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This paper was originally written commenting on the ComCare Options paper but 
has since been revised.  The Options paper asks: 

 
What is the fairest and most equitable basis for assessing the permanent 
impairment associated with psychological conditions? 
 

The American Medical Association Guides to the Evaluation of Permanent 
Impairment in their successive editions have become an outstanding success and 
their use has been widespread in America, Australia, and elsewhere.  The Guides 
have provided a standardised method of determining impairment in all organ 
systems and through successive editions pioneered the use of methods of 
determining quantifiable and reproducible impairment ratings as a percentage of 
whole person impairment.  They have also provided a method of combining 
impairments arising from different organ systems. 
 
This success has not been mirrored in the section of The Guides dealing with 
mental and behavioural impairment.  The 2nd Edition had a system that used the 
basic building blocks of any psychiatric examination, the mental state 
examination.  That method was just workable and with considerable 
development, an amended version and its successors have been in use in 
Victoria since 1985.  This method has been workable, equitable and without 
controversy.   However that process was abandoned starting with the 3rd Edition 
This and the next 2 Editions have a system that is unusable.  Because of this, 
every jurisdiction which uses the AMA Guides has been forced to develop its own 
method of assessment. 
 
Impairment/Disability  
 
It is important to differentiate between impairment and disability.  Impairment is 
the reduction or loss of a physical/mental function and is a matter for 
determination by clinicians. 
 
By contrast disability is the reduction in ability arising from an impairment and is a 
matter for the courts. These definitions have been developed by the World health 
Organization.   
 
The classical example of the difference is amputation of a little finger.  This is a 
5% whole person impairment according to the AMA Guides but may lead to 100% 
disability for a concert pianist and 0% disability for a construction worker. 
 
Why Measure Psychiatric Impairment?   
 
All statutory schemes that provide benefits for claimants such as workers’ 
compensation schemes, transport accident schemes, personal injury schemes, 
pension and superannuation schemes require some method of measurement of 
impairment of health.  Impairment measurements are used in two ways. 
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1.  To provide a threshold so that claimants with impairments that lie below the 
threshold cannot proceed. 
 
2.  To provide a level of whole person impairment using a percentage to 
determine the level of benefits provided. 
 
Various legislatures that implement and control these schemes have shown 
considerable uncertainty and ambivalence about dealing with psychiatric injury.  
This concern arises from a number of sources.  There is some prejudice against 
the people experiencing a psychiatric injury, at times with disbelief that such 
injuries occur.  There are also concerns that since psychiatric injury is regarded 
as subjective it is capable of being misused by fraudulent claims, so-called 
gaming. 
 
Most jurisdictions have developed methods of limiting claims for psychiatric injury.  
Some jurisdictions simply exclude psychiatric injury from benefits.  Other 
schemes require claimants with a psychiatric injury to meet a higher level of 
threshold of impairment before they can access the scheme.  The third method, 
used extensively in Australia, is to reject claims for psychiatric injury which are 
secondary to physical injury, for example depression arising from a chronic back 
injury.  Successful claimants have to demonstrate that they have an injury arising 
from the incident itself, such as a post traumatic stress disorder.  In a number of 
jurisdictions in Australia the latter two methods are combined. 
 
A reliable means of measuring psychiatric percentage impairment is critical for 
courts, tribunals, and claimants. 
 
Requirements of Any Method of Psychiatric Impairment Measurement  
 

1. It should measure impairment and not disability.  In some methods, which 
we will see later, disability is used as a surrogate for impairment, this is 
inappropriate.  All psychiatrists are familiar with assessing a person's 
mental status.  This should be the core of any system of psychiatric 
impairment. 

 
2. It should be easily and rapidly administered using data arising from the 

clinical interview.  This is preferable to a checklist which is susceptible to 
cheating by claimants. 

 
3. It should be able to produce a percentage figure which is reliable.  The 

term reliable in this context means that different examiners, seeing the 
same claimant, come to a similar identical figure for percentage 
impairment. 

 
4. It should be transparent and readily understood by courts and tribunals 

and the figures emerging from such a method should make sense.  If a 
method consistently provides claimants who are functioning normally  with 
an impairment of 60%, it would not be credible. 

 
Problems Measuring Psychiatric Impairment  
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The fundamental problem with measuring psychiatric impairment is that there is 
no "gold standard".  There is no objective measure such as in physical science.  
There is a means of accurately determining the length of a metre which is 
reproducible and is the standard throughout the world.  Such a situation cannot 
apply in psychiatry. 
 
Despite the requirement that any method should only measure impairment and 
leave disability for the courts and tribunals there is inevitably a blurring between 
impairment and disability, this is difficult to avoid.  Inevitably psychiatrists rely on 
behaviour to inform their opinion.  Behaviour is a manifestation of disability.  
Furthermore any method relies, to a large degree, on self reporting.  This causes 
problems for people who are deliberately misleading the examiner or who, for a 
variety of reasons, are unable to provide an accurate account of their situation. 
 
Furthermore there is a fundamental absurdity in collapsing a complex pattern of 
behaviour into a single number.  This is inescapable and is a basic problem with 
psychiatric impairment. 
 
There are also special problems in psychiatric impairment assessment when 
dealing with the overlap between psychiatric injury and neurological injury and 
with assessing pain disorders and psychiatric injury.   
 
Methods of Psychiatric Impairment  
 
There are two basic methods of measuring psychiatric impairment. 
 
Method 1 is to assess specific functions and combine these assessments to 
determine whole person psychiatric impairment.  This is the method used in the 
American Medical Association Guides. 
 
The second method is to group combinations of symptoms assumed to be 
present at specific levels of impairment.  This is the method used by the the 
ComCare Guides – Chapter 5  and the Diagnostic and Statistical Manual of the 
American Psychiatric Association 4th Edition Global Assessment of Functioning 
Scale (GAF).  
 
The AMA Guides Sixth Edition 
 
The latest edition is the 6th Edition of the AMA Guides. 
 
This edition appears to have a significant difference in focus. The stated aim in 
every previous edition was: 
 

to provide a response to a public need for a standardized approach 
to evaluating medical impairments. 
 

On page 20 of this edition is stated: 
 

The primary purpose of the Guides is to rate impairment to assist 
adjudicators and others in determining the financial compensation to be 
awarded to individuals who, as a result of injury or illness, have suffered 
measurable physical and/or psychological loss. 
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I have already complained at length about the failure of nerve of the authors of 
chapter 14 - Mental and Behavioural Disorders of the 4th and 5th Editions. 
Regrettably, the authors of this chapter in the 6th Edition, have reinforced this 
impression of timidity. In the two previous editions the authors refused to give any 
percentages for the reasons described above, this made chapter 14 unusable. In 
an effort to redress the situation the authors of chapter 14 in the 6th Edition have 
gone in the opposite direction and have used not one but three different methods, 
each of which has major flaws but the end result is that there is a percentage 
impairment established. This is an improvement, but at what a cost! 
 
Ironically, in the first part of the chapter assessors are required to do a mental 
status examination. As described above, the mental status examination is the 
basis for the table in the 2nd Edition of the AMA Guides. However findings from 
the mental state examination then play little part in the method discussed in the 
6th Edition. 
 
A Brief Summary of the Methods Described in Chapter 14 
 
The process involves using three scales. 
 

 Brief Psychiatric Rating Scale 

 Global Assessment of Functioning Scale 

 Psychiatric Impairment Rating Scale 
 

Brief Psychiatric Rating Scale (BPRS) adapted from a recent article 

Appropriate for: Patients with major psychiatric disorders, particularly 
schizophrenia 
Administered by: Psychiatrists, psychologists or other trained rater 
Time to complete: 15-30 minutes 

BPRS Summary 

This version of the BPRS is a 24-item scale measuring positive symptoms, 
general psychopathology and affective symptoms. Some items (eg mannersisms 
and posturing) can be rated simply on observation of the patient; other items (eg 
anxiety) involve an element of self-reporting by the patient. 
 
When rating BPRS, it is important to allow unstructured sections in the clinical 
interview such that conceptual disorganisation in the patient's thought and speech 
and unusual thought content can be observed. 
 
Each item is rated on a seven-point scale (1=not present to 7=extremely severe) 

BPRS Benefits 

 Well established - among the most researched instruments used in 
psychiatry  

 Well known - clinicians tend to be familiar with symptom scores and 
changes  
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 Sensitive to change - may be used to rate treatment response  
 Broad evaluation - allows rating of severity of a number of different 

symptoms  
 Used in many classic studies of new antipsychotics  
 Psychometric properties and underlying factor structure is well-established  
 Grouping on item scores allow scoring on distinct factors (tension; 

emotional withdrawal; mannerisms and posturing; motor retardation; 
uncooperativeness) 

 
BPRS Challenges 

 Limited in scope - focus on positive and general psychopathology. Does 
not focus on negative symptoms. Needs to be utilised in combination with 
a negative symptom assessment tool, if negative symptomatology is to be 
captured  

 Ambiguous interpretation - there are several ways symptoms are reported 
(eg. on a scale of 0 to 6 or a scale of 1 to 7); the dual reporting scale must 
be taken into consideration when interpreting scores  

 Use of 1-7 scale - the non-linearity into the scale can complicate 
interpretation changes over time, particular with regards to response rates.  

 The BPRS contains a mixture of symptoms and behaviours in addition to 
some considerations of "abnormal mental functioning" but where these are 
present they are reiterative.  The 24 items of the BPRS contain multiple 
aspects of mood/affect impairment but nothing about formal thought 
disorder  or impairment of judgement - surely fundamental aspects of 
mental functioning. 

 
According to the Psychiatric Times the “BPRS” is particularly useful in gauging 
the efficacy of treatment in patients who have moderate to severe psychoses”. 
Its major use in a clinical setting is to measure whether or not there has been a 
change in symptoms as a result of treatment, not so much as a one off measure 
of the overall level of morbidity. 
 
Furthermore the BPRS has been tweaked beyond its limits. The authors of 
chapter 14 have added a percentage impairment score derived from who knows 
where. This is certainly not the product of research and is an innovation by the 
authors. The maximum score is only 50%, this for someone who is so impaired as 
to be grossly dysfunctional requiring institutional care! 
 
The Global Assessment of Functioning Scale 
 

The Global Assessment of Functioning (GAF) is a numeric scale (0 through 
100) used by mental health clinicians and physicians to subjectively rate the 
social, occupational and psychological functioning of adults, e.g., how well or 
adaptively one is meeting various problems-in-living. The scale is presented and 
described in the Diagnostic and Statistical Manual of the American Psychiatric 
Association 4th Edition revised (DSM-IV-TR) on page 32.  

91-100 Superior functioning in a wide range of activities, life's problems never 
seem to get out of hand, is sought out by others because of his or her many 

http://en.wikipedia.org/wiki/Diagnostic_and_Statistical_Manual_of_Mental_Disorders
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qualities. No symptoms. 
81-90 Absent or minimal symptoms, good functioning in all areas, interested and 
involved in a wide range of activities, socially effective, generally satisfied with 
life, no more than everyday problems or concerns. 
71-80 If symptoms are present they are transient and expectable reactions to 
psychosocial stresses; no more than slight impairment in social, occupational, or 
school functioning. 
61-70 Some mild symptoms OR some difficulty in social, occupational, or school 
functioning, but generally functioning pretty well, has some meaningful 
interpersonal relationships. 
51-60 Moderate symptoms OR any moderate difficulty in social, occupational, or 
school functioning. 
41-50 Serious symptoms OR any serious impairment in social, occupational, or 
school functioning. 
31-40 Some impairment in reality testing or communication OR major impairment 
in several areas, such as work or school, family relations, judgment, thinking, or 
mood. 
21-30 Behavior is considerably influenced by delusions or hallucinations OR 
serious impairment in communications or judgment OR inability to function in all 
areas. 
11-20 Some danger of hurting self or others OR occasionally fails to maintain 
minimal personal hygiene OR gross impairment in communication. 
1-10 Persistent danger of severely hurting self or others OR persistent inability to 
maintain minimum personal hygiene OR serious suicidal act with clear 
expectation of death. 
0 Not enough information available to provide GAF. 

The GAF is a measure of disability. It is intended to measure how well or 
adaptively one is meeting various problems-in-living. The descriptors are very 
limited. The authors of chapter 14 have added a so-called GAF Impairment Score 
which is a means of relating the numbers on the left to a percentage score, a 
totally subjective exercise. For example a score of between 31-40 which seems to 
indicate very significant problems is scored at 20% impairment. A person who 
scores between 1-10 is regarded as having only a 50% impairment. The 
description provided, brief as it is, seems to indicate a person who is very 
severely disabled. 
 
The authors of chapter 14 state that 
 

The Global Assessment of Functioning Scale has been widely used and 
accepted but has a significant limitation arising from combining level of 
functioning and symptom severity into one scale. This may lead to a score 
indicating a high level of impairment for a well functioning person with a 
single severe symptom. Alternatively, a person may have a life-threatening 
mental illness and yet may not rate highly on this scale. It is the intention of 
the authors of this chapter to remedy this problems by using the GAF with 
the other two scales 
 

The authors have not mentioned the problems they have caused by the 
imposition of their percentage table.  
 
The Psychiatric Impairment Rating Scale  
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As described above the PIRS is also a measure of disability,  the scale relies on 
self reporting and is vulnerable to gaming. This form of the PIRS involves scoring 
using six different tables. 
 

 self-care, personal hygiene and activities of daily living 

 role functioning, social and recreational activities 

 travel 

 interpersonal relationships 

 concentration, persistence and pace 
 resilience and employability 

 
The table regarding concentration, persistence and pace measures impairment, 
the others are to do with disability. Each of these is scored from 1 to 5. The 
scores are arranged in order and the middle two scores are added together. 
Using a separate table this sum correlates to a specific percentage score. 
 
The percentage scores derived from the BPRS, the GAF and the PIRS are then 
sorted from low to high, the middle number of the 3 numbers is the final 
percentage score. 
 
Commentary on Chapter 14 
 
There are significant problems with this method. Not least is the time involved. It 
is estimated that the BPRS takes between 15-30 minutes, the PIRS involves 
scoring using six different tables and would probably take a similar period of time. 
The GAF should derived from the content of the clinical interview and would take 
it most five minutes. Nevertheless using this method involves a time expenditure 
of at least 30 minutes and probably longer.  
 
Despite the major drawbacks described above is chapter 14 in the sixth 
edition an improvement? 
 
One is bemused by the changes from the fourth and fifth edition now seen in the 
sixth edition. The authors have gone from the sublime to the ridiculous. They 
have gone from having no method of determining percentages to 3 methods of 
determining percentages with major questions about whether they are measuring 
impairment or disability and with real concerns about the means by which they 
have related particular percentages to particular levels in each of the measures. 
Despite the obvious advantage in having one AMA guide that can be used by all 
disciplines nevertheless I cannot endorse this hopeless pastiche. 
 
My own view is that the methods currently used in Australia, chaotic as they are, 
are better than this.  
 
The method involved is extremely time-consuming, the method involved is 
appropriate for severe psychiatric illness with regard to the BPRS and the GAF 
but is not appropriate for most of the psychiatric injuries seen in workers 
compensation claims. 
 
The GAF and the PIRS are essentially measures of disability and not impairment. 



 

 8 

 
Whatever the reliability of the BPRS and the GAF this reliability has been 
circumvented by the imposition of arbitrary percentage tables. 
 
Is there a Way Ahead? 
 
The short answer is not yet.  The current situation is that the PIRS has come to 
dominate in those States that measure psychiatric impairment apart from Victoria 
(the GEPIC).  The Northern Territory uses AMA6.  The consensus is that AMA6 
will not be more broadly implemented because it is so cumbersome and time 
consuming and because so much money has been expended on training 
regarding the PIRS and the GEPIC. 
 
Conclusions 
 

1. The American Medical Association Guides to the Evaluation of Permanent 
Impairment have provided an effective and efficient means of measuring 
impairment for all organ systems except for Mental and Behavioural 
Disorders.   

2. The authors of chapter 14 on Mental and Behavioural Disorders in both the 
4th and 5th editions have chosen to measure disability rather than 
impairment and failed to provide percentages related to different levels of 
impairment.   

3. The lack of percentage impairment disadvantages users, claimants, courts, 
and tribunals. 

4. This failure has led to every jurisdiction in Australia developing different 
methods of measuring psychiatric impairment, leading to a veritable Tower 
of Babel. 

5. All jurisdictions fear that claims for psychiatric injury will overwhelm the 
funding of any statutory scheme. 

6. The consequences of the failure of the authors to do their job has reduced 
the credibility of psychiatric impairment assessments and has the potential 
to lead to the exclusion of psychiatric injury from statutory schemes. 

7. Chapter 14, Mental and Behavioural Disorders in the AMA Guides 6th 
edition has used a modified form of the PIRS together with two other 
scales to produce a clumsy, inequitable and in my view unworkable system 
for determining percentages for different levels of psychiatric impairment 
and should not be used in any Comcare Guide. 

8. Any guide for assessing psychiatric impairment should be assessing 
symptoms arising from a mental health disorder or mental illness in a 
stepwise fashion according to level of severity. 

9. Any worthwhile guide to the assessment of psychiatric impairment should 
not be driven by the need to fit into any specific legislative framework. 

10.   The current chapter in the Comcare Guides, Chapter 5 – Psychiatric 
Conditions is very vague and limited in its scope, but the alternatives are 
worse and less equitable. 
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Comparison of Methods for the Assessment 
of Psychiatric Impairment within Australia 

 
Jurisdiction 

 

 
Worker’s compensation 

for pension 
 

 
Motor accidents 

 

 
Comcare and Seacare 
 

 
Comcare Guide 

 
Not applicable 

 
Social Security 
 

 
Schedule in Social Security 
Act 

 
Not applicable 

 
Veterans’ Benefits 

 
Guide to the Assessment of 
Rate of Veterans’ pensions 
5th Edition 

 
Not applicable 

 
New South Wales 

 
PIRS threshold of 15% 

 
PIRS threshold of >10% 
 

 
Queensland 

 
PIRS 
 

 
No methodology 

 
South Australia 

 
No payment for psychiatric 
impairment 

 
Assessed under the 
Wrongs Act 
No methodology 
 

 
Tasmania 

 
PIRS (without percentages) 
10% threshold 
 

 
No prescribed methodology 

 
Victoria 

 
“Clinical Guidelines”  
30% threshold 

 
“Clinical Guidelines” 
10% threshold 
 

 
Western Australia 

 
PIRS 
30% threshold 
 

 
No prescribed methodology 
for impairment rating 

 
Australian Capital Territory 

 
Table of MAIMS (does not 
include psychiatric 
impairment 
 

 
No prescribed methodology 

 
Northern Territory 

 
AMA 5 
5% threshold 

 
AMA6 
5% threshold 
 

 


