Headwest Brain Injury Association WA Inc.  

Submission to the Department of Families, Housing, Community Services and Indigenous Affairs 

Review of the Impairment Tables 

1.0 Introduction 
Headwest Brain Injury Association of WA (hereafter called ‘Headwest’) makes this submission to the Department of Families, Housing, Community Services and Indigenous Affairs’ review of the Impairment Tables.  

This submission is based on the findings a focus group held with the members of the Acquired Brain Injury Complex Needs Advocacy Project
 and feedback from a leading practitioner in ABI rehabilitation and a neurosurgeon. 

Headwest is the peak advocacy body for people with acquired brain injury and carers in Western Australia.  The organization advocates for individuals and families, and conducts systemic advocacy. It is funded by the Disability Services Commission (WA).   

2.0 Summary 

This submission is a response to an invitation from the Department of Families, Housing, Community Services and Indigenous Affairs’ Review of the Impairment Tables to provide advice about the updating the Impairment Tables, taking into account contemporary medical and rehabilitation practice, including the use of aids and equipment, to enable better assessment of people with disability when claiming a Disability Support Pension (DSP).  
The aim of the review, to take into account contemporary medical and rehabilitation practice, including the use of aids and equipment, is commended.   

The contemporary evidence of medical and rehabilitation practice is that the social, cultural, class and economic status of individuals, coupled with the availability and accessibility of medical, disability support and rehabilitation services, have an effect on the capacity of individuals to accommodate their impairments and obtain and maintain employment.  

It is recommended that models of practice that are proven, through sound research, to optimize of the employment participation of people with neurological and other disabilities in the open employment market are addressed as a priority in policy to inform both: 

a) the application of the Tables in the assessment of thresholds in relation to the effect of a person’s impairment on their ability to work; and, 

b) with respect to inter-governmental agreements and contracting for the provision of Employment, Disability, Health and Mental Health services.

3.0 Acquired Brain Injury 
Acquired brain injury (ABI) can occur as a result of trauma, hypoxia, infection, tumor, substance abuse, and stoke. 

The rate of incidence of acquired brain injury may be as high as 377 per 100,000 per year
, and the incidence rate of some brain injuries leading to hospitalisation are much higher for Indigenous people
.  

Around 1 in 45 West Australians (43,270) have an activity or participation restriction due to disability from an ABI.  Of this group an estimated 15,750 people have a severe or core activity limitation, with two thirds under the age of 65.   

The prevalence of ABI in Aboriginal communities is considered to be higher than it is for the Non-Indigenous population, particularly with respect to catastrophic brain injury
 and brain injury acquired through substance use

Acquired brain injury is often called a ‘hidden disability’ for two main reasons. 

Firstly, the functional impairments associated with this type of disability are often not obvious.  They can be observed in the difficulties and limitations that people without support commonly experience in daily living. The nature of these functional impairments is such that people with ABI commonly have little insight into the degree of their daily living impairments.  

Secondly, people with acquired brain injury often have complex needs, where the person has impairments to neurological function and at least one other type of disability (psychiatric, intellectual and sensory), and high risks in the determinants of health and well being. 

Ideally, the assessment of neurological impairment should include a neurological assessment, and occupational therapy assessment, and an assessment by family member/carers.  

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.  

3.1 Loss of neurological function/acquired brain injury - common functional impairments 

It is recommended that the Impairment Tables provide a comprehensive description, such as that described below
, of the functional impairments associated with neurological disorders and disabilities that are commonly experienced by people with acquired brain injury.  

This is recommended as a comprehensive and accurate description would be a useful resource for medical and allied health officers, particularly those who may not have undergone specialised training nor have had extensive experience in working with people with acquired brain injury. 

It is also recommended that cognitive and behavioural problems be not assessed as psychiatric impairments, as indicated in Table 8 (current version).  It is:

Not appropriate to label behaviour relating to cognition (e.g. initiation problems, disinhibition, impulsivity and insight) with psychiatric problems. They need to be listed under the cognitive domain as they are related to neurological impairment and not a psychiatric illness
.

3.1.1 Functional impairments associated with neurological disorders

Somotosensory impairments

Headaches, which can be mild, moderate or severe, are a frequent problem for people with an ABI.  The pain may be constant, or may come and go over time.   Headaches are commonly experienced as a consequence of stress, or when the muscles around the head a tight due to the nature of the person’s injury.  People with ABI also commonly experience vascular headaches, or migraine headaches, due to vascular problems around the brain.

Fatigue, which can be mild, moderate or severe, is a common problem for people with an ABI.  The person may need more sleep than he or she did prior to their injury.  The person may not be able to anticipate an onset of fatigue.  The extent of fatigue experienced by the individual can contribute to poor concentration, dizziness, headache, irritability and barriers to clear thought.  

Dizziness, which can be mild, moderate or severe, is commonly experienced soon after acquiring a brain injury, and some people have this impairment in the long term.  It occurs as an injury to the head can change how the inner ear works.  Associated problems can include a loss of balance, nausea, ringing in the ears, or headaches.

Blurred or double vision, which can be mild, moderate or severe, can be experienced after acquiring a brain injury.  For some people, this condition can improve over time. 

Visual field cut, which can be mild, moderate or severe, is experienced if the acquired brain injury caused damage to the optic nerve.  A field cut results in an incapacity to see part of visual space because the pathways by which visual sensory information is relayed to or in the brain have been damaged.

Sensitivity to noise and/or light, which can be mild, moderate or severe, can be experienced by some people with an ABI.  This impairment can result in an intolerance to noisy environments and places with bright lights, particularly fluorescent lights and flashing lights.

Trouble tasting and smelling can occur when the sensory fibres that relay olfactory information to the brain are damaged.  People with ABI may not be able to taste food, nor smell.  This can impair work capacity and daily safety, as such people may not be able to smell food burning, leaking gas, nor smoke from a fire. 

Motor Impairments 

Hemiparesis/hemiplegia and spasticity, which can be moderate or severe, occurs when the motor pathways or centres have been damaged due the acquired brain injury, leading to a total or partial weakness on one side of the body.  Spasticity, where certain muscles are continuously contracted, can result in impairments associated with rapid muscle contractions, exaggerated deep tendon reflexes, involuntary leg crossing, fixed joints and spasms.  Weakness and spasticity can impair mobility and a capacity to perform daily living activities, including grooming and other self-care activities.

Slowed performance which is caused by motor weakness or a diffuse injury to the brain can, when moderate or severe, slow down the speed of motor tasks, such as walking and manual and written work, and speech. 

Poor coordination, where gross and/or fine motor movements are impaired, can result in difficulties with daily activities such as sitting down, walking, buttoning up clothes, typing and so on.  People with poor coordination due to an acquired brain injury may have trouble picking up objects and manipulating them, or may regularly bump into objects and experience falls.

Slurred speech, when moderate or severe, can impair communication.  This is caused by an ABI where there is motor weakness or poor motor control of the muscles associated with speech.  People with ABI commonly experience stigma and discrimination as a consequence of their slurred speech, often as they are considered to be intoxicated. 

Cognitive impairments 

Attention and concentration impairments, which can be mild, moderate or severe, are commonly experienced by people with ABI. Sometimes what is described as a memory problem is actually due to problems that the person has paying attention; and so they do not remember as they where unable to pay attention in the first place.  Common problems associated with an concentration impairment include distraction by noises and visual information, an inability to make sense of what is read, difficulty changing attention from one thing to another or following changes in topic, and misunderstandings and disagreements about what is said due to the person missing initial information. 

Memory impairments, which can be mild, moderate or severe, are particularly experienced by people who have damage to the anterior temporal lobe.  As a result, their capacity to learn new tasks, and to remember new information, is impaired.  This commonly leads to people forgetting, for example, appointments, names, recent events, very quickly.  They may also take longer to learn new information, may repeat and repeat questions or the same story, and misplace or lose objects, including commonly used items such as keys.

Slowed information processing, which can be mild, moderate or severe, is common for people who acquired a brain injury through a high velocity event, such as a car crash.  An impairment of this kind can result in an individual taking longer than is usual to: answer questions; to understand what is being said; and, to react.  Slowed information processing can lead to safety risks in emergency situations or when undertaking risky activities that require a capacity to process information quickly, such as driving.

Visuospacial difficulties, which can impair function when moderate or severe, can occur as a result of an ABI.  People with a visuospacial impairment may have difficulty: attending to things on one side, usually the left side; recognising shapes and telling the difference between shapes; and, finding their way around, particularly in new places.  They may frequently bump into objects and people, particularly on the left side, and experience falls.

Problem solving impairments, when moderate or severe, can be disabling.  This impairment is commonly associated with damage to the prefrontal cortex and/or its connections to the rest of the brain.  This impairment to executive functioning can lead to an inability to: make quick decisions, consider consequences of a decision, choose between different options, approach problems in a manner that makes sense to a person with an intact executive function.  A person with a problem solving impairment may become strongly attached to a single idea or option, and be unable to consider other choices. 

Communication impairments associated with cognitive disability, when moderate or severe, can have an impact on a person’s capacity to socialise and maintain employment.  Difficulties can include:  raising inappropriate topics, such as mentioning things that are too personal, or raising topics that are offensive; finding the rights words to express what the person wants or needs to say; easily going off the point or never getting to the point when, for example, asking or responding to questions; understanding what is being said; starting a conversation.

Organisational difficulties, which can cause a mild, moderate or severe impairment, are common among people with an ABI.   Executive function impairments this kind are result in:  difficulties in organising time to get things done, trouble setting goals and planning steps that will lead to the achievement of goals; difficulties completing tasks in the correct order; and, trouble getting ready to carry out daily responsibilities, such as going to work or study, or visiting a service.

Reasoning and judgement difficulties, which can impair daily living if they are moderate or severe, are often associated with damage to the prefrontal cortex and/or its connections to the rest of the brain.  Impairments to executive functioning of this kind can result in:  an impairment in an ability to think in abstract terms, a tendency to think in literal terms, poor judgement in daily life circumstances (for example lending money to casual acquaintances, or sharing bank pin numbers etc.), trouble making decisions in the person’s best interests, and, poor personal safety awareness.

Decreased initiation difficulties can cause impairment if they are moderate or severe.  People with acquired brain injury can have trouble starting an activity, which can be misinterpreted as laziness or non-compliance.  Initiation difficulties can occur as a result of damage to the neural systems that are involved in activating motor sequences.  This impairment can be observed as: a person seeming to sit and stare for long periods of time at the television; a lack of interest in activities that he or she once liked to do; an inability to undertake daily routine tasks, such as cleaning teeth, brushing hair or bathing; a lack of ideas about social and vocational activities, or if the person has ideas, he or she does not start to do anything to bring their goals to fruition; and knowing what needs to be done, but is unable to get started.

Lack of awareness is a serious impairment if it is moderate or severe.  As a result of an ABI, some people are unable to have an accurate awareness of themselves.  They may be unable to notice that they are experiencing certain problems and may act as though nothing has changed since before the injury.  A lack self-awareness in this case is not denial, as there is no recognition that there is a problem to be unaware of.  If the person does not have an awareness of a problem, then he or she may be unaware that they pose a risk to themselves and others, for example when driving or at work.   This impairment can be observed as:  a person being unconcerned about their problems, as though nothing had changed from the period before their injury; wanting to do activities that he or she can no longer do; complaints that medical and allied health workers do not understand; blaming other people for what he or she can no longer do; and, poor safety awareness (for example, using power tools despite problems with vision and coordination).  

Behavioural cognitive impairments
Impulsivity can be a serious impairment when this disorder is moderate or severe.  This problem tends to occur when people have damage to their prefrontal cortex and/or connections between this area and other brain systems.  Impulsive behaviour impairments commonly include:  acting or speaking without thinking of the consequences first; doing whatever he or she wants to do without considering the consequences, including activities that are dangerous or that will cause serious problems (for example, spending all of their money on an impulse, taking items from shops, walking out onto a street without looking for oncoming vehicles). 

Irritability can be a serious cognitive impairment when this disorder is mild, moderate or severe.  People are often described as being more irritable after acquiring brain injury.  Violent behaviour can occur.  More frequently, the following impairments are observed:  becoming angry easily, frequent overreactions to relatively minor incidents, shouting a lot, swearing a lot, throwing objects and slamming first into objects, such as doors, threatening others, and hitting and pushing others.

Inappropriate or embarrassing behaviour resulting from damage to the brain can be a serious cognitive impairment when this disorder is moderate or severe.  This disorder can be identified as follows: a person telling strangers about personal matters that are usually only shared with family and close friends; asking casual acquaintances very personal questions; hyper-sexuality, or making embarrassing sexual comments, behaviours or gestures; cursing a lot; and lifting clothing to show casual acquaintances scars and tattoos.

Emotional lability resulting from brain damage can be a serious cognitive impairment if this disorder is moderate or severe.  People with ABI may have trouble regulating their emotions, or making good emotional judgements.   For example, a person may laugh, and then suddenly cry, for no obvious reason; or may laugh inappropriately, for example when someone is hurt or dies
.

3.1.2  Complex needs 

People with an ABI disability tend to have needs that are more complex than the average person with a disability
 due to the high prevalence of co-existing health problems and/or disabilities, and high risks in the key social determinants of health and well being, including substance use, imprisonment, homelessness and service fragmentation. 

For example, of the group under 65, the majority of people living with ABI have associated disabilities and/or debilitating health conditions, including a prevalence of:

· 80% - physical conditions such as a neurological, cardiovascular or respiratory conditions, cerebral palsy, and arthritis; a

· 42% - psychiatric disability; 

· 39% - sensory/speech disability; and/or an

· 29% - intellectual disability.

Affective mental health disorders, depression and anxiety, are commonly experienced by people with an acquired brain injury. People with depression feel sad a lot of the time, become socially isolated and have lost interest in previously enjoyable activities.  

People with ABI may also experience vegetative depression associated with organic brain injury, where people have difficulty sleeping, or may sleep too much, or have no energy and/or little appetite. Post traumatic stress disorders, are prevalent among people with a traumatic or catastrophically acquired brain injury. Anxiety disorders and depression can further compound somatosensory, motor and cognitive problems caused by an injury to the brain
.

While the prevalence of substance induced brain injury has not yet been accurately identified in Australia; the overseas figures collated by Brain Injury Australia
 suggest that ‘of those people who experience traumatic brain injury 68% have a history of substance misuse
; 14% develop an alcohol and drug problem after a head injury
 and 60-80% of clients in alcohol treatment will show some form of cognitive impairment’
.  

Studies of prisoners in the criminal justice system indicate that with between 25-87% of inmates have an acquired brain injury

4. The Review

4.1 Updating the DSP Impairment Tables to make sure they are consistent with contemporary medical and rehabilitation practice

To update the DSP Impairment Tables, to make sure they are consistent with contemporary medical and rehabilitation practice, it is recommended:

4.1.1 Firstly, 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, as described above and listed in Table 1 (below), with an score for mild, moderate or severe impairment against each sub category of neurological impairment. 

Table 1: Neurological function: description of work related impairments to sensory, motor, cognitive and behavioural functions

Somatosensory Impairment  

Sub categories: Headaches, Fatigue, Dizziness, Blurred or double vision, Visual field cut, Sensitivity to noise and/or light, Trouble tasting and smelling 

Motor Impairments 

Sub categories:  Hemiparesis/hemiplegia and spasticity, Slowed performance, Poor coordination, Slurred speech

Cognitive impairments 

Sub categories:  Attention and concentration disorder, Memory disorder, Slowed information processing, Visuospacial difficulties, Problem solving disorder, Communication impairments, Organisational difficulties, Reasoning and judgement difficulties 

Behavioural impairments (due to cognitive disability)

Sub categories:  Decreased initiation difficulties, Lack of awareness, Impulsivity 

Irritability, Inappropriate or embarrassing behaviour, Emotional lability 

4.1.2 Secondly, that 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.

4.1.3 Thirdly, 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 (see Table 2 (below)).  

Table 2: Neurological function:  Assessment of capacity for independent living

Capacity for independent living 



Score

Self sufficient 






0

Needs assistance with daily and routine activities 

3

Needs regular help with daily and routine activities

4

Needs major help with daily and routine activities

5

Totally dependent 





6

4.1.4 Fourthly, the Impairment Table for neurological function should be allow an assessment method to convert: 

a. the assessment of functional neurological impairment; 

b. co-morbid health conditions and dual or multiple disability; and, the 

c. person’s capacity for independent living to an assessment of work related impairment; with

d. a scoring method for a conversion for the assessment of work related impairment, such as that described in the current Table for the assessment of intellectual disability. 

4.2 Introducing a consistent consideration of the use of aids and equipment in the measurement of impairment in the DSP Impairment Tables

A consistent use of aids and equipment in the measurement and consideration of the type of contemporary accommodations for disability is inherently problematic, at present, for two main reasons.  

Firstly, the capacity of a person with a disability to obtain and maintain employment is contingent on the type and level of support that he or she has in maintaining daily living, and their housing circumstance.   

The majority of non-compensable people in WA with acquired brain injury are unable to access funded disability support services, and there is a considerable shortfall in the availability of accommodation
.  

Secondly, while there are specific aid and equipment accommodations, such as wheel chair access, voice assist technologies etc, that will assist people with neurological impairments to get and maintain employment, the majority of people require mentoring and rehabilitation support to address barriers associated with cognitive and behavioural impairments and contribute greatly to the capacity of such people to obtain and maintain employment.  

On the other hand, the availability of mentoring and rehabilitation support services of this kind are in short supply in WA, particularly in remote, regional and country areas; and the cost of specialised services of this kind to the individual can be a considerable barrier.  

The National Disability Insurance scheme, or similar scheme, to provide universal disability support services on the basis of need, which is under consideration by the Productivity Commission’s Inquiry into Disability Care and Support, may provide a timely opportunity to develop and provide a consistent approach to the range and type of accommodations, such as aids, equipment and support, that will improve the capacity of people with neurological impairments and other disabilities to obtain and maintain employment. 

4.3 Reassessing the appropriateness of definitions contained in the Introduction to the DSP Impairment Tables, with particular regard to the assessment of people of people with intermittent psychiatric conditions

The possibility that a person with an acquired brain injury also has an affective mental health disorder, such as anxiety and depression, particularly where there is a traumatic or catastrophic cause (and where there is considerable loss and grief associated with brain injury) should be consistently considered in the assessment people’s work capacity. 

4.4 Re-examining 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 ongoing support

In the assessment of a person’s capacity to work, the descriptors for neurological impairment need to include:

a. an assessment of the extent of impairment to somatosensory, motor, cognitive and associated behavioural aspects of neurological function; 

b. an assessment of the capacity of the person to live independently; and, 

c. an assessment of the complexity of the persons needs, including a consideration of co-morbid debilitating health conditions, dual or multiple disability and/or risk of imprisonment. 

It is suggested that the above considerations are then converted into an assessment of work capacity, in a scale similar to that adopted in the current Table for the assessment of intellectual disability. 

4.5 Redesigning the DSP Impairment Tables to focus more on ability

A focus on the abilities of people with disabilities in the work capacity assessment process is likely to contribute to the motivation of people to obtain and maintain employment.  

However, for a strength based approach to be effective, it is imperative that the person is linked in the assessment process to any support, rehabilitation and accommodation services that may be required to ensure that the person has a baseline capacity to maintain the standard of daily living that is required in order for the person to maintain employment.   

Secondly, as people with acquired brain injury often lack insight into their capacities, and where there may be an inflated idea of work capacity, there can be risks associated with a focus on ability that would need to be managed to address risk to the individual, the employer and the community in the job capacity assessment process.  

4.6 Ensuring that the DSP Impairment Tables can be used by Allied Health and Medical Officers

The full description of neurological impairments, in accordance with the example provided above, coupled with a simple and comprehensive assessment process, as indicated above, could ensure that the Table for neurological function could be used effectively by allied health and medical officers to assess work capacity, particularly those who may not have had specific training in working with, and in the assessment of impairments associated with, acquired brain injury.  

The Tables should also include a guide for allied health and medical officers to ensure they can have some understanding that Aboriginal people do not think about disability and impairment in the same way as non-Aboriginal people.  

In particular, officers should be in a position to provide some educational material to applicants, so that they can themselves gain a better understanding of neurological impairments, how to reduce the risk impairment, and how people with impairments can be accommodated in employment.
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