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Introduction
This article follows previous papers by the author,
regarding occupational and environmental medicine
in the ADF.1 They asserted that high rates of workplace
illness and injury indicate the need to improve
the management of hazards associated with ADF
workplaces, with better emphasis on prevention. They
also advocated that the ADF’s health services should
be premised on an occupational and environmental
health paradigm, which would require reassessing
the fundamental inputs to capability for both Joint
Health Command, and Defence’s Work Health and
Safety Branch.
The papers argued that such a reassessment
could lead to a holistic and sustainable workforcebased health service delivery model by 2030. This
timeframe is based on the current state of the ADF’s
occupational and environmental health services, and
the small number of civilian specialist practitioners
within the Australasian Faculty of Occupational
and Environmental Medicine. These considerations
suggest that a mature health delivery model would
take 10-15 years’ sustained effort with respect to
occupational and environmental physicians alone.
This article expands on those papers, by addressing
medical suitability assessment for the employment
and deployment of ADF members.

ADF health assessments – recruiting
The need for high recruiting medical standards was
first demonstrated in Australia during World War 1.
Of the 589,947 men who were medically examined
for the First Australian Imperial Force (AIF), 30.3 per
cent were rejected on medical grounds. Thereafter,
33,800 of 421,809 AIF entrants (8.0%) were
medically discharged before leaving Australia, while
another 16,000 of the 331,781 personnel who served
overseas (28.1% of all AIF non-battle casualties)
were invalided home before seeing active service.2
These militarily ineffective personnel not only wasted
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resources and hampered operational capability, but
also constituted a considerable post-war burden
with respect to their rehabilitation and compensation
entitlements.3
Substantial clinical advances since have driven major
changes to recruiting medical standards. Conditions
such as asthma, which were previously incompatible
with military service, can often now be adequately
managed without reducing operational capability.
Furthermore, Navy recruiting in particular has
significantly benefited from advances in shipboard
habitability since the 1950s—for example relating
to the prevention of certain skin conditions and the
treatment of obstructive sleep apnoea.4
Even so, recruiting health assessments still fulfil
several aims. Firstly, they facilitate operational
capability by ensuring that entrants are medically
suitable for the tasks they will undertake: all else
being equal, infantry soldiers who are recruited to
a higher medical standard have a capability edge
against opponents who are not. This consideration
also applies to occupations that require specific
medical standards: for example, the importance of
visual tasks for aircrew means that, compared with
other occupational groups, they require a higher
visual standard.
Secondly, recruiting health assessments ensure
that operational capability is not degraded by preexisting medical conditions that may be exacerbated
by the tasks that entrants undertake during their
service: for instance, entrants with pre-existing back
conditions pose a capability risk for duties that
entail carrying heavy packs for extended periods.
Finally, recruiting health assessments ‘baseline’
each entrant’s health status for compensation
purposes, with respect to future medical conditions
they may develop during their service. For example,
when ascertaining compensation eligibility for a
knee condition, it is essential to have adequately
documented the medical status of that knee before
entry.
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Virtually all ADF recruiting health assessments
are conducted by contracted civilian medical
practitioners.5 A key differentiation from their
Defence counterparts is that they do not provide
treatment: where necessary, such cases are referred
back to the candidate’s civilian GP.
A key limitation of all health assessments, however,
is that they cannot positively confirm that personnel
are medically suitable for a particular purpose—they
can only document the apparent absence, at that time,
of conditions which may limit or prevent examinees
from undertaking that purpose. Consequently, health
assessments for recruits must always be considered
only one of many ways of managing health-related
employment and deployment risk.

ADF health assessments – current members
Misconceptions
A key misconception among many Defence health
staff and the general ADF population, is that health
assessments are primarily used to identify new
medical conditions in order to facilitate treatment.
In fact, the number of medically or operationally
significant clinical conditions identified via this
means is very small. Moreover, finding such a
condition at a routine health assessment usually
implies a failure in patient presentation/reporting,
and/or the standard of primary health care they
receive.6
It is therefore essential that the diagnosis and
treatment of every new medical condition includes
considering its impact on the affected member’s
ability to perform their normal duties and vice-versa,
that is, considering the impact of their normal duties
on their newly diagnosed medical condition. This
means that Defence primary health care providers
not only need to be good clinicians but also need
a thorough understanding of the duties that their
patients undertake.

Personnel requirements
Documenting a member’s health status via a health
assessment fulfils several aims, many of which
relate to personnel employment requirements,
such as promotions, courses, re-enlistments and
career transfers. The overall intent is to limit the
expenditure of resources on personnel who are not
medically suitable.
Another key requirement is to ascertain health status
prior to deployment. When done correctly, predeployment health assessments also ‘re-baseline’
the member’s medical status for subsequent
Volume 26 Number 3; July 2018

compensation purposes. This entails repeating the
same health assessment on their return, to identify
changes to their health status that may be ascribable
to their deployment.
Post-deployment health assessments should also
document the actual and potential workplace
hazards encountered by each member during their
deployment. As maritime workplace hazards, for
example, are obviously not the same as those ashore
and vice-versa, pre-and post-deployment health
assessments both need to be environment-specific.
The ‘re-baselining’ requirement also applies to
non-deployed personnel, particularly regarding
the current status of previously identified medical
conditions they have developed since their previous
health assessment. Besides validating their current
medical suitability to deploy, this also facilitates
compensation for non-deployed workplace-related
conditions.
The health assessment workload must not be
underestimated. For example, of the 144,000 US
Army personnel considered ‘non-deployable’ for
medical and dental reasons as at December 2016,
55,000 (38%) were so classified because they were out
of date for their annual periodic health assessments
and/or dental examinations.7 Even the financial and
personnel cost of civilian employment assessments
(where they exist) should not be underestimated.8
Furthermore, the author has previously noted that,
anecdotally, only 20-40 per cent of ADF primary care
presentations are for non-work-related conditions
typically seen in an equivalent Australian civilian
population—the remainder are predominantly
workplace-related musculoskeletal and mental
health disorders, for which ‘re-baselining’ is required
for compensation purposes. Despite these facts,
the ADF’s health services currently do not apply
‘baselining’ to their health assessments.

Occupational health requirements
ADF health assessments should also align with
the legislative requirements of the Work Health and
Safety Act 2011 and its implementing regulations,
and Safework Australia’s supporting Guides,
National Standards, and Model Codes of Practice.9
It is essential to understand that these occupational
health assessments can only ascertain the
effectiveness of the examinee’s workplace hazard
controls: they are not themselves control measures.10
Identifying a preventable work-related condition at
an occupational health assessment usually not only
occurs far too late for the affected member but may
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also have a range of adverse reputational management
and other organisational consequences.11
At present, the responsibility for the ADF’s
occupational and environmental health services
is divided between Joint Health Command and
Defence’s Work Health and Safety Branch. As a
result, the ADF’s overall legislative compliance with
occupational and environmental health assessments
is minimalist, reactive, and ad hoc.12 The
aforementioned link between workforce treatment
services and workplace health assessments indicates
that Joint Health Command should be responsible
for both.

Health assessment content
Current ADF health assessments do not assess
medical suitability for employment and deployment:
they are primarily ‘healthy lifestyle’ checks per the
Royal Australian College of General Practitioners’
‘Red Book’.13 As previously noted by the author,
the usefulness of the College’s otherwise extensive
preventive health guidance to the ADF is limited
by its focus on the general Australian population,
rather than being targeted for a young, medically
fit, geographically mobile and predominantly male
workforce. Furthermore, lifestyle factors such as
tobacco use are irrelevant if they do not actually
preclude employment or deployment.

Health assessment periodicity
ADF periodic health assessments are presently
conducted every five years until members reach 40,
with progressively shorter intervals thereafter. These
timeframes do not reflect personnel or legislative
considerations but resourcing issues based on the
‘Red Book’. From an occupational and environmental
health perspective, using this guidance for a
young and generally fit ADF population is unduly
conservative—evidence suggests their periodic
health assessments can be safely performed fiveyearly until individuals reach 60.14
Even so, because they can only confirm the absence
of medical conditions at that time, five-year intervals
are too long to accommodate additional personnel
and/or legislative requirements. Health assessments
for these purposes should therefore be ‘triggered’
when required. Balancing their demands against
resourcing issues suggests that ‘triggered’ personnel
health assessments should remain valid for all
subsequent personnel management requirements
for a maximum of 12 months, while ‘triggered’
occupational health assessments should comply
with Safework Australia’s guidance.

Page 44

Temporarily medically unfit personnel
Defence medical practitioners who deem ADF
personnel temporarily medically unfit for normal
duties for less than 28 days may either recommend
a period of restricted or alternative duties, or a
period of excused duties, or have them admitted to a
military or civilian hospital.
Except for aircrew, and apart from the need for
command approval, Joint Health Command
direction for managing temporarily medical unfit
personnel is generally similar to that used for civilian
sickness certification.15 At present, however, ADF
‘medical absences’ are not managed as a workforce
capability management issue premised on early
rehabilitation and timely return to work but as a
health administrative issue that is almost solely
premised on conditions-of-service considerations.
Furthermore, Joint Health Command currently does
not collect or report work-related illness/injury data,
or record lost time or restricted duties, or identify
the ensuing health care costs (albeit some of this
information is collected via a separate non-health
reporting process managed by Defence’s Work Health
and Safety Branch). Yet this health information is
essential for monitoring the effectiveness of the ADF’s
occupational and environmental health services,
accounting for the health care costs incurred by
Joint Health Command and the compensation and
health care costs incurred by the Department of
Veterans’ Affairs.
Whether deployed or non-deployed, the inappropriate
employment of medically unsuitable personnel
poses threats to the health of those affected and to
the mission of their units. Furthermore, evacuating
deployed personnel with known pre-existing
conditions wastes assets and poses operational
hazards for other members.
Conversely, however, inappropriately limiting or
preventing personnel from undertaking their normal
duties also has significant adverse consequences. For
the affected member, it delays or blocks their career
progression, deployments, promotions or attendance
at courses. For their units, it increases the workload
for other personnel (who themselves may already
be under strain) and may also limit or even prevent
normal operations if the affected member is essential
to their unit’s functions.
These consequences may also have unintended
second- and third-order effects regarding future
patient compliance and willingness to report injuries,
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illnesses and symptoms, or receive treatment. It
may also lead to perception management issues
not only regarding individual health staff members
who needlessly block their career aspirations but in
relation to the ADF’s health services in general.
These considerations mean that in addition to
diagnosis and treatment, every Defence primary
health care provider must make a decision regarding
the anticipated medical suitability for duty of every
ADF member at every patient presentation. This not
only prevents or limits further workplace injuries by
limiting or stopping personnel from working when
necessary but also facilitates effective personnel
utilisation by ADF commanders by keeping affected
personnel at work where and when it is clinically
appropriate to do so.
Hence, Defence primary health care providers who
cannot assess medical suitability for ADF employment
and deployment on these terms are both a threat to
the work-related health and safety of the patients
they treat (if they keep them at work inappropriately)
and a liability to ADF operational capability (if they
stop them from work inappropriately). Making these
decisions necessitate a risk-management approach
to patient care that balances the anticipated risks
and benefits of the member’s duties to their health,
and vice versa. This further supports the contention
that Defence primary health care providers need to be
not only good clinicians but also need a comparable
understanding of the duties their patients undertake.
However, the author has previously referred to
studies indicating that even civilian medical fitnessfor-work certification can be challenging for GPs
and other providers, which is one reason why
understanding how to assess medical suitability for
ADF employment and deployment typically takes
full-time novice military and civilian GPs up to 12
months. The author has also previously described
how civilian GP training does not provide the full
range of primary health care skills and expertise
required for the ADF workforce.
In summary, ascertaining health suitability for
employment and deployment of temporarily
medically unfit personnel is an occupational and
environmental health function that is intrinsic to
providing appropriate health care for every ADF
member. However, it is not recognised as such by
the current health care model used by Joint Health
Command for its garrison health services, or in the
fundamental inputs to health capability for either
Joint Health Command or Defence’s Work Health
and Safety Branch.
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The ADF Medical Employment Classification
System
Defence medical practitioners who consider an ADF
member to be temporarily medically unfit for their
normal duties for more than 28 days should conduct
a Unit Medical Employment Classification Review in
accordance with the relevant joint and single-Service
references.16 Depending on the outcome, personnel
who remain medically unfit for more than a specified
period (typically 12 months) should undergo a
Central Medical Employment Classification Review.
These reviews refer members to the relevant singleService Medical Employment Classification Review
Board for a determination regarding their longterm employability and deployability, which may
(but by no means always) include medically-based
separation from the ADF.
All review outcomes have two components. The
first is a Medical Employment Classification code,
which describes the member’s employability and
deployability, for use by their career management
agency for posting and other longer-term careerrelated purposes. The second lists the member’s
employment restrictions that specify their duty
limitations and approvals, for use by the member’s
Command for day-to-day personnel management
purposes.
Unlike the current medical absence process,
this system is unique to the ADF, with no civilian
equivalent. Yet for the same reasons as for temporarily
medically unfit personnel, recognising when to
conduct a Medical Employment Classification
Review is an occupational and environmental health
function that is intrinsic to providing health care for
ADF members. This further supports the assertion
that Defence primary health care providers need
to have a good understanding of the duties their
patients undertake.
It is also essential that Defence primary health
care providers appreciate that this system is not a
patient management tool but a process to inform
personnel management decision-making while
maintaining patient confidentiality. Abuse of the
system for patient management purposes leads
to unnecessary personnel management decisionmaking delays, which may adversely affect the
member’s command and other unit personnel and
their future employability in or out of the ADF.
Anecdotal evidence suggests that the average Defence
medical practitioner conducting these reviews should
consume about 30-40 per cent of their level of effort,
or about the same as their clinical workload. This
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is because the frequently substantial career (and
at times operational capability) implications and
future compensation entitlements mean that every
review requires careful consideration and detailed
documentation, in particular regarding:
•

The circumstances as to how the member first
presented (particularly for conditions that
are or may be work-related, for subsequent
compensation purposes);

•

The clinical
(‘baselining’);

•

Initial and current treatment after presentation;

•

For personnel with multiple conditions or injuries,
repeating these steps for each condition or injury;

•

Describing the member’s current clinical status,
and any limitations regarding their ability to
undertake normal duties (‘re-baselining’ for
subsequent Reviews); and

•

Recommended
Medical
Employment
Classification code and employment restrictions,
and justification.17

findings

at

that

presentation

Conclusion
With ADF personnel arguably exposed to the most
diverse range of occupational and environmental
hazards of any Australian workforce, high rates of
preventable workplace illness and injury indicate the
need to improve the management of occupational and
environmental health hazards, with better emphasis
on prevention.
Among its other attributes, the proposed
occupational and environmental health paradigm
would entail basing the timing and content of health
assessments on personnel management and/or
legislative requirements, with a maximum interval of
five years. Rather than generally irrelevant lifestylerelated health promotion considerations, it would
also entail Defence medical officers who accept the
need to assess medical suitability for employment
and deployment at every ADF patient presentation
as intrinsic to providing health care for the ADF
workforce, while adequately informing the relevant
personnel managers.

Author

However, of the 13,816 Central Medical Employment
Classification Reviews conducted by garrison health
staff between 1 February 2011 and 30 September
2016, at least 35 per cent were inadequate with
respect to documenting these findings.18 While
comparable figures with respect to Unit Medical
Employment Classification Reviews do not exist,
the relative lack of supervision suggests they would
probably be higher.
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and effort wasted on representations, appeals and
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author’s, and do not necessarily reflect those of the
RAN or any of the other organisations mentioned.
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workplaces. This means that they are not a hazard control.
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