receive a nil rating under
Table 1: functions requiring physical exertion or stamina.
Assessing the Functional Impact of Pain
34. There is no Table dealing specifically with pain. Pain is a symptom which may result in a loss of
functional capacity in more that one area of the body. Where ongoing pain is present, as part of a
diagnosed condition, the assessor should assess any loss of functional capacity using the Table
relevant to the area of function affected.
35. Pain is a symptom and not a diagnosis. It is important that the cause of pain is properly
diagnosed and treated. There are a range of treatment options for the management of pain.
Significant, ongoing pain that is not substantiated by the diagnosis of an underlying condition and a
report from a medical specialist and/or pain management clinic requires consideration of whether
the person’s condition has been fully diagnosed, treated and stabilised.
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Table 1 ‐ Functions requiring Physical Exertion and Stamina
Introduction to Impairment Table 1
 Impairment Table 1 should be used where the person has a diagnosed medical condition resulting in
functional impairment when performing functions requiring physical exertion and/or stamina.
 The diagnosis must be made by an appropriately qualified medical practitioner.
 A report from the treating doctor must be provided.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists confirming diagnosis of conditions commonly associated with
cardiac or respiratory impairment (e.g. cardiac failure, cardiomyopathy, ischaemic heart disease,
chronic obstructive airways/pulmonary disease, asbestosis, mesothelioma, lung cancer)
o
reports from medical specialists confirming diagnosis of conditions commonly associated with
extreme fatigue or exhaustion (e.g. end stage organ failure, widespread/metastatic cancer, some
forms of leukaemia, other long‐term conditions where treatment cannot sufficiently control
symptoms)
o
results of exercise/cardiac stress/treadmill testing showing impaired exercise tolerance.

Points
0

5

10

Descriptors
There is no functional impact on activities requiring physical exertion or stamina.
The person is able to undertake exercise appropriate to their age and interests for at least 30 minutes at
a time.
The person has no difficulty completing physically active tasks around their home and community.
There is a mild functional impact on activities requiring physical exertion or stamina.
The person experiences symptoms such as occasional or mild shortness of breath or fatigue or occasional
cardiac pain when performing physically demanding activities.
Due to these symptoms, the person has occasional difficulty:
 walking (or mobilising if in a wheelchair) to local facilities such as a corner shop or around a shopping
mall, larger workplace or education/training campus, without stopping to rest; and/or
 performing physically active tasks such as climbing a flight of stairs (or mobilising up a long, sloping
pathway or ramp if in a wheelchair) or heavier household duties (such as vacuuming floors or
mowing the lawn).
The person is/would be able to perform most work‐related tasks, other than tasks involving manual
labour (such as digging, carrying or moving heavy objects, concreting, bricklaying, laying pavers, etc.)
There is a moderate functional impact on routine daily activities that require physical exertion or
stamina.
The person frequently experiences symptoms such as shortness of breath, fatigue or cardiac pain when
performing day to day activities around the home and community.
Due to these symptoms, the person:
 is unable to walk (or mobilise in a wheelchair) far outside the home and needs to drive or get other
transport to local shops or community facilities; and/or
 has difficulty performing day to day household activities (such as changing the sheets on a bed or
sweeping paths).
The person is still able to use public transport and walk or mobilise in a wheelchair around a
supermarket.
The person is/would be able to perform work‐related tasks of a clerical, sedentary or stationary nature
(i.e. tasks not requiring a high level of physical exertion).

Continued overleaf:
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Table 1 – Functions requiring Physical Exertion and Stamina (Continued)
Points
20

30

Descriptors
There is a severe functional impact on activities requiring physical exertion or stamina.
The person usually experiences symptoms such as cardiac pain, shortness of breath or fatigue when
performing light physical activities.
Due to these symptoms, the person is unable to do any of the following:
 walk or mobilise around a supermarket without assistance
 walk or mobilise from the carpark into a shopping centre/supermarket without assistance
 use public transport without assistance
 perform light day to day household activities (such as folding and putting away laundry or light
gardening).
The person has or is likely to have difficulty sustaining clerical or sedentary work for a continuous shift of
at least 3 hours.
There is an extreme functional impact on activities requiring physical exertion or stamina. The person is
completely unable to perform activities requiring physical exertion or stamina.
The person experiences symptoms such as cardiac pain, shortness of breath and/or exhaustion when
performing any activities requiring physical exertion or stamina.
Due to these symptoms, the person is unable to move around inside the home without assistance.
This category includes people who require Oxygen treatment (such as the use of an Oxygen concentrator
during the day or to move around).

Final Report 30 June 2011

APPENDIX F Recommended Revised Impairment Tables

6

Table 2 – Upper Limb Function
Introduction to Impairment Table 2
 Impairment Table 2 should be used where the person has a diagnosed medical condition resulting in
functional impairment when performing functions requiring the use of hands and/or arms.
 The diagnosis must be made by an appropriately qualified medical practitioner.
 A report from the treating doctor must be provided.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists confirming diagnosis of conditions associated with upper limb
impairment (e.g. arthritis or other condition affecting upper limb joints, paralysis or loss of
strength or sensation resulting from stroke or other brain or nerve injury, cerebral palsy or other
condition affecting upper limb coordination, inflammation or injury of the muscles or tendons of
the upper limbs, amputation or absence of whole or part of upper limb, hand or fingers)
o
reports from allied health practitioners (e.g. physiotherapist, occupational therapist or exercise
physiologist) confirming functional impact.
o
results of diagnostic tests (e.g. X‐Rays or other imagery)
o
results of physical tests or assessments showing impaired function of the upper limbs.
Points
0
5

10

20

30

Descriptors
There is no functional impact on activities using hands and/or arms.
The person can pick up, handle, manipulate and use most objects encountered on a daily basis without
difficulty.
There is a mild functional impact on activities using hands and/or arms.
The person has some difficulty with most of the following:
 picking up heavier objects such as a 2 litre carton of milk or carrying a shopping bag
 handling very small objects such as coins
 doing up buttons, and/or
 reaching up or out to pick up objects.
The person can still manage most daily activities requiring use of the hands and arms.
There is a moderate functional impact on routine daily activities using hands and/or arms.
The person has difficulty with most of the following:
 picking up a one litre carton full of liquid
 picking up a light but bulky object requiring the use of two hands together (such as cardboard box)
 holding and using a pen or pencil
 doing up buttons or tying shoelaces
 using a standard computer keyboard, and/or
 unscrewing a top on a soft‐drink bottle.
There is a severe functional impact on activities using hands and arms. Most of the following apply:
The person has limited movement and/or coordination in both arms and/or hands, or is an amputee
affecting a complete hand.
The person is unable to handle, move or carry most objects even when using or wearing any prosthesis or
assistive device that they have.
The person has difficulty using a computer keyboard despite appropriate adaptations.
The person is unable to hold a pen or pencil.
The person is unable to turn the pages of a book without assistance.
There is an extreme functional impact on activities using hands and/or arms. The person is unable to
perform any activities requiring the use of hands and/or arms.
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Table 3 – Lower Limb Function
Introduction to Impairment Table 3
 Impairment Table 3 should be used where the person has a diagnosed medical condition resulting in
functional impairment when performing functions requiring the use of legs and/or feet.
 The diagnosis must be made by an appropriately qualified medical practitioner.
 A report from the treating doctor must be provided.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Lower limbs extend from the hips to the toes.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists confirming diagnosis of conditions associated with lower limb
impairment (e.g. arthritis or other condition affecting lower limb joints, paralysis or loss of strength
or sensation resulting from stroke or other brain or nerve injury, cerebral palsy or other condition
affecting lower limb coordination, inflammation or injury of the muscles or tendons of the lower
limbs, amputation or absence of whole or part of lower limb, foot or toes)
o
reports from allied health practitioners (e.g. physiotherapist, occupational therapist or exercise
physiologist) confirming the functional impairment
o
results of diagnostic tests (e.g. X‐Rays or other imagery)
o
results of physical tests or assessments showing impaired function of the lower limbs.
Points
0

5

10

Descriptors
There is no functional impact on activities requiring use of the lower limbs. The person can:
 walk without difficulty on a variety of different terrains and at varying speeds
 walk without difficulty around the home and community
 kneel or squat and rise back to a standing position
 stand unaided for at least 10 minutes
 use stairs without difficulty.
There is a mild functional impact on activities using lower limbs.
The person has some difficulty
 walking to local facilities such as shops or bus‐stop; and/or
 walking around a shopping mall without a rest; and/or
 climbing stairs.
The person needs assistance to rise from kneeling or a squat, and/or is unable to stand for more than 10
minutes.
OR
The person can mobilise effectively but needs to use a lower limb prosthesis or a walking stick.
There is a moderate functional impact on routine daily activities using lower limbs.
The person is unable to:
 walk far outside their home and needs to drive or get other transport to local shops or community
facilities; and/or
 kneel or squat; and/or
 use stairs or steps without assistance; and/or
 stand for more than 5 minutes.
Although the person has mobility limitations, the person is still able to use public transport and/or their own
vehicle and walk around in a supermarket.
This category includes a person who can move around independently using a wheelchair and can
independently transfer to and from a wheelchair (e.g. can use an accessible toilet independently). The
person may require additional time and effort to move around a workplace, may need to use disabled access
entries, lifts and toilets, and may not be able to access some areas of a workplace or training facility.
This category also includes a person who can move around independently using walking aids such as quad
stick, crutches or walking frame.

Continued overleaf:

Final Report 30 June 2011

APPENDIX F Recommended Revised Impairment Tables

8

Table 3 – Lower Limb Function (Continued)
Points
20

30

Descriptors
There is a severe functional impact on activities using lower limbs.
The person is unable to do any of the following:
 walk around a supermarket without assistance
 walk from the carpark into a shopping centre/supermarket without assistance
 stand up from a sitting position without assistance.
The person requires assistance to use public transport.
This category includes a person who requires assistance to move around in, and/or transfer to and from a
wheelchair. (For example, the person needs personal care assistance to use a toilet.)
This category also includes a person who requires assistance to move around using walking aids such as
quad stick, crutches or walking frame. (For example, the person needs assistance from another person to
walk on some surfaces and could not move independently around a workplace or training facility, even when
using a walking aid.)
There is an extreme functional impact on activities using lower limbs.
The person is unable to mobilise independently.
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Table 4 – Spinal Function
Introduction to Impairment Table 4
 Impairment Table 4 should be used where the person has a diagnosed medical condition resulting in
functional impairment when performing activities involving spinal function, i.e. bending or turning the
back, trunk or neck.
 The diagnosis must be made by an appropriately qualified medical practitioner.
 A report from the treating doctor must be provided.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists confirming diagnosis of conditions commonly associated with
spinal function impairment (e.g. spinal cord injury, spinal stenosis, cervical spondylosis, lumbar
radiculopathy, herniated or ruptured disc, spinal cord tumours, arthritis or osteoporosis involving
the spine)
o
reports from physiotherapists or other rehabilitation practitioners confirming loss of range of
movement in the spine and/or other effects of spinal disease or injury.
Points

Descriptors

0

There is no functional impact on activities involving spinal function.
The person can bend to knee level and straighten up again without difficulty.
The person can turn their trunk from side to side and can turn their head to look in all directions.

5

There is a mild functional impact on activities involving spinal function.
The person has some difficulty in:
 activities over head height (involving looking upwards); or
 bending down to pick a light object (such as a piece of paper) off the floor; or
 turning their trunk or moving their head (for example. to look to the side or upwards).

10

There is a moderate functional impact on activities involving spinal function.
The person:
 is unable to sustain overhead activities (for example accessing items over head height); or
 has difficulty moving their head to look in all directions (for example, turning their head to look over their
shoulder); or
 is unable to bend forward to pick up a light object placed at knee height; or
 needs assistance to get up out of a chair (if not independently mobile in a wheelchair).
The person is still able to sit or drive a car for 30 minutes.

20

There is a severe functional impact on activities involving spinal function.
The person is unable to:
 perform any overhead activities; or
 turn their head or bend their neck without moving their trunk; or
 bend forward to pick up a light object from a desk or table; or
 remain seated for at least 10 minutes.

30

There is an extreme functional impact on activities involving spinal function. The person is completely
unable to perform activities involving spinal function.
The person is unable to bend or turn their trunk or neck to complete the most basic of daily activities such as
dressing, bathing/showering or light housework.
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Table 5 – Mental Health Function
Introduction to Impairment Table 5
 Impairment Table 5 should only be used where the person has a diagnosed psychiatric disorder
resulting in functional impairment (this includes recurring episodes of psychiatric impairment).
 This diagnosis must be made by an appropriately qualified medical practitioner, with supporting
evidence from a psychiatrist or clinical psychologist.
 A report from the treating doctor must be provided.
 Self‐report of symptoms alone is insufficient.
 Assessors using Table 5 should consider evidence from a range of sources in determining which rating
applies to the person being assessed. Examples of corroborating evidence may include (but are not
limited to):
o
supporting letters, reports and/or assessments relating to the person’s mental health or psychiatric
illness
o
interviews with the person and those providing care or support to the person
 The person may not have good self‐awareness of their psychiatric impairment and/or may not be able
to accurately describe its effects. Assessors need to keep this in mind when discussing issues with the
person and reading supporting evidence.
 The signs and symptoms of psychiatric impairment may vary over time. Assessors should not rely on a
‘snapshot’ or once‐off assessment.
 For psychiatric conditions that are episodic or fluctuate, the assessor should apply the rating that best
describes the person’s functional abilities on most days/most months.

Points
0

Descriptors
There is no functional impact on activities involving mental health and function. All or most of the following
indicators apply to this person:
Self Care and Independent Living
 lives independently and attends to all self care needs without support
Social/Recreational Activities and Travel
 goes out regularly to social and recreational events without support
 able to travel to new environments independently
Interpersonal Relationships
 has no difficulty forming and sustaining relationships
Concentration and Task Completion
 no difficulties in concentrating on tasks that interest the person
 able to complete a training or educational course or qualification in the normal timeframe
Behaviour, Planning and Decision‐making
 no evidence of significant difficulties in behaviour, planning or decision‐making
Work/Training Capacity
 able to cope with the normal demands of a job which is consistent with their education and training.
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Table 5 – Mental Health Function (Continued)
Points
5

10

Descriptors
There is a mild functional impact on activities involving mental health function.
All or most of the following indicators apply to this person:
Self Care and Independent Living
 lives independently but may sometimes neglect self‐care, grooming or meals
Social/Recreational Activities and Travel
 is not actively involved when attending social or recreational activities
Interpersonal Relationships
 has interpersonal relationships that are strained with occasional tension or arguments
Concentration and Task Completion
 has difficulty focussing on intellectually demanding tasks for more than 30 minutes
 has some difficulties in completing education or training
Behaviour, Planning and Decision‐making
 may have slightly unusual or eccentric behaviours
 may have slight difficulties in planning and organising more complex activities
Work/Training Capacity
 occasional interpersonal conflicts at work, education or training may require changes in placement or
groupings.
There is a moderate functional impact on activities involving mental health function.
All or most of the following indicators apply to this person:
Self Care and Independent Living
 needs some support (i.e. occasional visit or assistance from family member or support worker) to live
independently and maintain adequate hygiene and nutrition
Social/Recreational Activities and Travel
 goes out alone infrequently and is not actively involved in social events
 may sometimes be reluctant to travel alone to unfamiliar environments
Interpersonal Relationships
 may have difficulty making and keeping friends/sustaining relationships
Concentration and Task Completion
 finds it very difficult to concentrate on longer tasks e.g. reading a chapter from a book
 finds it difficult to follow complex instructions e.g. from an operating manual, recipe or assembly
instructions
Behaviour, Planning and Decision‐making
 may have difficulty coping with situations involving stress, pressure or performance demands
 may have occasional behavioural or mood difficulties such as temper outbursts, depression or
withdrawal
Work/Training Capacity
 often has interpersonal conflicts at work, education or training that require intervention by
supervisors/managers/teachers and/or changes in placement or groupings.
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Table 5 – Mental Health Function (Continued)
Points
20

30

Descriptors
There is a severe functional impact on activities involving mental health function.
All or most of the following indicators apply to this person most of the time:
Self Care and Independent Living
 needs regular support to live independently (i.e. needs visits or assistance at least twice a week from a
family member, friend, health worker or support worker)
Social/Recreational Activities and Travel
 travels alone only in familiar areas such as to local shops or other familiar venues
Interpersonal Relationships
 has very limited social contacts and involvement unless these are organised for the person
 often has difficulty interacting with other people and may need assistance (e.g. support from a
companion) to engage in social iteractions
Concentration and Task Completion
 has difficulty concentrating on any task or conversation for more than a few minutes
 has slowed movements or reaction time due to psychiatric illness and/or treatment effects
Behaviour, Planning and Decision‐making
 behaviour, thoughts and conversation are significantly and frequently disturbed
Work/Training Capacity
 unable to attend work, education or training on a regular basis over a lengthy period due to ongoing
mental illness.
There is an extreme functional impact on activities involving mental health function.
All or most of the following indicators apply to this person:
Self Care and Independent Living
 needs continual support with daily activities and self care
 lives with family or in a supported residential facility or similar, or in a secure facility
Social/Recreational Activities and Travel
 is unable to travel away from own residence without a support person
Interpersonal Relationships
 has extreme difficulty interacting with other people and is socially isolated
Concentration and Task Completion
 has extreme difficulty in concentrating on any socially appropriate and productive task for more than a
minute
 has extreme difficulty in completing tasks and/or following instructions
Behaviour, Planning and Decision‐making
 has severely disturbed behaviour which may include self harm, suicidal attempts, unprovoked aggression
towards others or manic excitement
 judgement, decision‐making, planning and organisation functions are severely disturbed
Work/Training Capacity
 unable to attend work, education or training sessions for other than short periods of time.
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Table 6 – Functioning related to Alcohol, Drug and Other Substance Use
Introduction to Impairment Table 6
 Impairment Table 6 should be used where the person has a diagnosed medical condition resulting in
functional impairment due to excessive use of alcohol, drugs or other harmful substances (such as glue
or petrol) or the misuse of prescription drugs.
 The diagnosis must be made by an appropriately qualified medical practitioner, preferably with
experience in this area (e.g. an addiction medicine specialist or psychiatrist with experience in diagnosis
and/or treatment of substance use disorders).
 A report from the treating doctor must be provided.
 This Table is designed for people who have current, continuing alcohol, drug or other harmful
substance user disorders and those in active treatment. Former users with resulting long‐term
impairments should be assessed under the relevant Table(s), e.g. use Impairment Table 7 (Brain
Function) where the person has permanent neurological impairment resulting from previous alcohol,
drug or other harmful substance use.
 The use of drugs or alcohol does not in itself constitute or necessarily indicate permanent impairment.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. addiction medicine specialist or psychiatrist) confirming
diagnosis of substance use disorder and resulting impairment of other body systems/functions
o
results of investigations (e.g. liver function tests, alcohol and substance use assessment scales)
o
reports or other records of participation in treatment/rehabilitation programs
o
work or training attendance records.
Points
0

5

Descriptors
There is no functional impact from problematic use of alcohol, drugs or other harmful substances (including
volatile solvents such as glue or petrol).
The person is usually able to reliably attend and effectively participate in work, education or training
activities.
The person attends to all aspects of personal care and daily living tasks.
There is mild functional impact from alcohol, drugs or other harmful substance use.
At least one of the following indicators applies:
 The person engages in alcohol or illicit drug use and experiences some physical or cognitive effects that
carry over into working hours (e.g. poor concentration, lethargy, irritability).
 The person may have occasional difficulties in reliably attending work/education/training sessions or
appointments or completing duties or assigned tasks.
 The person is sometimes absent from work, education or training activities due to the effects of
substance use.
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Table 6 – Functioning related to Alcohol, Drug and Other Substance Use (Continued)
Points
10

20

30

Descriptors
There is moderate functional impact from alcohol, drugs or other harmful substance use.
Most of the following indicators apply:
 The person regularly uses harmful amounts of alcohol, drugs or other substances and as a result
experiences difficulties performing physical or cognitive tasks.
 The person often has difficulty completing daily tasks and responsibilities due to the short term or long
term effects of alcohol, drugs or other harmful substances.
 The person’s substance use may be having a detrimental effect on family or social relationships and
activities.
 The person may have more frequent difficulties in reliably attending appointments or completing duties
or assigned tasks.
 The person is often absent from work, education or training activities due to the effects of substance
use.
This category includes people in receipt of treatment and in sustained remission (e.g. a person who is
receiving Methadone treatment or other opiate replacement therapy and is able to complete most activities
of daily living).
There is severe functional impact from alcohol, drug or other harmful substance use.
Most of the following indicators apply:.
 The person neglects personal care, hygiene, nutrition and general health.
 The person spends most of the time using or procuring substances and/or recovering from the effects of
substance use.
 There is medical or psychological evidence that the person has physical and/or cognitive impairment
resulting from excessive use of alcohol, drugs or other harmful substances (e.g. documented or
diagnosed end organ damage; psychological or psychiatric assessment showing sustained and significant
impairment or behavioural dysfunction linked to brain damage resulting from substance use).
 Remission is only very brief if it occurs.
 The person is frequently absent from work, education or training activities due to the effects of
substance use.
There is an extreme functional impact from alcohol, drug or other harmful substance use. Most of the
following indicators apply:
 The person has long‐term, entrenched and diagnosed alcohol, drug or other harmful substance use
disorder and has engaged in multiple attempts at various treatment programs without any significant
periods of sustained remission.
 The person neglects most aspects of self care, family relationships, social interaction and community
involvement.
 There is well‐documented medical evidence of significant and permanent damage to physical health (for
example, failure of the liver or other organs) and/or diagnosed brain injury with severely impaired
cognitive function resulting from the substance use.
 The person has undergone multiple periods of treatment without sustained improvement.
 The person is rarely able to attend work, education, or training activities due to the effects of substance
use.
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Table 7 – Brain Function
Introduction to Impairment Table 7
 Impairment Table 7 should be used where the person has a diagnosed medical condition resulting in
functional impairment related to neurological or cognitive function.
 The diagnosis must be made by an appropriately qualified medical practitioner and supported where
appropriate by expert opinion in this field such as a neurologist, neuropsychologist, rehabilitation
physician, psychiatrist or other specialist relevant to the person’s diagnosis.
 A report from the treating doctor must be provided.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from specialists (e.g. neurologist, rehabilitation physician, psychiatrist or neuropsychologist)
supporting the diagnosis of conditions associated with neurological or cognitive impairment (e.g.
acquired brain injury, stroke/CVA, conditions resulting in dementia, tumour in the brain, some
neurodegenerative disorders)
o
results of diagnostic tests (e.g. MRI, CT scans, EEGs)
o
results of cognitive function assessments.

Points
0
5

Descriptors
There is no functional impact resulting from a neurological/cognitive diagnosis, i.e. the person has no
significant problems with memory, attention, concentration, problem solving, visuo‐spatial function,
planning, decision making, comprehension, self awareness and/or behavioural control.
There is a mild functional impact resulting from a neurological/cognitive diagnosis.
The person has mild difficulties in at least one of the following areas but is able to complete most day to day
activities without assistance:
Memory
 occasionally forgets to complete a regular task, sometimes misplaces important items
Attention and Concentration
 has some difficulty concentrating on complex tasks for more than one hour
 may have some difficulty focussing on a task if there are other activities occurring nearby
Problem solving
 has difficulty solving complex problems that may involve multiple factors and/or abstract concepts
 may show a lack of awareness of problems in some situations
Planning
 has some difficulty planning and organising complex activities such as arranging travel and
accommodation for an interstate or overseas holiday
Decision making
 has some difficulty in prioritising and complex decision making when there are several options to choose
from
Comprehension
 has some minor difficulty in understanding complex instructions involving multiple steps
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Table 7 – Brain Function (Continued)
Points
10

Descriptors
There is a moderate functional impact resulting from a neurological/cognitive diagnosis.
The person has moderate difficulties in at least one of the following areas and needs occasional (less than
once a day) assistance with day to day activities:
Memory
 often forgets to complete regular tasks of minor consequence (such as putting the bin out on rubbish
night), often misplaces items, needs to use memory aids such as shopping lists to remember any more
than three or four items
Attention and Concentration
 has difficulty concentrating on complex tasks for more than 30 minutes
 has significant difficulty focussing on a task if there are other activities occurring nearby
Problem solving
 has difficulty solving some day to day problems or problems not previously encountered and may need
assistance or advice from time to time
Planning
 has difficulty planning and organising new or special activities such as planning and organising a large
birthday party
Decision making
 has some difficulty in prioritising and decision making and displays poor judgement at times, resulting in
negative outcomes for self or others
Comprehension
 has difficulty understanding complex instructions involving multiple steps and may need more prompts,
written instructions or repeated demonstrations than peers to complete tasks
Visuo‐spatial function
 has some difficulty with visuo‐spatial functions e.g. has some difficulty reading maps, giving directions or
judging distance or depth but this does not result in major limitations in day to day activities
Behavioural Control
 occasionally has difficulty controlling behaviour in routine situations (e.g. may show frustration or anger
or lose temper for minor reasons but displays no physical aggression)
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Table 7 – Brain Function (Continued)
Points
20

Descriptors
There is a severe functional impact resulting from a neurological/cognitive diagnosis.
The person has severe difficulties in at least one of the following areas and needs frequent (at least once a
day) assistance and supervision:
Memory
 unable to remember routines, regular tasks and instructions, has difficulty recalling events of the past
few days, may get easily lost in unfamiliar places
Attention and Concentration
 unable to concentrate on any task, even a task that interests the person, for more than 30 minutes
 is easily distracted from any task
Problem solving
 unable to solve routine day to day problems (e.g. what to do if a household appliance breaks down) and
needs regular assistance and advice
Planning
 unable to plan and organise routine daily activities (such as an outing to the movies or supermarket
shopping trip)
Decision making
 unable to prioritise and make complex decisions and often displays poor judgement, resulting in
negative outcomes for self or others
Comprehension
 unable to understand basic instructions and needs regular prompts to complete tasks, has difficulty
understanding abstract concepts
Visuo‐spatial function
 unable to perform many visuo‐spatial functions e.g. is unable to read maps or give directions (such as
how to get to the person’s house) or unable to judge distance or depth (e.g. stumbles on steps or bumps
into objects)
Behavioural Control
 often (more than once a week) unable to control behaviour even in routine, day to day situations and
may be verbally abusive to others or threaten physical aggression
Self Awareness
 lacks awareness of own limitations, resulting in significant difficulties or problems arising in day to day
activities
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Table 7 – Brain Function (Continued)
30

There is an extreme functional impact resulting from a neurological/cognitive diagnosis.
The person has extreme difficulties in at least one of the following areas and needs continual assistance and
supervision:
Memory
 needs constant prompts and reminders to remember routine tasks, familiar people and places, may get
lost even in familiar places if not accompanied, has difficulties remembering events that happened
earlier in the day such as what he/she ate for breakfast
Attention and Concentration
 unable to concentrate on any task for more than a few minutes
Problem solving
 unable to solve even the most basic problems (such as what to do if the kettle is empty) and needs
complete assistance with problem solving
Planning
 unable to plan and organise daily activities and needs complete assistance to organise daily routine
Decision making
 unable to prioritise and make simple decisions and needs a guardian or other delegate to make decisions
or give consent on the person’s behalf
Comprehension
 unable to understand even simple, single step instructions and needs assistance to complete most tasks
Visuo‐spatial function
 unable to perform even basic visuo‐spatial functions ‐ for instance, is unable to follow spatial directions
(e.g. ‘turn left at the corner’), or unable to judge distance or depth which severely limits mobility
 has left or right‐sided neglect, i.e. is not aware of objects, people and/or body parts in the left or right
field of vision (even though the person’s eyes can see these things, the brain does not register their
presence)
Behavioural Control
 frequently (e.g. every day) unable to control behaviour in a range of day to day situations and this
interferes with participation in activities outside the home and requires supervision and possibly
restriction to a home or institutional environment
Self Awareness
 has very poor or no awareness of own limitations resulting in frequent and serious risks to self or others.
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Table 8 – Communication Function
Introduction to Impairment Table 8
 Impairment Table 8 should be used where the person has a diagnosed medical condition resulting in
functional impairment affecting communication functions (i.e. understanding and/or producing
speech).
 The diagnosis must be made by an appropriately qualified medical practitioner and corroborating
evidence from a specialist assessment by a speech pathologist, neurologist or psychologist is also
recommended.
 A report from the treating doctor must be provided.
 When using Table 8, the person should be assessed on their independent communication abilities when
using any aids or equipment (assistive technology) that they have, i.e. without physical assistance from
a support person.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists confirming diagnosis of conditions associated with communication
impairment (e.g. stroke/CVA, other acquired brain injury, cerebral palsy, neurodegenerative
conditions, damage to the speech‐related structures of the mouth, vocal cords or larynx)
o
results of diagnostic tests (e.g. X‐Rays or other imagery)
o
results of functional assessments showing impaired speech or comprehension.
Points
0
5

10

Descriptors
There is no functional impact on understanding speech in the person’s main language and no functional
impact on speaking the main language (i.e. the language that the person most commonly uses at home).
The person’s speech is usually understood by those who speak the same language.
There is a mild functional impact on communication in the person’s main language.
The person has mild difficulties in at least one of the following areas:
Receptive communication (understanding language)
 has some difficulty understanding complex language with complex words and long sentences such as
a TAFE or university lecture
Expressive communication (speaking)
 has mild difficulty in producing speech and has minor difficulty with being understood
There is a moderate functional impact on communication in person’s main language.
The person has moderate difficulties in at least one of the following areas:
Receptive communication (understanding language)
 has some difficulty understanding day to day language, particularly where a sentence or instruction
includes multiple steps or concepts, such as ‘Please take this book out to Jane at the front desk and
ask her to give you some paper clips and bring them back in here.’
 may need instructions repeated or broken down into shorter sentences.
Expressive communication (speaking)
 has moderate difficulty in producing speech, such as a stutter, stammer, difficulty coordinating
speech movements or damage to speech structures (e.g. vocal cords, larynx) which makes speech
effortful, slow and/or sometimes difficult for strangers to understand
Alternative or augmentative communication (e.g. sign language, technology that produces electronic
speech, use of symbols to communicate)
 is unable to speak clearly but uses recognised sign language (Auslan or signed English) fluently and is
able to lip read
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Table 8 – Communication Function (Continued)
20

30

There is a severe functional impact on communication in the person’s main language.
The person has severe difficulties in at least one of the following areas:
Receptive communication (understanding language)
 unable to understand day to day language in unfamiliar environments and/or relating to non‐routine
tasks, even where a sentence or instruction includes only a single step, such as ‘Put the book next to
the pencils’
 needs instructions repeated and/or gestures or physical demonstration in order to understand what
is said
Expressive communication (speaking)
 unable to produce speech, e.g. has a severe stutter, stammer, difficulty coordinating speech
movements or damage to speech structures (e.g. vocal cords, larynx) which makes speech very
effortful and/or very slow
 speech is always difficult for strangers to understand, or
 uses a limited vocabulary of words in speech e.g. fewer than 50 words, or
 speech is clear but is not used appropriately, e.g. has frequent echolalia (compulsively repeats words
or what the other person says), frequently swears or uses abusive language as a result of a condition
such as Tourette’s syndrome and is unable to sustain a normal conversation for even a few minutes
Alternative or augmentative communication (e.g. sign language, technology that produces electronic
speech, use of symbols to communicate, use of a note taker to assist in communication)
 is unable to speak clearly and uses recognised sign language (Auslan or signed English) but is not
fluent and has limited or no ability to lip read, or
 needs to use an electronic communication device to communicate with others in places such as
shops, workplace or education/training facility and is unable to be understood without this device, or
 is unable to speak and uses handwriting or typing to communicate, or
 is unable to speak and uses the assistance of a note taker to communicate
There is extreme functional impact on communication in the person’s main language.
The person has extreme difficulties in at least one of the following areas:
Receptive communication (understanding language)
 has extreme difficulty understanding even simple day to day language in familiar environments
 may understand only a few single words or simple phrases that are used on a regular basis (such as
‘drink’, ‘toilet’, ‘bed‐time’, ‘go in the car’)
 needs additional gestures, pictures, symbols or physical demonstration in order to understand what
is said
Expressive communication (speaking)
 has extreme difficulty in producing any clear speech or is unable to speak at all, or
 speech is difficult to understand even for family members and others who have regular contact with
the person, or
 uses a limited vocabulary of words in speech e.g. fewer than 20 words, or
 is only able to indicate yes/no, pleasure or displeasure through facial expressions or head
movements
Alternative or augmentative communication (e.g. sign language, technology that produces electronic
speech, use of symbols to communicate, use of a note taker to communicate)
 uses a limited number of symbols (such as Compics) or pictures or photos to communicate basic
needs and feelings, or
 needs to use an electronic communication device to communicate with others but has difficulty
using this and is very slow in preparing communications, or
 is unable to speak or use an electronic communication device and uses a note taker to communicate
with others
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Table 9 – Intellectual Function
Introduction to Impairment Table 9
 Impairment Table 9 should be used where the person has a diagnosis of intellectual disability resulting
in functional impairment related to their level of intellectual function.
 A diagnosis must be made by an appropriately qualified medical practitioner with supporting evidence
from a specialist assessment by a psychologist.
 A report from the treating doctor must be provided.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 An assessment of intellectual function, in the form of a WAIS IV or equivalent contemporary
assessment deemed acceptable by the Health Professional Advisory Unit, must be completed by a
psychologist,. This assessment should be conducted after the person turns 16 years of age. A WISC
(Wechsler Intelligence Scale for Children) assessment completed between the ages of 12 and 16 years is
also acceptable for people aged 18 years or under at the time of Impairment Table assessment.
 Assessors need to consider the adaptation of recognised assessments of intellectual function for use
with Aboriginal and Torres Strait Islander consumers.
 Assessors should note the diagnostic definition of intellectual disability in the current version of the
Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric Association).
 Assessors should note that diagnosis of a learning disorder such as dyslexia does not equate to a
diagnosis of intellectual disability.
 Assessors should consider evidence from a range of sources in determining which rating applies to the
person being assessed.
 Examples of corroborating evidence may include (but are not limited to):
o
supporting letters, reports and/or assessments relating to the person’s development, intellectual
function, adaptive behaviour and/or programs
o
interviews with the person and those providing care, support or treatment to the person.

Points
0

5

Descriptors
There is no impact on intellectual functions such as learning, reasoning and problem solving.
For example, the person has intellectual functioning within the average range and displays an average range
of adult skills in activities of daily living, socialisation, communication and appropriate behaviour and is able
to live independently in the community.
There is mild impact on intellectual functions in at least two of the following domains:
Learning and applying knowledge
 may have mild difficulties with literacy and/or numeracy e.g. difficulty reading a complex newspaper
article
 may need more instructions and demonstrations than peers to learn a complex task
Daily living skills
 may have some difficulties in managing personal finances e.g. may need occasional assistance with
budgeting
 may have some difficulties managing personal safety.
Social skills
 may have minor difficulties with interpersonal skills and understanding social responsibilities
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Table 9 – Intellectual Function (Continued)
Points
10

20

Descriptors
There is moderate impact on intellectual functions in at least two of the following domains:
Learning and applying knowledge
 difficulties with literacy and/or numeracy are evident e.g. significant difficulty reading and completing
forms
 needs repeated demonstrations to learn tasks involving several steps and/or concepts
Daily living skills
 difficulties in managing money and needs regular assistance with budgeting
 may need assistance with travel and public transport arrangements to new destinations
 may need occasional reminders to maintain adequate personal hygiene, nutrition and health care
Social skills
 difficulties with interpersonal skills e.g. social interactions and behaviour may not always be appropriate
to the situation
 may have difficulty communicating more complex needs or issues
 needs guidance and advice to understand and follow rules, obey laws and maintain personal safety
The person will have an assessed intellectual impairment using the WAIS IV or equivalent contemporary
assessment of intellectual function, deficits in adaptive behaviour and a history of developmental difficulties
before 18 years of age.
There is severe impact on intellectual functions in at least two of the following domains:
Learning and applying knowledge
 has only basic reading and writing skills e.g. can read only simple text and perform only basic counting
but not calculations such as addition or subtraction of double digit numbers
 needs repeated demonstrations to learn tasks involving two or three steps and/or concepts
Daily living skills
 needs assistance to make routine purchases and receive correct change and needs full assistance with
budgeting
 needs to be accompanied when travelling to new destinations
 needs regular supervision and/or assistance to maintain adequate personal hygiene, nutrition and health
care
 needs regular assistance to live in the community
Social skills
 interpersonal skills are limited e.g. social interactions are limited and/or often not appropriate to the
situation
 has difficulty communicating with others
 needs regular supervision and assistance to understand and follow rules, obey laws and maintain
personal safety
 may display behaviours that are inappropriate or unacceptable to the community
The person will have an assessed intellectual impairment using the WAIS IV or equivalent contemporary
assessment of intellectual function, deficits in adaptive behaviour and a history of developmental difficulties
before 18 years of age.
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Table 9 – Intellectual Function (Continued)
Points
30

Descriptors
There is an extreme impact on intellectual function in all of the following domains:
Learning and applying knowledge
 unable to read, write or count objects and needs repeated demonstrations to learn simple tasks
involving one or two steps or is unable to complete even simple tasks
Daily living skills
 needs complete supervision and/or assistance to maintain adequate personal hygiene, nutrition and
health care
 needs complete assistance to manage money
 needs complete assistance to travel/ use transport
 needs continual support and lives with family or in supported accommodation
Social skills
 interpersonal skills are extremely limited e.g. can manage only very basic social interactions such as
smiling or responding with simple language or gestures
 communication skills are extremely limited
 the person needs complete assistance to participate in social and community activities
 may display behaviours that are highly inappropriate and/or dangerous to self, others or property
The person will have an assessed intellectual impairment or be deemed unassessable using the WAIS IV or
equivalent contemporary assessment of intellectual function,, deficits in adaptive behaviour and a history of
developmental difficulties before 18 years of age.
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Table 10 – Gastrointestinal Function
Introduction to Impairment Table 10
 Impairment Table 10 should be used where the person has a diagnosed medical condition resulting in
functional impairment related to gastrointestinal function. Gastrointestinal conditions may include
diseases that affect the mouth, salivary glands, oesophagus, stomach, intestines (small and/or large
intestine), pancreas, liver, gall bladder, bile ducts, rectum and/or anus.
 The diagnosis must be made by an appropriately qualified medical practitioner.
 A report from the treating doctor must be provided.
 Symptoms of gastrointestinal conditions may include pain, discomfort, nausea, vomiting, diarrhoea,
constipation, reflux, heartburn/indigestion, fatigue.
 Personal care needs associated with gastrointestinal conditions may include (but are not limited to): the
need to take medications when symptoms occur, care of special feeding equipment such as PEG button
or special feeding tube, special diets or feeding solutions, care of stomas and ostomy bags, strategies to
relieve pain, additional toileting and personal hygiene needs.
 Note that continence and ostomy care are assessed using Table 13, i.e. a person with an ileostomy or
colostomy should be assessed using Table 13 (Continence).
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. gastroenterologist) confirming diagnosis of a gastrointestinal
condition that is likely to result in the symptoms described by the person
o
results of investigations (e.g. X‐Rays or other imagery, endoscopy, colonoscopy).
Points
0
5

10

Descriptors
There is no functional impact on work‐related or daily activities and the person is not usually interrupted at
work or other activity by symptoms or personal care needs associated with a gastrointestinal condition.
There is a mild functional impact on work‐related or daily activities due to symptoms or personal care needs
associated with a gastrointestinal condition.
The following indicators apply:
 the person’s attention and concentration at a task are sometimes interrupted or reduced by pain or other
symptoms or personal care needs associated with the gastrointestinal condition (e.g. on most days);
and/or
 the person is sometimes absent from work, education or training activities due to the gastrointestinal
condition.
There is a moderate functional impact on work‐related or daily activities due to symptoms or personal care
needs associated with a gastrointestinal condition.
At least two of the following indicators apply:
 the person’s attention and concentration at a task are often interrupted or reduced by pain or other
symptoms or personal care needs associated with the gastrointestinal condition (e.g. at least once a day
but not every hour)
 the person is unable to sustain work activity or other tasks for more than two hours without a break due
to symptoms of the gastrointestinal condition
 the person is often absent from work, education or training activities due to the gastrointestinal condition.
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Table 10 – Gastrointestinal Function (Continued)
Points
20

30

Descriptors
There is a severe functional impact on work‐related or daily activities due to symptoms or personal care
needs associated with a gastrointestinal condition.
At least two of the following apply:
 the person’s attention and concentration at a task are frequently interrupted or reduced by pain or other
symptoms or care needs associated with the gastrointestinal condition (e.g. at least once every hour)
 the person is unable to sustain work activity or other tasks for a total of more than five hours a day, even
with regular breaks, due to symptoms of the gastrointestinal condition
 the person’s condition may affect the comfort and /or attention of co‐workers
 the person is frequently absent from work, education or training activities due to the gastrointestinal
condition
There is an extreme functional impact on gastrointestinal function. The person is completely unable to
perform work‐related or daily activities due to symptoms or personal care needs associated with a
gastrointestinal condition.
At least two of the following apply:
 the person’s attention and concentration at a task are continually interrupted or reduced by pain or other
symptoms or care needs associated with the gastrointestinal condition (e.g. pain or other symptoms are
present all or most of the time)
 the person is unable to sustain work activity or other task for more than one hour without a break due to
symptoms of the gastrointestinal condition
 the nature of the person’s condition is likely to affect co‐workers adversely
 the person is rarely able to attend work, education or training activities due to the gastrointestinal
condition
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Table 11 – Hearing and other Functions of the Ear
Introduction to Impairment Table 11
 Impairment Table 11 should be used where the person has a diagnosed medical condition resulting in
functional impairment when performing activities involving hearing function or other functions of the
ear (such as balance difficulties due to a condition involving the inner ear).
 The diagnosis must be made by an appropriately qualified medical practitioner with corroborating
evidence from an audiologist or ENT specialist.
 A report from the treating doctor must be provided.
 Table 11 ratings should be assessed with the person using any prescribed hearing aid, cochlear implant
or other hearing device that they usually use.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical practitioners (e.g. ear nose and throat specialist, neurologist) confirming
diagnosis of conditions associated with hearing impairment or other impaired function of the ear
(e.g. congenital deafness, presbyacusis, acoustic neuroma, side‐effects of medication, or Meniere's
disease)
o
results of audiological assessment.
Points
0

5

10

Descriptors
There is no functional impact on hearing.
All of the following indicators apply:
 The person can hear a conversation at average volume in a room with an average level of background
noise (e.g. other people talking quietly in the background).
 The person does not have to turn the television volume up louder than others in the household to hear
clearly.
 The person does not need to use a hearing aid, cochlear implant or other hearing device.
There is mild functional impact on hearing.
The following indicators apply:
 The person has some difficulty hearing a conversation at an average volume in a room with background
noise (e.g. other people talking quietly in the background); and/or
 The person may have to turn the television volume up slightly louder than others in the household to hear
clearly; and/or
 The person may use a hearing aid, cochlear implant or other device; and/or
 The person may have difficulty hearing conversations when using a standard telephone;
OR
 The person may have occasional difficulty with balance (e.g. occasional dizziness) or occasional ringing in
the ears, less than once a week,, due to a medically diagnosed disorder of the inner ear such as Meniere’s
disease.
There is a moderate functional impact on hearing even when using a hearing aid, cochlear implant or other
hearing device or sign language interpreting.
The following indicators apply:
 The person has difficulty hearing a conversation at average volume in a room with no background noise;
and
 The person has to turn the television volume up much louder than others in the household to hear clearly;
and
 The person may be partially reliant on lip‐reading and/or Auslan or other sign language;
OR
 The person may have more frequent difficulty with balance (e.g. has to sit down or hold on to a solid
object) or ringing in the ears, at least once a week, due to a medically diagnosed disorder of the inner ear
such as Meniere’s disease.
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Table 11 – Hearing and other Functions of the Ear (Continued)
Points
20

30

Descriptors
There is a severe functional impact on hearing even when using a hearing aid, cochlear implant or other
hearing device or technology or sign language interpreting.
The following indicators apply:
 The person has severe difficulty hearing any conversation even at raised volume in a room with no
background noise (i.e. is unable to hear someone speaking to them in a loud voice, may not be able to
hear someone shouting a warning, such as ‘Look out!’); and
 The person is unable to hear sounds needed for personal or workplace safety such as a smoke alarm, fire
evacuation siren, or car or truck horn; and
 The person needs to use headphones or ear piece for listening to the television or is reliant on captions to
follow a television program or movie; and/or
 The person is reliant on Auslan or other sign language or note taking to converse with others;
OR
 The person has continual difficulty with balance (e.g. continual dizziness – has to sit down or hold on to a
solid object), repeatedly during each day,, or continual ringing in the ears that interferes with hearing, due
to a medically diagnosed disorder of the inner ear such as Meniere’s disease.
There is an extreme functional impact on hearing even when using a hearing aid, cochlear implant or other
hearing device. The following indicators apply:
 The person is unable to hear anything at all; and
 The person has limited or no ability to understand Auslan or other sign language.
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Table 12 – Visual Function
Introduction to Impairment Table 12
 Impairment Table 12 should be used where the person has a diagnosed medical condition resulting in
functional impairment when performing activities involving visual function.
 The diagnosis must be made by an appropraitely qualified medical practitioner with supporting
evidence from an ophthalmologist.
 A report from the treating doctor must be provided.
 Where severe loss of visual function is evident or suspected, the assessor should ensure that testing by
a qualified ophthalmologist has occurred to determine if the person meets the criteria for permanent
blindness and therefore is automatically eligible for DSP under section 95 of the Social Security Act.
 Table 12 ratings should be assessed with the person using any visual aids the person usually uses, such
as spectacles or contact lenses.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. ophthalmologist, ophthalmic surgeon) confirming diagnosis of
conditions associated with vision impairment (e.g. diabetic retinopathy, glaucoma, retinitis
pigmentosa, macular degeneration, cataracts, congenital blindness i.e. blind from birth)
o
results of vision assessments.
Points
0

Descriptors
There is no functional impact on vision.
The person has no difficulties seeing things at a distance or close up when wearing glasses or contact lenses
if these are usually worn. All of the following indicators apply:
 The person has no difficulties seeing the print in a newspaper or magazine.
 The person has no difficulties seeing road signs, street signs or bus numbers.
 The person has a full field of vision, i.e. they do not have any problems with peripheral vision (being aware
of objects or movement to the sides, above or below, when looking straight ahead) and no patches or
areas of lost vision.
 The person can usually perform all day to day functions involving the eyes without discomfort (i.e. no
watering of the eyes, difficulty opening the eyes, or difficulty moving the eyes, able to tolerate normal
light levels).
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Table 12 – Visual Function (Continued)
Points
5

10

20

Descriptors
There is a mild functional impact on vision.
The person has mild difficulties seeing things at a distance or close up when wearing glasses or contact
lenses if these are usually worn. The person can still perform most day to day activities involving vision.
The following indicators apply:
 The person has some difficulty seeing the fine print in newspapers or magazines (may have to hold the
print further away or use brighter light); and/or
 The person has some difficulty seeing road signs, street signs or bus numbers and/or may have some
difficulty reading road signs at night but can still travel around the community and use public transport
without assistance; and/or
 The person experiences some discomfort when performing day to day activities involving the eyes (e.g.
mild occasional watering of the eyes, mild difficulty opening the eyes, or mild difficulty moving or
coordinating the eyes, or difficulty tolerating bright lights and sunlight); and/or
 The person has functional vision in only one eye (or only has one eye) but has good vision in the remaining
eye.
There is a moderate functional impact on vision.
The person has moderate difficulties seeing things at a distance or close up when wearing glasses or contact
lenses if these are usually worn. The person may need to use vision aids or assistive devices other than
spectacles and contact lenses for some tasks.
The person has difficulty performing some day to day activities involving vision.
The following indicators apply:
 The person has some difficulty seeing routine workplace, educational or training information such as signs,
safety information, or manuals and may need to use alternative formats (e.g. large print) and/or assistive
devices or technology for vision in work, training or educational settings; and/or
 The person experiences moderate discomfort when performing day to day activities involving the eyes (i.e.
frequent watering of the eyes, frequent difficulty opening the eyes, or moderate difficulty moving or
coordinating the eyes, or unable to tolerate normal levels of light indoors or outdoors); and/or
 The person has only one eye or functional vision in only one eye and has mild problems with the vision in
the remaining eye.
 The person is still able to function independently in familiar environments (i.e. without regular assistance
from other people)
 The person is able to travel independently using public transport when using any assistive devices that
they have.
There is a severe functional impact on vision.
The person has severe difficulties seeing things at a distance or close up when wearing glasses or contact
lenses if these are usually worn. The person needs to use vision aids or assistive devices other than
spectacles and contact lenses for many tasks.
The person has severe difficulty performing many day to day activities involving vision. The following
indicators apply:
 The person is unable to see routine workplace, educational or training information such as signs, safety
information, or manuals even when using any assistive devices or technology that they have; and/or
 The person needs assistance to use public transport or travel independently to work, educational or
community facilities even when using any assistive devices that he/she has (such as a guide dog or cane);
and
 The person is unable to move around independently in unfamiliar environments; and/or
 The person has been denied a driver’s licence on the basis of vision impairment.
A person with vision difficulties at this level should undergo a specialist assessment to determine if they
meet the Social Security Act criteria for permanent blindness.
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Table 12 – Visual Function (Continued)
Points
30

Descriptors
There is an extreme functional impact on vision. The person has complete loss of effective vision.
The person has no useful vision at a distance or close up even when wearing glasses or contact lenses if
these are usually worn and/or when using other vision assistance devices or technology.
The following indicators apply:
 The person has been totally blind since birth; or
 The person has lost both eyes due to trauma or malignancy; and/or
 The person has been assessed as ‘legally blind’ (e.g. has been assessed as meeting the Social Security Act
criteria for permanent blindness); and/or
 The person needs assistance to move around even in familiar environments and to perform most day to
day activities due to extreme functional impact on vision.
A person with vision difficulties at this level not already in receipt of Disability Support Pension should
undergo a specialist assessment and/or administrative review to confirm that they meet the Social Security
Act criteria for permanent blindness.
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Table 13 – Continence Function
Introduction to Impairment Table 13
 Impairment Table 13 should be used where the person has a diagnosed medical condition resulting in
functional impairment related to incontinence of the bladder and/or bowel.
 The diagnosis must be made by an appropriately qualified medical practitioner. Assessment by an
appropriate specialist clinician (e.g. urogynaecologist, urologist, or gastroenterologist) is recommended
in cases of moderate or severe incontinence.
 A report from the treating doctor must be provided.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. urogynaecologist, gynaecologist, urologist, gastroenterologist)
confirming diagnosis of conditions associated with incontinence (e.g. some gynaecological
conditions, prostate enlargement or malignancy, gastrointestinal conditions, incontinence resulting
from paraplegia, spina bifida, neurodegenerative conditions or severe intellectual disability)
o
assessments/reports from practitioners specialising in the treatment and management of
incontinence such as urologists, urogynaecologists, continence nurse advisors.

Points
0
5

Descriptors
There is no functional impact on maintaining continence of the bladder and bowel during the day.
The person does not have a stoma (e.g. colostomy, ileostomy) or use a catheter or other collection device to
manage continence.
There is a mild functional impact on maintaining continence of the bladder and/or bowel during the day. The
following indicators apply:
Bladder
 the person has minor leakage from the bladder (e.g. a small amount of urine when coughing or sneezing)
at least once a day but not every hour; and/or
 the person has urgency (has to get to a toilet very quickly and has difficulty ‘holding on’ to urine) and/or
has occasional loss of control of bladder (at least weekly); and/or
 the person has difficulty passing urine (e.g. has to strain or has restricted flow of urine or has difficulty
emptying bladder); and/or
Bowel
 the person has minor leakage from the bowel (e.g. enough faecal matter to soil underwear but not outer
clothes) more than once a week but not every day; and/or
 the person has urgency and/or occasional loss of control of bowel at least monthly; and/or
Continence aids
 the person has a stoma, or uses a catheter or other collection device to manage their continence
independently without any difficulties and does not need any assistance with this.
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Table 13 – Continence Function (Continued)
Points
10

20

30

Descriptors
There is a moderate functional impact on maintaining continence of the bladder and/or bowel. The
following indicators apply:
Bladder
 the person has minor leakage from the bladder (e.g. a small amount of urine when coughing or sneezing)
several times each day; and/or
Bowel
 the person has major leakage from the bowel (e.g. enough faecal matter to fully soil underwear and stain
outer clothes if a continence pad is not worn) in most weeks; and/or
Continence aids
 the person has a stoma, or uses a catheter or other collection device to manage their continence
independently but requires frequent bag or catheter changes, or has frequent equipment failure.
 The person’s continence difficulties result in interruption to tasks, work or training on most days
There is a severe functional impact on maintaining continence of the bladder and/or bowel. The following
indicators apply:
Bladder
 continual dribbling of urine throughout the day; and/or
 the person has major leakage from the bladder (e.g. a large amount of urine – enough to soak through
clothes or soak a continence pad) at least every day but not every hour; and/or
Bowel
 the person has minor leakage from the bowel (e.g. enough faecal matter to soil underwear or continence
pad but not outer clothes) every day; and/or
 the person has major leakage from the bowel (e.g. enough faecal matter to fully soil underwear or a
continence pad) at least weekly; and/or
Continence aids
 the person has a stoma, or uses a catheter or other collection device to manage their continence and
needs some assistance from another person to manage this; and/or
 the person wears continence pads and needs some assistance to change these during the day
 The person’s condition may affect the comfort and /or attention of co‐workers.
There is an extreme functional impact. The person is completely unable to maintain continence of the
bladder and/or bowel. The following indicators apply:
Bladder
 the person has no control of bladder emptying and is always incontinent of urine; and/or
Bowel
 the person has no control of bowel emptying and is always incontinent of faeces; and/or
Continence aids
 the person has a stoma, or uses a catheter or other collection device to manage their continence and
needs complete assistance from another person to manage this; and/or
 the person wears continence pads and needs complete assistance to change these during the day
 The nature of the person’s condition is likely to affect co‐workers adversely.
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Table 14 – Functions of the Skin
Introduction to Impairment Table 14
 Impairment Table 14 should be used where the person has a diagnosed medical condition resulting in
functional impairment related to disorders of, or injury to, the skin.
 The diagnosis must be made by an appropriately qualified medical practitioner, preferably supported
by the opinion of a dermatologist or burns specialist.
 A report from the treating doctor must be provided.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. dermatologist or burns specialist) confirming diagnosis of
dermatological conditions or burns.
Points
0
5

10

Descriptors
There is no functional impact on activities requiring healthy, undamaged skin. For example, the person is
able to perform normal daily activities (such as washing dishes, shampooing hair, household cleaning and
participating in outdoor activities) with no difficulty.
There is a mild functional impact on activities requiring healthy, undamaged skin (i.e. the person has to
make minor adaptations to some daily activities).
At least one of the following indicators applies. The person:
 has minor difficulties performing activities involving use of their hands due to minor skin lesions,
dermatitis, skin allergies or scarring and may need to wear protective gloves for some tasks, apply
protective cream to the hands, and/or limit repetitive tasks involving use of the hands
 has minor difficulties performing activities involving use of other parts of the body due to minor skin
lesions, dermatitis, skin allergies or scarring
 has minor difficulties performing activities involving exposure to sunlight due to heightened sensitivity to
sunlight (this may be a result of certain medications or past history of skin cancers) and needs to take
higher than normal precautions to limit exposure to sunlight
There is a moderate functional impact on activities requiring healthy, undamaged skin (i.e. the person has to
make adaptations to several daily activities).
At least one of the following indicators applies. The person:
 has moderate difficulties performing activities involving use of their hands due to minor skin lesions,
dermatitis, skin allergies or scarring and needs to wear protective gloves for most tasks, avoid contact with
all detergents and soaps, and/or avoid repetitive tasks involving use of the hands
 has moderate difficulties performing daily activities due to scarring from burns which restricts movement
of limbs and/or other parts of the body (e.g. may require additional time to perform some tasks, and/or
some tasks may need to be modified)
 has moderate difficulties performing daily activities due to lesions on skin which require creams and/or
dressings and limit movement and comfort (e.g. may require additional time to perform some tasks,
and/or some tasks may need to be modified)
 has moderate difficulties performing activities involving exposure to sunlight due to heightened sensitivity
to sunlight (this may be a result of certain medications, past history of skin cancers, albinism, or other
genetic condition) and needs to take higher than normal precautions to avoid exposure to sunlight (e.g.
must wear sunscreen at all times, wear hat and other protective clothing at all times outside and has to
limit time spent outside in sunlight).
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Table 14 – Functions of the Skin (Continued)
Points
20

30

Descriptors
There is a severe functional impact on activities requiring healthy, undamaged skin (i.e. the person has to
make significant modifications to daily activities and/or is unable to perform some daily activities).
At least two of the following indicators apply. The person:
 has severe difficulties performing activities involving use of their hands due to major skin lesions,
dermatitis, skin allergies or scarring and is unable to perform some tasks involving use of the hands
 has severe difficulties performing daily activities due to scarring from burns which restricts movement of
limbs and/or other parts of the body (e.g. may not be able to perform some tasks, requires additional time
to perform some tasks, and/or some tasks need to be modified)
 has severe difficulties performing daily activities due to extensive and/or severe lesions on skin which
require creams and/or dressings and limit movement and comfort (e.g. may not be able to perform some
tasks, requires additional time to perform some tasks, and/or some tasks need to be modified)
 has severe difficulties performing activities involving exposure to sunlight due to heightened sensitivity to
sunlight (this may be a result of certain medications, past history of skin cancers, albinism, or other genetic
condition) and can spend only a brief period of time in sunlight each day even when wearing sunscreen
and protective clothing
 is/would not be able to wear items of personal protective equipment likely to be required in their
workplace (e.g. protective glasses, ear defenders, safety jacket, gloves, safety boots/safe shoes, hard hat).
There is an extreme functional impact on activities requiring healthy, undamaged skin (i.e. the person has to
make major modifications to most daily activities and/or is unable to perform most daily activities; requires
repeated assistance throughout the day; and could not attend a work, education or training session for a
continuous period of at least three hours).
At least one of the following indictors applies. The person:
 has such extensive damage or scarring of their skin that they are unable to perform most daily activities
without significant difficulty or discomfort
 requires continual application/wearing of medically prescribed creams or dressings to most or all of the
skin on the body
 has severe reactions to normal exposure to sunlight or skin contact with routine substances found in most
households, requiring repeated urgent medical treatment and frequent hospitalisation.
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Table 15 ‐ Functions of Consciousness
Introduction to Impairment Table 15
 Impairment Table 15 should be used where the person has a diagnosed medical condition resulting in
functional impairment due to an impaired ability to remain conscious, i.e. a condition which results in
loss of consciousness or altered state of consciousness, (such as epilepsy, some forms of migraine, or
poorly controlled diabetes mellitus).
 The diagnosis must be made by an appropriately qualified medical practitioner.
 A report from the treating doctor must be provided.
 Self‐report of symptoms alone is insufficient. There must also be corroborating evidence of the
person’s impairment.
 Examples of corroborating evidence may include (but are not limited to):
o
reports from medical specialists (e.g. neurologist, endocrinologist, physician, as appropriate)
confirming diagnosis of conditions associated with episodes of loss of or altered state of
consciousness (e.g. epilepsy, diabetes mellitus, transient ischaemic attacks, some forms of
migraine)
o
assessments/reports from practitioners specialising in the treatment and management of these
conditions, including neurologists, endocrinologists, clinical nurse consultants or nurse practitioners
specialising in diabetes management.

Points
0
5

10

New Descriptors
There is no functional impact on maintaining consciousness during waking hours when occupied with a task
or activity.
There is a mild functional impact on maintaining consciousness during waking hours when occupied with a
task or activity. The following indicator applies:
 The person has rare episodes of involuntary loss of consciousness or altered state of consciousness due
to a diagnosed medical condition (e.g. no more than twice per year and not usually requiring
hospitalisation)
The person is still able to perform most daily activities of living but may have restrictions on a driver’s licence
due to the medical condition.
There is a moderate functional impact on maintaining consciousness during waking hours when occupied
with a task or activity. The following indicators apply:
 The person has episodes of involuntary loss of consciousness due to a diagnosed medical condition more
than twice each year (but not every month) and loses all functional abilities during these episodes (i.e.
falls or slumps to the ground or in a chair and is unresponsive during the episode). Requires first aid
measures and may require emergency medication and/or hospitalisation.
OR
 The person has episodes of involuntary altered state of consciousness that occur at least once per month
(e.g. the person remains standing or sitting but is unaware of their surroundings or actions during the
episode). Functional abilities are affected during these episodes. Episodes are less than 30 minutes in
duration.
The person is still able to perform many daily activities of living but is unlikely to be granted a driver’s licence
and may have other safety‐related restrictions on activities.
The person may not be able to attend work, education or training activities on a full‐time basis and may be
restricted due to safety issues in the work‐related activities that they can undertake.
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Table 15 ‐ Functions of Consciousness (Continued)
Points
20

30

New Descriptors
There is a severe functional impact on maintaining consciousness during waking hours when occupied with a
task or activity. The following indicators apply:
 The person has episodes of involuntary loss of consciousness due to a diagnosed medical condition at
least once each month and loses all functional abilities during these episodes (i.e. falls or slumps to the
ground or in a chair and is unresponsive during episode). Requires first aid measures and may require
emergency medication and/or hospitalisation.
OR
 The person has episodes of altered state of consciousness that occur at least once each day (e.g. the
person remains standing or sitting but is unaware of their surroundings or actions during the episode).
Functional abilities are affected during these episodes.
The person is unable to perform many activities of living, cannot obtain a driver’s licence on medical grounds
and has other safety‐related restrictions on activities.
The person is/would not be able to attend work, education or training activities, even on a part‐time basis
and would be severely restricted due to safety issues in the work‐related activities that they could
undertake.
There is an extreme functional impact on maintaining consciousness during waking hours. The following
indicators apply:
 The person has frequent episodes of involuntary loss of consciousness due to a diagnosed medical
condition such as epilepsy (at least once each week) and loses all functional abilities during these
episodes (i.e. falls or slumps to the ground or in a chair and is unresponsive during episode). Requires
first aid measures and requires emergency medication and/or hospitalisation.
OR
 The person has frequent episodes of altered state of consciousness that occur many times each day (e.g.
the person remains standing or sitting but is unaware of their surroundings or actions during the
episode). Functional abilities are affected during these episodes.
The person is unable to perform most activities of daily living, cannot obtain a driver’s licence on medical
grounds and has other safety‐related restrictions on activities.
The person is not able to attend work, education or training activities at all.
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Appendix G

Issues Beyond the Terms of Reference

The review of Impairment Tables for Disability Support Pension has identified a number of important
issues that are beyond the review terms of reference. These issues are discussed below.

Access to specialist diagnosis and treatment
The requirements for DSP qualification specify that the applicant must have a confirmed diagnosis of
physical, intellectual or psychiatric impairment. Under some tables, such diagnosis often requires
that the person be seen by a specialist practitioner for a diagnostic assessment. In other cases where
a condition is so disabling as to have a severe functional impact on the person, it could be expected
that the person would have been referred to a specialist at some stage. Supporting evidence from
an appropriate specialist would enable a more accurate assessment of the person for DSP purposes.
However, the Advisory Committee noted reported shortages of specialists and specialist services in
some fields (e.g. psychiatry and services for the assessment and treatment of harmful alcohol, drug
and other substance use) and in some locations. Access to specialists may be particularly difficult for
people living in rural and remote areas.
It is important that people who are unable to readily access a specialist practitioner for the purposes
of confirming diagnosis of a physical, intellectual or psychiatric impairment and/or receiving
appropriate treatment should not be disadvantaged in their application to receive DSP.
The Advisory Committee suggests that flexible arrangements should be in place regarding medical
and other diagnostic evidence for people who are unable to access the necessary specialist
practitioners due to rural/remote location and/or shortage of practitioners in a particular specialty.
This could include evidence of diagnosis provided by more generalist health practitioners (or allied
health practitioners in very remote areas) and confirmed by from the Health Professional Advisory
Unit of Centrelink.
In respect of this suggestion, there is also concern that having a different standard of diagnostic
evidence requirement for people living in rural and remote areas may lead to further disadvantage
for this population in terms of access to medical and specialist practitioners.
The Advisory Committee noted the importance of timeliness of treatment in achieving successful
rehabilitation outcomes. Shortages of specialist practitioners or services may also affect the
timeliness of treatment.

Unmet need for aids and equipment (assistive technology)
The Advisory Committee acknowledged that evidence exists regarding substantial under‐met or
unmet need for assistive technology. Assistive technology is provided through a range of
State/Territory and Commonwealth funders. It is imperative that the lack of access to assistive
technology does not compromise the DSP seeker.
Additionally, the Workplace Modifications Scheme does not support those who are in some
categories of self employment or those who are seeking employment.
It is likely that improved access to assistive technology will increase employment opportunities for
people with disability.
Final Report 30 June 2011

APPENDIX G Issues Beyond the Terms of Reference

1

The Advisory Committee suggests that the impact of access to appropriate assistive technology on
DSP assessment outcomes be monitored in order that areas of particular need can be identified and
strategies developed to improve awareness of and access to employment‐enhancing assistive
technology.

Workplace accommodations
The Advisory Committee notes the importance of flexible work arrangements in enabling people
with disability to participate in employment. Flexible work arrangements may include part‐time
work, flexible hours of work, adjustments to the workplace environment and/or work tasks, and
working from home provisions. The provision of assistive technology in the workplace can also have
significant benefits.
The Advisory Committee suggests that the work capacity component of the DSP assessment process
should consider the workplace accommodations that could enable a person to participate in
employment.

Disincentives to Employment
Some stakeholders noted that the eligibility requirements of some State and Territory government
programs (such as equipment programs) may result in disincentives to work for more than 15 hours
per week.
Access to the Pension Concession Card (PCC) was also identified as a potential disincentive for those
wishing to move from DSP to paid employment. It was suggested that PCC benefit should extend to
2 years from commencement of paid employment rather than 12 months.

Inconsistencies in DSP eligibility criteria
The Advisory Committee noted that there are some historical inconsistencies in the DSP eligibility
criteria, for example the manifest eligibility for people meeting the Social Security Act criteria of
permanent blindness whereas people with other forms of severe and permanent impairment are
not determined to be manifestly eligible.
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