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The Revised SABS Definition 

• “Subject to subsections (2) and (5) a mental or behavioural 
impairment, excluding traumatic brain injury, determined in 
accordance with the rating methodology in Chapter 14, Section 14.6 
of the American Medical Association’s Guides to the Evaluation of 
Permanent Impairment, 6th edition, 2008, that, when the 
impairment score is combined with a physical impairment described 
in paragraph 6 in accordance with the combining requirements set 
out in the Combined Values Table of the American Medical 
Association’s Guides to the Evaluation of Permanent Impairment, 4th 
edition, 1993, results in 55 percent or more impairment of the whole 
person.” 

 



Assumptions before you start 

• Use section 14.6 only, not the rest of Chapter 14 of the 6th edition: 

 
The New SABS definition does not refer to the whole chapter 

 

There are problematic sections of Guides 6, Chapter 14 

 

For example, Guides 6 Chapter 14 excludes Pain Disorders, Substance Abuse 
Disorders and Conversion Disorder from consideration  likely conflicts with 
SABS impairment definition 



Assumptions before you start  

• The general principles of rating impairment from Guides 4th edition 
Chapter 14 apply to completing ratings using Section 14.6 (especially 
for the PIRS and GAF): 

 
Diagnosis one factor to be considered, but not sole criterion 
Assessing motivation (impairment) is crucial 
Need to thoroughly review the impairment history, rehabilitation, treatment 
What constitutes “permanent” (Chapter 2) 
Effects of Structured settings 
Effects of Medications, Rehabilitation 
Special Impairment Categories: Substance abuse, pain, malingering 

 
 



Overview of Method: 6th ed. Chapter 14.6 
 

1. The rating method is to be embedded in a normal complete examination 
procedure: “Clearly, interview, review of records, mental status exam, along 
with assessment of these 3 scales will provide an excellent basis for arriving at 
a strongly supportable impairment rating.” (Page 355) 

 

2. Derive three scores using three different scales: 
a. Brief Psychiatric Rating Scale (BPRS) 
b. The Global Assessment of Functioning Scale (GAF) 
c. The Psychiatric Impairment Rating Scale (PIRS) 

 

3. Transform (weight) each of the scores to obtain three mental (whole person) 
impairment scores according to the Chapter 14.6 tables 

 

4. Choose the Median (middle) Value of the 3 impairment scores 

 
 

 
 



The Global Assessment of Functioning scale (GAF) 

• Constituted Axis V of the DSM-IV and DSM-IV-TR 

 

• Dropped by the DSM-5 

 

• A 100-point single item rating scale for evaluating overall symptoms, 
as well as social and occupational/school functioning 

 

• Decreasing scores denote greater impairment 



The GAF 

• Reliability was acceptable for research studies with rater training, but 
is likely no better than acceptable in routine clinical use (icc ~0.6) 

 

• Major limitation has always been rating symptom severity and 
functional impairment on one scale 

 

• However, the direction of AMA Guides 6, section 14.6 (despite typo): 
“The GAF is based only to psychological, social and occupational 
functioning.  Do not include impairment in functioning due to 
physical or environmental limitations.”  (Page 356)  



The GAF  
Impairment scale 

 
 

5-point jump in mental WPI 
for every 10 point decrease 
in the GAF 

 

Text anchors for every 10 
points on GAF 

 

For the vast majority of 
persons in motor vehicle 
accidents, the maximum WPI 
score will be 20% 



The GAF: rating recommendations  

• Given the direction provided in Section 14.6, complete the GAF based 
upon functioning only, discarding symptom severity 

 

•  In considering functioning, the GAF should be completed based upon 
“psychological, social and occupational/school functioning” only 

 

• Indirect methods for assessing occupational functioning may be 
necessary for person who have never returned to work (due to 
physical impairments, environmental limitations, no work history)  



The GAF: rating recommendations  

• Expected problems/complications in rating with the GAF: 

 

•  The choice between symptom severity and functional impairment will 
continue to arise 

 

• Due to the translation table for GAF impairment, GAF ratings that fall at the 
intersection between 10-point ratings are problematic, and the choice 
made by the assessor affects the GAF impairment rating by 5% 

 

• There can be a divergence between social and occupational functioning 
that makes choosing the right 10-point range difficult 



The Psychiatric Impairment Rating Scale (PIRS) 

• Originally developed in New South Wales 

 

• Captures behavioural/functional consequences of mental disorders 
on 6 subscales that each measure a domain of functional impairment 
on a 5-point scale 

 

• Psychometric properties not well established in research or clinical 
practice settings 

 



The PIRS 

• The six domains measured: 

 

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 PIRS 

• Each of the 6 subscale scores are ordered (least to greatest), and the 
middle two scores are added, then transformed to the PIRS 
impairment score 

 

• The score range of each scale is 1 to 5, and hence (combining the 2 
middle scores) the combined score range is 2 to 10. 

 

• The sum of the two median scores is transformed into the PIRS 
impairment score according to a Table in Section 14.6: 



The PIRS Impairment 
score derivation 
 

 

As will be seen in the rating of 
individual domains, scores 
above 6 (and especially above 
7) will be infrequent 















The PIRS 

• For most persons examined under the SABS, the maximum PIRS rating 
for each scale will be as follows: 
Self-care, Personal Hygiene, and Activities of Daily Living:   3 
Role Functioning, Social and Recreational Activities:   3 
Travel:    3 
Interpersonal Relationships:  4 
Concentration, Persistence, and Pace:    4 
Resilience and Employability:  5 

 

• Therefore, the typical maximum PIRS score will be = 3 + 4 = 7, 
corresponding to 30% WPI 

 
 
 
 
 



The PIRS: Rating recommendations 

• Rating with the PIRS requires multiple sources of information 
regarding functioning: 

 
Patient’s self-report 

Collateral history 

Functional testing and observations 

History to adjudicate functional independence 

Work history and rehabilitation attempts 

Details regarding social functioning 

Observed mental status 

Information from File Documentation 



The PIRS: Rating recommendations 

• The key principle of impairment rating: base the ratings upon 
convergent evidence of a particular level of functioning/impairment 
that has clinical plausibility 

 

• Clinical plausibility is determined by: 
• The expected impairments for a given diagnostic profile 
• The severity of the identified mental disorders 
• The degree of motivation impairment  
 

• There is no substitute in this this rating process for appropriate 
clinical specialty mental health expertise and experience 



The PIRS: Rating recommendations 

• Expected Complications from rating with the PIRS: 

 

• Rating Resilience and Employability in persons with no post-MVA work 
experience (e.g., due to physical impairments, no pre-MVA work) 
• Situational testing, work simulation, formal cognitive testing 

• Ultimately, clinical judgment with limited data will sometimes be necessary  

 

• Using the examples/anchors for each score: must all conditions/examples 
be met, or just some? 
• Probably examples rather than necessary conditions;  

• Not an issue for all tables, some are very directive, ambiguities unlikely to arise 



The Brief Psychiatric Rating Scale (BPRS) 

• The BPRS measures major psychotic and non-psychotic symptoms in 
patients with major mental disorders 

 

• Can be applied to outpatient or inpatient populations 

 

• May be the most researched instrument in psychiatry 

 

• The 24-item version used in Chapter 14.6 has excellent reliability 



The Brief Psychiatric Rating Scale (BPRS) 

• The expanded version of the BPRS used in Chapter 14.6 has symptom 
definitions, and specific anchor points for rating each BPRS symptoms 

 

• Sample/suggested interviewing questions are also offered, but these 
are suggestions and some may be problematic 

 

• Each of 24 items is rated on a 7-point scale (1. not present; 2. very 
mild; 3. mild; 4. moderate; 5. moderately severe; 6. severe; 7. 
extremely severe); the BPRS is the sum of scores of the 24 items 





The BPRS 

• Because the BPRS also covers symptoms found primarily in psychotic 
disorders and bipolar disorder, several items will often be scored as 1. 
(none) in SABS cases: 

 
• Elevated mood 
• Grandiosity 
• Hallucinations 
• Unusual thought content 
• Bizarre behavior 
• Conceptual disorganization (i.e., thought disorder) 
• Mannerisms and posturing 



Items of the BPRS: an Overview 
(bold = most relevant to SABS cases; * = rate by observation; ∞ = key 
items) 

• Somatic concern∞ 

• Anxiety∞ 

• Depression∞ 

• Suicidality∞ 

• Guilt∞ 

• Hostility 

• Elevated mood 

• Grandiosity 

• Suspiciousness 

• Hallucinations 

• Unusual thought content 

• Bizarre behavior 

• Self-neglect 

• Disorientation 

• Conceptual disorganization* 

• Blunted affect* 

• Emotional withdrawal*∞ 

• Motor retardation* 

• Tension*∞ 

• Uncooperativeness* 

• Excitement* 

• Distractibility*∞ 

• Motor hyperactivity* 

• Mannerisms and posturing* 



BPRS 

• Recommendations for using the BPRS: 

 
• The combination of direct observation, direct questions, and psychological 

test data used to score each item may vary, but having an organized 
approach to assess each item in is crucial; rating some items will require 
additional direct interview questions 

 

• The semi-structured format of the BPRS provides detailed symptom/sign 
definition for each item and extensive text anchors  implies that the 
expanded version should be consulted to rate some items during the 
examination; other items can be scored afterwards  



BRPS:  Somatic Concern 



BPRS Somatic Concern 

• “Somatic Concern” as defined appears to capture somatic ruminations, but 
also somatic delusions at the extreme 
 

• Pain ruminations might be capture by instruments such as the Pain 
Catastrophizing Scale or the P3, but adjudicating the frequency of 
expressions of somatic concerns requires observation or direct questioning 
 

• Despite reputation of BPRS as focused in symptoms, functional 
considerations influence the ratings 
 

• This items illustrates the requirement for a custom examination procedure 
to rate some items 



BPRS: Anxiety 



BPRS: Anxiety 

• Assessing the presence of anxiety could be measured as disorders, or more 
dimensionally (e.g., with the DASS-21), but excluding observable 
dimensions of anxiety 
 

• However, to derive the precise rating, additional interview questions 
related to the time duration and frequency are probably required 
 

• Without careful review and acquaintance with the definition and rating 
anchors, deviance from the recommended scoring would be common 
 

• This item illustrates the need for a prospective organized assessment 
approach to completing the BPRS  



BPRS  Depression 



BPRS Depression  

• Assessing the presence and significance of depressive symptoms can 
be accomplished with many standard approaches 

 

• Examples include diagnostic interviewing, use of one or two of many 
standard depression rating scales 

 

• However, determining the frequency and persistence of depressed 
mood throughout a day, and/or the degree of functional impairment 
directly attributable to depression, will require direct interviewing 



The BPRS:  Issues arising from use  

 

• Interviewer and response burden may be high, particularly if added to 
a comprehensive psychiatric or psychological examination 

 

• Most items cannot be completed based upon the self-reported 
answers to one or two interview questions or response items 

 

• Thoughtful completion of the BPRS in many cases requires 
considerable specialty mental health experience in diagnosis and 
phenomenology  



Maximum BPRS scores in most SABS cases  
(total = 88) 

• Somatic concern   7 

• Anxiety    7 

• Depression     7 

• Suicidality     4 

• Guilt          5  

• Hostility     5 

• Elevated mood    1 

• Grandiosity           2 

• Suspiciousness     2 

• Hallucinations      1 

• Unusual thought content   1 

• Bizarre behavior    1 

• Self-neglect              4 

• Disorientation          4 

• Conceptual disorganization  1 

• Blunted affect              6 

• Emotional withdrawal         5 

• Motor retardation    2 

• Tension                  6 

• Uncooperativeness        5 

• Excitement            4 

• Distractibility        5 

• Motor hyperactivity   2 

• Mannerisms and posturing  1 





Report Format 

• Section 14.6 of the AMA Guides 6th edition provides no example of the 
format for the impairment rating report, but there is no reason to deviate 
from the normal comprehensive report format 

 

• AMA Guides 4th edition, Chapter 14 provides a sample report format 

 

• There is no doubt that Section 14.6 of the 6th edition intended to be part of 
a comprehensive exam process, as indicated on Page 355: “Clearly, 
interview, review of records, mental status exam along with assessment of 
these 3 scales will provide an excellent basis for arriving at a strongly 
supportable impairment rating” 



Report Format 

 

• Given that the mental WPI score is directly derived from the specific 
scores of three rating scales, the rating rationale will not be 
transparent without detailed rating disclosure in reports: 

 
At a minimum, documentation of the individual item scores in the report (or 

Appendix) 

 

Should also include rationale and evidence for the ratings (possibly some 
details in an Appendix), as well as actual rating calculations 

 



Implications of Using Chapter 14.6, 6th edition 

 

• The AMA Guides 6th Tables that transform the scores from the 3 
rating scales to mental impairment scores will result is a significant 
discounting of mental WPI compared to the current SABS methods 

 

• The magnitude of the discount is complicated to calculate due to the 
fact that only the Median (middle) score of the three scales is chosen 
using Chapter 14.6 



Implications of using Chapter 14.6, 6th edition  

• If the maximum feasible WPI scores for the MVA population with the 
3 scales are: 
GAF:  20% WPI 

PIRS: 30% WPI 

BPRS: 50% WPI 

 

• Then the median score of 30% WPI will be maximum. 

 

• More realistically, Mild mental impairments will be 5% WPI, Moderate 
10-15%, and Marked 20%   implying a 50 to 66% discount 

 

 

 

 



Implications of using Chapter 14.6, 6th edition  

• Pain, a ubiquitous symptom of most persons completing catastrophic 
impairment examinations, is measured indirectly: 

 
The explanation of an illustrative example (page 364) of Chapter 14.6 states that for 

the ratings in the 6th edition of physical impairment, “the psychological issues are 
encompassed within the rating for physical impairment”, and separate mental 
impairment ratings should not be made! 
 

This comment likely conflicts with 4 edition Chapter 14 pain guidance  
 

Only one item on the BPRS potentially captures pain (Somatic Concern) 
 

The functional influences of pain likely reflected in the GAF and PIRS 

 

 
 
 
 
 



Implications of using Chapter 14.6, 6th edition  

 

• Because the rating system of Chapter 14.6 is more determinate and 
concrete (when compared to 4th edition methods), apportionment 
may be more feasible (for cases with pre-existing mental impairments 
with detailed pre-MVA psychological or psychiatric reports). 

 

• Although the choice of the three constituent scales used in Chapter 
14.6 may be questioned, the principle of measuring an abstract 
concept (“mental impairment”) in different ways and then taking the 
median value does adhere to sound measurement theory principles 

 

 

 

 



Implications of using Chapter 14.6, 6th edition  

• The time required to complete a report and gather the clinical 
evidence to complete the ratings will be considerable, and in several 
respects separate from the determination of ordinal mental 
impairment ratings using Chapter 14 of the 4th edition 

 

• Realistically, the WPI determination report for Criterion 7 will be a 
separate examination and report. 

 

 

 

 



Summary  

• Implementing the rating method of Chapter 14.6 of the 6th edition will 
require considerable re-configuration of the examination process 
compared to the Chapter 14, 4th edition examination 

 

• Completing the BPRS will likely require examination procedures that 
involve direct patient interviewing and other structured assessment 
procedures 

 

• Obtaining ratings using the GAF and PIRS will be best accomplished utilizing 
multiple data sources, and examining for convergent evidence supporting a 
particular level of functioning that has clinical plausibility  

 

 
 
 
 
 



Summary  

• Adequate transparency for catastrophic impairment reports will 
require disclosure of individual item scores and the rationale for at 
least the most important items within reports 

 

• While the more structured and direct rating methods of Chapter 14.6 
may offer opportunities (increased reliability, opportunities for 
apportionment analysis), there will be significant complications 

 

 
 

 

 

 


