Preventing complex claims though
identification and management of
psychosocial factors
I.

Background and introduction
The Victorian Government has commissioned an independent review into the management of
complex workers’ compensation claims by WorkSafe agents, in response to the 2019 follow up
Victorian Ombudsman’s report into complex workers’ compensation claims.
We understand the feedback received will be used to help inform recommendations about the
agent model and the management of complex claims in Victoria. Specifically, the Terms of
Reference includes:
Whether case management processes and practices for complex claims reflect best practice and
provide tailored treatment and support based on biopsychosocial factors, individual
circumstances and medical advice.
Who we are and why we have prepared this submission:
As a group we have a strong interest in the recovery and return to work of people who have
experienced a work injury. We are proud to be both practitioners in the field (current or in the
recent past) and researchers. Experience in both allows us to connect the science and working at
the ‘coalface’ where one deals with real world problems.
Over the last five years research has increasingly pointed to the benefits of identifying those at
higher risk of unnecessarily prolonged work disability. Australian researchers have been at the
forefront of studying approaches that can help overcome these common barriers to recovery and
return to work. This is a vital component of case and claims management and has the potential to
prevent many claims going on to become ‘complex claims.’
Section III touches on the importance of recognising and removing system introduced psychosocial
barriers.
Section IV outlines the evidence that early identification of complex claims can be done and how
this has been achieved in varying settings.
Section V explores key elements of a systematic approach to identifying biopsychosocial factors
and preventing complex claims.
This submission is from:
Professor Michael Nicholas (Clinical psychologist specialising in pain management and
Distinguished Member of the Australian Pain Society, highly respected researcher and leader in
developing the biopsychosocial field of research)

Dr Pam Garton (Occupational Therapist with expertise in the Biopsychosocial Approach through 35
years of clinical practise, and research and development of structured biopsychosocial resources
within personal injury management)
Dr Ross Iles (Physiotherapist with experience in musculoskeletal therapy, with research interests in
recovery expectations, motivational interviewing, biopsychosocial risk factor identification and
claims support approaches)
Dr Mary Wyatt (Occupational physician with expertise in research, policy development, translating
research into practice, and return to work)

II.

Summary
We now have evidence that the majority of workers with an injury at risk for prolonged disability
can be identified.
Key elements of this submission are that:
•
•
•
•
•

•
•
•

Early screening is effective at identifying the majority of people at risk of prolonged
disability
Risk factors for prolonged work disability are modifiable.
Addressing biopsychosocial risk factors can have a major impact on helping the person
recover and return to work.
Done well, rates of satisfaction with support to overcome biopsychosocial barriers are high.
Addressing biopsychosocial factors at a scheme level requires that the biopsychosocial
approach is seen as integral to care and is applied within all levels and all sectors of work
injury management. This includes policymakers designing work injury management, to the
worker and their treating practitioners to claims managers and the workplace.
There are various ways a structured biopsychosocial approach can be incorporated within
the Victorian system and we recommend piloting a range of implementation options.
Systematic screening and management of biopsychosocial barriers to work is best done
early, and is best achieved with trained claims managers.
Scheme requirements and processes can introduce psychosocial barriers, e.g. via delays,
loss of control, uncertainty. Good work injury management minimises the added burden of
system induced barriers to recovery and return to work.

The breadth and depth of evidence indicates there is a significant opportunity to reduce key
barriers to return to work, improve worker satisfaction with the work injury system, reduce
unnecessary suffering, reduce complexity, enhance return to work results AND reduce costs.
With changes planned to the Victorian model of claims management, Victoria has the opportunity
to introduce early screening and management systems that are best practice and play a leadership
role in enhancing worker well-being and return to work.

III.

Scheme induced psychosocial barriers
This submission focuses on identification of those at higher risk for prolonged and unnecessary
disability and providing them with appropriate care.

Figure 2 - Likelihood of recovery reduces with increasing numbers of psychosocial risk factors

2. Evidence on effective approaches to prevent or manage psychosocial barriers to
recovery and RTW
Various methods of early complex case identification and management have been trialed in
different settings.

The WISE study
Workers from public hospitals in NSW were screened for psychosocial risk factors one
week after injury. Those identified as high risk were provided with extra support. They
were offered consultations with a psychologist; about 50% took up this offer. Work
capacity was identified by an independent medical consultant review and communicated to
the employee’s GP. A case conference with the employee and GP was arranged if needed.
Workplace support was provided by the hospital RTW Coordinator, who regularly had faceto-face meetings with the employee.
This approach of providing extra support for those at high risk reduced time off work and
costs significantly. Average time off work was halved in the support group compared to
hospital workers who received standard care (23 days vs 67). Almost all (94%) of the
workers in the support group were back at work after three months compared to 81% of
those who received standard care. A 30% reduction in claims costs occurred in the
intervention group. Importantly, costs plateaued at 10 to 11 months, whereas the control
group costs continued to rise over time.

Case management to prevent and manage psychosocial factors
An early intervention approach with professional case managers dealt with reports of
injury within 24 hours in Victoria. The case manager's role was to work with the employee
and others to overcome psychosocial obstacles, including workplace psychosocial barriers.
Establishment of trusting, supportive relationships was a priority. Common issues that
were tackled included overreliance on treatment and sticking points at work.

Administrative delays were avoided, and prompt access to treatment facilitated, that is,
scheme induced psychosocial barriers were avoided. There was support for treating
doctors, and regular follow-up with the individual workers and their supervisors. Senior
managers were engaged by helping them understand the cost-benefit of early supportive
care and what they could do to influence their organisation. 15
There was no formal screening for high-risk cases. Instead, skilled case managers were
expected to draw on their own experience and familiarity with early warning signs to
identify workers who might be at risk of a delayed RTW.
Compared to control cases at similar workplaces without this approach, average days off
work dropped 58% amongst the workers who received specialised case management
support. Workers who received standard case management services recorded a 12% drop
in days off work.
Claims costs dropped by 40% in the companies with specialised case management, but
increased slightly in the business-as-usual companies. Reduction in costs in the
intervention companies occurred across industry sectors, including manufacturing, health
and aged care, trade, construction and transport.

An Australian model of triage, assessment and coaching designed to be introduced ‘at scale’
An Australian model developed to systematically identify and support people with
psychosocial barriers to recovery and return to work included:
•
•
•
•
•
•
•

a triage process to achieve early identification of high-risk cases
the use of a psychometric tool to identify and quantify key beliefs and behaviours •
self-management coaching tailored to each individual’s psychosocial profile
the use of an educative and behavioural change approach
a workplace focus
the development of resources and training to maximise adoption and adherence by
consultants
the ability to be implemented early post-injury
the development of a database to record baseline, progress and outcome BPS
variables, which are believed to be the most significant predictors in RTW rehabilitation

The model provided resources and training to help Workplace Rehabilitation Professionals
assist workers reduce the unhelpful influence of biopsychosocial factors, so they could
build self-efficacy and work readiness during the rehabilitation and RTW program.16
The average shift of 32% in the response scores post coaching or counselling suggested a
significant reduction in unhelpful beliefs, expectations and behaviours across the
population, even though these were primarily longer-term cases (mean 92 weeks post
injury)
This result also suggested that cases referred early post-injury and while remaining at
work were likely to achieve greater reduction in unhelpful beliefs, expectations and
behaviours.
The results showed:
i.

When rehabilitation providers used the key components of the model, they were able
to assist their clients to reduce the effects of unhelpful BPS factors;

ii.
iii.

These gains resulted in increased work readiness with the limited work-data indicating
progress in building increased work capacity; and
The rehabilitation model was seen to be a positive experience by the participants.

Workers’ compensation intervention, Washington State
The Washington State Department of Labor and Industries (US) operates the state workers’
compensation program, which covers about two thirds of the state’s workforce. They have
forged a partnership between labour and management and introduced initiatives that have
improved health outcomes and reduced disability. Workers have retained the right to
choose their treatment provider throughout. The system has focused on early approaches
to identify psychosocial barriers to work, such as fostering self management, coordination
of care, encouragement of best practice.
Key features of the reforms are: 17-19
•

•

•

systems-level initiatives, including:
o the development of Centers of Occupational Health and Education (COHE),
employing medical practitioners who use evidence-based practices;
o improved care coordination provided through health services coordinators
(similar to a workplace rehabilitation provider in Australia, though in the
Washington State program they report to the healthcare provider rather
than the insurer);
o financial support for the development of improved information systems to
track patient progress; and
o support of institutional executive and medical leadership committed to the
goal of reducing work disability and improving health outcomes for injured
workers.
psychosocial interventions targeted at individual workers, such as:
o targeted, graded exercise and incrementally graded activity-reactivation;
o education and cognitive behavioural therapy for psychosocial barriers to
recovery (e.g., fear avoidance and low RTW expectations); and
o workplace modifications and other vocational rehabilitation interventions.
interventions that encourage treating practitioners to tackle psychosocial risk
factors, including:
o incentive payments for treating doctors who adopt occupational health
best practices (e.g. completing an activity prescription or communicating
with the employer by phone); and
o training designed to improve providers’ ability to treat the psychosocial
and medical aspects of common workplace injuries such as low back pain.

The program was developed based on the results of an initial pilot and has been enhanced
over time. After eight years, workers managed under this model (compared to the control
group, who received usual care) had much less time off work (an average of 50 days
versus 76 days). The risk of permanent work disability was 30% lower in the intervention
group than the control group (1.5% versus 2.5%).

Early risk identification via insurance claims managers.
Information about individual cases was collated in an early screening model in NSW - the
Plan of Action for a Case (PACE) tool.
Claims managers administered the Orebro Musculoskeletal Pain Screening QuestionnaireShort Form. Data from the screening questionnaire was combined with information about
the employer size and RTW Coordinator, availability of suitable duties, whether the worker
was certified fit for work or not, and the workers expectations about their likely recovery at
one month.
At three months post injury, the injury location, a Short Form Orebro score >50, no returnto-work coordinator, and being certified unfit were significant predictors.
The model incorporating PACE information provided a significantly better prediction of
both one- and three-month outcomes than baseline information (area-under-the-curve
statistics-one month: 0.85 and 0.68, respectively; three months: 0.85 and 0.69,
respectively; both P < 0.001). The PACE tool improved the ability to identify workers at risk
of ongoing work disability and identified modifiable factors suited to case manager-led
intervention.
The Recovery Blueprint Project20 was designed as a customized risk screening process for
Workcover Queensland, with the collection of psychosocial data integrated into usual claim
management software.

V.

Identification and management of biopsychosocial barriers – key elements of a
systematic approach
Effective risk identification and management underpins the success of an injury management
scheme – achieving both optimal worker outcomes and financial viability of the scheme. Details of
best practice risk identification was published by Iles et al in 2018.21 The purpose is summarized in
the statement:
‘The overarching principle behind identification of risk is that it will inform an appropriate course of
action to achieve optimal RTW outcomes for the worker, the employer, the administering scheme
and the broader society’.
There are four main elements to systematic implementation of identification and management
of biopsychosocial factors.
1. Ensuring there is system wide agreement to ensure the biopsychosocial approach is
consistently used and supported.
2. Identification of biopsychosocial risk through screening
3. Biopsychosocial assessment of those identified as high risk through screening
4. Biopsychosocial injury management, with therapeutic counselling and coaching
Each of these is addressed in turn.

1. Identification of psychosocial risk through screening
Screening is a commonly used tool in healthcare; for bowel or prostate cancer, for mental illhealth, or for high cholesterol or diabetes.

The aim of screening is to pick up most people with a modifiable health condition or risk factor,
that can be detected in the majority of those being tested.
We are able to screen for those at high risk of prolonged work disability. This allows further
assessment of those at high risk, to identify the particular risks and plan the approach to dealing
with those risks.
A study comparing general practitioner and physiotherapists ability to identify early risk factors
found that the clinicians identified 5% of those at risk. This compared to 70% of those at risk
assessed through a brief self-report screening tool.22
in claims management, key elements of psychosocial risk identification include :23
1. Purpose. The purpose is to rate risk of prolonged disability
2. Timing. This is best done early, such as within the four weeks of the claim to enable proactive
intervention before factors are realised as barriers, and so the intervention has the greatest
potential to positively impact outcome. If the person is off work screening should be done
within the first three weeks. It is preferable the screening is integrated into the normal
processing of a claim. However, screening can be done at any stage of the claim. In some cases,
psychosocial barriers may develop and change over time.
3. It is preferable the screening tool is overinclusive, rather than misses cases at risk for
prolonged disability. That is, the screening tool should have high sensitivity
4. Format. There are a range of options and the choice may depend on the routine practice of
claims management. The screening tool should be brief and acceptable to the worker. Options
include questions to ask in conversations, or a written tool completed in hard copy or an
electronic format. Less questions and a tool that can be integrated into claims management are
preferable.
5. Trust is important. The approach to screening needs to be one that fosters worker
engagement. Communication about the screening questions should let the worker know why
the questions are being asked (to understand their situation and needs better).
6. Implementation. A structured approach to screening makes it more likely to occur. This is
more likely to be successful if driven by management commitment, is a good fit for the overall
claims approach and is supported by clearly defined decision pathways and staff training in use
of the tool
7. Evaluate. Implementation of screening requires ongoing evaluation of its workability and
usefulness, with collaborative change to ensure best-fit.
8. Integrated. A screening system that is integrated with the IT system and case management
software increases the likelihood the tool will be used. Further, data collection will aid
evaluation and refinement of the approach to using the screening tool.
Claim management screening, implemented in this manner, will provide claims personnel with the
capacity to determine the appropriate pathway for each worker and enable more accurate
prediction of claim duration and costs.

2. Psychosocial assessment of those identified as high risk through screening
Those identified being at risk of prolonged work disability need a comprehensive biopsychosocial
assessment, again noting that psychosocial factors are the best predictors of, and predominant
contributors to, ongoing disability. Examples of issues that may be identified through a more
complete assessment of risk factors in physical injury cases include:
•
•
•
•
•
•
•

Fear-avoidance - predicts long-term work disability.
Passive coping - predicts disabling pain.
Emotional distress - predicts pain intensity and disability.
Catastrophising - predicts long-term pain intensity.
Low pain self-efficacy - predicts medication usage and disability at 6-12 months.
Perceived injustice - predicts delayed recovery and RTW.
Work perceptions – predict work disability.

Examples of issues that may be identified through a more complete assessment of risk factors in
psychological injury cases include:
•
•
•
•
•
•
•
•

Perceptions about workplace
Level of emotional distress
Self-efficacy, problem-solving ability, adaptability
Self-identity and self-confidence
Perceived injustice
Poor general health
Personal circumstance, support, financial stress
Exposure to traumatic event.

Psychosocial assessment can be undertaken through a structured interview or via self-report
answering a more complete set of questions. The structured interview is, as with any clinical
encounter, at risk of judgement bias. Furthermore, people may not fully trust the clinician, or feel
uncomfortable about reporting issues within the assessment.
A self-report questionnaire may be more likely to identify all risks. Such a questionnaire needs to
be acceptable to the worker, completed independently, standardised and reliable and repeatable.
Questions need to be asked across multiple domains, such as beliefs about the condition, coping,
distress, and work and perceptions of justice.
Our collective experience is that injured workers are comfortable completing brief questionnaires,
provided their purpose was explained, and even appreciate the endeavour to understand their
problem.
There are many validated questionnaires designed to assess risk factors in a specific area, e.g. work
perceptions, coping ability, sense of injustice. These include:
•
•
•
•
•
•

Fear Avoidance:
Coping:
Self-Efficacy:
Catastrophising:
Emotional distress:
Perceived injustice:

Fear Avoidance Beliefs Q, Tampa scale
Coping Strategies Q, Chronic Pain Coping Index
Pain Self-Efficacy Q
Pain Catastrophising S, Coping Strategies Q (rev)
Depression, Anxiety & Stress Scale
Injustice Experience Q

•

Work perceptions:

HSE (UK) Indicator Tool, Absenteeism S Q

A range of brief comprehensive questionnaires are available for use:
•
•
•
•
•
•
•

Örebro Musculoskeletal Pain Screening Questionnaire
ÖMPSQ-SF
STarT Back Tool
Pain Recovery Inventory of Concerns & Expectations (PRICE)
OSPRO
Abilita Rehabilitation Index for physical injury / illness
Abilita Rehabilitation Index for psychological injury / illness

A two-stage process, involving a screening scale as the first step to identify those at high risk can
then be followed up with an in-person interview with a skilled clinician to clarify the risk factors in
order to develop a treatment plan. A comprehensive assessment will help identify the particular
risk factors to address. This then allows an assessment informed biopsychosocial intervention as
part of biopsychosocial injury management.

3. Biopsychosocial injury management, with therapeutic counselling and coaching and
coordinated care
Biopsychosocial coaching assists the worker to gain insight, motivation and engagement to build
self-help skills and work readiness.
These are core components of a biopsychosocial approach.
The assessment process will provide a risk profile, enabling an intervention tailored to key risk
factors.
Evidence-based biopsychosocial interventions may involve coaching in the following areas:13,16
•
•

Behaviour change techniques tailored to key beliefs and behaviours, and work-focused.
Self-management skill development:
o understanding pain neuroscience and how that impacts the person’s experience of
and ability to manage their pain
o to increase protective factors such as resilience and self-efficacy
o use goals that are valuable to the worker – which may be about work or home or
recreational goals
o to focus on dealing with identified barriers for return to work.
•
Graded activity, matching work upgrades with stage of readiness.
•
Multi-domain coaching, with a health focus, focus on coordination of care, or approaches
to aid the person adapt their work to their health condition
Other case management strategies can be used to help those identified at high risk of prolonged
work disability include:13
•

•

The RTW Coordinator provides increased support and sorts out any workplace barriers (the
level supervisor support, that the duties are meaningful and appropriate, difficulties with
co-workers etc)
Medical specialist support for reassurance that recovery will occur and return to work is
good for the worker’s health and well-being, not just a financial benefit.

•

Allocation of a more experienced case manager

4. Ensuring there is system wide agreement to ensure the biopsychosocial approach is
consistently used and supported.
There has been overall poor uptake of the biopsychosocial model of injury management. An
analysis of why concluded there is limited focus and understanding of: 12
•
•
•
•
•
•

the contemporary understanding of pain management
that work is good for health and wellbeing and is therapeutic
the context of each worker
the value of screening for risk of poor outcomes
ensuring consistent communication and coordination between stakeholders
the importance of the worker being an active participant and empowering the worker.

The insurance model of workers compensation, combined with the biomedical model as the
predominant model of healthcare in the complex environment contribute to the challenges.
The lack of a systematic approach compounds the above. Healthcare practitioners, like most
people, are aware of and are influenced by their colleagues’ practices. If a biopsychosocial
approach is not standard practice it is less likely to be implemented by individual practitioners.
A biopsychosocial model of care needs to be integrated into injury management at all levels,
including the claims management system level, through health and claims organisations, employer
organisations, and at the individual case level.
In essence, this approach systemizes the availability of the comprehensive information that is
necessary to determine appropriate intervention and allocation of resources. Whereas information
currently available to claims managers is mostly administrative in nature.24
A structured biopsychosocial phase-based approach ensures that this comprehensive psychosocial
information is only gathered for those claimants who are initially screened ‘at risk’ through use of a
brief claims management tool. Comprehensive data needs to be captured in a central database to
be an effective decision-point resource.
Implementation science can be utilized to achieve system-wide change at all levels.25 This
intervention protocol is applied within four phases described as Exploration, Adoption/Preparation,
Implementation and Sustainment (EPIS), and was used to implement the WISE study for a pilot
study in NSW public hospitals13. That study has contributed significant knowledge to understanding
implementation processes and challenges within injury management settings and should inform
the implementation of future BPS programs.
Performance incentives that drive health outcomes will support and promote the implementation
of a best practice biopsychosocial model. Scheme financial viability will follow strong health
outcomes. Service incentives could encourage increased delivery of evidence-based
biopsychosocial coaching to build claimant self-management capacity, and disincentivize harmful
services such as long-term opioid use, unnecessary medical intervention, and medical
examinations. Performance measurement and benchmarking could include a broader range of
indicators including claimant health, claimant psychosocial responses, and claimant evaluation of
this experience. (Collie 2019)

Beales et al12 outlined helpful and unhelpful perspectives and behaviours at system, organization
and individual levels to support implementation of the biopsychosocial model (Appendix 1).
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Appendix
Helpful and unhelpful perspectives and behaviours in the compensable environment that
influence ‘context’ for the injured worker.7
Unhelpful perspectives and behaviours

Helpful perspectives and behaviours
System (macro) level

Inadequate pain conceptualisation and
suboptimal community pain literacy.

Widespread and early pain education, even
beginning at the school level as preparation for
entering the work force.

Societal beliefs that frequently align with
an unhelpful biomedical view of injury and
pain.

Belief-based interventions at a societal level that
can be effective at reducing the burden of workrelated musculoskeletal pain and could be further
supported.

Compensation legislation and policy based
on a biomedical understanding of pain and
disability.

Legislative and policy changes to reduce the focus
from a biomedical model to a broader
understanding of pain.

Incentives that reward shorter
attendances and ineffective and
potentially harmful interventions.

Incentives that reward the time and effort required
for holistic, biopsychosocial assessments and
empowering management programs.

De-incentivisation of ineffective interventions.

Legislation and policy that do not utilise
the skill sets of stakeholders in an optimal
manner.

Remove legislative barriers to better utilise the
skills of all stakeholders in the system. For example
physiotherapists, with expertise in physical
capabilities, writing capacity certificates.

Legislation and policy that do not support
stakeholder communication. For example,
lack of remuneration for communication
with other stakeholders.

Recognise the value of direct communication
between stakeholders and provide financial
remuneration appropriately.

Lack of content in healthcare practitioner
university level education in relation to

Prioritise education about compensation based
system issues in health curriculum, consistent with
many healthcare practitioner graduates
encountering people with compensable claims

Unhelpful perspectives and behaviours

Helpful perspectives and behaviours

the multilevel issues associated with
compensable injuries.

early in their practice. Increase support for
education of new graduate healthcare practitioners
in the intricacies of managing compensable
patients.

Ignoring the specific needs of certain
subgroups e.g.: the cognitively impaired,
language restricted, and those
disadvantaged by sociocultural factors.

Provide for the specific needs of certain subgroups
e.g.: the cognitively impaired, language restricted,
and those disadvantaged by sociocultural factors.

Geographical isolation causing a barrier to
accessing services.

Support technological innovations to provide access
to services for those isolated by location.

Organisational (meso) level
An inadequate or suboptimal
understanding of pain biology.

Understanding pain comprehensively.

Work is viewed solely as the outcome.

Work in itself is viewed as therapeutic.

Not having alternate duties available for
an injured worker with some work
capacity.

Having alternate duties available where possible. If
not possible, participating in work trials with
alternate employers as a transition strategy.

Loss of contact between employers and
employees, leading to isolation.

Maintaining contact at regular intervals is highly
beneficial. An injured person may still be able to
attend meetings and workplace activities, even if
they cannot work.

Ignoring risk factors associated with
poorer return to work outcomes.

Establish organisation based strategies for early
identification of an at-risk individual to facilitate
early management strategies.

Lack of understanding of processes,
responsibilities, and rights involved with
work injuries.

Educate the workforce to understand the system
and the biopsychosocial nature of health, so
workers are informed should they need to access
the compensation system.

Unhelpful perspectives and behaviours

Helpful perspectives and behaviours

Case management processes and key
performance indicators that do not reflect
individual situational requirements.

Flexibility in case management processes when
required, and key performance indicators that
acknowledge long-term outcomes rather than
short-term goals.

Biomedically focused Independent
Medical Examinations and medicolegal
assessments.

Biopsychosocial and pain biology literate
Independent Medical Examinations and
medicolegal reports.

Individual (micro) level
An inadequate or suboptimal
understanding of pain.

Understanding pain comprehensively and from an
early stage.

An inadequate or suboptimal
understanding of
orthopaedic/musculoskeletal injuries and
anticipated healing and re-adaptive
timeframes.

Optimal knowledge of orthopaedic/musculoskeletal
injuries and anticipated healing and re-adaptive
timeframes.

Ongoing search for a pathoanatomical
cause for pain.

Understanding that pain is a complex and
multifactorial, biopsychosocial occurrence.

Believing that ongoing diagnostics will
identify the source of pain.

Realising diagnostic, particularly imaging, findings
are largely unrelated to pain and overall outcomes,
and can even be associated with adverse outcomes.

Wanting a specific diagnosis or label for
the complaint that can then be fixed.

Understanding that only 10–20% of
musculoskeletal injures can be objectively
attributed to a specific diagnosis. For 90% of
injuries, a nonspecific diagnosis is appropriate.
Understanding that a nonspecific diagnosis does
not mean that there is no pain.

Reinforcing beliefs that pain always equals
damage.

Understanding that pain is frequently not related to
damage, and the brain can produce a pain response
as a result of contextual influences alone, ie: even
when no damage is present.

Unhelpful perspectives and behaviours
Wanting someone to ‘fix’ the problem and
continually treating ‘symptoms’ rather
than ‘mechanisms’.

Use of terminology that facilitates
disabling behaviours.

Helpful perspectives and behaviours
Understanding that a ‘fix’ is generally not possible.
Development of strategies and goals to empower
the injured person to manage their injury and
readapt optimally is required.
Understand that people can attribute meaning to
information in non-intended manners. Taking time
to make sure that the correct message has been
understood is important.

Examples:
You have the back of a 90year old.
You will never work again.
You have degeneration.
You can't …
Worker caught in a cycle of attributing
blame, which often leads to anger,
resentment and frustration that all
contribute to heightened pain.

Encourage injured workers to look to the future,
not the past.

Thinking that employers and insurers are
the enemy.

The best outcome for everyone is getting back to
meaningful, appropriate work. Working as a team is
necessary to achieve this in complicated cases.

Not being at work when there is capacity.
This might relate to incorrect certification
of capacity or unhelpful beliefs that the
injured person should not be at work until
they are 100% recovered.

Understand that work is critical for good health,
and should be seen as a therapeutic intervention
rather than solely an outcome. Many workers
return to work before they have recovered 100%.

Unhelpful messages from legal
representatives when the focus becomes
maximising incapacity, which is at odds
with the need to develop capacity.

Focusing on building work capacity and coping
strategies as a priority by all stakeholders whenever
possible.

‘Labeling’ or classifying people to
particular groups without a full
understanding of the individual context.
For example, assuming all people that do
not return to work after a certain period
of time are malingering.

Understanding the individual context.

Unhelpful perspectives and behaviours

Helpful perspectives and behaviours

Passive recipients of advice and
treatment.

Training in self-reflection, problem-solving, and
facilitation of confident, ‘I am doing no harm’,
exercise rehabilitation.

Thinking that you know ‘all the answers’
already and working in isolation.

Understanding your own limitations and calling on
the help of suitable persons when necessary, as
part of a multidisciplinary team.

