
   

 
 

SYNOPSIS 

 
Better Recovery through Neuroscience: Addressing Legislative and Regulatory Design, Injury 

Management and Resilience 

Robert Aurbach 

 

Keywords: Neuroplasticity, Injury Management, Resilience, Iatrogenic harm, Change of locus of 

control, Loss of Identity, Needless Disability, Metrics, Disability duration, claims costing 

 

Purpose of your paper: Delegates and readers will gain a new understanding of the manner in which 

our personal injury compensation systems inadvertently harm those who claim and work in them. 

From this understanding will be developed suggestions for metrics for quantifying the magnitude of 

the problem, practical interventions in claims management and system structure to minimize this 

harm and a new understanding of individual resilience as a set of skills that can be measured and 

enhanced. 

 

Synopsis: Failure of medically expected recovery and return to work may be the single largest 

unmeasured cost driver in personal injury compensation systems.  Virtually all cases in that category 

also fall into the cohort of long duration/high cost claims, yet it is currently difficult to quantify their 

impact or propose practical effective interventions. There is substantial evidence that the structure of 

our regulatory frameworks contributes to this unnecessary harm.* 

An understanding of a neuroplastic model of individual response to participation in compensation 

systems creates insight into the mechanisms for the development of secondary psychological 

overlay to the original injury and "learned disability behaviour".* There are three practical implications 

of this understanding: 

1. The neuroplastic model points toward opportunities for data mining and collection of new 

data to facilitate quantification of the magnitude of the economic cost of system-created 

secondary harm. 

2. An understanding of the creation of this secondary harm points to simple steps in scheme 

design and injury management practices that can minimise system-created secondary harm.  

It also highlights some common strategies of scheme design that may exacerbate system-

created harm. 

3. This approach also allows a clearer view of the opposite phenomenon – individual resilience – 

allowing an understanding of how resilience works and practical steps toward the 

enhancement of that skill set. 

 

The presentation and paper will present a model of neuroplastic behaviour change occurring in 

compensation schemes that has been internationally peer reviewed.  It will go on to discuss 

approaches to quantification of the underlying problem, some common mistakes in scheme design 

that inadvertently contribute to  "needless disability" , practical interventions in injury management to 

minimise harm, and the practical implications that a new understanding of individual resilience 

provides with regard to prevention and intervention. 
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SYNOPSIS 

 
BACK TO THE FUTURE: 10 PRINCIPLES FOR ACHIEVING A HEALTH FOCUSED MODEL OF INJURY 

COMPENSATION 

Professor Alex Collie 

 

Keywords: Injury compensation, return to work, public health, insurance, injury prevention, 

procedural fairness, scheme viability, case management. 

 

Purpose of your paper: To challenge current thinking about scheme design and management, by 

proposing a set of evidence-based principles for designing and managing injury schemes focused 

primarily on achieving health objectives. 

 

Synopsis:  The insurance model of scheme management used by injury compensation schemes in 

Australia creates an environment in which scheme finances are the primary driver of both system 

level and individual behaviour. Requirements to maintain a funding ratio of assets to liabilities means 

there is constant focus by system managers on liability management. The cycle of six monthly 

actuarial valuations heavily influences the actions of system managers, and drives a culture of short 

term ‘cost containment’ within regulatory authorities and insurers. Incentivisation of scheme staff to 

meet financial objectives influences decision making at the front-line of case management 

(Newnam et al, 2014), and is recognized by injured people (Kilgour et al, 2014a) and healthcare 

providers (Kilgour et al, 2014b) as a factor that substantially impacts system practice, policy and the 

behavior of case managers and their interactions with the scheme. When system finances get out of 

control, major system reform follows. There have been numerous examples of this in Australia over the 

past 5 years, with major changes to workers compensation systems legislation in New South Wales, 

South Australia, and federally via the Comcare scheme. 

 

From time to time activities that support the important public health objectives of injury schemes 

(e.g., return to work, effective rehabilitation and recovery) are sacrificed in order that schemes can 

meet requirements to maintain financial viability. This occurs both at the macro level of scheme 

design (for example, restricting benefits that can aid recovery or lifetime care of long-term injured 

clients in order to achieve target scheme funding ratio) and the micro level of claims management 

(for example, delays in accepting potentially costly mental health claims that make effective early 

intervention difficult). Research is beginning to demonstrate that policies and practices commonly 

used in injury schemes to assist financial control can have negative health impacts.  For example the 

continued, and in some jurisdictions growing, use of Independent Medical Examinations can 

exacerbate mental health conditions or lead to their onset (Grant et al, 2014; Kilgour et al, 2015).  

 

It is clear that in Australia’s injury schemes the primary driver of system and individual behavior is 

financial sustainability, with health outcomes an important but secondary objective.  

 

This paper proposes a set of principles for designing an injury compensation system driven primarily to 

achieve health objectives, while operating within the insurance model currently in place. The 

principles are based on evidence from within the compensation health field and from aligned fields. 

The paper is intended to promote debate and discussion in the sector about the most effective, 

efficient, and socially responsible approach to designing and managing injury compensation 

schemes in Australia.  

 

The ten principles are: 

 

 



   

 
 

1.  Health is the primary scheme objective. Scheme cost is a function of the burden of ill health 

within a scheme. Thus it follows that reducing disability in the system will result in reduction in 

system costs. Injury schemes should adopt health focused objectives as their primary goal, 

rather than financial or other objectives.  

 

2. Prevention, Prevention, Prevention. The most effective and resource efficient way of reducing 

the burden of injury is to prevent injury from occurring. This is already commonly accepted in 

our motor vehicle accident compensation systems, which have initiated many of the 

successful road safety initiatives of the past three decades. There is not the same linkage to 

primary prevention in many of the nation’s workers’ compensation systems. Secondary 

prevention (i.e., actions to reduce severity of injury) and tertiary prevention (i.e., actions to 

reduce ongoing disability) initiatives can also have major impact on the burden of ill health. A 

robust approach to the management of the problem of injury requires primary, secondary 

and tertiary prevention strategies to be linked and planned strategically across a population.   

 

3.  Do No Harm. There is now substantial evidence that injury compensation systems are an 

independent cause of disability in some claimants. That is, they cause harm and ill health over 

and above that caused by the accident or injury.  There is also evidence that changes in 

systems processes and policy can minimise much of this harm. In a public health model review 

and removal of harmful system practices would be a major priority.  

 

4. Treat the whole person. Not just the compensable bits. Co-morbidities have a major impact on 

both injury recovery and costs of compensation, yet most systems limit treatment to those 

injuries or conditions that are directly linked to the accident. There is also compelling evidence 

that social and psychological factors have a major impact on injury recovery and return to 

work. Schemes should adopt a biopsychosocial approach that involves developing and 

funding rehabilitation and return to work plans that take into consideration the injured person's 

entire life circumstances. This approach is unlikely to be able to be achieved by the 

compensation system acting in isolation, which leads me to the next principle.  

 

5. Take a systems approach. Compensation systems constantly interact with other systems in 

society, notably healthcare, legal, financial, industrial/employment and disability systems. 

Within any individual scheme, there are many organisations and individuals who can 

influence the recovery of a given client or cohort of clients. Our injury schemes tend to adopt 

a ‘reductionist’ approach to scheme management assuming a linear relationship between 

actions and outcomes, rather than a systems approach recognizing that actions can have 

many consequences, both intended and unintended, and that systems can adapt to policy 

or practice interventions that can overwhelm their intended effect.   

 

6. Ensure fairness and equity in procedures. Injury schemes are process driven. Almost every 

action within an injury scheme is taken within a set of established procedures or practices, 

some formal and some informal. It is now clear that some of these procedures are perceived 

as unfair or unjust by the clients of injury schemes. It is also clear that perception of injustice or 

lack of procedural fairness is associated with poor health outcomes in injured people. In 

contrast, ensuring fair and equitable processes are in place can support recovery and return 

to work.  

 

7. Enhance use and usability of data. Policy and program development, tactical claims 

management responses and scheme reform are all heavily influenced by claims data. This is 

despite claims data representing a very narrow window on a very complex system, and 

despite other inherent weaknesses of claims data. Few systems actively collect good quality 

information on the health and wellbeing of their clients. Even fewer actively link their claims 



   

 
 

data to other data sources to provide insights into factors impacting claimant and claim 

outcomes. Only some systems make data available for industry and the public to enable 

innovation to occur outside the regulatory authority. There are many blind spots in our current 

data sources that can be filled with data linkage and data mining projects. Creation of new 

data sources that accurately measure the health of those injured is also necessary.  

 

8. Invest in frontline workforce. Case managers play a critical role in injury schemes. They make 

decisions regarding treatment and service provision that can have major impacts both on 

health and on the financial status of the scheme. Injury case management is a highly 

pressured job with a large turnover, and most schemes find it difficult to develop and maintain 

high quality case management. Many schemes are now investing substantial effort in 

providing their case managers with the training and tools to perform this difficult role. 

Equipping these people with health-promoting, as well as liability management, tools is 

important.  

 

9. Engage the affected community. Globally, government led public health initiatives are seeking 

to engage the community affected by ill health, in order that they can develop and deliver 

services that target areas of greatest need. Without such engagement, it is difficult to create 

service offerings that truly meet the needs of the community. There is substantial room within 

injury schemes to generate system improvement by incorporating first-hand experience from 

injured people. This type of engagement also provides an opportunity to educate the 

community about the role of injury schemes, which can also promote more effective 

interaction with the public.  

 

10. Grow and use the evidence base. Achieving and implementing effective and efficient 

policy in this sector, just as within other sectors, requires access to good quality evidence to 

inform decision making. There are also substantial challenges in translating evidence in public 

policy settings that are also apparent in injury schemes, and that create barriers to good 

practice. Conversely there is now compelling evidence in some Australian jurisdictions that 

investing in research production and translation can have substantial benefit for injury 

schemes.  

 

Conclusions 

 

Australia's injury compensation systems currently adopt an insurance approach to scheme design 

and management. This creates an environment where, from time to time, the important public 

health objectives of injury compensation systems are sacrificed to maintain scheme financial 

sustainability. While this approach may achieve short-term financial success, over the long-term it 

is counter-productive because scheme finances are tightly coupled to the burden of ill health in 

a scheme.  Schemes that fail to address population health are thus also failing to address scheme 

long-term financial sustainability.  

 

A greater focus on health as the primary objective of injury compensation will ensure that both 

public health and financial objectives are achieved in the long-term. However some substantial 

changes to current policy, practice and system design are required to truly achieve a public 

health model of injury compensation.  

 

 



   

 
 

SYNOPSIS 

 
BEHAVIOURAL INSIGHTS IN CLAIMS MANAGEMENT TO IMPROVE RETURN-TO-WORK AND OTHER 

CUSTOMER OUTCOMES 

Chao Qiao and Jason Collins 

 

Keywords: claims management; behavioural insights; behavioural intervention; behavioural 

economics; nudge; return-to-work; actuarial models 

 

Purpose of your paper: To introducing a novel technique to improve return-to-work and other 

claimant outcomes in workers’ compensation through behavioural intervention. 

 

Synopsis: Return to work is a critical milestone within workers’ compensation schemes, for both the 

claimant’s welfare and the scheme’s financial performance. Consequently, a substantial focus of 

claims management is placed on promoting and facilitating better return to work outcomes for 

injured workers. 

 

Behavioural economics is an established technique to influence choices made by people in different 

situations.  It seeks to identify, understand and address irrational claimant behavioural tendencies to 

move towards more optimal behavioural outcomes.  Claimants’ choices are influenced by 

behavioural cues such as framing and social norms.  Behavioural insights utilises these cues to 

promote a mutually beneficial outcome to both the claimant and the insurer.  In this presentation, 

we will discuss how these techniques can be utilised in practice in an accident compensation 

context. 

 

Specifically in this presentation, we introduce how behavioural interventions improved return to work 

in a major workers’ compensation scheme by 27%, through focusing on claims management 

processes, communication styles, and empowerment of claimants through recovery.  This 

presentation also gives a high-level overview of how traditional actuarial models can be 

reinvigorated to measure behavioural intervention outcomes. 

 

Through our understanding of behavioural insights, and the specific case study we present, we also 

highlight the opportunities that exist across the accident compensation industry.  These opportunities 

include expediting return-to-work, reducing the level of mutually disadvantageous legal 

representation, enhancing customer engagement and administrative efficiency.  The level of 

liabilities and number of customers across the accident compensation industry is enormous.  

Behavioural insights can be used as an an innovative way to achieve better customer outcomes 

across the accident compensation industry. 

 

 

 

 

 

 



   

 
 

SYNOPSIS 

 
GETTING THE BEST RESULT FROM OUTSOURCED CLAIMS MANAGEMENT MODELS 

Phillip Halverson, Steven Girvan 

 

Keywords: Personal injury schemes,; self-insurance; Public underwriting; private underwriting; hybrid 

model; claims management; contract management; agent remuneration;  

 

Purpose of your paper: A number of publicly underwritten personal injury schemes and self-insurers, 

both government and corporate outsource claims management functions. The claims and financial 

outcomes from applying the outsourced model have in the authors experience been mixed and in 

many cases less than ideal.  

 

The purpose of this paper is to provide details of a range of approaches that we have seen operate 

in practice, identify what has worked well, the deficiencies of each approach and what the authors 

consider to be best practice.  

 

Synopsis: The authors draw on the experience of undertaking a number of reviews of various 

approaches to delivering personal injury claim management for personal injury schemes and self-

insurers. We also draw on other experience with these schemes and self-insurers. The main focus of 

this paper is outsourced claims management operations.  

 

We first consider the main features of the operation of outsourced claims management models and 

then the range of approaches we have seen in the Australian market applied to dealing with each 

feature.  This leads us to consider which approaches have worked well and which have not and then 

into what we consider to be the best practice. 

 

 



   

 
 

SYNOPSIS 

 
IT’S A MARATHON, NOT A SPRINT: MODELLING LIFETIME CARE AND SUPPORT FOR SEVERELY INJURED 

PARTICIPANTS 

John Walsh, Peter Hardy and Stephanie Duong 

 

Keywords: Lifetime care and support, National Injury Insurance Scheme, actuarial valuation method, 

severe injuries 

 

Purpose of your paper: This paper discusses the considerations in performing an actuarial valuation of 

future lifetime care and support costs for severely injured participants, specifically for spinal cord and 

traumatic brain injuries. 

 

Synopsis: The introduction of a National Injury Insurance Scheme (NIIS) in Australia means that many 

actuaries will be asked to perform valuations of future lifetime care and support costs associated 

with severely injured participants within nationally agreed minimum benchmarks of eligibility and 

entitlement. The care and support needs of participants within these schemes are generally lifelong 

and varied. The financial cost can be specific to the injury type, injury severity, time since injury and 

the level of unpaid participant care and support.  

 

This paper discusses a framework for performing an actuarial valuation of lifelong future care and 

support need costs for severely injured scheme participants. We consider: 

a) types of injury covered by a NIIS and a method of injury severity categorisation  

b) key principles underpinning the actuarial valuation of severely injured participants 

c) characteristics of the types of participant support needs and service provision, specifically 

considering the dimensions of injury type, injury severity, age, sex and duration since injury 

d) determination of a suitable mortality basis and level of future mortality improvement 

e) determination of a suitable basis for continuation as participants, both in the short term and 

longer term 

f) measurement of injury severity improvement over time, particularly for traumatic brain injuries 

g) use of appropriate economic assumptions. 

 

We draw on our knowledge and experience in the development of the NSW Lifetime Care and 

Support Scheme (LCSS) valuation models.  In particular, we focus on spinal cord injuries and 

traumatic brain injuries which account for the majority of the participants within the LCSS. 

 

The valuation framework discussed in this paper can be used to provide a holistic actuarial 

monitoring capability for these schemes to allow the early identification of emerging trends within 

the portfolio and to establish a basis for discussion of these trends with the schemes. The valuation 

framework could be further extended as a potential link to a participant outcomes framework. 

 

The framework is easily transferrable to assist in the modelling of support needs and service provision 

for other common injuries and disabilities. We understand that similar approaches are being used to 

determine and monitor the support needs and service provision costs for participants within the 

National Disability Insurance Scheme. 

 



   

 
 

SYNOPSIS 

 
MEASURING AND BUILDING WELLBEING AND RESILIENCE AT SCALE TO ACHIEVE HEALTH OUTCOMES  

Monique Newberry 

 

Keywords: wellbeing, resilience, prevention, mental health, positive psychology, sahmri, depression, 

disability 

 

Purpose of your paper: The presentation will outline the work the SAHMRI Wellbeing and Resilience 

Centre is undertaking with groups across the population (including aged, youth and employees 

faced with redundancy) to measure and build wellbeing and resilience as a strategy to prevent 

catastrophic mental illness by building mental health assets at scale. 

 

Synopsis: Building wellbeing, resilience and mental health assets across the population is 

fundamental to achieving health outcomes.  

As stated by World Health Organisation, depression is the leading cause of disability worldwide, and 

is a major contributor to the global burden of disease. 

Is it possible to take a public health approach to improving the wellbeing and resilience of 

individuals, and therefore prevent cases of mental illness, using the science of positive psychology? 

South Australians were introduced to the science of positive psychology by Adelaide Thinker in 

Residence Professor Martin Seligman in 2012-2014. The key message that Martin left was that 

wellbeing is measurable, teachable and learnable. 

The SAHMRI Wellbeing and Resilience Centre has been established within the SAHMRI Mind and Brain 

Research Theme to create a powerful body of evidence about how to build wellbeing and resilience 

in different groups across the population, at different ages.  

Using Seligman’s academic framework, PERMA (Positive emotion, Engagement, Relationships, 

Meaning and Accomplishment), researchers are able to take any group and assess their baseline 

PERMA, develop strategies and interventions to improve wellbeing and resilience, and then evaluate 

the outcomes. The SAHMRI Wellbeing and Resilience Centre has included research other than 

Seligman’s to create a more holistic, introducing optimism, physical activity, nutrition and sleep. This 

approach is known as ‘PERMA+’. 

South Australia has already unleashed a state-wide movement to build wellbeing and resilience in 

the population. The approach is based upon the use of positive psychology in the successful 

resilience project in the US Army 2008-15, which found that there were reductions in catastrophic 

thinking and diagnoses of substance abuse problems amongst soldiers who had received resilience 

training, as well as improvements to their positive coping skills, adaptability, and optimism. 

This presentation will outline the PERMA+ framework, the Centre’s approach to lead, measure, build 

and embed wellbeing and resilience, and examples of projects currently being undertaken by 

Centre. 



   

 
 

SYNOPSIS 

 
PSYCHOLOGICAL INJURY CLAIM OUTCOMES UNDER DIFFERENT MANAGEMENT APPROACHES 

Rob Cordiner, Andrew McInerney, Peter Worthington-Eyre 

 

Keywords: Psychological injury, mental injury, claims costs, claims management 

 

Purpose of your paper: The paper looks at the cost of psychological injury claims under different 

management approaches. 

 

Synopsis: The South Australian workers compensation scheme has had four noticeably different 

management approaches for psychological injury claims in the last decade, and the outcomes 

achieved for both injured workers and the scheme have varied considerably under each.   

 

Given psychological injury claims tend to have longer durations off work and can pose unique issues 

in their management, ensuring they are effectively managed is an important determinant of scheme 

financial outcomes.  

 

The paper provides an overview of each of the different claims management approaches and the 

outcomes achieved, including a high level quantification of the cost implications of the different 

claim outcomes.  

 

There will be a detailed discussion of the current model and the rationale for various decisions that 

have been made to establish it.  

 

 

 

 

 



   

 
 

SYNOPSIS 
 
AN EXPLORATION OF PSYCHOLOGICAL INJURY IN WORKERS COMPENSATION SCHEMES 
Christa Marjoribanks, Betty Chan and Jusuf Luhur 
 
Keywords: Work-related mental stress, mental health, workers’ compensation 
 
Purpose of your paper: The purpose of the paper is to consider the cost and impact of mental ill-
health in workers’ compensation schemes, using the NSW Public Sector as a case study. We will 
explore the relationship between mental health and claim outcomes; investigate best practice in the 
prevention and management of work-related mental stress claims; and consider the relevance of 
these findings in the management of mental health for physically injured workers. Our paper will 
research systems for identifying deteriorating mental health, and explore evidence for adopting 
different prevention and treatment strategies. Our intention is to combine qualitative input from 
experts in this field, with analysis/research of available data and case studies, to bring practical 
insights and information on this important topic. The ultimate aim of our paper is to contribute 
research which will assist in promoting mental health and supporting workers with mental ill-health to 
recover and return to work. 
 
Synopsis: The social and economic cost of mental health issues in the community is significant and 
growing - and considerable research is emerging on effective strategies for prevention and 
management of mental ill-health in communities and work places. Mental stress claims are a 
significant contributor to the cost of workers’ compensation schemes around Australia, with 
claimants off work due to work-related mental stress typically remaining off work for longer durations 
compared to other injuries. The incidence and cost of these claims in the public sector is particularly 
high. Furthermore, the incidence and cost of physical injury claims can be significantly influenced by 
a claimant’s mental health prior to and after their injury. 
 
There are many factors which contribute to the mental health of employees. Some are specific to 
the sector or nature of work, some to the workplace culture or to the employee’s role in the 
workplace. For injured workers, the nature of the injury, claims process, and engagement with the 
employer can all impact mental health. The individual’s personal situation, and their natural 
resilience to work pressures and external factors will also play a role. We will consider the stressors 
which can contribute to or trigger mental ill-health and explore the effectiveness of different 
prevention and management strategies. Early identification of deteriorating mental health and 
effective intervention and support systems are vital, and our paper sets out to build evidence and 
practical insights in this area. Through analysis of data supplemented by consultation with relevant 
experts, we will bring insights on identifying, monitoring and ultimately improving the mental health of 
“at risk” employee and claimant cohorts.  
 
 
 



   

 
 

SYNOPSIS 

 
THE EFFECTS OF PRE-EXISTING PAIN, MENTAL HEALTH AND CHRONIC CONDITIONS ON COST OF 

RECOVERY FROM INJURY: EVIDENCE FROM MBS-PBS-TAC DATA LINKAGE  

Behrooz Hassani-Mahmooei, Janneke Berecki-Gisolf, Youjin Hahn, Rod McClure 

 

Keywords: Existing Conditions, Recovery, Motor Vehicle Accident, Data Linkage, Transport Accident 

Commission, Mental Health, Victoria, 

 

Purpose of your paper: The purpose of this paper is to investigate the potential relation between pre-

existing mental health conditions and recovery outcomes for injuries resulted from motor vehicle 

accidents. The research uses linked data and shows pre-injury mental health conditions lead to more 

expensive recovery. 

 

Synopsis: Road traffic crashes are one of the most common external causes of injury leading to 

hospitalisation among young people in high income countries throughout the world, including 

Australia.  The social costs of road traffic crash injury in Australia in 2006 were estimated to be AUD 

$18,000 million, which is equal to about 1.7% of the GDP. In that year, 1602 people died and more 

than 31,000 injured in road traffic crashes. Sixty seven percent of these injured people stayed one or 

more nights at the hospital and 4619 people suffered disability, from which 1270 people had “severe 

or profound limitation”. Cost of these injuries were approximately $2.4 million per fatality, 

approximately $214,000 per hospitalised injury (including disability-related costs), and approximately 

$2,200 per non-hospitalised injury.” 

 

Several studies have found that health conditions (or comorbidity) that existed before the crash 

event (eg diabetes, heart disease) can be predictive of mortality after serious injury. Pre-existing 

health conditions have also been shown to predict morbidity after trauma. In particular, such 

correlations have been found for a number of chronic comorbid conditions with respect to its impact 

on post injury length of hospital stay. 

 

While prior literature suggests that pre-existing health conditions have a deleterious effect on post 

injury outcomes, the nature and extent of this relationship is not well documented.  Research on the 

impact of comorbidity on trauma outcomes has mainly been conducted from a clinical perspective, 

with a focus on improving triaging and trauma management procedures. Minor injury that does not 

require hospitalisation is not captured in trauma-centre based research and little is known about the 

relationship between pre-existing health conditions and outcomes of minor injury.  One of the main 

advantages in our study is that we use comprehensive linkage dataset on medical and 

pharmaceutical usage. Thus, the analysis is not limited to hospitalized patients and their services used 

in hospital. 

 

With the purpose of helping prepare health and disability care industries meet their impending 

challenges, we undertook a study that aimed to quantify the effect of pre-existing health conditions 

on the cost of recovery from road traffic injury.  Consistent with the study purpose, we undertook 

economic analyses from a payer perspective and used administrative health care system and traffic 

crash compensation scheme data as inputs to our models.  The chosen study region, the state of 

Victoria in Australia, has a universal population coverage of health service delivery, as well as 

pharmaceutical and road traffic injury insurance coverage. Using a comprehensive dataset 

obtained by linking the three relevant administrative databases of medical insurance, 

pharmaceutical benefits, and traffic injury coverage, this study offers a unique opportunity to 

evaluate the role of comorbidity in injury recovery. 

 



   

 
 

Individuals who claimed Transport Accident Commission (TAC) compensation for a non-catastrophic 

injury that occurred between 2010- 2012 in Victoria, Australia and who provided consent for 

Pharmaceutical Benefits Scheme (PBS) and Medicare Benefits Schedule (MBS) linkage were included 

(n=738) in the analysis. PBS and MBS records dating from 12 months prior to injury were provided by 

the Department of Human Services (Canberra, Australia). Pre-injury use of health service items and 

pharmaceuticals were considered to indicate pre-existing health condition. Bayesian Model 

Averaging techniques were used to identify the items that were most strongly correlated with 

recovery cost. Multivariate regression models were used to determine the impact of these items on 

the cost of injury recovery in terms of compensated ambulance, hospital, medical, and overall claim 

cost. 

 

Out of the 738 study participants, 688 used at least one medical item (total of 15,625 items) and 427 

used at least one pharmaceutical item (total of 9,846). The total health service cost of recovery was 

$10,115,714 (or $13,707 per person): 43.96% for hospital and 18.38% for medical costs. 

 

The results cover mental and physical health separately.  

 

Physical Health Conditions 

 

While pre-existing conditions did not have any significant impact on the total cost of recovery, 

categorical costs were affected: On average, for every anaesthetic in the year before the accident, 

hospital cost of recovery increased by 24% [95% CI: 13%, 36%] and for each pathological test related 

to established diabetes, hospital cost increased by $10,407[5466.78, 15346.28]. For medical costs, 

each anaesthetic led to $258 higher cost [174.16, 341.16] and every prescription of drugs used in 

diabetes increased the cost by 8% [5%, 11%]. 

 

Mental Health Conditions 

 

Participants who have been on Psycholeptics or Psychoanaleptics in the year before the accident, 

have had higher short-term and long-term medical and hospital costs. For every GP consultation with 

mental health plan, the participants have had $841 higher medical costs and $35 chemist costs. 

Also, for every psychiatrist consultation in the year before the accident, the medical cost of recovery 

has increased by $4,500, the hospital cost increased by $2,000 and the cost of psychological services 

was, on average, $1,900 higher.  

 

 

 



   

 
 

SYNOPSIS 

 
THE TAC’S LONGITUDINAL CLIENT OUTCOME STUDY 

Nina Ellis, David Gifford 

 

Keywords: Health Outcomes, Mental Health, Persistent Pain, Predictive Screening, Early Intervention, 

 

Purpose of your paper: This paper examines the TAC’s longitudinal health outcome study which has 

significantly improved its understanding of client recovery and outcomes as well as developing a 

predictive screening tool used to identify clients at risk of poor outcomes. 

 

Synopsis: The Transport Accident Commission (TAC) has been progressively implementing a strategy 

designed to address the significant challenges of mental health (MH) and persistent pain (PP), 

including the increasing costs and poor client outcomes and experience for clients with these 

conditions.  Early identification, coupled with graduated and appropriate treatment pathways for 

clients with MH and/or PP issues is a key strategic focus.   

 

A key component of this strategy has been the development of an early claims management 

screening process to identify TAC Recovery clients who may be at risk of MH and/or PP vulnerability.  

The development and implementation of the screening process drew heavily on preliminary findings 

from the TAC’s Longitudinal Study. The study collects a range of data at 3, 6, 12 and 24 months from 

pre‐accident health and vocational status through to post-accident health and vocational activity, 

various psycho‐social factors, accident circumstances, and perceptions of TAC interactions.   

 

The treatment pathways developed include a range of options including early support services such 

as e-therapy, access to de‐medicalised community based health services, and more traditional 

services such as GP engagement, referral to a psychologist or psychiatrist and pain management 

programs, matched against the resulting risk vulnerability profile.   

 

The introduction of this strategy is expected to have a profound impact for the ongoing 

management of MH and PP at the TAC. 

 

 

 

 

 

 



   

 
 

SYNOPSIS 

 
THERE IS LIMITED EVIDENCE THAT STAND ALONE OCCUPATIONAL REHABILITATION PROGRAMS ARE 

EFFECTIVE: A SYSTEMATIC REVIEW  

Amanda Sampson, Alex Collie and Samantha Barker   

 

Keywords: occupational rehabilitation, injured workers, paid employment, systematic review   

 

Purpose of your paper: Occupational rehabilitation programs are accessed by injured workers with 

complex conditions or long-standing absences from work.  These programs are expensive for injury 

compensation systems to deliver.  The purpose of this paper is to discuss the effectiveness of ‘stand-

alone’ occupational rehabilitation programs. 

 

Synopsis:  

 

Background:  

Occupational rehabilitation programs are accessed by injured workers with complex conditions or 

long-standing absence from work, and thus are targeted at the most complex cases in the injury 

compensation systems.  Different models of delivering occupational rehabilitation exist around the 

world.  Some jurisdictions provide ‘in-house’ occupational rehabilitation services, alongside case 

management (like in British Columbia).  Other jurisdictions (like in Victoria, Australia) outsource 

occupational rehabilitation to sector providers who are independent of the regulator, the case 

management organisation, and the healthcare system.  In some jurisdictions, the cost of 

occupational rehabilitation is high, and an increasing number of workers are involved in such 

programs every year.  For example, in Victoria, Australia (where this systematic review was 

conducted), the workers’ compensation system invests approximately $40 million per annum in 

‘stand-alone’ occupational rehabilitation programs and approximately 5,000 injured workers 

participate in such programs (Safe Work Australia, 2015).  Therefore, it is vital that the effectiveness of 

occupational rehabilitation programs is known. 

 

Aim:  

To determine if ‘stand-alone’ occupational rehabilitation programs, such as those in place in 

Victoria, are effective in assisting injured workers to return to paid employment. 

 

Methods:  

Systematic review methodology.  The electronic databases Scopus, Cochrane Library, Medline, 

CINAHL, and PsycINFO were searched by one author from 1990 to 2014.  Results were downloaded 

into a bibliographic management software program, and duplicate studies were deleted.  Two 

authors screened each of the studies by title and abstract to determine their eligibility to be included 

in the review, using pre-determined criteria.  To be included in the review, the study had to meet the 

following criteria: 

 Population criteria: adults of working age with a work-related injury or disease, who have had 

a period of time away from work arising from that injury or disease. 

 Intervention criteria: ‘stand-alone’ vocational or occupational rehabilitation program.  The 

occupational rehabilitation program had to be identifiably separate to case management 

and healthcare processes.  Studies in which occupational rehabilitation programs were 

conducted as part of a broader case management or healthcare rehabilitation processes 

were excluded, as were vocational or occupational rehabilitation programs that were in-

patient or hospital-based. 

 Comparison criteria: studies with a comparison or control group.  Any type of comparison 

group was deemed to be acceptable, such as ‘usual care’ or an alternative intervention. 



   

 
 

 Outcome criteria: return to paid work with the same or a different employer. This could be 

measured as: time away from work/employment using either worker self-report or using 

administrative data (such as income replacement payments from a workers’ compensation 

authority). 

 Study design criteria: controlled trials (not limited to randomised controlled trials); other study 

designs (e.g. cross sectional, time series, cohort studies) with a relevant comparison group 

(e.g. a concurrent or historical comparison group); any systematic review within the scope of 

the present review.   

Relevant studies were agreed upon and data were extracted.  For each of the included studies, 

quality assessment was completed using the PEDro Scale (Maher et al., 2003).  The PEDro Scale rates 

controlled trials based on if they have provided: specification of eligibility criteria, random allocation 

and concealment of subjects, similarity between groups at baseline, blinding of subjects / therapists / 

and assessors, subject dropout rate, use of intention to treat analysis, and reporting of measures of 

variability.  After quality assessment was completed, narrative analysis of the studies was formed.  This 

involved coding the data, and grouping them into like categories where sufficient similarity existed 

between occupational rehabilitation programs to allow this.  

 

Results:  

Six studies met the inclusion criteria.  Publication date of the included studies ranged from 2001 – 

2012.  Except for one study which used an observational design, the other five studies were 

randomised controlled trials.  The highest quality study on the PEDro Scale was Li (2006) (9 out of 10), 

and the lowest quality study was Durand (2001) (4 out of 10). 

   

A psychosocial approach to ‘stand-alone’ occupational rehabilitation was taken by Bonde (2005), Li 

(2006), and Magnussen (2007).  Common between these studies was the fact that intervention was 

not provided in a work place based setting, and similar psychosocial principals were drawn on; in 

particular education and counselling.  Bonde (2005) provided information to the participants about 

their medical diagnosis and counselling about return to work, plus 1:1 motivational support from a 

social worker; Li (2006) provided individual vocational counselling and group cognitive behavioural 

therapy focussed on stress, pain and anxiety; and Magnussen (2007) provided group education, 

reassurance, motivational interviewing, and vocational counselling.  However, consistency did not 

exist in the mode in which this model was delivered.  Bonde (2005) used 1:1 care; Li (2006) used both 

group therapy and 1:1 care; whereas Magnussen (2007) used group therapy alone.   

 

A work-place based approach to ‘stand-alone’ occupational rehabilitation was used by Cheng 

(2006), Davis (2012), and Durand (2001).  Intervention was provided 1:1 in the worker’s place of 

employment.  The intervention provided by Durand (2001) comprised of advocacy from an 

occupational therapist to come to agreement with the worker’s management team to progress the 

injured worker from partial tasks of the job to full demands of the job.  Similarly, the intervention 

provided by Cheng (2006) included workplace-based work hardening training with rehabilitative 

principles of athletic rotator cuff pathology, biomechanics and specific job activities.  The 

intervention provided by Davis (2012) focussed on assertive outreach from a clinical mental health 

specialist for job search and placement, ongoing support and follow-up based on the worker’s 

personalised needs. 

 

From these six studies, there was limited evidence to suggest that occupational rehabilitation 

programs are effective in assisting injured workers to return to and maintain paid employment.   Only 

one of the six studies showed that ‘stand-alone’ occupational rehabilitation programs had a positive 

effect on return to work.  The other five studies showed no effect.  Limitations in all of the included 

studies were present.  Based on the results, the following recommendations for the future of 

occupational rehabilitation programs can be made: 



   

 
 

 Early intervention needs to become a recognised component of ‘stand-alone’ occupational 

rehabilitation programs, and where possible, an injured worker should be entered into an 

occupational rehabilitation program sooner rather than later. 

 The frequency / repetition / dose of the intervention provided within ‘stand-alone’ 

occupational rehabilitation programs should be as optimal as possible.  Intervention should 

continue until the injured worker has returned to paid employment, and is able to 

demonstrate capacity to sustain this employment. 

 Co-intervention should be avoided within ‘stand-alone’ occupational rehabilitation programs 

by allowing an intervention sufficient time to take effect; rather than quickly moving onto a 

different type of intervention, if the present intervention appears not to be effective in 

facilitating return to work. 

 

Conclusion:  

Facilitating return to work is a complex process, and there are few good quality studies that have 

examined the effectiveness of stand-alone occupational rehabilitation programs, such as those 

utilised in some Australian injury compensation jurisdictions. Currently, there is limited evidence that 

‘stand-alone’ occupational rehabilitation programs are effective.  This finding does not mean that 

these programs do not work.  Rather it means that there is very little evidence on which to base a 

conclusion about their effectiveness.  Well conducted trials are required to assess the effectiveness of 

occupational rehabilitation programs in compensation systems.   
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SYNOPSIS 

 
TRENDS IN AUSTRALIAN MESOTHELIOMA CASES 

Brett Riley 

 

Keywords: asbestos, mesothelioma, third wave claims, exposure, asbestos removal 

 

Purpose of your paper:  

 To review recent trends in diagnosed Australian mesothelioma cases, and implications for 

asbestos valuations and projections  

 To consider consequences for future exposure management. 

 

Synopsis: The profile of new cases of asbestos-related disease is changing compared to 10-15 years 

ago. Fewer cases of non-malignant disease (e.g. asbestosis) are emerging compared to malignant 

cases (e.g. mesothelioma).    

 

Based on factors such as the average age at diagnosis, sources of exposure and epidemiology of 

mesothelioma, we will consider changes in the profile of mesothelioma cases over time, and what 

this implies for the number and profile of future cases.   

 

We will also assess information on the changing proportion of third wave claims (e.g. from home 

renovations and asbestos disposal).  There is currently limited publically available information on the 

cost of these third wave exposures, yet costing estimates are often a useful input in supporting 

strategies to manage ongoing asbestos exposure in homes, buildings and the broader community. 

 

 

 

 

 

 

 

 

 

 



   

 
 

SYNOPSIS 

 
UTILISING RESEARCH AND INNOVATIVE PRACTICE TO DRIVE SUCCESSFUL CLAIMS OUTCOMES 

Carly Van Den Akker  

 

Keywords: Return to work, biopsychosocial factors, claim duration 

 

Purpose of your paper: Traditional medical models of claims management are changing to adopt a 

more holistic approach to return to work strategy. Predicting claims durations can no longer be 

purely based on the injury/illness diagnosis and the nature of job/industry. Swiss Re is undertaking a 

study to further validate which of the biopsychosocial factors actually contribute to protracted 

claims durations and furthermore how we can use these predictors to more effectively triage claims 

and enact appropriate and timely intervention.  

 

Failing to recognise the individual biopsychosocial factors that impact claims durations is not the only 

reason that return to work efforts are unsuccessful. We rely on the active participation and 

engagement of other key stakeholders such as employers and doctors to facilitate positive 

outcomes for our injured/ill claimants. Using the evidence base that demonstrates the positive health 

and well-being benefits that 'good' work brings, insurers play a vital role in engaging these 

stakeholders to collectively drive successful outcomes.   

 

This presentation seeks to provide insight into the factors that can predict poor return to work 

outcomes and the vital role that the evidence base plays in engaging key stakeholders. We will 

outline the engagement priorities and financial drivers that we have as an insurance industry to work 

towards ensuring a seamless journey of 'good' work for our customers.  

 

Synopsis:  

 

In many circumstances, there is a belief that work is dangerous and has a negative impact on our 

health – this is particularly true in the workers compensation claims environment where the causation 

for injury or illness is typically the workplace or the nature of the work being performed. Research tells 

us though that work actually plays a vital role for our health and well-being, providing that the work 

we are engaged in is 'good' work1.  

 

One of the biggest contributors to the reserves we hold for claims in personal injury jurisdictions is the 

estimation of weekly earnings (or claim duration). In the majority of instances, we use the diagnosis 

and medical aspects of the injury/illness (such as the treatment required and rendered) in 

conjunction with the nature of the work performed (ie. sedentary, light, medium, heavy) to predict 

how long we expect an individual to be away from the workplace. There are a variety of tools 

available to assist this prediction, including the Reed Group's Disability Guidelines and the Work Loss 

Data Institute's Official Disability Guidelines. Even though these tools attempt to account for the 

impact of a compensable environment, we often find that the actual claims durations substantially 

exceed our initial predictions. Why is this?  

 

In my role rehabilitating injured and ill individuals back into work, a large part of the process will 

involve investigating the workplace and the work performed. Traditionally, this was from a physical 

safety perspective and with the knowledge that a return to work needs to be graduated and 

supervised to be effective. However we continue to find that even the best Return to Work (RTW) 

                                                 
1 Australasian Faculty of Occupational and Environmental Medicine AFOEM. (2011) Australian and New 

Zealand Consensus Statement on the Health Benefits of Work: ‘Realising the Health Benefits of Work’. 



   

 
 

plans fail. One of the fundamental reasons for failure may not lie solely with the individual but instead 

be related to the work (tasks performed and the workplace environment). In addition to the 

evidence that supports the positive impact of 'good' work on our health and well-being, the research 

also extends to describe the factors that actually deem work (and workplaces) as 'good'2.  

 

The impact of biopsychosocial (BPS) factors on an individual's recovery is now starting to be being 

realised in conjunction with the failings of the traditional medical model of recovery3. Research to 

date on BPS factors has typically been carried out in the normal population. Swiss Re is undertaking a 

key study in the compensable claims environment (income protection insurance) to understand the 

prominent BPS factors that actually determine whether an individual is likely to return to their pre-

disability work role and/or workplace or not.  

 

In 2014, Swiss Re published Rehabilitation Watch, a benchmarking study for the Australian life 

insurance rehabilitation market. One of the key findings was the positive return on investment (ROI) 

that was demonstrated through the implementation of rehabilitation programs: for every $1 spent on 

rehabilitation services, insurers saved between $24 and $39 on claims costs. This ROI was realised in an 

environment perturbed by delayed claim notification and a resultant long lag to instigating 

rehabilitation.  
 

As a signatory to the AFOEM's consensus statement on the Health Benefits of Work, Swiss Re has the 

opportunity to facilitate collaboration across jurisdictions to ensure a seamless journey of return to 

'good' work. In this presentation, we will highlight some of the key findings from our research and how 

these findings are governing claims best practice frameworks with the ultimate goal of assisting our 

client insurers to be more efficient in the allocation of claims management resources, and to 

implement cost effective claims management strategies. 

                                                 
2 The Royal Australasian College of Physicians. (20013) What is Good Work? 
3 Waddell, G. and Aylward, M. (2010) Models of Sickness and Disability: Applied to Common Health Problems. 

London: The Royal Society of Medicine Press Ltd. 




