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In 2020 we came together as researchers, practitioners and experts in biopsychosocial
approaches, as part of the /t Pays to Care advocacy work from the Royal Australasian College of
Physicians (RACP). This resource builds on the "It Pays to Care" framework, developed through the
Australasian Faculty of Occupational and Environmental Medicine (AFOEM) and RACP, drawing on
our collective experience in evidence-based work injury management.

The biopsychosocial framework recognises that recovery and return to work are influenced by
physical, psychological, and social factors. The last 5 to 10 years have seen significant advances in
our understanding of psychosocial barriers and their impact on recovery. More importantly,
research has identified effective approaches to manage these issues early, preventing the
development of secondary mental health conditions, chronic pain and and prolonged work
disability. These approaches have been shown to significantly improve outcomes for workers
facing psychosocial barriers.

Several Australian workplaces and insurers and some schemes have adopted this approach. Our
observations show that organisations implementing the full, evidence-based model achieve
substantial improvements in return-to-work outcomes and cost reductions. Conversely, partial
implementation often fails to deliver the expected benefits or results in significantly smaller gains.
Screening alone, without effectively addressing identified barriers, does not improve outcomes.

We recognise that implementation is challenging, particularly within complex environments.
Through this guide, we aim to support the industry by providing both the evidence base and
practical guidance on implementation. While this model may not suit every insurer or scheme, it
offers substantial opportunities for improving outcomes. We encourage all insurers and schemes
to consider this option, explore their own business case for implementation, and where
appropriate develop an approach that suits their particular organisation.

As experts in this field we have focused on supporting successful implementation. It has been
encouraging to see the development of communities of practice, where organisations that have
successfully implemented these approaches support others beginning their journey.

We understand that implementing this approach requires investment. Each organisation needs to
explore their own implementation framework, barriers, business case and capability for change.
These considerations will vary according to the particular organisation, their operating
environment and appetite for improvement.

As professionals dedicated to improving outcomes in this field, we are committed to providing
ongoing support, whether through communities of practice or as a resource for implementation
advice. We look forward to seeing the continued evolution and adoption of evidence-based
psychosocial matched care across the industry.

Dr Mary Wyatt  Professor Michael Nicholas  Dr Pam Garton Associate Professor Ross lles
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Terminology used in this paper

This section explains and clarifies specific terms used in this paper.
Psychosocial

Psychosocial refers to the interplay between psychological and social factors that influence a
person’s thoughts, behaviours and overall well-being. It encompasses the dynamic relationship
between a person's inner mental processes and their social environment, including their
relationships, culture and economic circumstances.

The terms ‘psychosocial’ and ‘biopsychosocial’ are often used interchangeably.
Psychosocial barriers

These are non-physical obstacles that can delay recovery, such as distress, workplace conflict,
poor coping strategies, or low self-efficacy.

For a full discussion, see Section | (p. 10).
Biopsychosocial

The biopsychosocial model explains how biological (injury, pain), psychological (thoughts,
emotions), and social (workplace, support systems) factors interact to influence recovery.

This model is discussed in detail in Section | (p. 10).
In this paper

In this paper, the term psychosocial is generally used and reflects the most common early
psychosocial barriers of passive coping and workplace challenges, among others.

This term aligns with the prevention of psychosocial hazards, which has been the focus of
occupational health and safety legislation introduced across Australia over the last 2 years.

Alignment in terminology helps:

e establish a common language that supports change across various domains — including
human resources (HR), RTW programs, OH&S, workplaces and policymakers

e organisations develop and implement policies, procedures and interventions that promote
employee well-being and prevent work-related psychological injuries

e reinforce the importance of a holistic approach to worker health and well-being and
emphasise the need for organisations to consider not only the physical safety of their
employees but also their psychological safety and the impact of psychosocial hazards on
overall health and productivity

e policymakers use a common language that encompasses both the prevention of psychosocial
hazards and the management of work-related injuries to create a more coherent and effective
legislative framework that supports positive change across multiple domains.

Psychosocial screening and triage or risk stratification

Psychosocial screening is the process of screening for psychosocial barriers. Triage is the process
of screening people and classifying them into risk categories based on their psychosocial rating.



Psychosocial assessment

Psychosocial assessment is the comprehensive evaluation of a person’s psychosocial profile to
identify specific barriers, which helps identify options for management and support.

Early systematic psychosocial triage, assessment and matched care

This psychosocial matched care system involves early and systematic screening of people with
work-related injuries, identifying those with elevated psychosocial risk and then assessing their
barriers with appropriate care to help them overcome those barriers.

Psychosocial matched care

A shortened, more pragmatic version of the term ‘Early systematic psychosocial triage,
assessment and matched care’.

Psychosocial hazards

According to Safe Work Australia a psychosocial hazard is anything that could cause psychological
harm. Common psychosocial hazards at work include factors such as excessive job demands or

low job control. This includes psychosocial hazards during RTW — for example, poor
communication by the supervisor or demeaning duties. It could also refer to overly solicitous
health care that is generally considered low value care, such as excessive use of rest, opioid
analgesics and imaging.

Other terms

Service Provider: Any organisation or professional that offers services to support an injured
worker's recovery and return to work. This could include healthcare providers, rehabilitation
professionals, or counselling services.

Worker: Refers to an employee who has sustained a work-related injury or illness and is involved
in a return-to-work (RTW) process. The term injured worker is common though many feel it
dehumanises the person with the injury or illness.

Insurer: The entity responsible for managing workers’ compensation claims, includes Claims
agents.

Scheme: Refers to the overall workers' compensation system or structure within which the injured
worker, employer, insurer, and service providers operate.

Workplace Rehabilitation Provider (WRP): A specialised service provider focused on workplace-
based rehabilitation.

Peer-Reviewed Studies: Research articles that have been evaluated by independent experts in the
same field before publication. This review process ensures the study's methodology, findings, and
conclusions meet rigorous academic standards for quality, accuracy, and validity. Peer-reviewed
studies are considered high-quality sources of evidence and are typically published in academic
journals.

Grey Literature: Research and reports produced by organizations outside of traditional academic
or commercial publishing channels. This can include government reports, policy papers, white
papers, evaluations, and other informal publications. Grey literature is often used to present
timely, relevant research that hasn't been peer-reviewed but is valuable for informing policy or
practice.


https://www.safeworkaustralia.gov.au/safety-topic/managing-health-and-safety/mental-health/psychosocial-hazards#:%7E:text=A%20psychosocial%20hazard%20is%20anything,poor%20support
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The need for change: addressing psychosocial barriers in workers’ compensation

Workers’ compensation schemes often focus primarily on the physical injury, overlooking the
psychosocial factors that impact recovery. Research shows that psychosocial barriers—such as
distress, workplace conflict, and poor self-efficacy—are among the leading contributors to
prolonged disability and delayed return to work (RTW).

Traditional injury management approaches fail to identify and intervene early in these cases,
leading to higher costs, longer claims duration, and poorer health outcomes.

An approach to address these barriers: early systematic psychosocial matched care
Psychosocial matched care is a structured approach that ensures interventions are tailored to
individual workers based on their specific risk factors. Instead of a one-size-fits-all model, it
systematically identifies workers at elevated psychosocial risk and delivers targeted counselling,
workplace adjustments, and medical coordination to improve outcomes.

The 3-step system: How it works
This guide details a structured 3-step system:

1. Screening (triage): Identifies workers at elevated risk of prolonged recovery using
validated screening tools.

2. Psychosocial assessment: Conducts a deeper evaluation of the worker’s barriers to
recovery (e.g., coping strategies, workplace support, distress levels).

3. Matched care interventions: Implements tailored strategies, including psychosocial
counselling, workplace support, and healthcare coordination.

Benefits of implementing this approach
Successfully implemented psychosocial matched care systems lead to:

e Faster RTW times (reducing claim durations by 30-50%).

e Lower claim costs due to reduced medical and wage replacement expenses.
e Improved worker satisfaction and mental well-being.

e Better coordination between insurers, employers, and healthcare providers.

Implementation and challenges

While the benefits are clear, implementation requires investment in training, system integration,
and stakeholder collaboration. Common challenges include resistance to change, aligning KPls,
and ensuring fidelity to the model. This guide provides practical strategies for overcoming these
barriers.



|. Introduction and overview: Early systematic psychosocial
matched care

Background
Research has consistently shown that psychosocial barriers are the primary drivers of persisting
disability for common health conditions.[1-6] While return to work (RTW) is straightforward for
many people, a significant proportion face challenges that require additional help . The good news
is that we now have the tools to identify those who are at increased risk of work disability due to
psychosocial barriers and a growing capacity to address these factors resulting in reduced work
absence in these high risk cases.

L v L oA v

In recent years, large workplaces and some private insurers have successfully implemented the
approach of identifying those at greater risk of prolonged work disability and then following that
up with matched support to overcome identified psychosocial barriers.[7, 8] This system of work
or framework is called early psychosocial triage, assessment and matched care — or psychosocial
matched care for short. When done well, this system has led to high levels of claimant satisfaction
and significant reductions in days lost from work, claims costs and long-term disability.

Successful implementation of this system relies on several key elements. However, the model can
be adapted to suit an organisation's unique situation and local needs. This guide explores various
options for initial screening, assessment processes and delivering care that matches a person’s
specific requirements. Key to successful implementation is the organisation’s development of
their own protocol for the operation, including procedures and step-by-step instructions for all of
those involved in the process, from initial screening to intervention and follow-up.

This approach has been implemented successfully in a range of settings and there have been
some attempts to implement it in different pockets of workers’ compensation or CTP insurance
systems, which has identified several implementation issues.

What is psychosocial matched care?
Psychosocial matched care is an evidence-based system designed to improve recovery outcomes
by addressing the psychological and social barriers that impact a worker’s RTW.

Unlike traditional injury management approaches that focus only on the physical injury, matched
care takes a holistic approach, ensuring that support services are tailored to the worker’s
individual needs, challenges, and workplace conditions.

This system follows a structured 3-step process:

1. Screening (triage) — Identifies workers at elevated risk of delayed recovery using validated
screening tools (e.g., OMPSQ-SF).



2. Psychosocial assessment — Determines the specific barriers affecting the worker’s
function, recovery expectations, coping strategies, and workplace perceptions.

3. Matched care interventions — Delivers customised support, including counselling,
workplace adjustments, and medical coordination to promote recovery and work
reintegration.

This guide provides a detailed breakdown of each step in Section Il (p. 28), where the screening
process, assessment tools, and intervention strategies are explained in depth.

About this guide

This guide has been developed for executives, policy and operational leaders, and decision-makers
who are considering the implementation of psychosocial matched care at a system level. The
primary audience includes senior leaders within insurers, claims agents and regulatory bodies, as
well public and private large employers, and self-insurers considering this approach.

The guide provides the strategic framework, evidence base and implementation considerations
needed to evaluate and plan for psychosocial matched care at an organisational level. While some
content is included for operational staff training and stakeholder communication, the guide is
designed primarily for those working on system-wide implementation rather than frontline
delivery.

We are grateful to senior industry leaders from insurers and claims agents who provided valuable
feedback on the draft. Their insights have helped shape this document into what we hope will be
a practical resource for organisation-wide implementation of psychosocial matched care.

This guide builds on the 2018 Best Practice Guide' that focused on assessing an individual's
psychosocial barriers. This updated version delves into the implementation of psychosocial
matched care at a system level.

Structure of the guide

Section I: Introduction and overview Section | establishes the foundation for understanding the
biopsychosocial model and presents the evidence base for psychosocial matched care. It explains
why this model may be appropriate for organisations seeking to improve claims outcomes and
explores key elements required for successful implementation.

Section II: The three-step system Section |l provides a detailed exploration of the systematic
process involving screening, assessment, and matched care interventions. It offers practical
guidance on implementing each step, including screening tools, assessment methods, and tailored
intervention strategies.

Section lll: Implementation considerations Section Ill addresses the practical aspects of
implementing psychosocial matched care within an organisation. It covers topics such as piloting
programs, training requirements, potential implementation barriers and facilitators, and
approaches for ongoing monitoring and evaluation.

Section IV: Case studies Section IV presents a series of case studies showcasing different
implementation approaches across various organisational contexts. These examples reflect
variable levels of evidence, with the strongest being peer-reviewed research studies. Others
represent practice-based implementations with internal evaluation data. This diversity offers
valuable insights into how psychosocial matched care has been adapted to different settings.



Section V: Examples of psychosocial care treating providers Section V examines specific
approaches taken by service providers who deliver psychosocial matched care. This section offers
practical insights into different treatment delivery models, staffing arrangements, and integration
methods that can inform provider selection and management.

Supporting Implementation Resources

This Best Practice Guide is accompanied by a separate Supporting Implementation Resources for
Psychosocial Matched Care document. It includes practical implementation tools such as validated
screening and assessment instruments, staff training frameworks, quality assurance checklists,
and operational templates. These materials are designed to support those leading
implementation and can be adapted to different organisational contexts.

For readers who are already convinced of the benefits of psychosocial matched care and are
primarily seeking implementation guidance, we recommend focusing on Sections Il and Il for
practical steps, and Sections IV and V for real-world implementation examples and provider
approaches, as well as the Supporting Implementation Resources.

Importance of biopsychosocial management in workers' compensation

Research shows that people with compensable injuries often have worse outcomes compared to
those with similar non-compensable injuries.[9] Psychosocial barriers such as uncertainty, lack of
control and relationship breakdown can develop and grow over the life of a claim. Psychosocial
barriers are as influential in psychological injury as in physical injury.[6]

Integrating a biopsychosocial approach in workers' compensation systems provides a way of
addressing these complex issues. This model looks at the whole person and considers the
physical, psychological and social factors that affect recovery and return to work. This approach
acknowledges that different factors impact recovery at different times and requires flexible,
personalised intervention strategies.

Various factors can affect a person's ability to return to work after an injury or illness. For
instance, a worker may experience heightened worry or anxiety about their situation and future.
This could stem from concerns about their workplace (such as how they'll be received upon
return) or from other aspects of their life (like financial pressures or family responsibilities). Some
people may doubt their ability to cope with the challenges of returning to work, fearing they
won't be able to manage their duties or keep up with expectations. Others may be confused by
conflicting advice about their rehabilitation given by healthcare providers.

All of these concerns contribute to what we call distress — a state of emotional difficulty or
suffering that can significantly impact recovery and return to work. Screening for psychosocial
factors is essentially about trying to identify signs of this distress.

Benefits of early systematic psychosocial intervention
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This section canvasses the overall benefits, followed by a more detailed and quantified breakdown
of the outcome benefits in the implementation studies to date. This is not intended to be a
literature review but a summary of the main evidence base.

Benefits of successfully implemented psychosocial matched care

A successfully implemented psychosocial matched care system offers significant benefits to all
stakeholders involved in work injury management.

Employees

Employees experience improved recovery timelines and outcomes, reduced distress and greater
satisfaction with their work injury care.

They are empowered by being actively involved in their recovery journey, which fosters a sense of
ownership and control over their health.

Biopsychosocial counselling and skill development enhance resilience and self-efficacy, enabling
workers to approach challenges with greater confidence and competence.

Early intervention reduces the risk of acute injuries developing into chronic conditions, minimising
long-term health complications and financial consequences.

Case managers

The psychosocial matched care system enhances case managers’ understanding of the individual
needs of injured workers, enabling them to identify and address the root causes of delayed
recovery more effectively.

This system promotes targeted communication and collaboration with workers, employers and
healthcare providers, improving care coordination and RTW planning.

Early psychosocial screening also assists in resource allocation, allowing case managers to provide
streamlined care for low-risk cases while dedicating more support to those at higher risk.

Traditional case management is reactive, requiring case managers to handle complex psychosocial
issues without structured support. Psychosocial barriers are difficult for a case manager to
address, more so in a complex claims environment. This is particularly challenging for early career
case managers and organisations facing high case manager turnover.

Case managers benefit from:

¢ Reduced emotional strain — Psychosocial barriers are often associated with high levels of
distress, making interactions emotionally demanding for case managers—especially when
managing multiple distressed workers. A structured approach to psychosocial care
reduces the intensity and frequency of these challenging interactions, and provides case
managers with better tools and support to navigate them effectively.

e Aclear decision-making framework — Structured screening and triage help case managers
identify at-risk workers earlier, reducing guesswork.

e Improved communication with injured workers

e Reduced administrative burden — Early intervention prevents long-term disputes and
unnecessary medical treatments, reducing claim complexity over time.

e Enhanced collaboration with healthcare providers — Case managers gain clear referral
pathways, allowing faster access to appropriate services.

11



Reducing the emotional labour of dealing with worker distress and mental ill health has major
potential to assist case managers.

Employers

Employers benefit from faster RTW rates, which minimises disruptions from extended absences
and improves overall productivity.

RTW Coordinators benefit from a structure to identify those who benefit from extra support. As
with case managers, RTW Coordinators benefit from a reduced emotional load of dealing with
those who are distressed.

Implementing this system is evidence that the employer prioritises workers' holistic well-being. It
demonstrates the organisation's commitment to employee health, which can boost morale and
fosters a positive workplace culture.

Over time, the system contributes to cost savings by reducing the duration of workers'
compensation claims and mitigating indirect costs associated with training replacement staff and
lost productivity.

Healthcare providers

Healthcare providers benefit from increased patient engagement and adherence as holistic care
leads to better treatment compliance and follow-through. This results in improved patient
outcomes, faster recovery and higher patient satisfaction.

The psychosocial matched care system reduces the frequency of challenging consultations where
providers feel uncertain about addressing barriers to recovery and return to work.

Claims organisations

The costs of implementing a psychosocial matched care system need to be taken into account.
However, when implemented well the reduction in long-term cases is significant. This means
some extra costs are incurred in the first one to two months of a claim. The reduction in long-term
cases results in a substantial reduction in overall claims management payments and
administration time. This is particularly impactful in systems that provide longer-term coverage for
workers.

Targeted interventions that address psychosocial factors can help prevent the development of
chronic disabling pain which can lead to reduced medical expenses over time.

When injured workers feel supported and their psychosocial needs are addressed disputes are
reduced. The major benefits from this include improved job satisfaction for case managers,
reduced claims administration and costs, more cooperative working relationships and fewer costs
associated with disputes and settlements.

The broader organisational ecosystem

Implementing a psychosocial matched care system helps shift the approach from one that is
dependent on the case manager to a more systematic approach. This change mitigates the
variability in case management caused by individual case managers' skills and experience,
promoting consistency in care quality and outcomes.

A systematic approach also facilitates better communication and collaboration among
stakeholders as everyone works from the same guidelines and system.

12



The psychosocial data collection that is part of this model provides schemes with opportunities to
identify and track the model’s effectiveness and efficiency, as well as to identify when things are
not working as expected. This supports continuous improvement in case management based on
data and feedback and allows case management systems to evolve to better meet the needs of
workers.

Evidence base showing improved outcomes

Work Injury Screening and Early Intervention (WISE) Study at NSW public hospitals

This major study in public hospitals in NSW[7] compared the psychosocial matched care approach
applied in some hospitals (intervention group) to those who had usual care (control group).

Table 1 shows the lost workdays, claims costs and expected future cost trajectory of those
identified as having elevated psychosocial risk. It compares the results of the psychosocial
matched care system on those with elevated risk ratings within intervention hospitals with those
at control hospitals that followed usual care.

Table 1 - WISE study intervention vs control group outcomes

Metric Intervention Group Control Group
Lost workdays (at 24 months post-injury) = 31.7 days 66.5 days
Claims cost (at 24 months post-injury) $16,443 $23,405

Costs tapered off and stopped

Cost trajectory by 30 months

Significant ongoing costs

Figure 1 shows the claims costs by month, comparing those at elevated risk who were managed
by usual care (control group) or those who were managed with early psychosocial matched care.

Figure 1 - Claims costs per month comparing intervention and control groups in those with
elevated risk
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Psychosocial outcomes

After receiving targeted support the high-risk workers' psychosocial screening questionnaire
scores (OMPSQ-SF?) improved significantly, moving from the high-risk range (average score of
58.9/100) to the low-risk range (average score of 35.4/100). This change was statistically
significant and also large enough to be clinically meaningful. Importantly, their lost time outcomes
approached those of the low-risk cohort.

Significant improvements in psychosocial measures were noted:

e Distress levels (measured by the DASS) decreased substantially.

e Disability levels (measured by the BPI) decreased notably.

e Pain self-efficacy (measured by the PSEQ) improved significantly, with average scores
increasing from 33.1 to 45.8 (a level associated with the ability to work despite persisting
pain)

e Pain-related distress (measured by the Pain Catastrophising Scale) showed a large
improvement, even though the initial scores were not very high.

These results demonstrate that the psychosocial matched care system reduced the psychosocial
risks, with improvement across all the measured psychosocial domains.

EMCAP study at Australia Post

The WISE study methods have recently been replicated in another Australian study with injured
workers. It was called the EMCAP (Early Matched Care Australia Post)) implementation study,
conducted by Australia Post and guided by the lead author of the WISE study.[10] As with the
WISE study, it demonstrated significant reductions in lost time from work and costs through the
implementation of a psychosocial matched care system in work injury management. As in the
WISE study, the outcomes of the EMCAP matched care were compared with similarly injured
workers who received usual care from their workplace and health care providers. Specific findings
from EMCAP to date include:

At 1-year post-claim:[11]

e the median total cost per claim for those at elevated risk was over 40% less in the
intervention group compared to the control group ($7,814.38 vs $13,463.89, respectively)

e there was a 44% reduction in incapacity costs and a 17% reduction in healthcare costs in
those in the high-risk intervention group versus the high-risk cases in the control group

e the proportion of claims exceeding 30 days off work decreased by 35% in the (high-risk)
intervention group compared to the control group.

e All the targeted psychological risk factors, except for anxiety (which was low initially),
improved significantly following the intervention by the psychologists (Ave: 5 sessions).

Table 2 summarises the additional results:

! The OMPSQ-SF is a validated 10 question tool to assess psychosocial barriers for those with
musculoskeletal conditions.
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Table 2 - EMICAP vs control group percentage improvement in outcomes

Metric Change (%)
Median total cost per claim (intervention vs control) | -42%
Incapacity costs reduction (intervention vs control) | -44%
Healthcare costs reduction (intervention vs control) | -17%

Proportion of claims exceeding 30 days off work -35%

These landmark Australian implementation studies show a strong financial incentive for
employers and insurers. The cost-savings are further magnified when considering the indirect
costs associated with work disability, which are estimated to be 3 times higher than direct
costs.[12] These indirect costs include lost productivity, the expense of hiring and training
temporary staff and the impact on morale among the remaining workforce.

Other arguments that support the case for early routine screening
Early psychosocial screening can also serve as a tool for resource allocation. This system ensures
that resources are directed where they are most needed and can have the greatest impact on
facilitating RTW and improving outcomes for injured workers.

The information gathered can proactively identify people at risk of developing secondary mental
injuries and ensure intervention before the problem develops and becomes entrenched.

The effectiveness of psychosocial management can diminish as time progresses. This is because
problems often become more entrenched and difficult to change over time. For example:

e Workplace issues that are not addressed early may result in a breakdown in the relationship
between the employee and the employer and a loss of the person’s job.

e As time passes the worker may become increasingly isolated and detached from work,
developing maladaptive coping mechanisms, unhelpful thought patterns and depressed
mood, which can be more difficult to overcome later in the recovery process.

Later management can still be helpful but its impact will be less pronounced compared to early
intervention, especially if the worker becomes job detached. The most effective approach is to set
up routine systems so that management targeted at risk factors occurs early and systematically.

Business considerations and implementation costs

While the evidence shows clear benefits in reducing long-term disability and claims costs, the
business case for implementing psychosocial matched care will vary between organisations and
schemes. A thorough strategic analysis is essential for understanding both the opportunities and
challenges.

Organisations benefit from considering the strengths, weaknesses, opportunities and threats
when considering implementation:

Strengths

e Evidence-based approach with demonstrated ROl in Australian settings, including
significant costs savings with full implementation
e Reduces long-term claims duration and prevents claim escalation

15



e Improves worker satisfaction and mental wellbeing through early support
e Enables better coordination between insurers, employers and healthcare providers
e Provides a structured, repeatable system that can be standardized

Weaknesses

e Requires significant upfront investment in training and systems

e Success depends on consistent application of protocols across the organization
e May initially increase short-term costs through additional services

e Needs ongoing monitoring to prevent drift from the evidence-based model

e Limited availability of trained providers in some regions

Opportunities

Threats

e Potential for substantial reduction in claims costs, particularly in longer-tail schemes
e Improved workplace culture through better injury management

e Better alignment with emerging psychosocial hazard regulations

e Enhanced reputation as an employer prioritising worker wellbeing

e Development of valuable provider networks and communities of practice

e System degradation over time is the greatest threat to the system’s effectiveness

e Potential resistance to change from stakeholders comfortable with existing processes
e Risk of inconsistent implementation affecting outcomes

e Provider availability constraints, particularly in regional areas

e Competition for resources and attention within the organization

Key factors affecting return on investment

Several key factors influence the potential return on investment when implementing psychosocial
matched care.

Scheme characteristics

Duration of benefit payments (longer-tail schemes typically see greater cost benefits) - As
the WISE study shows, the intervention reduces long-term claims, delivering greater
savings in schemes that pay benefits for many years

Current performance in early intervention - Organisations already achieving good early
RTW outcomes may see smaller gains from implementation (note that Australia Post
considered their performance to be positive prior to the introduction of this model and
still achieved 40%+ savings through improved RTW).

Existing case management expertise and approaches - Strong existing psychosocial
approaches may reduce the relative benefits of implementing formal screening

Implementation scope

The resource requirements will depend on your organisation's:

Size and claim volumes - Larger volumes require more resources but enable economies of
scale in training and systems

Existing systems and processes - Integration costs vary significantly based on current
system capabilities
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e Current staff capabilities - Strong existing communication skills reduce training needs; high
staff turnover increases ongoing training costs

e Access to providers - Limited provider access, particularly in regional areas, may require
investment in telehealth or provider development

Resource considerations
Core implementation elements typically include:

e Project management (dedicated resource recommended)

e Staff training and coaching - Ongoing investment needed to maintain skills and manage
staff turnover

e Technology integration - One-off cost that varies greatly based on existing systems

e Provider network development - Critical for consistent service delivery; requires greater
investment in areas with limited providers

e Ongoing monitoring and evaluation - Essential for maintaining program effectiveness and
demonstrating value

Staged implementation
Many organisations find success with a staged approach:

1. Small pilot program

2. Evaluation and refinement
3. Phased rollout

4. Full implementation

This allows for:

e Testing and refinement of processes
e Better resource management

e Progressive skill development

e Clear demonstration of benefits

Organisations considering implementation should conduct their own cost-benefit analysis based
on their specific circumstances. The evidence shows that while there are upfront implementation
costs, these are typically offset by reduced claim costs and duration, particularly for long-tail
schemes.

Addressing concerns

A concern raised by some is that screening for psychosocial barriers might somehow increase the
likelihood of secondary psychological conditions developing. This concern suggests that asking
about psychological symptoms could plant ideas or create problems that were not there.

Evidence from multiple implementations shows that the opposite is true - early screening helps
prevent secondary psychological conditions by:

¢ Identifying early warning signs before problems become entrenched
e Enabling targeted support when it is most effective

e Demonstrating to workers that their wellbeing is taken seriously

e Normalising discussions about psychological aspects of recovery

e Providing a structured way to address concerns before they escalate
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Research and practical experience from implementations like the WISE study and EMCAP show no
evidence of screening creating psychological problems. Rather, these programs demonstrate that
early identification and support reduces the development of secondary psychological conditions.

This approach aligns with broader healthcare principles where early identification of risk factors is
a well-established way to prevent more serious conditions developing.

The biomedical vs. the biopsychosocial model in workers' compensation

The biomedical model

In workers' compensation the traditional approach to managing injured workers' health and
recovery has been the biomedical model. This model places a strong emphasis on the physical
aspects of an injury or illness and aims to identify and treat the biological cause of the problem.
The healthcare provider's role is to diagnose the condition and prescribe a treatment plan focused
on resolving the symptoms, with the assumption that this will result in a recovery and return to
work.

While the biomedical model has its place, it has several significant drawbacks:
Excessive investigation and overtreatment

The biomedical model frequently leads to excessive investigation and overtreatment, and
unnecessary medicalisation. Over-investigation and overtreatment often lead to increased
concerns about the condition and fear avoidance patterns of behaviour and worse outcomes. The
biomedical model's narrow focus on physical symptoms can lead to an overreliance on
pharmacological interventions such as opioids.

Ignores psychological and social factors

Another limitation of the biomedical model is its failure to consider the critical role of
psychological and social factors in an injured worker's recovery and RTW. By ignoring these
elements healthcare providers miss opportunities to address psychosocial barriers that can
significantly impede progress.

The biopsychosocial model
In contrast, the biopsychosocial model offers a more comprehensive and holistic approach to
managing injured workers' health and recovery. It recognises recovery and RTW are influenced by
our thoughts, emotions, behaviours and social environment.

The collective available evidence tells us that psychosocial factors dominate the reasons people
do not return to work. We see this in our everyday practice, and it has been highlighted in formal
research studies. For example, a NSW study[13] of workers with time lost from work, evaluated
within 1-3 weeks of lodging their claim, found that:

e workers who have high levels of psychosocial risk (score >50/100) had over 3 times as
many days off work as those with low risk (67 days for the high risk vs 23 days for the low-
risk workers).

e evaluation of the days lost from work noted that for every 1-point increase in the total
OMPSQ-SF score the predicted chance of returning to work reduced by 4%.

Under a biopsychosocial model, as soon as possible case managers and healthcare providers
conduct a thorough assessment of the injured worker, especially those identified by simple
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screening to be at high risk for delayed recovery. By addressing these factors through targeted
interventions healthcare providers can promote recovery, prevent the development of long-term
disability and facilitate a faster RTW.

A key strength of the biopsychosocial model is its patient-centred approach. It actively engages
the individual in their own recovery process by helping them, in a non-judgemental way, to see

how their personal psychosocial responses may be influencing their pain, distress and functional

capacity.

Table 3 compares the 2 models.

Table 3 - Comparing the biomedical and biopsychosocial models

Aspect

Understanding
of pain

Diagnostic

approach

Mental health

Treatment
focus

Role of patient
Treatment
methods
Outcome

measures

Patient
education

Biomedical model

Pain is viewed strictly as a symptom of
physical injury or disease.

Focuses on physical exams and tests (for
example, MRIs and X-rays) to find an
anatomical or physiological cause for the
pain.

Mental health conditions can be
medicalised to provide a clinical diagnosis
separate from the worker’s physical injury

Primarily treats the physical cause of pain,
often through medication, surgery or
physical therapy. Treatments for
psychological conditions focus on symptom
management.

Patient is typically passive, receiving
treatments prescribed by healthcare
providers.

Medications, surgery and physical
treatments focused on the physical aspect
of pain.

Reduction or elimination of pain.

Often limited to information about the
physical condition and how to manage
physical symptoms.

Biopsychosocial Model

Pain is understood as a complex experience
influenced by physical, psychological and social
factors.

Incorporates physical exams and considers the
patient's psychological state and social context to
understand the pain.

Includes psychosocial assessment to identify and
address the multiple factors contributing to
combined mental health issues and physical
injuries.

Aims to address physical symptoms while also
targeting psychological and social aspects
contributing to the pain and distress.

Patient is active and engaged in their own care,
decision-making and self-management strategies.

All disciplines normalise psychosocial responses,
build insight and self-management skills to
empower the worker.

Improvement in pain management, function and
quality of life, taking into account physical,
emotional and social well-being. Reduction in
unhelpful psychosocial responses.

Comprehensive education about pain, including
how thoughts, emotions and behaviours can affect
physical health.

Many studies have shown that the biopsychosocial model leads to better health outcomes,
reduced disability and quicker RTW compared to the traditional biomedical approach. However,
there are also numerous barriers for this approach to be adopted widely in healthcare. Without a
structured approach, extra time with each patient and superior communication skills are needed.
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Ethical considerations

The ethical considerations involved in implementing psychosocial matched care in the injury
management sector are multifaceted and critical to ensuring the integrity and success of the
system.

At the core of these considerations is the need to respect the privacy and autonomy of workers.

Gathering comprehensive information about a person’s psychological state, social environment
and personal beliefs requires a foundation of trust and informed consent. Workers must be told
the reasons for collecting this information and how it will be used and understand the benefits of
a holistic approach to their recovery.

The collection of sensitive information raises valid concerns about the potential for misuse. There
is a risk that employers or other stakeholders could access and use this information for purposes
other than the worker's rehabilitation and recovery. This underscores the importance of
establishing strict protocols for information security and privacy to ensure that data is used
ethically and in the worker's best interests.

Operational considerations

Section Il of this guide provides detailed information about implementation. This section gives an
overview of the important considerations when planning for implementation.

Scale

Typically, 30 to 50% of people assessed are identified as having elevated psychosocial risk for
prolonged work disability. This means a significant proportion of those with lost time claims may
need to be offered further assessment and counselling, an important consideration for resource
planning.

Required resources and capabilities
Implementing psychosocial matched care requires specific resources and capabilities:

e A dedicated project manager to oversee implementation and ongoing operation
e Communications coaching support for case managers

e Implementation tools including checklists and workflow guides

e Reference materials mapping screening tools to injury types

e Systems for assessing and tracking case manager competency

Organisations should particularly focus on developing case managers' communication capabilities.
Experience shows that case managers need to achieve competency in motivational interactions
before delivering screening tools. This includes mastering sensitive discussions about referrals and
using appropriate language (avoiding terms like "high risk" when speaking with workers).

Availability of trained professionals

The success of this system depends heavily on having professionals trained in biopsychosocial
counselling. The current availability of such professionals and any need for additional training or
recruitment must be considered.
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Developing institutional expertise

Establishing a community of practice can be valuable for sharing knowledge, experiences and best
practices. This collaborative approach can help organisations navigate challenges and refine their
implementation strategies over time.

System architecture

The existing architecture of workers' compensation systems may not easily accommodate the
integration of psychosocial data collection and management. Assessing the current capabilities
and potential need for system modifications is an important early step.

Case manager constraints

High caseloads and existing procedural guidelines may limit case managers' capacity to adopt new
approaches. How to create the time and flexibility needed for case managers to effectively
implement the new system must be considered. Psychosocial case management training will
incentivise procedural change.

Data collection and management

The transition to a biopsychosocial approach requires the evaluation of existing data collection
frameworks. How to efficiently collect, store and use psychosocial data in the current
technological infrastructure must be considered.

Balancing innovation and current obligations

Implementing a new approach while maintaining effective management under the current system
can be challenging. Organisations need to consider how to balance these competing demands,
possibly through pilot programs or phased implementation.

Provision of psychosocial counselling

Successful implementation of psychosocial matched care depends on having an adequate
workforce trained in providing psychosocial counselling aimed at helping injured workers to
manage the various contributors to their injury-related concerns. While there is overlap with
other counselling and supportive approaches, psychosocial counselling for injury-related problems
(like persisting and troubling pain) is a distinct field requiring specific expertise. It is based on clear
identification of psychosocial barriers and risks to recovery, with interventions that are targeted,
practical and tailored to these barriers.

Provider types

A broad range of healthcare professionals can deliver psychosocial counselling with appropriate
training and accreditation. These include:

e Psychologists and counsellors

e General practitioners

e Physiotherapists

e Occupational Therapists

e Rehabilitation Counsellors

e Other allied health professionals

Service delivery models vary. Some providers specialise exclusively in psychosocial counselling,
while others integrate it into their existing practice. Both large rehabilitation providers and smaller
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practices may offer these services through appropriately trained staff. But it is critical that all
those involved in working with injured workers are able to work in an interdisciplinary and
collaborative manner.

Provider arrangements

Effective implementation requires clear service arrangements between insurers and providers.
Key considerations include:

e Formal service agreements outlining expectations for psychosocial counselling

e Established communication channels and referral systems

e Automated processes where possible to ensure consistency

e Collaborative partnerships that allow for program refinement

e Regular evaluation of effectiveness using pre- and post-intervention measures (such as
OMPSQ-SF)

Training and accreditation and quality assurance
While formal accreditation systems are still developing, providers should demonstrate:

e Understanding of the psychosocial matched care framework
e Focus on present-focused, solution-oriented interventions

e Adherence to the recommended model of up to six sessions
e Completion of relevant training

While accreditation is determined by policymakers, some comments based on evidence and
experience are in order. Accreditation ensures providers understand how their work aligns with
the overall psychosocial matched care approach, particularly its focus on present-oriented
solutions and the targeted intervention of up to six sessions.

While training options have been limited, two major programs are expected to be available in the
months after this report is released.

Through federal government funding, Professor Michael Nicholas has led a national consortium of
researchers and practitioners in the development of online healthcare provider training in the
skills needed for delivering a biopsychosocial approach to helping people in pain reduce the
impact of pain on their lives. Although developed under the national chronic pain management
initiative, the principles and training are directly applicable to personal injury cases and all
healthcare professionals dealing with people experiencing painful injuries should be encouraged
to undertake it.

The course goes under the name of OPEN (Online Pain Education Network). It uses case
examples and covers a range of key skills aimed at enhancing functional outcomes in those being
treated. The skills include conducting a biopsychosocial assessment of a person in pain, effective
communication skills with people in pain, interdisciplinary teamwork, combining self-
management and pain medication, and teaching practical pain self-management skills. As the
course is online, it can be completed at the convenience of each participant over several weeks.
In total, the course comprises 15 modules, each taking approximately 60-90 minutes to complete.
Participants must practice the skills learned in each module between sessions, with a minimum of
15 hours required to complete the course. The course will offer two types of certifications: one
for course completion and another for competency assessment. The competency assessment will
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require participants to demonstrate their skills in a practical setting. OPEN will be launched in July
2025 at the NSW Parliament during National Pain Week.

The Australian Society of Rehabilitation Counsellors (ASORC) has developed an online
Biopsychosocial Rehabilitation course for rehabilitation counsellors and other professionals.
Developed by Dr Pam Garton the 7-hour micro-credential course comprises 4 modules plus a
learning assessment and interactive workshop, to upskill practitioners to integrate structured
biopsychosocial rehabilitation including assessment and coaching into their service delivery.

Data collection and evaluation
Despite IT challenges, we strongly recommend:

e Systematic capture of psychosocial screening data

e Recording of pre- and post-intervention measures

e Specific item numbers for psychosocial counselling services
e Regular evaluation of program effectiveness and value

This approach represents high-value healthcare but requires robust implementation to maintain
quality and prevent drift into low-value interventions.

Ideally in the longer term we will have similar measures used by different providers, which will
enable comparison of effectiveness. As an example, pre-post short form Orebro scores provide a
very useful measure of counselling's effectiveness. This can be further enhanced by broader
review of additional psychosocial assessment tools.

Validated psychosocial questionnaires should be used in the initial assessment of injured workers,
evaluation of the outcomes of interventions delivered, and in monitoring of effectiveness as well
as monitoring of efficiency. As an example, lowering the OMPSQ-SF score to below the risk rating
level of 50/100 is a positive result, whereas minimal or no change in the score suggests the
approach has not been effective.

Several service providers have developed evidence-based approaches to psychosocial matched
care. Case studies of these implementations are provided in Section V, highlighting different
delivery models, integration approaches, and outcome measurements

Mental health claims and psychosocial matched care

The principles of psychosocial matched care can be applied to primary mental health claims,
though the evidence base is still developing. While peer-reviewed research is limited compared to
physical injury claims, early interventions and tailored support show promise in improving
outcomes for workers with mental health conditions.

The fundamental elements remain the same:

e Early intervention

e Initial screening and assessment
e Targeted counselling

e Workplace support

e Regular monitoring

While controlled studies are limited, early implementations show encouraging results. The
Australia Post psychosocial matched care approach adapted for mental health claims has had
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promising results. Further details are provided in the Australia Post mental health case study. A
program specifically targeted for those with psychological conditions has also shown benefits from
this approach. This is outlined in the case study of the Abilita screening tool and matched care
approach.

Research program and long-term considerations

Psychosocial matched care is a relatively new approach in the field of work injury management.
This guide primarily focuses on the highest quality evidence available. However, the available grey
literature also suggests that this system can be effective, although the implementation strategies
may vary.

Importantly, a 2017 systematic review of medium and high-quality studies of workplace-based
RTW interventions, work disability management interventions for workers with musculoskeletal
and pain-related conditions and mental health conditions[14] found that optimal outcomes were
found when three main aspects of workplace injuries were addressed simultaneously: (1) the
appropriateness of health care interventions (2) appropriate workplace responses, and (3)
effective case coordination to ensure that all categories were monitored and kept on track.

The case studies at the end of this report provide insight into the range of methodologies that
have been employed.

In addition to the controlled studies described earlier, programs evaluated through internal
organisation review and data also support the effectiveness of psychosocial matched care for
injured workers at high risk of delayed recovery.

A key lesson from studies presented here is that close monitoring and coordination of the
different parts of these multi-faceted interventions must be built into the system to ensure the
agreed management protocol is adhered to. There will always be a tendency for drift from the
protocol and this needs to be monitored and corrected as soon as possible to minimise the
chances of things returning to older and less effective practices. A number of steps can assist with
this and these are outlined later.

The need for evaluation

Given the substantial size of this initiative, it is essential to evaluate the effectiveness and cost-
effectiveness of psychosocial matched care over the next 5 to 10 years as it is implemented more
broadly. Well-executed pilot programs with a strong focus on implementation can be effective, but
scaling them up can lead to reduced effectiveness, especially if there is drift from the proven
protocols.

Having established the importance of biopsychosocial management in workers' compensation and
explored the key considerations for implementation, the next section looks at how these
principles can be practically applied.
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Il. The 3-step system: Triage, assessment and matched
intervention

This section now focuses on how to apply this model in practice through screening, assessment,
and intervention strategies.

Clarifying key concepts: screening, triage, and assessment

The 3-step system of psychosocial matched care follows a structured process to identify and
address psychosocial risk factors. However, terms like screening, triage, and assessment are
sometimes confused.

Table 4 below clarifies these steps before we explore their implementation in detail.

Table 4 - Screening vs. triage vs. assessment

Process

Screening

Triage

Psychosocial
assessment

Purpose

Quick initial check to
identify potential
psychosocial risks.

Sorting process to
determine who needs
further assessment or
intervention.

In-depth evaluation of
the worker’s specific
barriers to recovery.

Who It Applies To?

All injured workers
within first 1-2 weeks
of claim.

Workers classified as
“elevated risk” in
screening.

Only workers at
“elevated risk” who
require further
support.

Screening to identify those at elevated risk

What is screening in healthcare?

Tools Used

Short-form tools (e.g.,
OMPSQ-SF, AB-5).

Screening scores + case
manager decision-
making.

Questionnaire tools
(e.g., DASS-21, ARI,
PSEQ, Workplace
Perceptions Survey).

Outcome

Classifies worker as
“low risk” or “elevated
risk” for delayed
recovery.

Decision: Proceed to
full psychosocial
assessment OR no
further action needed.

Identifies barriers and
determines the
matched care
intervention.

Screening is common in healthcare. It refers to the process of identifying potential indicators of
conditions where the condition or disease is not apparent AND is amenable to treatment. A
positive response to screening should be followed by confirmatory investigation and treatment if

indicated.

Though early detection the condition can be managed and thus screening can help prevent
problems from developing in the first place or can reduce the burden of a disease or condition.
Many screening tools are available for cancer and other diseases — for example, mammograms,
routine blood pressure measurements and pre-natal screening.

Psychosocial screening in work injury management

Psychosocial screening in injury management is a proactive process that aims to identify workers
who, following an injury, may face challenges in their recovery due to psychosocial factors. By
identifying the presence of these factors before they are readily apparent, early screening seeks to
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identify individuals who are at risk of prolonged recovery times and will benefit from early
targeted intervention to modify the risk factors.

In work injury management, this system of care involves the use of structured, user-friendly
questionnaires that probe the injured worker's thoughts and feelings about their injury, recovery
expectations and fears or concerns that may hinder their return to work. The screening results
allow triaging? into levels of risk, followed by appropriate investigation to confirm the presence of
known risk factors.

Important elements of screening tool

There are many important elements that are needed for a screening tool to be effective:

It needs to ask about relevant psychosocial constructs — such as beliefs, fears,
expectations, concerns and behaviours known to be predictive of delayed recovery from
injury and that are amenable to change.

It needs to be sensitive® and reliably capture a broad spectrum of psychosocial factors
that might affect recovery. Reasonably high sensitivity ensures that the tools are more
likely to over-include than to exclude potential cases of prolonged disability.

The questionnaire should be scored in a way that triage to the next step is as simple as
possible (e.g., using a cut-off score for high vs low risk

Screening questionnaires should be as brief as possible to avoid being an unreasonable
burden to the respondent. But if too brief they may miss important information by not
asking for it. It is essential that a screening questionnaire has been adequately tested in
practice and its psychometric properties (reliability and validity) established in
populations relevant to its intended use (e.g., injured workers).

Screening questionnaires should be formatted so they can be easily used in different
settings. While many people can complete questionnaires online, a telephone option or
hard copy version should be available so that people with low literacy or language
problems can be guided in their responses by a trained administrator.

Screening tools

Several psychosocial screening tools are available to identify individuals at risk of poor recovery
and delayed RTW due to psychosocial factors. Here are some examples, but there are many other

options.

The OMPSQ-SF is considered the gold standard. It consists of 10 items that assess pain,
fear avoidance, mood and work expectations. Site of injury or pain is not important so it
has widespread applicability.

The AB-5 tool predicts risk rating using five questions and was developed to meet key
characteristics required for a triage screening tool.

2 Triage is a process used in medical settings to quickly assess and categorise people into different levels of
need or urgency, timing the care to maximise the benefits of treatment.

3 Sensitivity in this context refers to a test's ability to correctly identify those individuals who do have the
condition being tested for. It measures how well the test detects actual cases, ensuring that few cases are

missed.
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e The STarT Back Screening Tool is a 9-item scale specifically designed for people with low
back pain.
e The Yellow Flag Questionnaire is a conversational tool to identify barriers

These tools vary in length, applicability and validation but all aim to triage patients into risk
categories (e.g., high/low, or high/medium/low) for targeted interventions.

The short form OMPSQ-SF (10 questions) has strong evidence as a good predictor of work
disability. Multiple studies have found this tool is effective when applied in the workplace for early
screening. It can be administered to an injured worker by a trained case manager, health
professional or RTW coordinator, either by phone or in-person. Online administration is also
feasible and practical.

Alternatively, a briefer evidence-based triage tool may be more appropriate in the early claim
management context. These tools include high-level psychosocial risk queries such as capacity to
manage activities of daily living, ability to cope and work expectations. High-level questions are
easier and more acceptable for non-health personnel to discuss with new claimants. Examples of
such tools are the ‘How are you Coping Gauge’ and Abilita AB-5 tool.[5] More information on
screening tools is included in the accompanying Supporting Implementation Resources.

Bespoke screening tools

Some insurers have developed or are developing bespoke psychosocial screening tools for use in
their claims management processes.

lin a psychosocial matched-care model a fundamental need is to identify all of those at elevated
risk. Missing a proportion means some will remain at elevated risk with unmet needs, delayed
recovery, and higher claim costs. Bespoke tools are best measured against the performance of
the OMPSQ-SF, at present the gold standard for screening.

Where a bespoke scale yields narrower capture, review of at least six months of claims data will
help determine that the “low-risk” group indeed experiences timely, durable return to work.

It is also important for the developers of new scales to evaluate psychometric properties (e.g.,
reliability and validity), especially whether the scores obtained predict lost time from work and
identify potentially modifiable risk factors.

Considering sensitivity in screening

Tools with high sensitivity identify a greater proportion of people who might benefit from early
intervention. The OMPSQ-SF typically identifies 40-50% of claimants as requiring additional
support, which aligns with research on the prevalence of addressable psychosocial barriers in
injury recovery. This approach ensures more individuals who could benefit from targeted support
receive it early, which evidence shows leads to better long-term outcomes. Some bespoke tools
identify a smaller percentage of claimants as high risk which may risk reduced system
effectiveness. Evaluation is therefore important.

These bespoke tools may integrate with the claims operation system and provide clear direction
to case managers on the next steps.

When evaluating screening tools, organisations might consider:

1. Validation against established measures: Bespoke tools can be compared with the
OMPSQ-SF or other established measures to assess their predictive accuracy for delayed
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recovery and return to work. Validation can occur via an analysis of claims data at e.g. 6
months, to confirm the tool’s predictive ability.

2. Risk stratification thresholds: Different tools identify different proportions of claimants as
high risk. This has implications for resource allocation and intervention costs.

3. Dual functionality: Some bespoke tools are designed not only to identify risk but also to
provide immediate direction to case managers on appropriate next steps. This can
enhance implementation by linking assessment directly to action.

4. Contextual relevance: Bespoke tools may incorporate elements specific to the
organisation's context, claim types, or client demographics, potentially improving
relevance.

5. System integration: Custom-developed tools often offer better integration with existing
claims systems, supporting streamlined workflows.

The development and implementation of screening tools is a work in progress. Comparing
different approaches through systematic evaluation can contribute to our understanding of the
most effective methods for identifying those who would benefit from early intervention. This
evaluation can include consideration of both short-term resource implications and long-term
outcomes.

When to do screening
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Studies show that risk factors for poor outcomes can be identified within days of the injury.
Psychosocial screening should ideally be conducted as early as possible in the first 2 weeks after
injury.

While the optimal timing may vary depending on scheme requirements, insurer policies, and
regulatory constraints, the emerging evidence suggests that early psychosocial screening—
including before formal claim determination—improves engagement and effectiveness.

There should be a low threshold for repeating the screening if progress has stalled, even with
initial low risk results. Psychosocial barriers can develop over time even if not present at the
outset. Some organisations complete screening every 3 months if a situation is more complex or
the worker remains off work. Using the scale after treatment can help to determine if the
treatment was effective in modifying the psychosocial risk factors.[7]

Who should be screened?

There is a trade-off between identifying those who are likely to benefit from extra support and the
time and resources devoted to screening. Options include:
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1. Screening everyone who lodges a claim, including those who have time off work and those
claiming for medical costs only. This would maximise the chances of identifying high risk cases
before they become a problem.

2. Screening all those who have lost any time from work. This would also be useful, even if
less comprehensive than option 1.

3. Screening those who have had a specific time off work, e.g. 1-2 weeks off work.

With increasing automation and integration with claims systems, greater numbers can be
screened with minimal extra resources.

Manual processes, e.g. phone interview to complete the screening questionnaire require extra
resources and may tip the balance toward screening only those who have lost time from work.

Introducing the screening tool
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Whichever tool is used, the process will need to adhere to a protocol designed to engender the
worker’s trust.

If the questions are to be asked by claims personnel, an introductory script should be prepared for
this purpose and guidelines provided to enhance the likelihood of the worker providing honest
and independent responses.

If questions are asked in a digital communication application, the introductory text or voice should
offer a trust-engendering explanation.

When done well with an appropriate introduction, workers report satisfaction with being asked
psychosocial questions. Here is one good example of a case manager talking about the screening
step:

‘In addition to the other information for your claim, we also want to make sure that we
understand your situation so that we can make sure you get the services you need. To do
this we need to make sure we understand how your injury is affecting you and any
concerns you may have. This questionnaire is designed to help us understand your
situation.’

As with any questionnaire, the worker should be told that there are no right or wrong answers.

‘There are no right or wrong answers, we just want your views about your injury and its
effects on you’.
Triaging based on the results of screening

Triage is the decision-making step between screening and full assessment. If a worker scores in
the ‘elevated risk’ range during screening, triage determines that they require a full psychosocial
assessment.
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Screening tools are not designed to provide a comprehensive understanding of biopsychosocial
barriers. They are designed to identify those who need a more thorough assessment. Research
that has used screening tools to only provide extra generic (general) support to those identified as
high-risk has shown this approach to be unsuccessful.

Screening tools may provide a numerical result (for example, 7/10) or a category result (for
example, low/medium/high risk). High-scoring individual items should also be made available to
whoever is responsible for managing the screening process.

For systems

While individual results are useful for individual cases, accumulated triage digital data can also
contribute to system understanding and continuous system improvements.

Understanding triage data at an organisation and scheme level can assist schemes in these ways:

e While psychosocial barriers have been recognised for decades, understanding the results
of screening at a population level contributes to our understanding of how we can
improve work injury schemes.

e This helps to identify the extent of psychosocial barriers, the support and systems needed
to undertake routine assessments and the scale of the workforce needed to provide
appropriate care.

e Baseline results can be compared to post-intervention follow-up measurements. This
allows organisations and schemes to compare the effectiveness of treatment options,
providers, the number and frequency of treatments and to analyse innovative approaches
— for example, psychosocial counselling apps.

How can screening questionnaires be implemented?

Technology offers streamlined options for screening and triage. Questionnaires can be completed
online when a claim is lodged, through a digital link or an app, by phone through the case
manager, rehabilitation provider or counsellor or by a hard paper version.

Digital options require the development of software and integration with existing systems.
Current options include:

e During claim lodgement. For example, one private insurer asks 4 questions during online
claim lodgement using a video animation. The results have been validated using
subsequent claims data. The automated system has been implemented to score the
results and offer an automatic referral for those at elevated risk.

e Through a link. A major public insurer sends claimants a link to the OMPSQ-SF. Once
completed, the questionnaire is scored and the results are automatically included in the
worker’s case file and the insurer’s database for analysis.

e By phone. In the public hospital and Australia Post interventions, case or rehabilitation
managers completed the OMPSQ-SF in a phone call with the person who had lodged the
claim.

Next steps

Those identified as having elevated risk through the screening tool and the triage process require
the next step — an in-depth assessment of their psychosocial barriers.
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Each organisation needs an early psychosocial referral pathway that ensures that those identified
as having elevated risk in the triage process progress rapidly to a comprehensive assessment.

How this occurs will depend on the organisation’s approach to triage. Ideally, the referral process
should be as streamlined as possible. The triage process may automatically trigger a referral for a
comprehensive assessment. In more manual setups, the role of the case manager is pivotal in
navigating the referral process.

Psychosocial assessment of an individual’s barriers

Psychosocial assessment is conducted only for workers who have been triaged as needing
additional evaluation. Unlike screening, which is a broad initial filter, assessment involves detailed
clinical tools, structured interviews, and discussions with the worker.

Psychosocial assessment goes beyond the initial triage to explore the depth of issues affecting a
person’s ability to recover and return to work. Psychosocial assessment requires a rich
understanding of the field and effective communication skills. Experienced and trained case
managers may be capable of completing an assessment, though in general this is best undertaken
by a trained health professional.

As noted above, providing generic interventions based only on screening tools has not been
successful. Instead, more specific, or targeted, interventions are recommended and these should
be based on the psychosocial assessment. Overcoming psychosocial barriers requires a nuanced
and fuller understanding of the particular barriers affecting the individual.

Depending on the assessment findings, the involvement of the workplace and other treatment
providers is likely to be required. For example, if the worker’s heightened anxiety about their
injury is related to a perceived unsupportive workplace, this should be addressed and that will
require input from the workplace.

For best results, psychosocial assessments should be conducted by trained professionals who
employ a 2-pronged approach. They should be able to:

e administer additional self-report questionnaires to gather pertinent information, as
deemed necessary

e follow up with an in-depth discussion about the results and any additional information
provided by the worker.

This combination of objective data and personalised dialogue supports a sound initial
understanding of the worker’s psychosocial barriers to recovery. It also enhances the chances of
the worker feeling they are being listened to and taken seriously.

The responses to self-report questionnaires also enable biopsychosocial counsellors to undertake
more efficient initial interviews.

31



Advantage of self-report questionnaires

The use of self-report questionnaires confers several advantages.

Self-report questionnaires facilitate independent responses from workers, reducing the
potential biases that can occur through conversations.

By allowing workers to articulate their experiences and perceptions directly,
questionnaires can uncover the psychosocial barriers that might not be readily observable
through other means.

The structured format of these questionnaires, often employing Likert scales, enables the
impact of various factors on the worker's recovery to be quantified. This quantification is
used for baseline measurement AND enables an evaluation of changes post-intervention.
This provides a tangible means to assess the effectiveness of interventions over time.

Further, when workers personally complete these questionnaires they take ownership of
their responses. This sense of ownership is pivotal during the discussion of results as it
fosters greater openness to understanding the impact of their psychosocial factors and
enhances their receptivity to learning self-management skills.

Responses to questionnaires can be calculated by software to collate them into
biopsychosocial domains, thereby enhancing insight into individual psychosocial barriers.

Table 5 includes an example of evidence-based biopsychosocial domains .[5]

Table 5 - Psychosocial domains

Domain Summary of each domain

Pain Person’s perception of the interference of pain in their life.
Function Perceived function and recovery expectations

Emotions Level and locus of psychological distress..

Coping Preferred coping approach (active or passive)

Confidence Self-efficacy, optimism and self-confidence

Work perceptions | Perception of capacity to safely do usual work.

Key elements of psychosocial assessment

Several psychosocial barriers need to be addressed.

Perceptions about the injury
This includes the persons’ perceptions of their:

Pain ratings (when applicable)
Functional incapacity
Recovery expectations
Emotional distress

Coping preferences
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o Self-efficacy

Perceptions about the workplace
This includes the worker’s:
e beliefs about their capacity to manage current duties
e satisfaction with work
e jobdemands
e job control
e support from managers
e support from work colleagues
e workplace relationships
e experience of being consulted about change.

This information will guide the conversations the RTW Coordinator or Rehabilitation Consultant
will have with the person about work and work duties.

Other perceptions

The psychosocial assessment should also include the person’s perceptions about:
e family and friend support
e substance dependency
e community involvement.

Useful questionnaires to aid psychosocial assessment

Choosing appropriate instruments for a comprehensive psychosocial assessment is important —
well-established, valid and reliable tools are preferred.

If organisations develop in-house instruments, there is a need to substantiate their efficacy and
psychometric properties before granting them preferred status. The selected questionnaires
should cover psychosocial domains that impact recovery and RTW — such as passive coping, low
pain self-efficacy and unhelpful work perceptions. For many of the domains (such as fear of
movement) multiple assessment questionnaires can be used.

There are many validated tools available. Widely used assessment tools include:

e Depression, Anxiety, Stress Score (DASS21): Measures symptoms of depression, anxiety
and stress.

e Orebro Musculoskeletal Pain Screening Questionnaire (full) if OMPSQ-SF has not already
been employed as triage screening tool.

e Brief Pain Inventory (BPI): Assesses pain severity and interference with daily activities.

e Pain Self-Efficacy Questionnaire (PSEQ): Evaluates a person’s confidence in performing
activities despite pain.

e Pain Catastrophising Scale (PCS): Assesses the extent of catastrophic (or distressing)
thinking related to pain.

e Tampa Scale for Kinesiophobia (TSK): Measures fear of movement or (re)injury.

e Fear-Avoidance Beliefs Questionnaire (FABQ): Quantifies beliefs about the effect of
physical activity and work on pain.
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e Abilita Rehabilitation Index (ARI.MSI & ARI.PI): comprehensive questionnaire reporting
results in biopsychosocial domains to guide intervention.*

These tools provide valuable insights into the psychosocial factors influencing an individual's pain
experience, disability level and potential barriers to recovery and RTW.

Assessment after service delivery

Repeating self-report questionnaires after counselling measures changes in psychosocial
responses and shows whether risk factors have improved. When designing data collection
systems, it's important to plan for the ability to easily include and view repeated results of the
tools. While implementing such a system is relatively simple it must be planned for in the initial
design phase.

Accumulated pre- and post-assessment data contributes to process analysis and continuous
system improvement. They can be used to monitor the effectiveness of interventions targeting
these factors and enable comparison of biopsychosocial counselling across systems and providers.

Two examples illustrate the opportunity to evaluate the impact of biopsychosocial counselling:

e Areport from a comprehensive questionnaire on a person before and after a psychosocial
matched care approach, delivered by a rehabilitation provider, shown in Figure 2.

e Average of results in a large workplace intervention, pre and post counselling shown in
Figure 3.

Both charts show improvements in psychosocial barriers following psychosocial counselling.
Figure 2 shows improvement across six out of the seven psychosocial domains. Figure 3 shows
the results of the OMPSQ-SF and more in-depth psychosocial questionnaires. Importantly, the
average OMPSQ-SF has reduced from 61 to 40, meaning the average person has moved to the low
risk group with the intervention.
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Figure 2 - Individual's pre post counselling results[15]
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Figure 3 - Average results workplace intervention pre post counselling[10]
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service.

If the case was referred to an external provider for assessment, that provider will most likely also
develop the care plan and provide the biopsychosocial intervention, but it must be clearly linked
to the initial biopsychosocial assessment findings described earlier.

Matched care interventions to address the identified psychosocial barriers
In this section we outline the 3-step system of psychosocial matched care. This section focuses on
how the third step—matched care interventions.
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Once a worker’s specific psychosocial barriers are identified through screening and assessment,
interventions should be tailored to their needs. The key elements of matched care include:

e Biopsychosocial counselling (for managing distress, recovery fears, and self-efficacy).
e Workplace support (addressing RTW challenges, employer engagement).
e Maedical coordination (ensuring a collaborative approach between healthcare providers).

The success of matched care relies on a structured but flexible approach, ensuring interventions
are implemented early and adjusted as needed.

Psychosocial matched care systems are part of a broader movement towards personalised or
‘precision” medicine, which emphasises the customisation of healthcare so that decisions,
practices and products are tailored to the individual patient. This approach aims to improve
outcomes by providing more specific treatments and increase efficiency within healthcare systems
by avoiding less effective, generalised treatments.

Implementing matched care effectively requires a robust understanding of the different
interventions that are available and their suitability for different people.

A different approach

Matched care moves away from the commonly used methods, including:

e ‘Wait and see’. Also referred to as ‘watchful waiting’, this is when healthcare providers or
case managers opt not to proceed immediately with intervening for a condition, but to
observe what happens to the person over time. This risks delay in dealing with risk factors
which can be harder to change later.

e Stepped care. Stepped care is a sequential model for treatment — the least intensive
interventions are used first and if there is a lack of improvement then treatment will
gradually progress to more intensive treatments. This also risks delays and is not based on
a comprehensive biopsychosocial assessment. It is more commonly thought of a ‘trial and
error’ approach.

In some situations, these approaches may be useful. But in work injury management identifying
and overcoming barriers early is vital. There are inherent delays that arise from trialling
treatments before progressing to the next step and then repeating this cycle. It can increase
frustration and reduce confidence in the healthcare process. Further, for psychosocial
management, the longer barriers are in place the harder they become to overcome.

The elements of matched care
In the available research, matched care has incorporated 3 elements:

1. Individual psychosocial counselling
2. Extra workplace support
3. Extra healthcare support

It is possible that barriers to recovery and RTW can be overcome by only addressing one or 2 of
these options as indicated in an individual case. However, systematic reviews of influencing factors
have indicated that support across the domains of case management, workplace and healthcare is
the most effective approach to improve these outcomes.[14]

36



Biopsychosocial counselling

Biopsychosocial counselling is a supportive intervention that aims to facilitate a person’s ability to
deal with their situation, noting the interplay between thoughts, emotions, behaviours and the
social environment have an important influence particularly in challenging scenarios.

Biopsychosocial counselling may be provided by psychologists, counsellors, rehabilitation
counsellors, OTs, physiotherapists, nurses, GPs and others — provided they have completed
appropriate training in biopsychosocial counselling and behaviour change therapies.

Those who provide psychosocial matched care may deliver this in addition to their traditional
services, as in-person sessions or online calls.

The biopsychosocial model recognises that a person’s psychosocial responses generate
neurobiological processes that increase pain, distress and disability. By identifying personal
psychosocial responses in each case, tailored education and self-help coaching (or training) can
reduce the impact of those neurobiological processes.

That understanding occurs when the person is taught that pain and distress are ‘whole of body’
responses controlled by our brain and that what we do, think and feel will dampen or enhance
that pain or distress.

This ‘bio’ aspect of biopsychosocial counselling is just as important for people experiencing
psychological distress as it is for those dealing with physical pain.

Addressing key biopsychosocial factors

Counsellors addressing psychosocial issues use the assessment results to engage the worker and
develop a collaborative counselling plan. They explain biopsychosocial interactions to help build
motivation for self-management.

The counselling addresses a range of common psychosocial barriers:

e Coping abilities: Counsellors help workers gain insight into their coping mechanisms and
teach techniques like problem-solving, stress management, mindfulness and cognitive
behavioural therapy to develop more effective strategies.

e Fear of re-injury: Cognitive-behavioural techniques and activity pacing are used to reduce
avoidance behaviours and promote active engagement in rehabilitation.

e Pain understanding: Explaining pain helps workers develop a more balanced
understanding and challenge catastrophic thoughts.

e Stress and anxiety: Strategies like relaxation, mindfulness and problem-solving are
provided to manage stress related to injury and the compensation system.

e Depression: Supportive counselling aims to enhance mood and motivation for recovery.
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e Work-related beliefs: Counsellors address self-efficacy, perceptions of workplace support
and return to work readiness.

e Workplace issues: Workers are assisted to communicate effectively about their needs,
advocate for accommodations and manage relationships with colleagues and supervisors.

e Social support: Counselling aims to enhance support networks and communication skills.

Throughout the process, counsellors provide encouragement and validation to build the worker's
confidence in their ability to cope with challenges and return to work successfully. The overall goal
is to empower workers with the skills and mindset needed for recovery and sustainable return to
work.

Important considerations
Frequency and duration

Psychosocial interventions should be initiated as early as possible, ideally within the first few
weeks post-injury, to prevent unhelpful beliefs and behaviours from becoming entrenched.

Counselling sessions may vary in duration and frequency. The average number of sessions in the
major successful studies has been 5 sessions. Key protocols have set a limit of 6 sessions with the
need for approval for further sessions.

Providers

As noted above, counselling is best delivered by health or rehabilitation professionals trained in
biopsychosocial counselling. This ensures they have a comprehensive understanding of the
biological processes triggered by psychosocial responses and can manage pain, distress and
disability effectively.

Providers may be engaged directly by the worker's employer, the employer's insurer or can be an
external service provider to ensure flexibility in service delivery.

Outcome measurement

As discussed above, reassessment post-intervention is vital for measuring changes in the
psychosocial profile and determining the effectiveness of the counselling. This data should
contribute to a central database to inform ongoing policy and practice refinement.

Workplace support in matched care
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Workplace support plays a vital role in achieving successful RTW outcomes. Interventions often
involve collaboration with RTW coordinators and employers to identify and address workplace
barriers, make necessary modifications and provide appropriate accommodations.
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RTW Coordinators can effectively support high-risk workers in the matched care framework by:

e scheduling a meeting with the injured worker in the first week after the reported injury, or
as soon as practically possible, to discuss any workplace barriers.

e communicating with the counsellor (with the worker’s permission) to identify areas where
they can assist in facilitating an early RTW to match the worker’s work readiness.

e engaging in open communication with the worker's treating doctor and their supervisor to
proactively identify and address any issues or workplace obstacles. Education of and
ongoing support for the person’s supervisor also helps address workplace barriers.

By integrating psychosocial matched care into their RTW programs, employers address
psychosocial risk promptly by providing tailored support and workplace adjustments.

This approach also ensures that the workplace complies with psychosocial hazards legislation
being rolled out around Australia, which requires employers to proactively identify and manage
psychosocial risks in the workplace — such as job demands, low job control and poor support— to
prevent psychosocial hazards and psychological harm.

Healthcare support in matched care

Use of Injury Management Consultants (IMCs)

Use of IMCs was the healthcare support option implemented in the WISE study. While formal use
of IMCs is localised to NSW, specialist consultations with the treating GP can be arranged in other
jurisdictions. Healthcare support has two main objectives:

e Ensure the treating GP is engaged in discussions about safe RTW and appropriate duties
e Discuss and agree on evidence based healthcare support.

Information from the specialist’s IMC assessment is communicated to the treating doctor, case
manager, RTW Coordinator and biopsychosocial counsellor to maximise coordination of care.

Use of case conferences with the treating doctor or practitioner

In the Early Matched Care at Australia Post (EMCAP) study, extra healthcare support was provided
through case conferences with the treating doctor. This model had these facets:

e Following the first counselling session, a case conference involving the GP, Workplace
Rehabilitation Provider (WRP), injured worker and counsellor was arranged to support
evidence-based healthcare and appropriate discussion about work activities.

e Information from the case conference included written reports that were sent to the case
manager who, with the worker’s permission, shared them with the RTW Coordinator and
the counsellor to enable a coordinated care approach.

e Australia Post’s rehabilitation team identified extra supports through their direct
conversations with workers. Services that treating healthcare providers may have had
difficulty accessing through workers’ compensation claims were offered if they were likely
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to help the worker. For example, involving a dietician in an overweight person with knee
osteoarthritis or prehabilitation.®

Australia Post has indicated that early supportive care was well received by GPs and there were
few difficulties in arranging and completing their early intervention case conferences.

* %

Implementing the 3-step system of psychosocial matched care requires planning, coordination
and ongoing management.

The next section explores key aspects of implementation to ensure fidelity to the system and
maximal effectiveness.

5> Prehabilitation services prepare patients for upcoming surgery. These programs typically include tailored
exercises, nutrition advice, and education about the procedure and recovery. By improving patients' physical
and mental readiness, prehabilitation aims to enhance post-surgery outcomes and speed up recovery times.
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lll. Implementation
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Early psychosocial triage and matched care system can be seen as a modular system that needs
planning, coordination and execution across various levels of an organisation and its external
partners.

Each organisation should develop a protocol with a detailed plan of action that outlines specific
procedures, rules, and guidelines to be followed in implementing the system of work. The
protocol should provide clear instructions for all those involved in the process, including case
managers, RTW Coordinators, psychosocial matched care providers and team leaders.

The importance of adhering to the established protocol is emphasised. When individuals deviate
from the protocol, the effectiveness of the system is compromised. While the psychosocial
matched care system is designed to be straightforward to implement, its success relies heavily on
consistent application and adherence to the agreed protocol. It should be expected that ongoing
monitoring and continuous improvement is a necessary part of implementation.

This section aims to guide you through the key aspects of implementation such as training and
engagement, technology integration, data management and continuous improvement strategies.
It addresses common implementation barriers and offers ways to prevent or overcome them.

Planning for implementation

Known implementation barriers

Implementing a psychosocial matched care protocol can present several challenges. It is beneficial
to consider these from the outset. Barriers to change include:

Resistance to change

Case managers, healthcare providers and other stakeholders who are accustomed to traditional
approaches may be resistant to change when a new system is introduced. Behaviour change is
slow. There may be expectations that change will happen quickly and outcomes achieved in short
time frames.
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Insufficient understanding of the psychosocial matched care system

When case managers see this system as extra work in a time-poor environment and do not
understand its value, take-up is likely to be patchy.

There needs to be an acceptance of a small initial increase in claims costs.

Psychosocial matched care requires additional resources to build capacity and capability and this
needs to be factored in for workplace resourcing.

Lack of integration with existing systems

The new system may not be aligned with KPIs for case managers and others, may not align with
the fee structure for providers or clash with the organisation’s other systems.

Workload management

At first using a new system will be slower and more challenging than familiar methods and failure
to account for this is a barrier to successful implementation.

Ensuring fidelity to the model

Consistency and adherence to evidence-based practices and the protocol can be lost over time,
especially with high staff turnover or competing priorities.

Aligning individual KPIs

Performance metrics for staff may not align with the new way of working, meaning staff are less
likely to change their operations.

Piloting and/or staged implementation

Most organisations benefit from a staged approach to implementation, starting with a carefully
designed pilot.

A well-structured pilot allows organisations to test and refine processes with a manageable subset
of claims while building evidence for the business case with local data. Through piloting,
organisations can identify and address implementation challenges early. They can also develop
internal champions and success stories that support broader roll-out.

Planning a pilot A successful pilot needs careful planning that covers several key elements. First,
select an appropriate subset of claims or geographic area that provides meaningful data while
remaining manageable. Resources and provider availability must be confirmed before
commencement. The pilot should also include:

e Clear success measures

e Robust data collection processes

e Evaluation methodology

e Framework for incorporating learnings

Steps beyond piloting After successful pilot completion, organisations benefit from taking a
systematic approach to broader implementation. Begin with a thorough evaluation of pilot
outcomes and refinement of processes based on learnings. Develop a comprehensive roll-out plan
that includes scaling up training and provider networks. Next, implement any required system
changes before moving to full operation.
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Critical success factors Success depends on several key elements. Strong executive sponsorship
provides essential organisational support and resources. A dedicated project manager ensures
consistent focus and coordination across all aspects of implementation. Early engagement with
providers allows time to build necessary networks and capabilities. The program should be
supported by:

e Comprehensive training program
e Clear communication strategy
e Regular evaluation and adjustment

This approach allows organisations to manage change effectively while building confidence in the
system. Pilot results can also inform resourcing requirements and implementation planning for full
roll-out.

Training, resources and stakeholder collaboration

Training for case managers in psychosocial matched care

Implementing psychosocial matched care requires structured training to ensure case managers
can confidently apply screening, triage, and referral processes in real-world claims management.
Without adequate training, inconsistent application, inconsistent decision-making and
communication challenges undermine the effectiveness of early psychosocial screening.

Case managers involved in psychosocial screening need to understand why it is in their interest to
implement this approach. They need to understand the key elements of their role in the approach
and how to maximise their effectiveness. Key elements of training include:

e Foundational training to understand the biopsychosocial model, psychosocial risk factors,
and early intervention principles.

e Practical application through supervised screening, real-case discussions, and competency
assessments.

e Ongoing skill development via quarterly refresher training, coaching, and case reviews.

RTW Coordinator training

RTW coordinators are responsible for ensuring workplace support for injured workers and working
with insurance case managers to address return-to-work (RTW) barriers effectively.

Training for RTW coordinators focuses:

e Understanding psychosocial risk factors and how they affect return to work.
e How to respond when a worker raises psychosocial concerns.

e Communicating effectively with case managers and psychologists.

e Best practices for workplace adjustments that support return to work.
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This training can typically be delivered in two sessions, covering key principles and practical
guidance.

Training for psychologists and psychosocial counsellors

Psychologists and those undertaking psychosocial counselling provide early, structured support to
workers experiencing psychosocial barriers to recovery. Unlike traditional mental health
counselling, the focus is on identifying and addressing psychosocial factors that impact work
capacity within a structured, short-term intervention model.

Training for psychologists and counsellors should ensure they can:

e Understand the psychosocial matched care framework and their role within it

e Conduct structured assessments of psychosocial barriers to recovery

e Deliver evidence-based, short-term interventions aligned with RTW goals

e Work collaboratively with case managers, RTW coordinators, and treating doctors

e Communicate effectively with insurers and workplace stakeholders to support recovery

A community of practice for implementation

Being part of a community of practice with others who are implementing psychosocial matched
care can be valuable. A community of practice provides a platform for sharing experiences,
discussing challenges, and refining best practices. It enables organisations to learn from those
further along in the process, troubleshoot issues, and adapt strategies to their own operating
environments.

Collaboration has already played a key role in shaping the evolution of psychosocial matched care.
Australia Post built on learnings from the WISE study, refining its implementation and contributing
valuable insights. A 2023 It pays to care symposium on psychosocial matched care brought
together stakeholders interested in early psychosocial intervention, fostering knowledge-sharing
across different sectors. More recently, some self-insurers have begun adapting Australia Post’s
approach, demonstrating the value of collective learning.

Establishing regular opportunities for collaboration can enhance implementation across the
industry. This may include structured forums for insurers and self-insurers, knowledge-sharing
networks for case managers and rehabilitation providers, and working groups to ensure
consistency in best practice approaches.

Ongoing participation in a community of practice helps maintain program integrity, ensuring that
implementation remains evidence-based and responsive to emerging challenges.
Integration with existing systems

Integrating the psychosocial matched care protocol with existing organisational processes,
structures and technologies ensures efficiency, reduces duplication of efforts and promotes
adoption.

A multidisciplinary team

A multidisciplinary team should endeavour to work in an interdisciplinary manner. The key feature
of interdisciplinary work is that it represents a collaboration between the different participants.
This manner of working also requires training and should not be taken as a given. There may well
be obstacles to be addressed, including possible conflicts in roles and existing processes.

Information technology
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Collaboration with IT specialists is needed for successful integration. They should focus on
incorporating psychosocial screening tools into existing claim lodgement processes and ensuring
that psychosocial data can be easily added to and accessed from case management records. This
can include collating and calculating responses into biopsychosocial domains, providing insight
(for both claimant and assessor) and guidance to the psychosocial matched care pathway. This will
require integration of evidence-based algorithms.

Developing dashboards for easy visualisation of individual and aggregate data and implementing
secure data sharing mechanisms between relevant stakeholders are also important aspects of
technology integration.

Policies
Organisational policies should be updated to:

e Reflect the principles of psychosocial matched care
e Clarify roles and responsibilities in the new system, and
e Ensure compliance with privacy and data protection regulations.

Also, mapping existing processes can help identify points where the new system can be
integrated. This may include claim lodgement and initial assessment, case management
workflows, RTW planning and monitoring and healthcare provider communication channels.

Executing the implementation

Data management and analysis

Effective data management and analysis are crucial for implementation and continuous
improvement. This section outlines key considerations for collecting, analysing and utilising data.

Importance of data collection

Systematic data collection enables organisations to monitor the effectiveness of the psychosocial
matched care system, identify areas for improvement and make data-driven decisions. It also
supports transparency and accountability in the implementation process.

Types of data to collect

e Screening results (for example, OMPSQ-SF scores)

e Intervention outcomes (for example, RTW rates and claim durations)

e Process measures (for example, time from screening to intervention)

e Stakeholder feedback (for example, worker satisfaction and case manager experiences)
e Cost-related data (for example, healthcare and total claim costs)

Data analysis techniques

e Trend analysis to track changes over time

e Comparative analysis between intervention and any control groups
e Comparative analysis of provider outcomes

e Cost-benefit analysis to assess the financial impact of the program
e Qualitative analysis of stakeholder feedback

Privacy and security considerations

Organisations should:
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e implement robust data protection measures to ensure the confidentiality and security of
sensitive health information

e Adhere to relevant data protection regulations, and

e obtain necessary consents for data collection and use.

Technology integration
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Successful integration of technology is crucial to effectively implement the psychosocial matched
care system. This involves several key aspects:

Incorporating psychosocial screening tools

IT specialists should seamlessly integrate screening tools into existing claim lodgement processes.
This may involve developing digital questionnaires or modifying current claim forms to include
psychosocial assessment elements.

Enhancing case management systems

Psychosocial data should be easily added to and accessed from case management records. This
might require modifications to existing database structures or the development of new modules
in the case management software.

Data visualisation and reporting

Dashboards for easy visualisation of individual and aggregate data are important. They should
provide at-a-glance information on key metrics such as screening results, intervention progress
and outcomes. Different views could be created for various stakeholders (for example, case
managers, supervisors and executives) to ensure relevant information is readily accessible.

Secure data-sharing mechanisms

Secure methods should be implemented for sharing relevant psychosocial data between
stakeholders. This may involve setting up secure portals or encrypted communication channels to
ensure that sensitive information is protected while still being accessible to authorised parties.

Integration with existing systems

The new psychosocial data management tools should be integrated smoothly with other
organisational systems, such as HR databases, payroll systems or occupational health and safety
platforms. This integration can provide a more comprehensive view of each worker's situation so
that cases can be managed more effectively.

Automated alerts and reminders

Automated systems can flag high-risk cases, remind case managers of follow-up actions or alert
relevant parties when certain thresholds or milestones are reached.
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Training and support

Training on new technological tools and ongoing technical support will ensure that all users can
effectively use the systems.

Monitoring and improving the protocol

ER' UringA0ntintiod’ An r roven entAhouldAivdlveA
Cl&4r, d4ts-C4' &d LRI ANAAOEU' t @EedEack N échani' i !

A framework for measuring success and continuous improvement

A robust framework for measuring success and enabling continuous improvement is crucial to
maintain the long-term effectiveness of the psychosocial matched care system. This framework
will allow organisations to track progress, demonstrate the value of the new system and
continuously adapt based on outcomes and feedback.

To achieve this, organisations should:

e establish clear baseline measurements before implementation

e assess the availability and robustness of the data to be used to evaluate outcomes (e.g.
check cost data is reliable, lag periods are taken into account)

e set realistic short-term and long-term goals

e regularly collect and analyse data

e use both quantitative and qualitative measures

e involve all stakeholders in the evaluation process

e create a culture of continuous learning and improvement

Key Performance Indicators (KPIs)

The following suite of measures includes outcome and process measures (measures of steps in
the system).

Outcome measures

e Time to first RTW — measure the time taken for injured workers to return to any form of
work after the intervention.

e Time to pre-injury capacity — time to be fit to return to full duties.

e Total days lost from work — the total number of workdays lost due to injury.

e Medical expenses — healthcare costs associated with the injured worker's recovery.

e Total claim costs — the overall costs of the claim.

e Claim duration — assess the length of time a claim remains open.

Process measures

To review and assess systems the following are important:
e Percentage of claimants who are designated to be screened and who are actually
screened.
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Percentage of claimants who decline to be screened — to ensure good systems are in
place to encourage screening.

Percentage of those at elevated risk who decline psychosocial supports — to ensure
effective communication practices when workers are offered psychosocial support.
Percentage of those at elevated risk who have repeat screening — to ensure appropriate
levels of follow-up are occurring.

Time till screening completed — the time from claim lodgement to screening.

Time from screening to biopsychosocial intervention for those at elevated risk.
Percentage of claimants undergoing biopsychosocial intervention — those triaged to the
elevated risk group who progress to assessment and biopsychosocial intervention.

Pre- and post-intervention screening results — using tools like the OMPSQ-SF to measure
changes in psychosocial risk factors before and after interventions.

Pre- and post-assessment results — to evaluate improvements in specific psychosocial
domains such as pain severity, distress levels and pain self-efficacy.

Worker satisfaction — feedback collected from workers about their satisfaction with the
intervention process and outcomes.

Case ma nager measures

The change in case manager activities needs to be reflected in their role description and case
manager KPIs.

Feedback mechanisms

Creating robust feedback mechanisms is essential for the continuous improvement of the
psychosocial matched care system. These mechanisms allow for input from all stakeholders —
including workers, case managers, healthcare providers and employers.

They can include:

surveys of injured workers, case managers, RTW coordinators and healthcare providers to
collect qualitative and quantitative feedback

physical or digital suggestion boxes to allow stakeholders to provide feedback
anonymously

regular review meetings with team leaders and case managers to discuss system
performance and gather insights

data-driven feedback using the data collected through KPIs to identify trends and areas
needing improvement

periodic external audits to provide an objective assessment of the system's effectiveness
user-friendly online platforms where stakeholders can provide real-time feedback on their
experiences

follow-up interviews with workers post-intervention to gather detailed insights into their
experience.

Long-term considerations

Policy alignment and process mapping

Organisational policies should be updated to reflect the principles of psychosocial matched care,
clarify roles and responsibilities in the new system and ensure compliance with privacy and data
protection regulations.
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This may involve:

e reviewing and updating existing policies for claims management, RTW processes and
employee support

e developing new policies that are specific to the psychosocial matched care system, such
as guidelines for screening, referral processes and data management.

e ensuring alignment between the new system and broader organisational goals and values.

Also, mapping of existing processes helps to identify points where the new system can be
integrated. This may include:

e claim lodgement and initial assessment procedures
e case management workflows

e RTW planning and monitoring processes

e healthcare provider communication channels

e reporting and data analysis procedures.

By thoroughly mapping these processes organisations can identify potential bottlenecks,
redundancies or gaps in the system and proactively address them.

Performance metrics alignment and service provider integration

Ensuring that performance metrics and KPIs for staff align with the new integrated system is
crucial for long-term success. This may involve:

e revising individual and team KPIs to reflect new priorities

e aligning incentive structures with the goals of the psychosocial matched care system

e developing new performance evaluation criteria that consider the holistic nature of the
biopsychosocial approach.

If service providers are involved in existing systems it will be important to:

e engage them early in the integration process

e ensure their systems can accommodate the new psychosocial data requirements
e negotiate any necessary contract modifications

e provide training and support to help them adapt to the new system

e establish clear communication channels and expectations for collaboration.

Also, developing a preferred provider network of healthcare professionals and rehabilitation
specialists who are trained in and committed to the biopsychosocial approach can help ensure
consistency in care delivery and improve outcomes for injured workers.

Legal and compliance considerations

Working with legal and compliance teams is essential to ensure the integrated system meets all
regulatory requirements. These are key areas to address:

Privacy and data protection

Ensure compliance with relevant privacy laws and regulations, such as the Privacy Act 1988 and
the Australian Privacy Principles. This may involve:

e updating privacy notices and consent forms
e implementing robust data security measures
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e establishing clear protocols for data sharing and access.
Workers' compensation legislation

Ensure the new system aligns with state and territory-specific workers' compensation laws and
regulations.

Reporting requirements

Align the system's data collection and reporting capabilities with any statutory reporting
obligations.

Duty of care

Clearly define the organisation's duty of care obligations in the context of the psychosocial
matched care system.

Contractual obligations

Review and update contracts with service providers, insurers and other stakeholders to reflect the
new system requirements.

Continuous compliance monitoring

Establish processes for ongoing monitoring of legal and regulatory changes that may impact the
psychosocial matched care system.

50



Summary

Implementing an early systematic psychosocial matched care system represents a significant
advancement and undertaking in the management of workers' compensation claims. This
comprehensive system, which integrates screening, assessment and tailored interventions closely
linked to the workplace, has the potential to significantly improve outcomes for injured workers,
employers and insurers alike. The reduction in long-term disability is significant.

The evidence in this guide shows that when properly implemented, psychosocial matched care
can lead to faster RTW times, reduced claim costs and improved worker satisfaction. By
addressing psychosocial barriers early in the claims process organisations can prevent the
development of secondary mental ill health, chronic conditions and long-term disability.

However, successful implementation requires careful planning, dedicated resources and a
commitment to ongoing evaluation and improvement. Organisations must be prepared to
overcome potential barriers, such as resistance to change and integration challenges with existing
systems. The key to success lies in thorough training, effective stakeholder engagement and the
development of robust data management and analysis capabilities.

As we look to the future continued research, collaboration and sharing of best practices will be
crucial in refining and advancing psychosocial matched care systems.
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IVV. Implementation case studies

The following case studies are provided to illustrate implementation of early systematic
psychosocial matched care in various organisational contexts. These examples are not intended to
prescribe a single "best" approach, but rather to demonstrate the flexibility and adaptability of
the core principles outlined in this guide. Each case study highlights how different organisations
have tailored the psychosocial matched care system to suit their unique needs, structures, and
resources.

Key to implementation of ALL approaches is that staff are trained, understand their role and
follow the organisation’s protocol.

Levels of evidence

The case studies in this section represent a spectrum of implementation approaches for
psychosocial matched care. They include both:

1. Research-based implementation that have been evaluated through controlled studies
with peer-reviewed results (e.g., WISE Protocol, EMCAP study)

2. Practice-based implementation that demonstrate how organisations have applied these
principles in real-world settings, with outcomes reported through internal evaluations and
organisational data

Readers should note the different levels of evidence supporting each approach. Research-based
implementations provide stronger evidence for effectiveness, while practice-based are lower
quality evidence but offer valuable insights into practical implementation challenges and
solutions.

Each case study follows a consistent format to facilitate comparison,

When considering which approaches might work best in your context, we recommend prioritising
elements supported by the strongest evidence while drawing implementation inspiration from the
full range of case studies.
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WISE Protocol

Research-based implementation

Facet

Program outline

Initial screening /
triage

Matched care
intervention

Training and
Capacity Building

Description

The Work Injury Screening and Early intervention (WISE) [16] study was
a trial conducted across 17 public hospitals (intervention and control
hospitals) in New South Wales, Australia. It involved early identification
of injured workers at high risk of delayed recovery/return to work
(RTW) and provided early intervention by clinicians and the workplace.

e Screening tool: 10-item Orebro Musculoskeletal Pain Screening
Questionnaire (OMPSQ-SF)

e Method: Administered over the phone by insurance case manager
within 1-3 weeks of claim notification

e Protocol: Workers scoring >50/100 on OMPSQ-SF were identified as
high risk and offered the early intervention protocol

1. Overall system:
e High-risk workers offered assessment with designated
psychologist
e Early review by Occupational Physician
e Regular contact between worker, RTW coordinator, GP, and
insurance case manager, as needed with psychologist
2. Psychosocial counselling:
e Up to 6 weekly sessions with psychologist
e Focus on psychosocial barriers to RTW
e Brief, present problem-focused interventions
3. Extra healthcare support:
e Early review by IMC Occupational Physician (4-6 weeks post-
injury),
e Contact with GP and sharing of report
4. Extra workplace support:
e RTW coordinator addressed workplace issues
e Regular contact with worker and their supervisor
5. Case manager's role:
e Administered screening
e Arranged Occupational Physician review
e Coordinated with other stakeholders

1. Training provided to RTW coordinators, case managers, and
psychologists on the WISE protocol

2. Psychologists trained in brief, problem-focused cognitive-
behavioural interventions with RTW focus
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Outcome measures

Continuous Quality
Improvement

Results

Regular review meetings with RTW coordinators

Pre-post questionnaires: OMPSQ-SF, DASS-21, Pain Self-Efficacy
Questionnaire (PSEQ), Brief Pain Inventory (BPI), Pain
Catastrophising Scale (PCS)

RTW outcomes: Days of work lost over 2 years

Cost outcomes: Total claim costs

Regular meetings of steering committee to review progress and
address difficulties

Ongoing monitoring by Research/Implementation Manager
Feedback from participating hospitals led to protocol modifications
and wider implementation

Claim cost growth plateaued for the intervention group around 9—
11 months, whereas it continued rising for controls group.

Return to Work (RTW) Rates:

e The intervention group had significantly fewer lost work days
compared to the control group over 2 years (32 days vs 67 days)

e By 3 months post-injury, 94% of the intervention group had
returned to work, compared to 81% of the control group

Cost Outcomes:

e At 24 months, the mean total costs for the intervention group
were $16,443 compared to $23,405 for the control group, a
30% reduction

e The intervention group's costs plateaued at around 9-11
months, while the control group's costs continued to rise

Psychological Outcomes:

e Significant improvements were observed in all psychological
measures after treatment:

e OMPSQ-SF scores reduced from high-risk (mean 59) to low-risk
range (mean 35)

e Improvements in depression, anxiety, stress (DASS), disability
(BPI), pain self-efficacy (PSEQ), and pain catastrophising (PCS)
with large effect sizes

Long-term Outcomes:

e By 30 months post-injury, all intervention group participants
had returned to work

e Control group participants were still experiencing intermittent
work absences up to 45 months post-injury

Other Outcomes:
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Reduced variability in outcomes for the intervention group,
suggesting more predictable and consistent results

Improved working relationships between workplace and claims
teams for the intervention hospitals

Positive feedback from injured workers about the early
intervention approach

High acceptability of the protocol, with all participating
hospitals choosing to continue using it after the study

System-wide Impact:

Based on the success of the trial, NSW Health implemented the
WISE protocol as "Business as Usual" from July 2015 (though
the program was degraded after the new model of claims
management was introduced with the transition to the icare
The protocol was extended to all public hospitals across the
state
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Early matched care at Australia Post (EMCAP study)
Research-based implementation

Facet

Program outline

Initial screening /
triage

Matched care
intervention

Training and
Capacity Building

Outcome
measures

Continuous
Quality
Improvement

Description

Early Matched Care at Australia Post (EMCAP) Study % : A program
designed to identify workers at high risk of negative health outcomes at
the early stages of an injury and design interventions to prevent long-term
ill health and poor workers' compensation outcomes.

e Screening tool: Orebro Pain Screening Questionnaire (OMPSQ-SF)

e Method: Conducted by in-house Workplace Rehabilitation Provider
(WRP) during Initial Needs Assessment (INA) within 5 days of injury

e Protocol: Scores over 48 on OMPSQ-SF are referred for psychosocial
support

1. Overall system: Referral to Converge (EAP provider) for those scoring
>48 on OMPSQ-SF

2. Psychosocial counselling: up to 6 counselling sessions over 6 weeks
with specially trained counsellors, average used 5

3. Extra healthcare support: Case conference with GP, WRP, injured
worker

4. Extra workplace support: Collaborative plan developed to address
primary return to work barriers

5. Case manager's role: WRP manages the process and participates in
case conference

e Training provided to Converge counsellors by a clinical psychologist on
occupational rehab, health benefits of work, and workers'
compensation

e Training for WRP on how to present the program to injured workers

e Pre-post questionnaire results: OMPSQ, DASS (Depression, Anxiety,
Stress Scale), Brief Pain Inventory, Pain Self-Efficacy, Pain
Catastrophising Scale

e RTW Capacity certification: Time to return to any duties, time to return
to full hours

e Disability measures: Return to full hours

e Incapacity costs

e Healthcare costs

e At the end of the study, there was a 12-month follow-up
demonstrating durability of results. Post-study implementation
involved flipping intervention and control states and continuing to
track results nationally
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e Implementation of the program nationally after the study, with
continuous monitoring of results

Results 1. Psychosocial Outcomes:
e 34% decrease in OMPSQ-SF Pain Screening score
e 46% decrease in depressive symptoms (DASS)
e 42% decrease in anxiety symptoms (DASS)
o 31% decrease in stress symptoms (DASS)
e 35% decrease in pain severity (Brief Pain Inventory)
e 44% decrease in pain interference (Brief Pain Inventory)
e 36% increase in pain self-efficacy
e 26% decrease in pain catastrophising

2. Return to Work Outcomes:
o 15% faster initial return to work (5 days difference)
e 40% quicker return to full hours from injury date (45 days
difference)
e 51% faster return to full hours from any RTW (54 days difference)

3. Cost Outcomes:

e Median claim cost 44% less in the intervention group (57,814
intervention group vs $13,464 control group)
e 17% reduction in medical costs

4. Other Findings:
e 80% reduction in disputes for people in them intervention group
e Benefits were durable at 12-month follow-up
e Control group showed higher rates of repeat injuries compared to
intervention group (specific data pending)



Navigator Support Program

Practice-based implementation in pilot program with one insurer

Facet
Program outline

Initial screening /
triage

Matched care
intervention

Description
e Navigator Support Program
e Independent, confidential mental health support program
e For individuals who have suffered workplace injuries or motor
vehicle accidents

e Aims to support trust, overcome barriers to recovery, and prevent

secondary psychological injury
e Uses a precision medicine approach to screen for emergent
symptoms and deploy treatment early
Screening tools:
e Psychometric measures including:
1. OMPSQ-SF musculoskeletal pain questionnaire
2. Perceived stress scale
3. Impact of event scale

Method:
e Conducted via telephone by a Navigator counsellor
e First conversation typically occurs 2-3 weeks post-injury

Protocol:
e Patients with reduced capacity for two weeks are referred to the
program
e Navigators screen for emergent symptoms and psychosocial
barriers to recovery
e Program targets injured workers with OMPSQ-SF scores over 50
(indicating medium to high risk)
Overall system:
e Regular phone calls to detect emergent psychosocial barriers and
provide support
e Tiered support approach:
1. Regular check-ins and monitoring
2. Escalated intervention with more frequent touchpoints for those
showing signs of distress
3. Therapeutic intervention for those requiring clinical support

e Average of at least 4 screen sessions per participant
e Average program duration: 15-21.5 weeks depending on
insurance context
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Training and capacity
building

Continuous quality
improvement

Outcome measures

Results

Psychosocial counselling:

Rapid referral to in-house therapists (within 7 business days,
usually 2-3)

High-potency targeted treatment for psychological issues as they
emerge

Support for a wide range of issues including addiction, grief,
trauma, family issues, chronic pain

Navigators are specialists in insured injury with telehealth
backgrounds

Experience with support lines like Lifeline, 1800 Respect, and
others

Training in "hearing between the lines" and detecting early signs
of psychological distress

Net Promoter Score of +78 (considered "Excellent")
Independent verification of the program

Collaboration with research institutions including University of
Sydney

Machine learning models with 88.2% accuracy in predicting
recovery outcomes, chronic pain, and non-compliance

Time series analysis of themes throughout claims processes
Independent actuarial review of program effectiveness

CGU pilot program evaluation
Work capacity certification:

95% return to work rate at 26 weeks

Psychometric outcomes (2020-2025 data):

OMPSQ-SF score reductions: 22-25% across different insurance
contexts

Ability to work: 29-34% improvement

Anxiety: 29-35% reduction

Depression: 23-33% reduction

Healthcare costs:

20% lower average medical and lost time cost than control groups
50% lower rate of secondary psychological issues compared to
control groups

1. Return to work outcomes CGU pilot

95% return to work rate at 26 weeks

At 12 weeks: 94% fit/restricted in Navigator group vs 82% in
control group

At 26 weeks: 97% fit/restricted in Navigator group vs 87% in
control group

At 52 weeks: 9% continued fitness maintained in Navigator group
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Navigator Support Program — multi-insurer portfolio data

The following table reports on data from the Navigator Support Program across multiple insurers,
examining the results of those with an initial score over 50 on the OMPSQ-SF (allows closer
comparison with WISE and the EMCAP studies).

Metric

Average of First OMPSQ-SF Score
Average of Last OMPSQ-SF Score

Average decrease in OMPSQ-SF
Score
Average program duration

Ability to Work improvement

Anxiety reduction

Depression reduction

National Insurer

X
62

48

23% reduction

22 weeks

31%
improvement
30% reduction

33% reduction

National Insurer

Y
61

46

25% reduction

18 weeks

29%
improvement
29% reduction

31% reduction

Self-Insured

60
47

22% reduction

15 weeks

34%
improvement
35% reduction

23% reduction
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Australia Post mental health early intervention case study
Practice-based implementation

Facet

Program outline

Initial screening /
triage

Matched care
intervention

Description

Early intervention reimagined - a biopsychosocial approach to
supporting mental health at Australia Post.

The program was designed to identify workers at high risk of
negative mental health outcomes at the early stages of a
psychological injury and implement interventions to prevent long-
term ill health and poor workers' compensation outcomes.

Screening tool: DASS, Mental Health Specialist (MHS) conducts
triage

Method: MHS reviews incident report and supporting
documentation, including medical reports

Protocol: MHS initiates contact with the employee and key
stakeholders within 1-2 days of incident report submission

1. Overall system:

Dedicated MHS role for triaging and supporting employees
immediately after incident report lodgement

Adoption of a biopsychosocial approach to create individualised
Plans

Increased pre-claim communication touchpoints

2. Psychosocial support:

Access to individualised support services during pre-claim phase
Extension of Early Matched Care Australia Post (EMCAP) Program
to employees experiencing psychological distress

Partnership with EAP Provider Converge for timely specialised
psychosocial counselling services

3. Extra healthcare support:

Additional support and guidance through the workers
compensation process

Collaboration with treating practitioners to design individualised
Return to Work (RTW) Plans

4. Extra workplace support:

Education and coaching for operational people leaders
Enhanced partnerships with Operations, HR, and Safety to
streamline internal processes

Research on suitable alternative worksites for employees during
HR investigations
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Training and
Capacity Building

Outcome

measures

Continuous
Quality
Improvement

Results

5. Case manager's role:

e MHS manages the process and collaborates with key stakeholders

e Regular monitoring and reporting of incidents, cases triaged, and
key insights

e Education and Coaching for Operational People Leaders to
increase capability and confidence in supporting employees

e MHS upskills the broader Injury Management Team in effective
early intervention principles for psychological injuries

e  Work capacity status at start and end of early intervention service

e Number of employees certified totally unfit for work

e Number of employees performing pre-injury hours

e Number of employees certified fit to perform pre-injury duties

e Uptake rate of EMCAP services

e World Health Organisation-Five Well-Being Index (WHO-5) as pre
and post service measure

e Monthly and quarterly reporting to monitor incidents, numbers of
cases triaged, and key insights

e Evaluation framework to measure work capacity status at start
and end of early intervention service

e Ongoing collaboration with EAP provider to refine and improve
EMCAP services

e Regular review and adjustment of the program based on feedback
and outcomes

1. Return to Work (RTW) Rates (based on analysis of 137 employees

compared to a pre-intervention control group):

e 50% reduction in employees certified totally unfit for work (from
75% to 37%)

e 150% increase in employees certified fit to perform pre-injury
hours (from 23% to 58%)

e 140% increase in employees certified fit to perform full pre-injury
duties (from 22% to 53%)

N

. Biopsychosocial Approach:
29% of employees had a RTW Plan in place
Of the remaining, 50% had Return to Health (RTH) goals clearly
established and monitored
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3. EMCAP Program:

100% uptake rate for psychological injuries (excluding those
already engaged with a community-based treating psychologist)
Up to six sessions of psychosocial counselling.

Positive improvements observed in WHO-5 measures

4. Other Outcomes:

Increased employee engagement and communication with the
MHS and key stakeholders

Active participation in agreed health activities and progress
towards goals

Increase in employees' self-efficacy towards managing their
psychological health

Increased understanding and trust in the workers compensation
process

Other Outcomes:

Increased employee engagement and communication with the
MHS and key stakeholders

Active participation in agreed health activities and progress
towards goals

Increase in employees' self-efficacy towards managing their
psychological health

Increased understanding and trust in the workers compensation
process
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Abilita program for mental health conditions

Research-based implementation

Facet

Program outline

Initial screening
/ triage

Matched care
intervention

Description

Abilita Program[15] provides a comprehensive system of resources for
Workplace Rehabilitation Providers (WRP) to undertake psychosocial triage
screening, comprehensive psychosocial assessment, with self-help skills
coaching integrated into workplace rehabilitation.

e  Workers with psychological injury were referred for Workplace
Rehabilitation. WRP utilised ARI.PI at Initial Assessment to prepare
matched-care rehabilitation plan.

e Alimited number of cases were screened and triaged as the majority
were referred late when problems were evident.

e  Majority of cases referred late in claim (median 45 weeks post-injury).

e Abilita's online 7-item triage questionnaire (AB-7) predicts if ARI.PI will
identify psychosocial risk factors. It can be used from week 2 post-
injury.

Overall system:

ARL.PI, the assessment tool, is completed online by worker to identify and
measure psychosocial risk factors. The initial Report uses this information to
provide a total score out of 200 and the DASS21 subscales. The report
collates the responses into chart of 5 biopsychosocial domains; Function,
Emotions, Coping, Confidence, Work Perceptions — all amenable to change;
with domain Occupational Factors measuring worker and workplace
characteristics that inform risk but have minimal capacity to change. The
report is used to support the next steps of psychosocial matched care.

1. Biopsychosocial Counselling:
e Initial and Profile Reports guide tailored rehabilitation plan
e  Coaching content from 16 topics, selected and delivered using
Abilita Biopsychosocial Coaching protocol.
e  Coaching quantity: 2 to 8 hours based on ARI.PI score
e  ARI.PI Impact assessment compares results after Coaching.

2. Extra healthcare support:
e Runs parallel to medical or allied health interventions
e  Communication and collaboration with treatment providers
e High ARI.PIl or high DASS 21 triggers additional psychological referral

3. Extra workplace support:

e  Delivered by WRP to address needs of both worker and employer
e  Work readiness measured and monitored to guide RTW actions and
work upgrades
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Training and
Capacity
Building

Continuous
Quality
Improvement

Outcome
measures

Results

4. Case manager's role:

Use AB-7 triage screening early in claim management

Refer appropriate cases for ARL.Pl assessment and Matched Care
intervention

Receive Abilita Assessment reports to support rehabilitation
planning.

Online courses available for different roles:

Case Managers
Assessment and Coaching Consultants
Compensation and Rehabilitation Managers

Comprehensive data collection includes:

Triage results (AB-7)

Worker and workplace risk data

Psychosocial assessment results (ARI.PI)

Locus of emotional disturbance (DASS21)

Process measures (dates at each point)

Participant evaluation at Impact

Intervention outcomes (ARI.Pl, DASS21, work status)

This data supports trend, comparative, and cost-benefit analysis for
improved efficiencies and reduced costs.

AB-7 triage results

ARI.PI Impact Assessment score and shifts in BPS domains.

DASS21 Impact Assessment results (depression, anxiety, stress)
Influence of duration of claim at time of assessment

Participant evaluation of program provided

Upgrade in RTW Capacity certification at completion coaching. Case
closure data is not recorded in ABnet database.

1. Triage:

AB-7 results (n=24) predicted risk rating with 100% sensitivity and
accuracy

2. ARL.PI Assessment (n=234) at completion of coaching.

ARI.Pl score improved from mean 129 (ARI 3) to 99 (ARI 2), a shift of
30 points

DASS21 Depression improved from Severe (13) to Moderate (9)
DASS21 Anxiety improved from Extremely Severe (11) to Severe (8)
DASS21 Stress improved from Severe (14) to Moderate (11)

3. Duration of Claim:

Median time from injury to Initial Abilita Assessment: 45 weeks
Earlier referrals noted to achieve better outcomes: within 6 weeks
mean ARI shift was 43 points, after 12 months mean ARI shift was
20 points.
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4. Participant evaluation at completion of coaching
e 91% of participants were satisfied or very satisfied with program.

5. RTW Capacity certification after coaching:
e Initial Assessment: 91 participants certified fit to work
e  Post-intervention: 155 participants certified fit to work
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V. Case studies of treatment provider approaches

The following case studies present examples of how some national service providers provide
psychosocial matched care. These examples are not exhaustive, nor do they represent specific
endorsements, but rather illustrate the variety of approaches that have been applied across
different contexts in Australia. Each case study follows a consistent format to facilitate comparison
of implementation strategies, challenges, and outcomes.

Navigator Support Program as a provider

The Navigator Support Program delivers psychosocial counselling services that can be integrated
into various compensation schemes. While their program outcomes are detailed in the program
implementation case study, this section focuses on their provider approach and implementation
methodology.

Service delivery infrastructure
Scalable service design:
e Services provided for over 30,000 participants across Australia
e Designed for integration with various compensation schemes regardless of their
psychosocial screening maturity
e Portfolio-based screening methodologies allow for efficient processing of referrals

Incapacity-based referral or screening approach:
e Referral methodology based on incapacity duration (typically two weeks of reduced work
capacity) or screening
e Helpful for low maturity organisations without screening systems in place
e Enables earlier intervention without waiting for completion of screening processes
e More inclusive than score-based referrals, potentially capturing at-risk individuals who
might not yet show elevated scores
Technology platform:
e Purpose-built telehealth infrastructure ensuring consistent service delivery
e |T systems with comprehensive data security measures
e Data collection and analysis capabilities integrated into service delivery

Treatment delivery model

Navigator has developed a provider-specific approach that includes:

1. Tiered service structure: Their three-tier intervention approach matches service intensity
to client needs:

e Standard support: Regular check-ins and basic psychosocial counselling
e Escalated intervention: More intensive motivational interviewing and coaching
e Therapeutic intervention: Targeted clinical treatment for complex issues

2. Service continuation protocol: Support services continue until the participant:

e Achieves recovery
e Returns to pre-injury duties
e Maintains sustained low psychometric measurements
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3. Technology-enabled delivery: Primary telehealth delivery model, enabling:

e Geographic accessibility

e Rapid service initiation

e Consistent monitoring and service quality
e Efficient resource allocation

4. Provider staffing and expertise

Navigator employs a dual professional structure designed to provide appropriate levels of
care:

e Navigators: Specialists in insured injury with telehealth backgrounds, focused on
psychosocial counselling, motivational interviewing, and coaching

e Therapists: Specialised mental health professionals who provide targeted therapeutic
interventions for complex needs

This staffing model enables efficient resource allocation by matching intervention intensity to
client needs, with clear pathways for escalation when higher-level support is required

Scheme-specific adaptability
Comparative performance across schemes:
e Higher initial psychosocial risk observed in managed fund schemes (average initial OMPSQ-
SF score 55.2) versus private insurers (49.6)
e Participation rates differ significantly: 69% in managed fund schemes versus 55% in
private insurers
e Recovery patterns vary by scheme type: private insurer participants have a greater
response to counselling
e Program duration typically longer in managed fund cases

Regulatory flexibility:
e Adaptable service model complies with different jurisdictional requirements
e Experience working within various legislative frameworks across Australian states
e Ability to customise reporting and communication protocols to meet specific scheme
requirements

External event response:
e Demonstrated adaptability during major events (bushfires, COVID-19)
e Adjusted service delivery during the pandemic with lengthened consultation times
e Data shows events affecting participation rates, psychosocial factors, and recovery
timeframes

Implementation requirements for new clients

Organisational prerequisites:
e Executive and Senior Management engagement essential for successful implementation
e External stakeholder (regulator) engagement and oversight where applicable
e Scheme and regulatory compliance modifications may be required

Integration process:
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e Streamlined referral processes minimising administrative friction

e |T system integration with robust data security measures

e Clear KPIs, deliverables and service level agreement parameters

e Risk management frameworks established prior to implementation
e Performance monitoring systems including actuarial analysis

Staff preparation:
e Comprehensive training for client staff on program objectives and referral processes
e Education on psychosocial factors and their impact on recovery
e Development of thorough program documentation
e Ongoing support and communication channels for stakeholders

Participation and success factors

Worker engagement determinants:
e Current recovery outlook and perceived support from workplace
e Prior experience with insurers or scheme agents (negative experiences can foster distrust)
e Time elapsed since injury (longer durations reduce engagement likelihood)
e Quality of initial service communication and clarity about confidentiality

Program success variables:
e Referral timing (earlier referrals show better outcomes)
e Injury complexity and severity
e Workplace support for the recovery process
e Existing relationships between stakeholders
e External factors (economic conditions, regulatory changes)

Service continuation protocol:
e Support services continue until the participant:
0 Achieves clinical recovery
0 Returns to pre-injury duties
0 Maintains sustained low psychometric measurements
e Staged withdrawal process to ensure stability of improvements

Innovative approaches to provider quality

Advanced quality assurance:
e Machine learning models to optimise and personalise treatment pathways
e Predictive analytics to identify high-risk cases requiring additional support
e Regular supervision and professional development for all practitioners
e Continuous monitoring of psychometric measures with adaptive intervention protocols

Research and development:
e Ongoing collaboration with research institutions
e Data-driven refinement of assessment and intervention protocols
e Time-series analysis of themes throughout recovery journeys
e Development of new specialised interventions for complex cases
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Participation factors

Several factors influence successful participation:

The worker's current recovery outlook and perceived support

Prior experience with insurers or scheme agents (negative experiences can foster
distrust)

Time elapsed since injury (longer durations reduce engagement likelihood)
Quality of initial service communication and clarity about confidentiality

Injury complexity and severity
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Rehab Management program as a provider in the Allianz MyJourney program

Rehab Management, in collaboration with Allianz Australia Insurance Ltd, delivers the Mylourney
program, an evidence-based psychosocial matched-care initiative designed to systematically
identify injured workers at risk of prolonged recovery and provide targeted early interventions.

This case study has been included in the treater providers case study section as an example of a
rehabilitation provider supporting psychosocial matched care. It is also relevant as an
implementation case study.

Screening and identification of elevated risk

The MylJourney screening tool is digitally administered by Allianz case managers, typically within
two to six weeks following claim lodgement. Originally the tool included 12 questions and was
expanded to 18, addressing key psychosocial factors including pain, daily living activities, quality of
life, sense of injustice and sleep quality.

e A proportion of claimants completing the survey are identified as high-risk.
e Response rates vary regionally from 35% to 53%, with targeted case manager follow-ups
implemented to enhance participation.

Early intervention and matched care
Rehab Management provides tailored interventions for claimants identified as high-risk, including:

e Psychosocial counselling
e Occupational rehabilitation services
e Health coaching, including motivational interviewing
e Biopsychosocial skill development addressing coping strategies and psychological
resilience
Approximately 90% of high-risk claimants successfully engage with recommended interventions.

Validation and accuracy

The MylJourney tool has been internally benchmarked against Allianz's historical claims data,
demonstrating strong predictive accuracy in identifying workers at elevated psychosocial risk.
Comparative analysis confirms a high level of consistency, reinforcing confidence in the tool's
reliability and effectiveness.

Implementation and engagement

MylJourney has been successfully implemented across various jurisdictions, including Western
Australia, Northern Territory, Australian Capital Territory, and Tasmania. Regional response rates
vary between 35% and 53%. Rehab Management and Allianz actively manage lower response
rates through targeted communication and comprehensive case manager training, continually
improving claimant engagement.

Case manager experience and capacity building

Rehab Management supports Allianz case managers through extensive operational and
technological resources, enhancing their capability and confidence in managing psychosocial risks.
Allianz case managers report improved job satisfaction, reduced emotional stress, and increased
effectiveness due to structured support, clear referral pathways, and practical resources provided
by Rehab Management.
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Program outcomes and effectiveness
Early data indicate that MyJourney:

e Reduces overall claim durations and complexity
e Involves initial higher service costs, offset by reductions in long-term claims expenses
e Improves overall case management efficiency and claimant outcomes

Longer-term evaluations of program effectiveness and cost-benefit analyses are currently ongoing.
Continuous improvement

Rehab Management actively participates in continuous program evaluation and refinement
through regular data analysis, stakeholder feedback, and adjustments to both screening and
intervention practices.

Ethical and privacy considerations

Allianz and Rehab Management focus on ethical standards and claimant privacy, with
transparency in data collection and robust security for sensitive psychosocial data. Clear
communication regarding data usage, purpose, and claimant rights is regularly reviewed for the
MylJourney approach.
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Axis Premium Care as a provider
Background

Axis Premium Care provides psychosocial matched-care services to support injured workers and
claimants across workers’ compensation and motor accident schemes in Australia. The program
prioritises rapid assessment and intervention, integration within existing systems and work-
focused outcomes. Axis has provided psychosocial matched care services to 16,000+ participants
across Australia, operating across both workers' compensation and motor accident schemes.

Staffing and expertise
Axis utilises a dual professional staffing model:
e Physiotherapists: Conduct initial assessments, provide psychosocial support, and
coordinate rehabilitation interventions.
e Psychologists: Deliver specialised mental health support to claimants with complex
psychosocial needs.
Clinicians receive comprehensive onboarding, ongoing mentoring, and regular professional
development.

Referral and assessment methodology
Axis employs customisable referral pathways featuring:
e Electronic referral systems: Streamlined booking to simplify access.
e Claims platform integration: Facilitates efficient, automated referrals.
e Rapid initial assessment: Conducted within 24-48 hours post-referral.
e Validated digital assessment tools: Including tools such as the OMPSQ-SF and Whip-
Predict for whiplash injuries.

Treatment and intervention model
Axis psychosocial interventions include:
e Tailored intervention pathways: Individualised care based on psychosocial risk assessment
results.
e Interdisciplinary collaboration: Structured coordination among clinicians, medical
professionals, and case managers.
e Work-focused outcomes: Evaluation and management of work capabilities and suitable
duties from the outset.

Quality assurance and infrastructure
Axis manages quality through:
e Specialised software: Premium Care software supports consistent service delivery.
e Outcome measurement: Regular outcome data collection and monitoring of participant
progress.
e Research partnerships: Participation in research including randomised controlled trials
(RCTs) and receipt of Victorian TAC Research Grant (2024).
e Auditing processes: Ongoing evaluation for quality improvement.

Integration with insurers and employers
Integration strategies include:
e QOutcome dashboards: Customisable data visualisation for tracking progress
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e Reporting and communication: Clear communication channels to support case managers
and healthcare providers

e Technical integration: Connection with insurer claims management platforms

e Stakeholder training: Education programs for case managers and workplace
representatives.

Implementation scale
Axis provides matched-care services nationally, managing psychosocial interventions for over
thousands of claims across both workers’ compensation and motor accident schemes.

Program outcomes
Reported outcomes include:
e Workers' compensation claims: 95% return-to-work rate achieved within 12 weeks
e Motor accident claims: 71% return-to-work rate within 12 weeks, with RTW occurring
approximately 30 days sooner compared to control groups
e Claimant satisfaction: Consistently high participant satisfaction scores

Continuous improvement
Axis uses continuous quality improvement measures, regularly reviewing data and stakeholder
feedback to refine interventions and program delivery.

Ethical and privacy standards

Axis maintains strict standards for ethical practice, claimant privacy, and data security. Workers
are provided with clear communication regarding data usage, rights, and purposes to ensure
transparency and trust.

74



Abilita Program delivery models
Background

The Abilita® Program is Australia’s foundational structured Biopsychosocial Rehabilitation program
introduced to Workers Compensation schemes in 2008. Developers of this program recognised
the important role in recovery for people with injury to understand the relationship between and
influence of bio-psycho-social interactions. This led to development of the Abilita Rehabilitation
Index for Musculoskeletal Injury (ARI.MSI), Restore Coaching Program and Abilita Consultant
Assessment and Coaching training courses.

Biopsychosocial Domains

Abilita software categorises and measures questionnaire responses into domains of core
biopsychosocial influence. For the ARI.MSI questionnaire these are Pain, Function, Emotions,
Coping, Confidence, Work Perceptions and Occupational Factors. These are presented in a chart in
Initial and Impact Assessment reports (see Fig.2 Individual’s pre post coaching results).

From this chart, Case Managers understand referral requirements; participants take ownership of
responses and gain insight and motivation to engage in a self-management skills coaching
program; and Consultants prepare a coaching plan based on domain ratings plus the additional
psychosocial Profile Report.

Screening tools

Developed according to the Important Elements of screening tool (p.27)
e ABS5 — predicts psychosocial risk rating using 5 questions drawn from ARI.MSI domains
e AB7 - predicts psychosocial risk rating using 7 questions from ARI.PI (Psychological Injury)

Assessment questionnaires

These are comprehensive questionnaires to identify and measure all relevant psychosocial
barriers for each condition cohort, informing domain charts and providing psychosocial profile.
e ARLMSI for physical injury, 61 questions including full OMPSQ and PSEQ.
e ARLPI for psychological injury, 72 questions including full DASS21, additional work
perception questions and a brief trauma screen.
e Abilita Health Survey (AHS) for persistent health conditions, 36 questions.

Delivery Models

1. Abilita License
Abilita licenses are held by insurers, employers and health and rehabilitation providers. This
model has supported structured Biopsychosocial Rehabilitation services for over 6,000 Australian,
New Zealand, Malaysian and South African people with compensable personal injury.
Predominantly, Workplace Rehabilitation Providers have utilised Abilita assessment, coaching and
training within their service delivery for claimants referred to them by an insurer or employer.

2. Claims Management System
Abilita psychosocial screening and assessment tools have now been embedded in a claims
management system for Life, Accident and Health Insurance, making these tools available to an
Insurer using FINEOS Claims. FINEOS delivers the capabilities of a core claims system to
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operationalise the Abilita® psychosocial toolkit at scale with workflow, digital, business rules logic,
algorithm execution, data management and reporting. This model brings the triggering of an
Abilita Assessment under the control of the insurer, using automated business logic to determine
cases for triage screening with at-risk claimants offered an Abilita Assessment. Assessment results
provide Case Manager guidance for referrals to an appropriate Provider for Psychosocial Matched
Care.

Quality Assurance

Biopsychosocial knowledge — Abilita provides role-specific credentialed training for Case
Managers, Assessment and Coaching Consultants, and System Managers.

Claimant engagement is managed through protocols to ensure language to introduce triage and
assessment questionnaires is reassuring to claimants building their trust and confidence in the
benefits of participation to their recovery.

Adherence to Abilita Program structure is achieved through training and inbuilt processes in both
models.

Matched-Care coaching content is clearly informed by the Initial and Profile Reports providing
ARI, OMPSQ, PSEQ, DASS21 results, domain ratings scores, and psychosocial profile detail. Abilita
Coaching training offers biopsychosocial coaching content for 16 topics.

Provider Accountability is measured by post-coaching Impact and Review Assessment results
including shifts in domain and instrument scores, and claimant evaluation.

Evaluation of the program in Model 2 is achieved through extensive digital data available to
monitor processes such as screening rates, provider engagement, timeframe adherence and to
track psychosocial, work capacity and cost outcomes.

Workplace Rehabilitation Provider Outcomes

Recent analysis of Abilita outcomes data [17] from 8 Abilita licensees who are Australian and New
Zealand Workplace Rehabilitation Providers, includes both long term (with entrenched
psychosocial barriers) and early intervention cases.

Participant engagement: satisfaction with the program 94%
Enhanced recovery: Referral within 6 weeks of injury
Reduction in psychosocial risk factors for physical injury 45%
Reduction in psychosocial risk factors for psychological injury 29%
Enhanced recovery: All cases (average 36 weeks before referral)
Reduction in psychosocial risk factors for physical injury 27%
Reduction in psychosocial risk factors for psychological injury 18%
Continued Improvements:
Cases with additional improvement several months post coaching
Physical injury 64%
Psychological injury 67%
Increased work capacity at completion of coaching
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Physical injury 83%
Psychological injury 76%

Potential savings [17] calculated from average costs for Sprain & Strain claim $200,000 pp.

Research and Development

Extensive clinical and literature research has supported development of Abilita resources
Research evidence for the program is available at Benefits of a Structured Biopsychosocial
Approach to Workplace Rehabilitation for Musculoskeletal Injury (latrobe.edu.au)®
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LeapForward as a primarily digital provider

Provider overview

LeapForward offers an digital-first approach to psychosocial matched care through a 6-week
program delivered primarily via a mobile application. The program integrates principles from
Lifestyle Medicine and Positive Psychology, creating a scalable intervention that combines Al-
driven interactions with human coaching support when needed. This hybrid delivery provides
accessible psychosocial support with the human support for complex cases.

Claims outcome data is not available for assessment though a digital option may be useful for
workers who do not wish to have formal counselling.

Staffing and expertise
LeapForward employs a tiered professional support structure:

e Al-powered virtual health coach: Provides daily interactions, goal tracking, and routine
check-ins with clients

e Human coaches: Qualified mental health professionals who provide intervention when Al
detects distress signals or when users require additional support

e Clinical oversight team: Ensures program content remains evidence-based and that
appropriate escalation protocols are maintained

This staffing model enables resource allocation by allowing the Al component to handle routine
interactions while reserving specialised human coaching for situations requiring clinical judgment
or more complex support.

Referral and assessment approach

LeapForward accepts referrals directly from insurers or employers, targeting workers with
incapacity at the time of claim lodgement. Their assessment methodology includes:

e Digital onboarding process: Users download the app and complete registration

e Validated assessment tools: Initial screening includes three established measures:
o WHO Five Wellbeing Index (WHO-5)
0 Kessler Psychological Distress Scale (K10)
0 General Self-Efficacy Questionnaire (GSEQ)

e Continuous monitoring: Daily mood and stress checks with follow-up triggered by
responses that exceed threshold values

This approach allows for both initial baseline assessment and ongoing monitoring throughout the
intervention period, supporting responsive care based on changing client needs.

Treatment delivery model
LeapForward's intervention is delivered through a structured 6-week program featuring:

1. Al-driven daily interactions: Consistent engagement with personalised content and regular
check-ins

2. Behaviour change techniques: Evidence-based approaches including:
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e Goal setting and action planning

e Problem-solving strategies

e Cognitive techniques for managing negative thoughts
e Self-monitoring practices

e Social support activation

e General health improvement methods

3. Human coach escalation protocol: Immediate transfer to human coaches when:

e System detects elevated distress or risk indicators
e User responses exceed predetermined thresholds
o Client specifically requests human interaction

This model supports consistent delivery of core intervention content while providing safeguards
for situations requiring human clinical judgment.

Integration with insurers and employers

LeapForward's digital platform enables integration with existing claims processes:
e Direct referral capabilities: Digital referral pathways from insurers and employers
e Secure data sharing: Outcome tracking and progress reports provided to stakeholders
e Regular reporting: Automated reporting on engagement, progress and outcomes

e Implementation support: Training resources for claims teams on referral processes and
program benefits

The digital nature of the service enables comprehensive data collection on usage patterns,
engagement levels and outcomes, supporting both quality improvement and return on
investment analysis.

Quality assurance
LeapForward maintains quality through a continuous improvement framework:

1. Systematic data collection:
0 User engagement metrics
o Stakeholder feedback
0 Outcome measures at multiple time points
2. Regular analysis:
o0 Identification of improvement opportunities
0 Content effectiveness evaluation
3. lterative implementation:
0 Program content refinement
0 Delivery process optimisation
4. Continuous monitoring:
0 Ongoing evaluation of effectiveness
o0 Regular quality checks
This framework has been validated through a University of South Australia retrospective analysis
that confirmed positive mental health and return to work outcomes.
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Program outcomes [18]
LeapForward has demonstrated strong engagement and positive outcomes:
e Engagement metrics:
0 77% of workers remained engaged for the full 6-week program
0 High completion rates of daily mood and stress checks
e Mental health improvements:
0 Over 70% reported enhanced wellbeing indicators
0 64% experienced reduction in psychological distress
o Significant decreases in depression and anxiety levels
e Return to work outcomes:
0 42% reported reduced anxiety about returning to work

0 81% either returned to work or were ready to do so by program conclusion
0 Increased proportion of participants actively working post-program

Implementation considerations
When considering this option organisations should evaluate:

o Digital literacy requirements: Whether their worker population has sufficient comfort

with mobile applications

e Technological infrastructure: Ensuring workers have appropriate devices and connectivity

e Integration capabilities: How LeapForward's platform connects with existing claims

management systems

e  Cultural fit: Whether the digital-first approach aligns with organisational preferences for

service delivery

e Support for complex cases: Understanding the escalation protocols and capacity for

human coaching when needed

80



References

10.

11.

12.

13.

14.

15.

16.

17.

Zadow, A, et al., Psychosocial safety climate, emotional exhaustion, and work injuries in
healthcare workplaces. Stress Health, 2017. 33(5): p. 558-569.

Taibi, Y., et al., A systematic overview on the risk effects of psychosocial work
characteristics on musculoskeletal disorders, absenteeism, and workplace accidents.
Applied Ergonomics, 2021. 95: p. 103434.

Stratil, R. and M. Swincer, Work-related back pain study: measuring biopsychosocial risk
factors, Discussion paper. 2012, WorkCover SA: Adelaide.

Stratil, R. and M. Swincer, Enhancing early psychosocial risk assessment and intervention.
2017, ReturnToWorkSA: Adelaide.

Garton, P., Benefits of a Structured Biopsychosocial Approach to Workplace Rehabilitation
for Musculoskeletal Injury, in School of Psychology and Public Health College of Science,
Health and Engineering. 2020, La Trobe University: Victoria, Australia.

KPMG & Financial Services Council of Australia, The impact of Psychosocial factors on
Mental Health and their implications in Life Insurance: Research Paper. 2019: Sydney,
Australia

Nicholas, M., et al., Implementation of Early Intervention Protocol in Australia for 'High
Risk' Injured Workers is Associated with Fewer Lost Work Days Over 2 Years Than Usual
(Stepped) Care. Journal of Occupational Rehabilitation, 2019.

McMahon, J. Every recovery needs a plan. 2022 [cited 2024; Available from:
https://www.rtwmatters.org/article/article.php?id=2291&t=webinar-recording-mdash-
every-recovery-needs-a-plan.

Australasian Faculty of Occupational and Environmental Medicine, Realising The Health
Benefits Of Work. 2011, Royal Australasian College of Physicians.

lanssen, M. Results from the Australia Post early intervention program, based on the WISE
model of early screening and matched care: Webinar. 2023 [cited 2024; Available from:
https://www.anzsom.org.au/iptc/video-resources-melanie-ianssen.

Nicholas, M., et al. Replication of matched care to prevent chronic disability in injured
workers. in Australian Pain Society Annual Scientific Meeting. Australia: Australian Pain
Society.

Safe Work Australia, The cost of work-related injury and illness for Australian employers,
workers and the community: 2012-13. 2015.

Nicholas, M.K., et al., Predicting Return to Work in a Heterogeneous Sample of Recently
Injured Workers Using the Brief OMPSQ-SF. Journal of Occupational Rehabilitation, 2019.
29(2): p. 295-302.

Cullen, K.L., et al., Effectiveness of Workplace Interventions in Return-to-Work for
Musculoskeletal, Pain-Related and Mental Health Conditions: An Update of the Evidence
and Messages for Practitioners. Journal of Occupational Rehabilitation, 2018. 28(1): p. 1-
15.

Garton, P., G. Murphy, and P. O’Halloran, A practical tool to improve outcomes in Work
Injury Management. Work, 2016. 53(4): p. 927-937.

Nicholas, M.K., et al., Implementation of Early Intervention Protocol in Australia for 'High
Risk' Injured Workers is Associated with Fewer Lost Work Days Over 2 Years Than Usual
(Stepped) Care. ) Occup Rehabil, 2020. 30(1): p. 93-104.

English K. Reducing the cost of compensable injuries (2025)

81


https://www.rtwmatters.org/article/article.php?id=2291&t=webinar-recording-mdash-every-recovery-needs-a-plan
https://www.rtwmatters.org/article/article.php?id=2291&t=webinar-recording-mdash-every-recovery-needs-a-plan
https://www.anzsom.org.au/iptc/video-resources-melanie-ianssen

18. Brinsley J, Singh B, Maher CA. A Digital Lifestyle Program for Psychological Distress, Wellbeing
and Return-to-Work: A Proof-of-Concept Study. Arch Phys Med Rehabil. 2023;104(11):1903-1912.

82



	Foreword
	Contents
	Figures
	Tables
	Terminology used in this paper

	Executive summary
	I. Introduction and overview: Early systematic psychosocial matched care
	Background
	What is psychosocial matched care?
	About this guide
	Structure of the guide

	Importance of biopsychosocial management in workers' compensation
	Benefits of early systematic psychosocial intervention
	Benefits of successfully implemented psychosocial matched care
	Evidence base showing improved outcomes
	Work Injury Screening and Early Intervention (WISE) Study at NSW public hospitals
	EMCAP study at Australia Post

	Other arguments that support the case for early routine screening
	Business considerations and implementation costs
	Key factors affecting return on investment
	Addressing concerns

	The biomedical vs. the biopsychosocial model in workers' compensation
	The biomedical model
	The biopsychosocial model

	Ethical considerations
	Operational considerations
	Provision of psychosocial counselling
	Mental health claims and psychosocial matched care
	Research program and long-term considerations
	The need for evaluation


	II. The 3-step system: Triage, assessment and matched intervention
	Screening to identify those at elevated risk
	What is screening in healthcare?
	Psychosocial screening in work injury management
	Important elements of screening tool
	Screening tools
	Bespoke screening tools

	When to do screening
	Who should be screened?
	Introducing the screening tool
	Triaging based on the results of screening
	For systems

	How can screening questionnaires be implemented?
	Next steps

	Psychosocial assessment of an individual’s barriers
	Advantage of self-report questionnaires
	Key elements of psychosocial assessment
	Useful questionnaires to aid psychosocial assessment
	Assessment after service delivery
	Next steps

	Matched care interventions to address the identified psychosocial barriers
	A different approach

	Biopsychosocial counselling
	Addressing key biopsychosocial factors
	Important considerations

	Workplace support in matched care
	Healthcare support in matched care
	Use of Injury Management Consultants (IMCs)
	Use of case conferences with the treating doctor or practitioner


	III. Implementation
	Planning for implementation
	Known implementation barriers
	Piloting and/or staged implementation

	Training, resources and stakeholder collaboration
	Training for case managers in psychosocial matched care
	RTW Coordinator training
	Training for psychologists and psychosocial counsellors
	A community of practice for implementation
	Integration with existing systems

	Executing the implementation
	Data management and analysis
	Technology integration

	Monitoring and improving the protocol
	Key Performance Indicators (KPIs)
	Feedback mechanisms

	Long-term considerations
	Policy alignment and process mapping
	Performance metrics alignment and service provider integration
	Legal and compliance considerations


	Summary
	IV. Implementation case studies
	WISE Protocol
	Early matched care at Australia Post (EMCAP study)
	Navigator Support Program
	Australia Post mental health early intervention case study
	Abilita program for mental health conditions

	V. Case studies of treatment provider approaches
	Navigator Support Program as a provider
	Service delivery infrastructure
	Treatment delivery model
	Scheme-specific adaptability
	Implementation requirements for new clients
	Participation and success factors
	Innovative approaches to provider quality

	Rehab Management program as a provider in the Allianz MyJourney program
	Axis Premium Care as a provider
	Abilita Program delivery models
	LeapForward as a primarily digital provider

	References

