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Total rehabilitation payments

May July September November

Comparison 2015 2016 2015 2016 2015 2016 2015 2016

Total payments 

by payment 

group

108,708 126,981 108,348 134,862 110,406 141,952 111,992 148,151 

SIRA transactional data



WRP 

Coding 2015 2016%

OR01 14,871,172 15,347,411 3%

OR02 50,420,701 67,270,647 33%

OR03 33,104,362 39,483,214 19%

OR04 12,051,370 19,972,227 66%

Total 110,447,605 142,073,499 29%

Code definition

- OR01 Single rehabilitation service

- OR02 Return to work same employer 

services

- OR03 Return to work different employer 

services

SIRA transactional data



SIRA transactional data



2012 2013 2014 2015 2016

01 July - 30 

Jun

01 April - 31 

May

01 July - 30 

Jun

01 July - 30 

Jun

01 July - 30 

Jun

SAME EMPLOYER

Average Payment ($) 3,975 4,264 5,125 4,612 4,588 

RTW rate (%) 79% 73% 61% 75% 91%

Total referrals 10,854 10,449 9,207 10,592 14,728 

DIFFERENT 

EMPLOYER

Average Payment ($) 5,702 5,976 6,982 7,898 7,894 

RTW rate (%) 34% 36% 33% 31% 37%
SIRA transactional data



Key themes

• 15/16 RTW rate increase of 21.3% (26.4% trend) for same employer and 20% (10% trend) for new 

employer

• Represents in raw figures for 15/16 

• 2,356 additional workers who returned to work with their same employer (avoided work detachment)

• 455 additional workers who obtained employment with a new employer

• This is on top of the 11,046 SE and 2,353 NE RTW

• ROI from a spend of $4,588 SE – $7,588 NE for each of these workers ($50K liability saving = $140M)

• What is the ROI from a social outcome perspective for the additional 2,811 workers who got their lives 

back

• In what is effectively a recovery and RTW scheme we should not be surprised to see a financial and social 

dividend from an investment in rehabilitation

• 30/30 actuarial analysis to be released soon



Future WRP trends emerging from icare priorities for improvement

• icare have identified key areas for improvement for WRP

• Value

• Efficient procurement/engagement

• Professional services rather than claims management services

• Non specific case management (process oriented)

• Medical management and coordination

• Job skills training rather than actual RTW

• Less process or prescriptive WRP more professional intervention/decision making based on 

evidence

• The recover at work plan to articulate a pathway to SE and inform work capacity

• Full pathway rehabilitation plans for a more sustainable and appropriate RTW rather than immediate 

suitable employment options that don’t offer the worker the best opportunity for RTW and 

rehabilitation

• Reflection of these principles in vocational assessment (verses ECA for SE)

• Greater use of retraining

• WRP is not a compliance tool for eligibility for benefits

• Report quality improvement to better inform work capacity

• A focus on social outcomes



The neglected stakeholder?



Multi domain rehabilitation intervention for MSK, Pain related or mental health conditions 

reduces duration away from work and positively impacts on cost outcomes. 

• Strong case also for workplace based interventions and service coordination components

• Strong evidence that CBT alone is ineffective

• Strong evidence to support broadening the scope of WRP

Cullen et al 2017

“There was strong evidence that duration away from work from both MSK or pain-related 

conditions and MH conditions were significantly reduced by multi-domain interventions 

encompassing at least two of the three domains.  There was moderate evidence that these 

multi-domain interventions had a positive impact on cost outcomes.  There was strong evidence 

that cognitive behavioural therapy interventions that do not also include workplace modifications 

or service coordination components are not effective in helping workers with MH conditions in 

RTW.” Cullen, K.L., Irvin, E., Collie, A. et al. J Occup Rehabil (2017). 

1. Health focused; 2. Service coordination; 3. Work modification

Multi Domain 

Intervention



Waddell and Burton (2006); Waddell and Burton (2010); Clinical Framework for the delivery of 

Health Services (Worksafe and TAC 2012); Sir Mansell Aylward-Comcare keynote presentation 

(Canberra 2016)

Sullivan (2010) “Four psychosocial variables have emerged as consistent and robust predictors 

of disability across a wide range of debilitating health and mental health conditions.  These 

include catastrophic thinking, symptom exacerbation fears, perceived injustice, and 

disability beliefs (Sullivan et al. 2008; Sullivan et al. 2011; Vlaeyen and Linton 2000).  

Numerous investigations suggest that individuals who engage in catastrophic or alarmist 

thinking about their symptoms, who are fearful of engaging in activity that might exacerbate their 

symptoms, who believe themselves to be completely disabled, and who feel that they are 

suffering unjustly are individuals at high risk for pronounced and prolonged disability (Sullivan et 

al. 2005; Turk 2002; Vlaeyen and Linton 2000). Research is also beginning to accumulate 

suggesting that the most effective rehabilitation programs will be those that specifically target 

these psychosocial risk factors (Spinhoven et al. 2004; Sullivan et al. 2006; Vlaeyen et al. 

2002).”

The Case for 

Psychosocial



The Case for 
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‘Although the biopsychosocial model has gained wide acceptance in academic circles, it has 

failed to supplant the deep-rooted dominance of the medical model in Western healthcare 

(Kiesler 1999, Pilgrim 2002, Alonso 2004).  Lip service may be paid to the biopsychosocial 

model, but practice easily reverts to a biomedical approach.  There is still an attractive simplicity 

to a mechanistic approach.  Moreover, the medical model fits the scientific method of objective 

observation, has been highly successful in treating ‘real’ disease and underpins continuing 

medical advances.  It is reinforced by professional training, the organization of healthcare and 

its usefulness in daily practice.  All of these aspects make it difficult to reject the medical model. 

In contrast, the biopsychosocial model presents human illness as the outcome of a complex set 

of biological, psychological and social factors and interactions, which can be difficult to define 

and control. Clinical practice must live with uncertainty and focus on the most important, 

manageable issues.  A biopsychosocial approach places greater demands on health 

professionals, for which many feel untrained and uncomfortable the major limitation of the 

biopsychosocial approach has been the lack of simple clinical tools to assess psychosocial 

issues and simple, practical interventions to address them (Kendall et al 1997, Borkan et al 

2002, Kendall & Burton 2009)’. 

Move away from 

decision making in the 

medical room



“Ultimately, however, the biopsychosocial model does not reject or replace the medical model, 

but supplements and extends it.  It broadens the approach to illness ‘to include the 

psychosocial, without sacrificing the enormous strengths of the biomedical approach’.  The goal 

is simply to treat the person as well as their health condition: to strike the right balance between 

providing the most effective care and achieving the best social and occupational outcomes”

Are we constantly applying the same approach contrary to the evidence and expecting a 

different outcome?

• Rehabilitation occurs outside the medical case conference

• Question the value of repeated case conferences

• Develop the program and bring the NTD onboard rather than the other way around

• Obsession with NTD sign off on vocational options and graduated RTW plans and COC

• The system reinforcing messaging and an approach that is contrary to RTW best practice

Move away from 

decision making in the 

medical room



PGAP-Sullivan research – Sullivan (2005); Waddell and Burton (2010)

“After more than 30 years, and despite agreement on the importance of psychosocial factors, 

there is relatively little empirical evidence for effective biopsychosocial interventions at an 

individual level. The challenge is to develop simple, practical, biopsychosocial messages for 

routine practice, and the evidence base for their effectiveness”

“The PGAP differs from many other rehabilitation interventions in that the techniques included in 

the intervention have the reduction of disability, as opposed to symptom-reduction, as their 

primary objective. There were several reasons for developing a program that focuses more on 

disability reduction than on symptom reduction. First, research in other areas of rehabilitation 

indicates clearly that symptom reduction was not a precondition to successful return to work 

(Loisel et al. 1997; Waddell 2004). Second, symptom-reduction techniques, whether 

pharmacological or psychological tend to be passive in nature and passive techniques have 

been shown to be detrimental to return-to-work outcomes (Waddell et al. 2002). Finally, a focus 

on symptom reduction might inadvertently reinforce individuals’ beliefs that symptoms must be 

eradicated before occupational activities can be resumed”.

Evidence based 

targeted programs -

PGAP 




