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By Associate Professor Richard Stark

The newsletters provide important information for assessors in the interpretation of
the AMA guides.

From time to time, court decisions clarify ambiguities in the Guides and the article
entitled ‘Definition of multilevel Spine segment structural compromise: The impact of
fractures and surgical procedures’ addresses one such issue which has caused great
uncertainty over the years.

As time goes by, new treatments and assessment methods become prevalent so that
the methods outlined in the Guides may appear dated and may not adequately
account for aspects of modern medical practice.

This newsletter addresses anticoagulation with NOACs/DOACs which, of course, were
not available when the Guides were written, and suggests how the methods used for
patients on Warfarin could reasonably be applied to such patients. This type of
advice from our specialist advisory panels does not, of course, have the status of law
but it has been reviewed by the Training Course Management Committee which
includes representatives of TAC, WorkSafe and plaintiff law firms and is regarded as
a reasonable and practical way to manage a gap in the Guides.

On a similar theme, the recommended methods for assessing impairment from visual
field defects may be somewhat different from those most commonly used in clinical
practice. The newsletter on this topic reminds examiners of the Guides requirements
and provides practical advice on these assessments.

We hope that examiners will find these articles helpful. They highlight the point that,
although the Guides have been the prescribed method for many years, there is the
potential for changes in interpretation. We shall do our best to keep you informed of
any legislative or court decisions that have an impact.
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ASSESSMENT OF VISUAL FIELD IMPAIRMENT

By Associate Professor Heather Mack & Associate Professor Justin O'Day

Assessment of visual field loss is an important component of AMA 4 Guides’ methodology for determining total visual
system loss, but can be difficult, leading to inconsistency between assessments.

In current ophthalmology practice the preferred method of visual field testing is automated perimetry. The guides
allow automated uniocular and binocular field testing and also allow both threshold (30-2) and supra-threshold
(Esterman) testing, however only supra-threshold testing is available in binocular field testing.

In the guides, binocular Esterman testing is the preferred method to quantitate visual field loss, except for patients
with one eye or those with strabismus (p 213). Method 2 also allows 30-2 testing of each eye, given normal
peripheral field. The area of residual visual field is mapped using 10dB as the threshold, quantitated using meridians
methodology described in the guides (p 213), and the visual field loss calculated by deducting retained field from
100%.

Practical pitfalls include assuming there is no field deficit and not formally measuring visual fields, and assessing
homonymous hemianopia using only binocular field testing (resulting in an inability to determine if the field loss is
unilateral or homonymous).

Using binocular field testing, impairment is assembled by calculating visual impairment (distance, reading and other
impairment e.g., glare) in each eye separately, combining these to give a binocular visual impairment, and then
combining with binocular visual field loss. This method is preferred in the guides and used for patients who have
suffered injury to both eyes and assessing the field defect in cerebral lesions causing field defects such as
homonymous hemianopia (example p 218). This method does not incorporate impairment allowance for motility
defects and is not appropriate for patients who have a motility defect.

When monocular field testing is used, impairment is assembled by calculating for each eye separately visual
impairment (distance, reading, field loss, motility loss, other impairment e.g., glare). The two eyes are then combined
to give total impairment of the visual system. This method is used for patients with strabismus or phoria
decompensating during field testing (p 213) and to better delineate injury with one eye when it is not measurable
using binocular measurement, and can be performed using both wide angle (supra-threshold) and 30-2 (threshold)
monocular fields.

In both methods, any cosmetic impairment is then added to visual system impairment.

Ophthalmologists need to use clinical judgement in following guides methodology, while choosing the method of field
testing which best reflects the individual’s injury.
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DEFINITION OF MULTILEVEL SPINE SEGMENT
STRUCTURAL COMPROMISE: “THE IMPACT OF FRACTURES
AND SURGICAL PROCEDURES”

On the 3 October 2018 The Supreme Court handed down its decision in respect of the matter Mohammed v
Whittlesea City Council [2018] VSC 566. The Court affirmed that injuries consisting of fractures in more than one
vertebra constitute Multilevel Spine Segment Structural Compromise for the purpose of the application of the Injury
Model DRE 1V Structural Inclusions (2).

The decision determined that the nature of the fractures is not a relevant consideration in satisfying the definition of
Multilevel Spine Segment Structural Compromise. It found that “Fractures” and “Multilevel Spine Segment Structural
Compromise” are not used in a technical context within the Guides and do not require specialist technical or medical
interpretation in determining its meaning. This means that minor healed undisplaced fractures (including the
transverse process) at multiple vertebral levels can also satisfy the definition of Multilevel Spine Segment Structural
Compromise.

Paragraph 59 of the judgement ‘... The panel referred to the medical sense of the word ‘fracture’, but did not expand
on what this was. It did not advert to the ordinary meaning of the word ‘fracture’. The panel held that there could not
be a fracture resulting from a successful medical intervention, and was swayed by the fact that the suggested break
in the continuity of bone stemmed from a surgical process. However, it was not to the point that the spinal fusion
gave rise to a strengthened spine - the issue was whether there was a fracture. In my view, having regard to the
judgment of the majority of the Court in Elsdon (No 2), which I am bound to apply (even if not referred to the panel),
considerations of the origin or purpose underlying the fracture are not relevant and should not be taken into
account. The Guides themselves make no reference to origin or purpose.

This part of the judgement solidifies the importance of obtaining surgical notes to understand the impact of the
surgery on the vertebrae involved.

Link to judgement:
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THE USE OF THE GUIDES FOR ASSESSING THROMBOTIC
DISORDERS REQUIRING LIFELONG TREATMENT

By Dr. John Malios & Dr. Zane Kaplan

Chapter 7 the “The Haemopoietic System” has relevant sections regarding the use of anticoagulants such as
warfarin.

Section 7.6, on page 207 has a paragraph that states, “Patients with venous or arterial thromboembolic disease who
receive anticoagulant therapy with a vitamin K antagonist, such as warfarin sodium, need to avoid activities that
might lead to trauma. In these patients there might be an estimated 0% to 10% impairment of the whole person”

Whilst the Guides predate the introduction of other anticoagulants including low molecular weight heparin (clexane)
and the direct oral anticoagulants (DOACS)/novel oral anticoagulants (NOACS) including apixaban, rivaroxaban and
dabigatran, a similar rating may be able to be extrapolated to apply to these therapies as they would necessitate
avoidance of the same “high risk” as activities as applies to warfarin.

Section 7.7 on page 207 is clearly identified as “Inherited Thrombotic Disorders”. It includes a sentence, “Lifelong
warfarin sodium prophylaxis may be needed and would constitute a slight impairment of 5% to 10%"” as a Guideline.
There is also the Guideline provided on page 9 of Chapter 2 “Adjustments for Effects of Treatment or Lack of
Treatment”.

Under this heading there is the direction that in certain instances where an illness can result in apparently total
remission of a patient’s signs and symptoms with medication and impairment can be given. Examples being
treatment of hypothyroidism or even diabetes with insulin where the assessor is directed to consider increasing the
impairment estimate by a small percentage for example 1% to 3%.

The use of warfarin has in many instances been superseded by the DOACs/NOACs. However, there are still certain
clinical scenarios that would still necessitate anticoagulation preferentially with warfarin. There are numerous
circumstances where ongoing anticoagulant treatment is required. Assessments involving a threshold for Wrongs Act
referrals may include medical conditions where taking lifelong anticoagulants such as warfarin is required. If there is
a need for lifelong medication for an inherited thrombotic disorders claims, then the utilisation of Section 7.7 is
appropriate, otherwise Section 7.6 of the Guides or Chapter 2 (page 2/9) must be used.

Warfarin therapy requires regular blood tests to ensure the INR remains in the therapeutic range to reduce risk of
either haemorrhage or thrombosis. Fluctuations in INR frequently occur with intercurrent iliness, alcohol and dietary
change as well as use of other medications. Specific reversal agents exist for warfarin reversal in the context of
bleeding or need for urgent surgical intervention.
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The use of warfarin has in many circumstances been replaced by the DOAC’s. These medications are now widely used
for many conditions including arrhythmias (atrial fibrillation) as well as other thrombotic conditions necessitating
lifelong anticoagulation. Whilst these medications do not require reqular blood tests and have fewer dietary and
drug interactions, they carry similar haemorrhagic risk to warfarin. Furthermore, besides dabigatran, no specific
reversal agent is currently available.

The Cardiovascular system (Chapter 6) Section 6.7 should be used for assessment of Arrhythmias and provides an
example of an individual with atrial fibrillation. There is no reference to the requirement for anti-thrombotic
medication which is understandable given the medical currency of the Guides. Therefore, for an additional
impairment in individuals taking a DOAC or warfarin following a diagnosis of atrial fibrillation, assessors are directed
to Section 7.6 of Chapter 7 to include an additional impairment.

As is the case with assessors who are not accredited for the haematology chapter but are undertaking an assessment
were an impairment for either lifelong warfarin or a DOAC is required but TCMC considers that these are
circumstances where the assessor can use the Haematology section as it is evident that there is no methodology in
the appropriate chapter for assessment of an individual requiring antithrombotic medication.

An important consideration is whether any such treatment is required lifelong as for it to be an assessable
impairment it is required to be permanent. The definition of permanency as detailed in the Glossary, is an impairment
which is unlikely to change substantially and by more than 3% in the next year with or without medical treatment.

DISCLAIMER:

This Newsletter forms part of the material in the application of those Guides or methods as part of the Ministerially approved course
for the Victorian WorkCover Authority (VWA) and Transport Accident Commission (TAC) under Section 91(1)(b) of the Accident
Compensation Act 1985 and Section 46A(2)(b) of the Transport Accident Act 1986 and for the purposes of Part VBA of the Wrongs
Act 1958 (personal injury).

www.iatvic.com.au

This is an electronic mail service that provides current information from the AMA Victoria.
contact us

If you wish to be removed from this mail list or your wish to have your details changed,
Ph. 03 9280 8761

send an email to training@amavic.com.au.

Your Privacy: AMA Victoria uses personal information when we send AMA4 Guides IAT e-

newsletters to you. Our privacy statement at www.amavic.com.au tells you how we usually AMA \

collect and use your personal information and how you can ask for access to it.




