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EXECUTIVE SUMMARY  

 
This research involved a critical review of contemporary literature regarding the 
influence of the workers’ compensation system on the recovery rates and functional 
outcomes of injured workers. The literature reviewed includes published research from 
State, national and international communities providing a global perspective and ensuring 
a comprehensive and accurate analysis. 
 
Physical injuries are commonly classified by body part and injury type and include back 
injuries, shoulder and upper extremity injuries, and injuries of the knee and lower 
extremities. Medical practitioners, allied health professionals and other researchers have 
provided details on the rates of recovery of compensable injuries in comparison to non-
compensable injuries and the associated financial costs. These details result from research 
that includes analysis of trends in recovery rates and return to work outcomes based on 
gender, ethnicity, age and level of education. The level of physical demand of injured 
workers’ jobs and the subsequent contribution to recovery and/or return to work rates is 
also considered in this area of research. Industrial illness and disease (including, but not 
limited to, chronic respiratory disorders, carcinogenic disease, disorders of the skin, noise 
induced hearing loss and mental health disorders) have been excluded from this review.  
 
A comparative analysis of published findings indicate that patients who sustain injuries 
that are compensated under a workers’ compensation system, can experience longer 
recovery periods than patients with similar injuries not covered by any form of 
compensation. This conclusion was reached in the majority of studies included in this 
critical review and was irrespective of geographical location of the research, injury type 
or bodily location of the injury. 
 
Australian and international statistics revealed patients with compensable work-related 
injuries received a greater number of medical and rehabilitation services and had higher 
costs associated with their medical care than their non-compensable peers. It is suggested 
that the medical profession itself may be contributing to the slower rates of recovery as a 
result of inadequate early diagnosis and referral, insufficient understanding of the 
workers’ compensation system and contextual issues related to the workplace and work-
related injuries (Robinson, Rondinelli, Scheer, & Weinstein, 1997) and poor and/or 
unwilling communication with the employer and other key stakeholders involved in the 
case (Kenny, 1996; Pergola, Salazar, Graham, & Brines, 1999). This is particularly 
relevant to understanding the expectations and physical demand of injured workers’ jobs. 
Some authors suggest that negative stereotyping of workers’ compensation patients by 
the treating medical practitioner can negatively impact the diagnosis and medical 
management of the work-related injury (Clearihan, 1991; Quintner, 1995). 
 
The concept of compensation neurosis and secondary gain has been investigated to 
explain the anomalies between the compensable and non-compensable injury groups. 
Issues within the workers’ compensation system itself, highlighting the impact of 
payment caps (or absence of them) have also been addressed. There is little published 
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evidence regarding the impact of specific workers’ compensation legislation and systems 
on the duration of workers’ compensation claims and return to work outcomes, although 
notably the study by Bednar, Baesher-Griffith, & Osterman (1998) clearly shows the 
negative effect of unrestricted compensation on return to work outcomes and duration of 
claims when compared to another State’s legislation that provides limits on the duration 
and nature of compensation payments for work-related injuries.  
 
Other factors within the workers’ compensation system that may impact the success of 
return to work goals for the injured worker include the cooperation of employers to 
provide suitable alternative duties. A survey of employers in New South Wales identified 
that 90% of the employers in the study group reported that it was either very difficult or 
difficult to provide suitable alternative duties in the workplace for injured workers 
(Kenny, 1996). Some of the reasons cited for such difficulty included the small size of the 
organization, the nature of the work duties performed and lack of specific 
recommendations for work restrictions and appropriate duties on the medical certificates 
completed by the treating medical practitioner. 
 
An injured worker’s involvement in a vocational rehabilitation program was also found to 
impact the success and length of return to work initiatives. Programs that reported good 
outcomes for workers’ compensation patients were those that were multidisciplinary in 
nature, provided a structured, graduated functional restoration approach in combination 
with behavioural techniques for pain management (Hunter, Shaha, Flint, & Tracy, 1998; 
Mayer, McMahon, Gatchell, Sparks, Wright, & Pegues, 1998; Tollison, 1993; Wright, 
Mayer, & Gatchel, 1999; Zigenfus, Yin, Giang, & Fogerty, 2000).  
 
The impact of legal representation for injured workers involved in the workers’ 
compensation system was briefly addressed. Although there are studies that attempt to 
conclude that injured workers who retain an attorney have less successful return to work 
outcomes and longer claims (Nathan, Meadows, & Keniston, 1993), other studies refute 
any negative relationship. The study by Braun, Doehr, Mosqueda, & Garcia (1999) found 
no significant statistical difference between represented and unrepresented injured 
workers in the functional recovery of the hand or return to work patterns. 
 
Discussed in the published literature at an international level and supported by the recent  
‘Review of the Medical and Associated Costs in the West Australian Workers’ 
Compensation System’ (Knowles, Glass, & Lord, 2000) is the issue of poor self-
regulation by medical and allied health professionals regarding the number and nature of 
treatments provided to injured workers. Balancing the medical needs and health interests 
of the patient during their recovery with the financial gains available to the health care 
provider is highlighted as a concern.  
 
Also to note is the general consensus among researchers and authors, on the role of 
psychological issues in creating barriers to physical and functional recovery and return to 
work. This phenomenon is reported even in the absence of significant physical injury or 
dysfunction, which may result in the injured worker developing a chronic pain syndrome. 
However, an analysis of costs associated with mental health services for workers’ 
compensation patients identifies few mental health services being utilised. This may 
indicate inadequate identification or referral of injured workers to counselling or other 
mental health services to address potential psychological barriers to recovery and thus 
assist in the recovery from injury and prevention of chronic pain. 
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Critical analysis of the reviewed research highlighted a number of limitations in research 
design and methodology. Use of a retrospective design and inability to control for 
confounding variables is prevalent in the literature, as is a poor definition and consensus 
of what “recovery” means and how it is measured. For example, some authors used return 
to work as an indicator of recovery, while others focused on reported pain levels to 
determine recovery status. This lack of standardised measures of patient outcome limited 
the value of study comparisons. Another overall criticism of the literature was the lack of 
attention to the post-intervention rehabilitation process. Few studies explained the nature 
of rehabilitation services used by the injured workers and many studies neglected to 
include it at all. These factors are considered in this critical analysis.  
 
While it has been implied that personal financial gain is a key factor when explaining the 
poorer results for patients receiving workers’ compensation compared to those who were 
not, it is imperative to investigate the role of other factors such as those identified in the 
literature and discussed above. Health professionals and representatives of the insurance 
and government bodies involved in workers’ compensation must consider the impact of 
the system in which injured workers are placed, as well as their attitude and response to 
patients’ needs within that system. A greater awareness and understanding of factors that 
contribute to delays in recovery, development of chronic pain syndromes inconsistent 
with apparent physical injury and an escalation in the costs associated with workers’ 
compensation claims, may provide strategies for countering these effects. While this 
critical review revealed a number of contributing factors, continued empirical research 
with sound methodologies is required to further investigate the intricacies of workers’ 
compensation systems and aspects of those systems that positively or negatively impact 
on patient outcomes. 
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1.0 INTRODUCTION 
 
The concept of workers’ compensation within industrialised countries has been in 
existence in one form or another since the latter part of the 19th century (Bohle & 
Quinlan, 2000; Fraser, 1996; Klekamp, McCarty, & Spengler, 1998). Workers’ 
compensation is an insurance system that provides workers with income support and 
coverage for medical expenses resulting from a work-related injury. Such an injury may 
result in a problem or loss in the structure or function of a body part(s) with associated 
symptoms is referred to as ‘impairment’ (World Health Organization, 2000). As a 
consequence the individual may experience limitations to their capacity to perform 
movements or activities that would be normally expected by a generally accepted 
population standard (World Health Organization, 2000), for example, compared to non-
injured workers. The capacity limitation may occur for a short duration with eventual 
recovery, or continue indefinitely and prevent the individual from fulfilling a work role 
(Crook, Modofsky, & Shannon, 1998). 
 
From the time workers’ compensation was implemented, questions and concerns have 
been raised regarding the influence of financial compensation on the recovery from work-
related injuries. In 1879, the phrase ‘compensation neurosis’ was coined to describe the 
increase in the rate of disability due to railway accidents after the introduction of 
workers’ compensation in Prussia (Fraser, 1996; Parker, 1977). Since then, many authors 
and researchers continue to allude to a significant and negative association between 
workers’ compensation and recovery outcomes, while others believe no such relationship 
exists. This critical review comprises 111 published journal articles, reports and books 
representing contemporary literature relevant to workers’ compensation and injury 
recovery outcomes. This report aims to synthesise the findings and conclusions from 
various authors and to discuss in detail those factors reported to influence injury recovery 
rates. 
 
1.1 General Principles Of  Workers’ Compensation 
 
Specific entitlements for workers’ compensation coverage vary between countries, and 
within Australia, Canada and the United States of America (USA) is legislated at a State 
level (Bednar et al., 1998; Dasinger, Krausen, Deegan, Brand, & Rudolph, 2000; Hunter 
et al., 1998). Although there are subtle differences in implementation, there are some 
similarities in fundamental principles between the workers’ compensation systems of 
Australia, New Zealand, Britain, the USA and Canada. These principles generally 
include: 

(i) a no-fault system that does not require proof of employer negligence  
(ii) specified entitlements for medical and lost income that provide recompense 

for injuries arising from the normal course of work duties 
(iii) mandatory workers’ compensation insurance for all employers, and 
(iv) the right of appeal for employees and employers, regarding compensation 

decisions (Bohle & Quinlan, 2000). 
 

In Australia, workers’ compensation is legislated at a State and Commonwealth level by 
the relevant government bodies. There is variation between States regarding the type of 
funds that provide workers’ compensation insurance (i.e. privately underwritten schemes, 
managed funds and centrally managed or sole insurer funds) and the weekly benefit rates 
available to injured workers. Amounts available to maximum lump sum payments 
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vary between States and while there is compensation awarded for pain and suffering in 
some States, there is not in others. In New South Wales, Victoria, Queensland, Tasmania, 
the Australian Capital Territory (and Western Australia, with restrictions) injured workers 
have access to common law actions to show that injuries received were a result of the 
employers’ negligence in their duty of care to ensure the safety and health of the 
employee. Workers in the Northern Territory, South Australia and the Commonwealth, 
however, do not have access to common law actions within their respective workers’ 
compensation systems (Bohle & Quinlan, 2000; Pearson, McCarthy, & Guthrie, 1999). In 
Western Australia workers’ compensation claims may be settled in one of three ways 
including settlement following a Schedule 2 lump sum, Schedule 1 lump sum redemption 
or common law damages (Morrison, Wood, & McDonald, 1995).  
 
1.2 The Associated Cost Of Workers’ Compensation Claims 
 
Regardless of variation in the structure and benefits of different workers’ compensation 
systems, the costs associated with workers’ compensation claims appear to be a common 
concern in Australia and around the world (Crook et al., 1998; Himmelstein & Rest, 
1996; Knowles et al., 2000; Purse, 2000; Robinson et al., 1997; Swedlow, Johnson, 
Smithline, & Milstein, 1992; Zigenfus et al., 2000). An emerging trend is that while 
average costs associated with short-duration claims (<60 days) are declining, the number 
of long-duration claims (>60 working days) and the average associated costs are rising 
significantly. In Western Australia, long duration claims account for 15% of all lost-time 
claims but are responsible for 76% of claim costs (WorkCover Western Australia, 2000), 
costing $14.5 million in 95/96, with a rise to $23.2 million in 98/99 (Knowles et al., 
2000).  
 
This trend is not specific to Australia. In a review of workers’ compensation claims for a 
large company in the north east of the USA (Hashemi, Webster, Clancy, & Courtney, 
1998), approximately 60% of claims cost $1000 or less, but 6.8% of claims with an 
average length of disability greater than one year accounted for almost 60% of the total 
workers’ compensation costs and 75% of the total lost-time days. These statistics are 
similar to other studies of the American (Groves & Gallagher, 1993) and Canadian 
workers’ compensation systems (Crook et al., 1998), which concluded that a small 
number of chronic claimants account for the majority of work-related injury costs. 
 
While there are obvious costs associated with workplace injuries such as medical, 
hospital, rehabilitation, wage replacement and increased insurance premiums, there are 
also less obvious indirect costs (Brandt, 1999). These include lost time from work by the 
injured worker, damage to company morale, the costs of training replacement employees 
and loss of production. The indirect costs of a workplace injury can be between two to ten 
times the costs of the face value of the claim, especially with regard to insurance 
premiums. For example, “…a $29,000 carpal tunnel claim, when fully calculated, can 
actually cost an employer $37,400 in premiums over three years. Adding the indirect 
costs… the employer’s total costs… (are) $71,450.” (Brandt, 1999, p.164). 
 
Medical costs are included in costs associated with workers’ compensation (Boden & 
Galizzi, 1999; Himmelstein & Rest, 1996; Knowles et al., 2000) and of particular concern 
is the disparity in medical costs associated with treatment of patients covered by workers’ 
compensation insurance compared to similar patients with private or public medical 
insurance. In the period from 1985 to 1990, the USA’s national workers’ 
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compensation expenditure rose 15.2% annually compared to the general healthcare 
expenditure annual increase of 9.8%. For the total associated workers’ compensation 
costs, increases in medical costs exceeded both wage replacement benefits and 
rehabilitation costs (Himmelstein & Rest, 1996). During the same period, medical and 
disability costs for occupational injuries and illnesses in Sweden rose twice as quickly as 
tax inflows to their workers’ compensation injuries fund, resulting in a deficit balance of 
the fund (Dembe, 1997). 
 
The longer an injured worker is absent from work, the higher the consumption of medical 
and rehabilitation services (Pearson et al., 1999). In 1998, the Australian national average 
for medical, hospital and allied health costs was 20.8% of total workers’ compensation 
costs. This percentage was highest in Western Australia (26.7%) where medical, hospital 
and allied health costs were second only to income replacement in the workers’ 
compensation system (Knowles et al., 2000). During the 1990s, and particularly in the 
latter half, rehabilitation costs rose from 5% to 20% of total medical payments, reflecting 
an increase in the number of injured workers receiving rehabilitation, and longer 
durations and more costly cases (Pearson et al., 1999). Reasons for the high medical costs 
associated with the treatment of workers’ compensation patients are equivocal and are 
discussed in further detail later in this review. 
 
The majority of studies attempting to draw conclusions regarding the effects of workers’ 
compensation on outcomes provide little information regarding the structure and 
characteristics of the compensation system insuring their patients, however differences in 
workers’ compensation systems can present as confounding variables to recovery 
outcomes results. There are fifty-three workers’ compensation systems in the USA alone, 
with significant differences between the systems (Robinson et al., 1997), yet very few 
published studies comment on the effect of specific features of the various systems that 
may contribute to differences in treatment and return to work outcomes. 
 
1.3 The Western Australian Workers’ Compensation Injury Management Model 
 
Differences between workers’ compensation models in various States of Australia have 
been identified (Bohle & Quinlan, 2000) and there continues to be changes to legislation 
and models of practice relating to the management of workers’ compensation cases. The 
injury management process was introduced to the Western Australia workers’ 
compensation system in May 1999; in an attempt to better coordinate the care of injured 
workers and to assist injured workers to either remain at work or return to work as soon 
as possible.  
 
Injury management, in Western Australia, is defined as: 
 
“…a workplace managed process incorporating employer and medical management from 
time of injury to facilitate where practicable, efficient and cost effective maintenance in 
or return to suitable employment.” (Workers' Compensation and Rehabilitation 
Commission, 1997, p. 37).  
 
This process of injury management identifies the key stakeholders in workers’ 
compensation as being the injured worker, the employer and the treating medical 
practitioner, with the latter having the responsibility of coordinating the patient’s overall 
care. The basic principles underlying the injury management process are that 
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“…maintenance in, or a safe return to work is the expected outcome…the focus of all 
services should be workplace based…(and)…early intervention and pro-active injury 
management is critical in achieving return to work goals” (WorkCover Western 
Australia, 2000). 
 
The injury management principles encourage the treating medical practitioner to work 
with the employer and the injured worker to either keep the injured worker at work, or if 
a period of recovery from injury is required, to facilitate an efficient and cost-effective 
return to work. Following an injury, the treating medical practitioner comments on the 
correlation between the diagnosis and the worker’s description of injury and identifies 
any limitations to the injured worker’s ability to return to work. The employer is 
responsible for communicating with the medical practitioner regarding the nature of the 
injured workers’ duties and the availability of alternative suitable duties if it is indicated, 
on the First Medical Certificate, that the worker will require a work absence of three or 
more days or, in the event the injured worker is unfit for normal duties. In the event the 
three key stakeholders require specialist services to facilitate the return to work process, 
the injured worker may be referred to an approved provider for vocational rehabilitation 
services to assist the injured worker being maintained in or returned to work. These 
vocational rehabilitation services may include a graduated return to work program 
consisting of (any or all) of the following: functional capacity evaluation, job analysis, 
work site assessment, work conditioning, work hardening, worker education, ergonomic 
recommendations and workplace modifications, counselling and case management 
support. 
 
The WorkCover Rehabilitation Review Unit conducts a review of all cases to ensure that 
necessary services for the injured worker have been initiated. The insurance company 
monitors progress and cost of the claim and supports the employer by encouraging return 
to work initiatives (WorkCover Western Australia, 2000). Disputes regarding a workers’ 
compensation claim are dealt with via the WorkCover Conciliation and Review 
Directorate, which has a non-adversarial focus and encourages resolution of disputes with 
minimal legal involvement. 
  
 
2.0 COMPARISON OF RECOVERY RATES BETWEEN WORKERS’ 

COMPENSATION AND NON-COMPENSATED PATIENT GROUPS 
 
That injured workers have poorer outcomes than non-compensated patients with similar 
injuries is a conclusion in the majority of literature, however, a lack of standardisation in 
the definition and reporting of outcomes hinders reasonable comparability of this 
literature (Greenough, Taylor, & Fraser, 1994). 
 
There is also little consistency in the definition of recovery from injury or treatment 
outcomes between published studies investigating the influence of workers’ 
compensation on recovery. Some authors consider medical and clinical objectives to be 
measures of injury recovery (Kyes et al., 1999; Mont, Mayerson, Krackow, & 
Hungerford, 1998), others use subjective reports of pain and symptom relief (Bessette et 
al., 1997; Katz et al., 1996; Palit et al., 1999) and there are those who view a return to 
work as a measure of recovery for workers’ compensation patients (Braun et al., 1999; 
Noyes & Barber-Westin, 1997; Stauffer & Coventry, 1972; Wright et al., 1999). Many 
authors use varying combinations of these outcome measures making it extremely 
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difficult to validate results between studies. To permit meaningful comparison of results, 
some researchers (Jebson & Engber, 1997; Penta & Fraser, 1997) have used identical 
outcome measures, as reported in previous studies, for patients undergoing similar 
procedures (Greenough et al., 1994; Ritts, Wood, & Linscheid, 1987; Roles & Maudsley, 
1972), but this consistency in the definition and use of outcome measures is rare. 
 
In the Western Australian injury management process and other workers’ compensation 
jurisdictions, outcome measures are focused on a return to work for the injured worker, 
yet a return to work is not necessarily an accurate reflection of recovery from an injury. 
Research indicates that injured workers may be cleared for a return to work significantly 
sooner than their actual date of return (Bednar et al., 1998). Confounding variables 
unrelated to involvement in a workers’ compensation system, such as the socio-economic 
environment (Mendelson, 1985), availability of suitable duties (Kenny, 1996) and 
psychosocial factors (Feuerstein, Huang, Haufler, & Miller, 2000) may account for delays 
in return to work that are independent of injury recovery status.  
 
The nature and bodily location of injuries influenced the outcome measures described in 
the studies; therefore comparisons of compensated and non-compensated groups have 
been divided by bodily location. Given the degree of variability between study design and 
outcome measures, direct comparisons could not consistently be made between the 
published findings. Therefore this critical literature review of the influence of the 
workers’ compensation system on injury recovery includes the range of outcome 
measures described in the studies, general trends, authors’ recommendations and 
limitations to these studies. 
 
2.1 Back And Neck Injuries 
 
Compensable work-related injuries often involve the back, and range in severity from a 
sprain and strain injury to degenerative changes in the vertebrae and discs with 
neurological involvement. Work-related back injuries have been referred to as being 
significant from an economic perspective as they are resistant to rehabilitation, often 
result in an unusually long period of recovery (Sander & Meyers, 1986) and are difficult 
to achieve a return to work (Pearson et al., 1999). There is conflict in the reports of the 
relationship between receipt of workers’ compensation and recovery. Several 
publications indicate a negative influence of compensation on outcome measures of pain 
reports and symptoms, while others refute this claim. A summary of several studies and 
the degree of variability in outcome measures is provided in the following section, 
highlighting these conflicts. 
 
Clinical outcomes reported in the literature include pain reports, range of motion and 
strength reports. Vaccaro, Ring, Scuderi, Cohen, & Garfin (1997) identified a strong 
negative association between receipt of workers’ compensation and poor results of 
operative management for chronic low back pain patients with low-grade 
spondylolisthesis. In this study, patients on workers’ compensation or with pending 
litigation associated with their injuries all had poor or fair results compared to 82% of 
non workers’ compensation patients who had good or excellent results. These findings 
however are questionable due to the small sample size, retrospective nature of the 
methodology and possible internal bias of the surgeon reviewing the outcomes. 
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Similarly, in a four-year follow-up study on patients with lumbar disc herniation, self-
reported functional capacity was worse for workers’ compensation patients than patients 
with non-compensable injuries, despite no difference in clinical findings (Atlas et al., 
2000). Workers’ compensation patients in this study reported significantly less symptom 
relief and a poorer quality of life than their non-compensable peers and were more likely 
to be in receipt of disability benefits, and this continued at the four-year follow-up. A 
multivariate analysis of these findings showed that receipt of workers’ compensation 
benefits to be an independent predictor of continuing to receive disability benefits, but 
not an independent predictor of return to work status.  
 
In addition to differences in pain and symptom reports, the inordinate duration of work 
absences by many workers’ compensation patients is also questioned. Railroad workers 
who sustained low back injuries on duty took statistically significant greater time off 
work than other railroad workers with similar injuries sustained off-duty (Sander & 
Meyers, 1986). The financial rewards of the compensation system prolonged the recovery 
of the compensated workers was the conclusion Sander & Meyers came to after 
accounting for possible confounding factors such as age, gender and type of injury. 
Likewise, a retrospective review of cervical radiculopathy patients found a statistically 
significant difference in the mean duration of work absence (2.9 weeks for non-
compensated patients compared to 7.6 weeks for workers’ compensated patients) 
(Tomaras, Blacklock, Parker, & Harper, 1997).  
 
These results are consistent with the findings of another study (Misamore, Ziegler, & 
Rushton, 1995), in which the researchers rated the treatment outcomes of workers’ 
compensation and non-compensated patients following a rotator cuff tear injury. Of the 
non-compensated patients, 92% were rated as having excellent or good outcomes, 
compared to only 54% of the workers’ compensation patients. Although this difference 
was statistically significant, the greater percentage of less favourable results among the 
compensated group may be accounted for by subjective criteria (i.e. pain, functional 
ability), because there was no significant difference in objective outcomes (i.e. active 
range of motion). This study also found that although 94% of the non-compensated group 
returned to work compared with 42% of the workers’ compensation group, there was no 
statistically significant difference between the two groups in the ‘return to work rate’ (i.e. 
the time taken to return to work following a work-related injury) for patients resuming 
work. 
 
Differences in psychological disturbance between compensated and non-compensated 
patients groups are reported to contribute to delayed return to work outcomes (Greenough 
& Fraser, 1989). This research was a retrospective controlled cohort study to determine 
the effect of workers’ compensation on recovery from low back injury. Workers’ 
compensation patients reported more pain and disability, had a greater incidence of 
psychological disturbance and had longer periods of work absence resulting from their 
injuries than the matched non-compensated control group. Self-employed workers’ 
compensation patients, however, had similar outcomes to the non-compensated patients, 
which may suggest that without access to income replacement payments, there is an 
incentive to return to work as soon as possible. 
 
Greenough & Taylor et al. (1994) report only 36% of workers’ compensation patients 
who were unemployed prior to anterior lumbar fusion surgery returned to work, 
compared to 75% of non-workers’ compensation patients who were not working 
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pre-operatively. This suggests that the effect of employment may have some relationship 
with perceived disability and delayed return to work outcomes. Interestingly, for those 
workers’ compensation patients who were unemployed or suffered a psychological 
disturbance in this study, the level of pain and disability reported was magnified further, 
thus contributing to work absence.  
 
Similarly, another study found that immediately after an intensive multidisciplinary 
functional restoration program for low back injury, only 13% of workers’ compensation 
patients had returned to work, compared with 31% of the non-compensation patients. 
However, at follow-up, six-months after discharge from the program, 50% and 52% 
respectively had returned to work indicating no long-term significant difference between 
the groups in terms of return to work outcome (Tollison, 1993). This study did not 
identify the rate of return for each of the groups within the six-month period, making it 
difficult to comment on rate differences between the two groups. The authors speculate, 
without evidence, that any pending litigation for the workers’ compensation patients may 
have been resolved during this six-month period, thereby eliminating underlying 
disincentives for returning to work for this group. 
 
In contrast to Tollison’s findings, Hadler, Carey, & Garrett (1995) report no difference in 
work absence among workers’ compensation and non-compensated patients, once injured 
workers sought medical care. Additionally, this study identified no delays in achieving a 
return to work among workers’ compensation patients. This study and others (e.g. Palit et 
al., 1999) found no statistically significant difference in the change of pain or functional 
capacity between workers’ compensation patients and non-compensated patients, and 
found that involvement in the workers’ compensation system did not result in increased 
pain and disability reports or impact patient responses to treatment.  
 
Other researchers have questioned the negative relationship between compensation and 
functional recovery following injury (Robinson et al., 1997). No difference between 
workers’ compensation and non-compensated patients regarding the outcomes of a 
rehabilitation program for chronic low back pain was found. Injured workers 
demonstrated the same compliance with treatment and had similar gains in flexibility, 
strength, endurance and physical lifting abilities as their non-compensated peers. 
Likewise, Rainville, Sobel, Hatigan, & Wright (1997) also found no difference between 
workers’ compensation and non-workers’ compensation patients regarding compliance 
with an aggressive rehabilitation program for chronic low back pain (including quota-
based exercises, endurance, functional lifting capacity and behavioural techniques for 
pain control). The workers’ compensation patients reported more pain, depression and 
disability, despite no differences in the two groups for length of program, patients’ 
flexibility, strength and lifting ability. This supports findings of other studies (Burns, 
Sherman, Devine, Mahoney, & Pawl, 1995; Greenough & Fraser, 1992; Klekamp et al., 
1998; Leavitt, Garron, NcNeill, & Whisler, 1982; Trief & Stein, 1985). The researchers 
were unable to explain the disparity between increased functional capacity and pain 
reports, however suggested that receipt of compensation benefits were strongly tied to the 
presence of pain reports.  
 
Contrary to this, patients with non-radicular neck pain before and after anterior 
discectomy and fusion demonstrated no statistical difference in change of pain or 
functional ability between the compensated and non-compensated patient groups (Palit et 
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al., 1999). The published findings of this study did not state the degree of statistical 
significance of this comparison. 
 
2.2 Upper Extremity Injuries  
 
Work-related injuries of the upper extremities include trauma (crush injuries and 
amputations), cuts, fractures and a variety of cumulative trauma disorders resulting from 
repetitive work tasks that may include risk factors such as awkward postures, force and 
little opportunity for rest (Feuerstein et al., 2000). In reviewed studies of back injuries, 
several authors have found that workers’ compensation patients with upper extremity 
injuries have worse clinical outcomes than their non-compensated peers. 
 
A prospective community-based observational study of outcomes of surgical and non-
surgical intervention for carpal tunnel syndrome (CTS) found that despite favourable 
clinical results, surgically managed workers’ compensation patients had the least 
improvement in symptom severity and functional capacity at 30 months following 
surgery and were less likely to report complete resolution of each of the symptoms post-
operatively than their non-compensated peers (Katz et al., 1998). Duration of work 
absence remained high in both surgically and non-surgically managed workers’ 
compensation patients following CTS, suggesting a need for further research into factors 
that affect work disability. 
 
Using a hand diagram to report symptoms, workers’ compensation patients had worse 
clinical outcomes and were less satisfied with surgery, before and after researchers 
controlled for demographic variables and baseline scores for symptoms and functional 
capacity (Bessette et al., 1997). However, the researchers conceded that the symptom 
drawings in the workers’ compensation patients who had worse surgical outcomes may 
actually identify other serious lesions that could explain and account for the worse 
outcomes for this group 
 
Several authors suggest the difference in return to work rates and outcomes is a 
consequence of receipt of workers’ compensation. Bednar & Baesher-Griffith et al. 
(1998) compared outcomes such as the number of post-operative visits, amount of 
therapy time off work and a return to work between compensated and non-compensated 
patient groups who had received one of the following operative procedures: carpal tunnel 
release, wrist arthroscopy, open reduction of a fracture and ulnar nerve transposition. 
These authors found that 99% of non-workers’ compensation patients returned to work 
post-operatively, compared to 72% of workers’ compensation patients. The mean 
duration of work absence was 1.81 months for the non-compensated group compared to a 
mean of 8.25 months for workers’ compensation patients. Post-operative therapy lasted 
an average of 1.28 months for non-workers’ compensation patients compared to a mean 
of 3.54 months for injured workers and the average number of post-operative visits to the 
surgeon were 4.4 for non-compensated group and 8.5 for workers’ compensation patients, 
resulting in an increase in cost of treatment for the compensable injuries.  
 
Outcomes of an Australian study showed that workers’ compensation patients took more 
than twice as long to return to work as privately insured patients (7.3 weeks versus 3.3 
weeks) following surgical internal fixation for scaphoid fractures (Filan, 1996). The 
duration of work absence was directly related to occupation, with heavy manual workers 
requiring the longest recovery times, and clerical workers the shortest. The effect 
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of receipt of workers’ compensation on duration of work absence was greatest for heavy 
manual workers (9.5 weeks for workers’ compensated patients compared to 4.5 weeks for 
privately insured patients) and there was no statistical difference in return to work times 
between the compensated and non-compensated clerical workers. While this study 
concludes that compensation encourages a slower return to work after surgery, the 
disparity between the heavy manual and clerical workers warrants further investigation. 
The impact of physical work demands on the recovery and return to work rates, when 
comparing outcomes by receipt of workers’ compensation, has prompted some authors to 
suggests that employers should be encouraged to provide suitable alternate (light) duties 
to facilitate an earlier return to work (Filan, 1996; Leavitt et al., 1982). 
 
In studying return to work rates Nagle et al. (1996) identified a return to work within 57 
days for compensated CTS patients compared to 22 days for non-compensated patients, 
and this was regardless of whether they were returning to sedentary, light, medium, heavy 
or very heavy classifications of work. Other authors (Carmona, Faucett, Blanc, & Yelin, 
1998; Nathan et al., 1993) also conclude that the receipt of workers’ compensation was 
associated with a slower rate of return to work for CTS patients after all covariates (i.e. 
occupational exposure to awkward postures, age, education, gender, number of therapy 
sessions, other surgery, incision length, nerve conduction status, referral source and 
involvement in workers’ compensation) were adjusted for.  
 
There is research that has found no negative correlation between receipt of workers’ 
compensation and recovery outcomes for injuries to the upper extremities. For example, 
no statistically significant difference in health, functional capacity and presence of 
symptoms was found between compensated and non-compensated CTS patients, 
following multivariate analysis (Atroshi, Johnsson, Nouhan, Crain, & McCabe, 1997). 
Chen, Novak, Mackinnon, & Weisenborn (1998) also concluded that workers’ 
compensation had no statistically significant correlation with pain levels among workers’ 
compensation patients with upper extremity disorders, and there was no statistically 
significant difference between compensated and non-compensated patients for pain 
levels, stress levels and coping levels at home and work. This study did find that workers’ 
compensation patients tended to use a significantly higher number of descriptors to 
describe their pain. 
 
Neither workers’ compensation nor involvement in litigation significantly affected 
patients’ responses to a questionnaire regarding overall life satisfaction or employment, 
seven years following surgical treatment for brachial plexus injury (Choi, Novak, 
Mackinnon, & Kline, 1997). However, reliance on patient recollection of functional 
capacity and employment immediately before and after surgery up to seven years prior 
may compromise these results. No baseline measures were taken regarding quality of life 
indicators, and error in recollection together with small sample size may bias the 
statistical significance of the results. 
 
2.3 Knee Injuries 
 
Three clinical studies of the outcomes of surgical procedures of the knee are included in 
this section. In each, the authors attempted to compare the post-operative outcomes for 
workers’ compensation and non-workers’ compensation patients to determine the 
influence of workers’ compensation. The focus of outcomes was on physiological 
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progress with little regard given to work absence or lost time days as a measurable 
outcome. 
 
Clinical outcomes of pain, stability and range of motion after total knee arthroplasty were 
compared between 42 injured workers and 42 non-compensated patients (Mont et al., 
1998). Of the injured workers, 71% had a fair/poor result or required revision of the 
surgery, compared to only 12% of the non-compensated patients, but due to small sample 
size, statistical significance could not be established. Similarly, Pidoriano, Weinstein, 
Buuck, & Fulkerson (1997) identified that workers’ compensation issues decreased the 
likelihood of a satisfactory outcome after surgery for patellar articular lesions. When 
comparing pre-operative and post-operative function between compensated and non-
compensated patients, good or excellent results were achieved by 40% and 59%, 
respectively for the two groups, however this difference was also not statistically 
significant. 
 
Noyes & Barber-Westin (1997) investigated the difference in duration of work absence 
following injury between workers’ compensation and non-compensated patient groups. A 
statistically significant difference was found in the duration of work absence for both 
groups of patients who underwent identical surgery and rehabilitation for anterior cruciate 
ligament reconstruction. Pre-operatively, mean work absences for the compensated group 
were 122 days (compared to 3 days for non-compensated patients) and post-operatively, a 
mean of 222 days (compared to 30 days). Interestingly, at twenty-seven months follow-
up all non-compensated patients had returned to work (two with continuing symptoms) 
and 90% of the workers’ compensation patients had returned to work (six with continuing 
symptoms), supporting the idea that injured workers do not need to be pain free prior to 
returning to work. 
 
2.4 Ankle Injuries 
 
All published research on compensable ankle injuries included in this literature review is 
from the USA and involves clinical evaluation of patients between nine and thirty-three 
months post-operatively. 
 
After surgical lateral ligamentous stabilisation of the ankle, patients involved in a study 
by Komenda & Ferkel (1999) were rated for pain, ankle stability and range of motion, 
using a subjective rating scale (excellent; good; fair; poor) and compared based on their 
involvement with workers’ compensation. Although the combined excellent/good results 
were similar between the two groups, the non-compensated patients had a significantly 
greater percentage of excellent results. Results from this research indicate that despite all 
workers’ compensation patients having achieved full recovery of a stable ankle with 
normal range of motion and strength (compared to their unaffected ankle), they reported a 
higher rate of subjective pain complaints with activity. No mention was made to control 
for other non-physical factors that may have been responsible for the difference in results 
between the two groups, or to consider the possible psychological reasons for the higher 
incidence of symptom reports, as suggested by Leavitt & Garron et al. (1982). 
 
Involvement in workers’ compensation or pending litigation has a negative impact on 
surgical outcomes following surgical excision of symptomatic anterolateral exostosis, as 
a result of a sprained ankle (Dixon, Monroe, Gabel, & Manoli, 1999). Using the 
American Orthopedic Foot and Ankle Society’s Ankle-Hindfoot Scale, all three 
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non-compensated patients in this study scored excellent results and returned to work but 
the two compensation/litigation pending patients had fair or poor results and had not 
returned to work at a thirty-three month follow-up. With only five subjects in their study 
the statistical significance and the generalisability of these findings is questionable. The 
results of the study are also limited without controlling for confounding variables of a 
return to work and clinical outcome measures in the analysis. 
 
Another study, which used the Ankle-Hindfoot Scale, show active litigation and workers’ 
compensation to have a significant negative effect on the scores of patients twenty-four 
months following arthrodesis of the ankle (Monroe, Beals, & Manoli, 1999). The 
nineteen non-compensated patients in the study sample had statistically significant higher 
mean post-operative scores and all returned to work. The authors propose that receipt of 
workers’ compensation decreased the injured workers’ perceived ability to return to work 
and accounted for more reports of functional limitations associated with the ankle injury. 
This resulted in half of the workers’ compensation group returning to work. 
 
2.5 Inguinal Hernia Injuries 
  
Investigation into the effect of workers’ compensation on injury recovery is not limited to 
back, upper and lower extremity injuries. The hypothesis that workers’ compensation 
patients take longer to recover and have more prolonged pain after hernia repair, than 
patients who are not compensated for the injury was investigated by Salcedo-Wasicek & 
Thirlby (1995). The results of this matched retrospective case-control study found that the 
mean duration of work absence was 33.5 days for the workers’ compensation patients and 
12.6 days for a matched sample of privately insured patients. The duration of post-
operative pain was 111 days for the workers’ compensation group compared to 17.8 days 
for the matched control group. A multivariate analysis of variables included in the study 
identified the only predictive variable of post-operative pain was type of insurance 
coverage, however there are limited studies of this injury type and body location to 
further support these findings. 
 
 
3.0 CHARACTERISTICS OF THE WORKERS’ COMPENSATION SYSTEM 

THAT INFLUENCE RECOVERY RATES 
 
Despite negative stereotypes associated with injured workers in receipt of workers’ 
compensation, characteristics of workers’ compensation laws and systems themselves 
have been found by some to prolong recovery (Greenough & Fraser, 1989; Sander & 
Meyers, 1986), increase disability (Guest & Drummond, 1992; Leavitt, 1992) and 
decrease potential for return to work. Armstrong and Lyth (1999, p. 10) describe 
workers’ compensation “… as a system that takes people who are injured and teaches 
them to be disabled.” Studies also exist where no negative relationship between receipt of 
workers’ compensation and successful return to work outcomes have been reported 
(Dworkin, Handlin, Richlin, Brand, & Vannucci, 1985; Mendelson, 1984). 
 
Contextual (or system) factors within the workers’ compensation system can impede an 
injured worker’s recovery. Using the premise that injury does not occur within a vacuum 
(Robinson et al., 1997) the disparity between medical diagnosis and reported disability 
may be considered a consequence of contextual factors including worker-employer 
relationships, the socio-economic environment, inconsistency between medical 
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opinions and financial disincentives related to specific compensation system awards. 
Other characteristics of the workers’ compensation system compromising patient 
outcomes may include lengthy and complicated paperwork, lack of clarity of the roles of 
various stakeholders and poor communication between relevant parties (Pergola et al., 
1999). 
 
There is evidence of statistically significant differences in the return to work outcomes, 
duration of work absence and amount of therapy and post-operative visits between non-
workers’ compensation patients and injured workers covered by the workers’ 
compensation systems of two different States in the USA (Bednar et al., 1998). While 
non- compensation patients had overall better return to work outcomes, overall the degree 
of difference between this group and their compensated peers was influenced by the State 
compensation system insuring them. For example, Pennsylvania’s workers’ 
compensation system focuses on returning injured workers to a pre-injury work capacity 
and provides continued benefits until this occurs. The New Jersey system, however, 
provides compensation to injured workers only until maximal gains from medical 
intervention have been achieved, and if a return to work is not possible, a financial 
settlement is paid based on percentage of impairment. The duration of work absence and 
the number of post-operative medical and therapy visits was highest for injured workers 
covered under the Pennsylvania system and the differences between the non-compensated 
group and the New Jersey workers’ compensation patients were significantly less. The 
results of this study highlight the impact State workers’ compensation laws on outcomes 
for workers’ compensation patients. 
 
During this critical review, various authors have consistently referred to several 
characteristics of the workers’ compensation system and process that may influence 
patient outcomes. These have been addressed under the following sub-headings, however 
it is important to note that none, a combination, or all of these variables provide 
explanation for the previously identified differences in outcomes, especially duration of 
work absence following injury of compensated and non-compensated patient groups. It is 
clear however, that further controlled studies are required to determine the inter-
relationships that exist these variables and recovery outcomes for workers’ compensation 
patients. 
 
3.1 Attitudes And Skills Of Healthcare Providers Involved With Workers’ 

Compensation Patients 
 
“If workers’ compensation patients are treated in a different fashion than non-workers’ 
compensation patients, this difference in treatment could influence the result of any 
cohort study…” (Atroshi et al., 1997, p. 887). 

 
Much of the literature regarding the effects of compensation on the recovery of injured 
workers present a stereotype of individuals whose delayed recovery should be viewed 
with suspicion (Leavitt, 1992; Melzack, Katz, & Jeans, 1985). Medical practitioners who 
become involved in the treatment of workers’ compensation patients may stereotype 
these patients and generalise their treatment outcomes, to the point where there is doubt 
as to the integrity of their injuries (Quintner, 1995). Female workers suffering from 
repetitive strain injuries (RSI) in the 1980s experienced “…outright scepticism from 
doctors regarding the reality of their pain experience” (Quintner, 1995, p. 260). Many 
were given a psychiatric diagnosis or labelled as malingerers by physicians who 
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refused to accept the existence of their pain. If a medical practitioner prejudiciously 
labels a workers’ compensation patient, then despite any facts to the contrary, the 
stereotype remains, and the patient may conform, even subconsciously, to behaviour that 
is expected of him or her (Ellard, 1985). This self-fulfilling prophecy serves to perpetuate 
the stereotyping of injured workers seeking compensation. Studies, cited in Burns et al. 
(1995) claim that unsuccessful treatment outcomes are not related to workers’ 
compensation, but rather the subjective biases of health care providers. 
 
Long-term workers’ compensation patients, who make little progress towards recovery 
despite significant effort and time, can create stress for the treating physician evoking 
“…feelings of frustration, anger and resignation” (Clearihan, 1991, p. 379). Stress for the 
physician may arise from a perception of split responsibilities in regard to the workers’ 
compensation patient. From a medical ethics perspective, the physician must focus on the 
patient’s medical recovery and return to work, which may not always be compatible with 
the patients’ reported financial fears and need for compensation. 
  
The role of medical management in facilitating early multidisciplinary diagnosis, 
assessment and referral for appropriate treatment intervention has been shown to 
influence outcomes following compensable injury (Cohen, Nicholas, & Blanch, 2000). If 
the medical practitioner has limited knowledge of injury management within the context 
of workers’ compensation, this can create unwillingness to participate in the process or 
result in ineffective case management of the injured worker (Knowles et al., 2000). The 
medical practitioner is required to determine the nature of a suspected work-related injury 
(Robinson et al., 1997) and complete medical certificates for excused work absence or 
clearance for a return to work, with or without restriction (Clearihan, 1991; Knowles et 
al., 2000). As a consequence of rising workers’ compensation costs, some systems have 
more restrictive criteria for work-relatedness of injuries, requiring workers to provide 
convincing evidence that their occupational injury is work-related (Dembe, 1997). 
 
Lack of knowledge or training of the medical practitioner in the identification and 
management of work-related musculoskeletal disorders may result in conflicting medical 
opinions between the medical practitioner, specialists and any independent medical 
reviewer (Robinson et al., 1997). As a consequence the injured worker may become 
confused, begin to doubt the medical practitioner’s understanding of their problem or 
become suspicious of alliances between the employer and medical practitioner resulting 
in the injured worker retaining legal representation (Clearihan, 1991; Robinson et al., 
1997). Similarly, medical practitioners who demonstrate lack of knowledge or 
commitment to injury management principles can compromise successful treatment 
outcomes and frustrate the other parties involved in the system. It has been recommended 
by some authors that medical and allied health professionals who provide services to 
workers’ compensation patients should be trained in appropriate injury management 
practices (Knowles et al., 2000). 
 
The medical practitioner should remain removed from any adversarial relationship that 
may develop between the injured worker, the employer and the workers’ compensation 
system and must complete progress medical certificates with care (Clearihan, 1991). If 
the patient does not continue to present objective evidence to support their reported 
disability, this needs to be stated instead of continued referrals for specialist opinion or 
therapy that may have little influence on positive outcomes. Clearihan (1991) suggests 
complete and comprehensive documentation of medical notes and reports is vital 
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to determining the on-going disability of an injured worker and bring the case to 
resolution when appropriate. 
 
Delays in the provision of necessary medical interventions can negatively influence 
treatment outcomes for injured workers and has been shown to be a significant predictor 
of increased time receiving workers’ compensation benefits (McIntosh, Frank, Hogg-
Johnson, Bombardier, & Hall, 2000). Injured workers with compensable low back pain 
often experience greater delays in receiving therapy and require more therapy than non-
compensated patients (Ambrosius, Kremer, Herkner, DeKraker, & Bartz, 1995), whereas 
early intervention has been shown to result in statistically significant decreased numbers 
of medical practitioner visits and shorter duration of work absences (Zigenfus et al., 
2000).  
 
Earlier intervention in itself, however, does not necessarily imply better treatment 
outcomes. For example, early initiation of physiotherapy services has not been proven to 
improve the likelihood of better outcomes for patients based on the assumption that 
“…any treatment initiated early in the course of a disease will look good, even when it is 
useless” (Jette, Smith, Haley, & Davis, 1994, p. 112). This is particularly relevant for 
injured workers with low back pain, since most patients will experience a rapid degree of 
some improvement through the natural healing process and without formal treatment.  
 
Medical practitioners who have little experience with work-related injuries may be overly 
conservative in their approach, extending the injured workers’ recovery period 
unnecessarily and reducing the likelihood of a return to work (Brines, Salazar, Graham, 
& Pergola, 1999). For example, common conservative medical treatment approaches to 
low back pain including bed rest, traction, corsets and medication may be suitable for 
acute episodes of back pain that are likely to resolve on their own. However, they often 
provide ineffective long-term pain management and do not focus on returning patients to 
productive activity (Tollison, 1993). Physiotherapy treatments for acute low back 
musculoskeletal disorders that are passive in nature (i.e. heat, massage, ultrasound) with a 
focus on pain relief and symptom reduction are often used with workers’ compensation 
injuries, despite research to indicate that these modalities are not effective in the 
treatment of this patient group (Zigenfus et al., 2000).  
 
Although early referral for medical services can, arguably, result in a shorter duration of 
work absences, the efficacy of the treatment provided needs to be monitored using 
outcome-based treatment objectives and evidence-based practice (Knowles et al., 2000), 
to ensure progress towards positive work-related outcomes continues to occur. 
 
3.2 Case Management And Communication Between Key Parties 
 
Case management is designed to contain medical and wage replacement costs associated 
with workers’ compensation cases, through the coordination of information and service 
delivery between the key stakeholders and service providers involved (Brines, Salazar, 
Graham, & Pergola, 1999). Therefore, interdisciplinary communication between medical 
practitioners and allied health professionals in the treatment of workers’ compensation 
patients is necessary for effective case management (Knowles et al., 2000).  
 
Whether an injury is compensable depends on what is considered to be arising out of and 
in the course of employment based on the local relevant workers’ compensation 
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legislation. In some cases it is not obvious that the injury is work-related. In some 
workers’ compensation systems such as Pennsylvania and New Jersey, USA, the treating 
medical practitioner is responsible for determining if the injury is work-related; while in 
other workers’ compensation systems (such as Australian jurisdictions) the medical 
practitioner makes recommendations regarding the suitability of work duties and return to 
work activities with respect to the worker’s injuries. Without a thorough understanding of 
the workplace demands and the existence of potential risk factors, the medical 
practitioner has limited information with which to make the these determinations or 
recommendations (Clearihan, 1991; Groves & Gallagher, 1993). Clear communication 
with the employer regarding the nature of the work duties can help to provide this 
information, however some employers believe that only a small percentage of medical 
practitioners fulfil their obligations to communicate with the workplace, understand the 
patient’s work duties in order to provide appropriate work restrictions via medical 
certificates and encourage the injured worker to return to work as soon as possible 
(Kenny, 1996).  
 
In a recent review of workers’ compensation cases treated under the Western Australian 
injury management process, lack of communication between the treating medical 
practitioner and employer was identified. Either a poor understanding of, or commitment 
to the principles of the injury management process resulted in inadequate documentation 
of medical certificates and poor communication with the employer. Furthermore, a lack 
of direction in injured workers’ case management was blamed for excessive medical and 
allied health services that provide no justification for their contribution to the goal for the 
injured worker to remain in or return to employment (Knowles et al., 2000). 
 
At the present time, the treating medical practitioner coordinates and controls the medical 
care of the injured worker in Australia. However, in some States of the USA, nurse case 
managers provide workers’ compensation case management, to assist with complex 
cases. These case managers, usually employed by insurance companies, are responsible 
for facilitation and coordination of the medical and therapeutic services required for 
individual injured workers (Pergola et al., 1999). Although the medical practitioner is still 
responsible for determining the course of medical intervention, nurse case managers have 
specialised case management training and communicate with various parties, including 
the insurance claims manager, the employer, rehabilitation providers, the medical 
practitioner and the employee. Medical practitioners have identified the excessive amount 
of paperwork associated with workers’ compensation cases as a disincentive to be 
involved with this patient group, therefore a nurse case manager may assist with the 
necessary coordination and communication between the various parties. Nurse case 
managers providing this liaison have successfully resolved secondary issues (e.g. 
emotional hardship, lack of support and the fear of a return to work) and drawn 
employers more into the process of recovery and rehabilitation of the injured worker 
(Brines, Salazar, Graham & Pergola, 1999). 
 
A survey of workers’ perceptions of nurse case management services in Washington 
State, USA, identified workers valued face-to-face contact with nurse case managers who 
were knowledgeable about their medical condition and related needs, and provided 
advocacy for the patient in the provision of services. This decreased the patients’ feelings 
of confusion, mistrust and perceptions of the workers’ compensation system as being 
adversarial (Brines, Salazar, Graham, Pergola, & Connon, 1999). 
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3.3 Access To Medical And Vocational Rehabilitation Services  
 
Mayer et al. (1998, p. 602) state that “…there is no reason to expect that desirable 
socioeconomic outcomes (e.g. reduced disability, avoidance of healthcare utilisation, or 
decreased recurrent injury) will result solely from surgical intervention” and that without 
post-operative rehabilitation and pain and disability management, poor outcomes from 
the surgical interventions can be anticipated. However, much of the literature reporting 
undesirable post-operative outcomes for injured workers provide little or no reference to 
patient involvement in post-operative rehabilitation. Consequently there is inadequate 
consideration of the influence of passive therapy, exercise or an interdisciplinary team’s 
functional approach on patient outcomes.  
 
It has been suggested that better utilisation of physiotherapy services for patients would 
occur if medical practitioners had a greater understanding of the nature and benefits of 
specific therapy interventions (Ehrmann-Feldman, Rossignol, Abenhaim, & Gobielle, 
1996). It is not clear, however, if better utilisation of services refers to increased numbers 
of referrals for physical therapy, earlier referrals, or more selective patient referrals with 
appropriate timing of the referrals.  
 
Studies that did report positive treatment outcomes for workers’ compensation patients 
had several common characteristics. These included the use of a multidisciplinary, 
aggressive, functional restoration program (Hunter et al., 1998; Mayer et al., 1998; 
Tollison, 1993; Wright et al., 1999; Zigenfus et al., 2000), early diagnosis and appropriate 
referral for rehabilitation (Ehrmann-Feldman et al., 1996), good case management 
communication between all key parties (Ambrosius et al., 1995) and availability of 
suitable duties with the employer. 
 
Using a comprehensive interdisciplinary and goal focused approach to rehabilitation, 
which encourages effective communication between the key players, 91% of the workers’ 
compensation patients and 100% of the non-compensated patients in a study sample 
achieved a successful return to work outcome (Ambrosius et al., 1995). While the figures 
suggest better outcomes for the non-compensated group, it should be noted that 65.7% of 
the compensated patients were not working during the rehabilitation program compared 
to only one non-compensated patient.  
 
When outcomes of spinal surgery combined with a multidisciplinary functional 
restoration program that included quantitatively directed exercise, psychotherapeutic 
interventions and monitoring of socioeconomic outcomes (including return to work, 
health care use and recurrent lost time injury) in workers’ compensation patients were 
assessed, the results showed a return to work incidence of greater than 85% for patients 
who had all previously failed to respond to less intensive treatment (Mayer et al., 1998). 
This highlights the importance of accompanying surgery with effective tertiary 
rehabilitation that documents efficacy of clinical interventions. These results, based on a 
non-randomised, selective sample of patients may not be fully representative of all 
patients with spinal disorders, however the value of a structured functional restoration 
program in contributing to better patient outcomes is worth more consideration than is 
presently given in many clinical studies. 
 
Return to work outcomes in other studies has been less than favourable. The outcomes of 
a highly structured, functional restoration, orthopaedic rehabilitation program for 
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federal employees in the USA with low back injuries show that although injured workers 
improved their physical functioning with reduced pain, the improvements were not 
predictive of long-term return to work (Hunter et al., 1998). These results indicate other 
factors may have an impact on return to work outcomes following injury.  
 
These poor return to work outcomes are supported by the work of others. Using a self-
questionnaire, compensated and non-compensated patients with chronic low back pain 
were assessed at initial review, three-months and twelve-months post-injury (Rainville et 
al., 1997). All patients were participants in a highly structured, activity based 
rehabilitation program that included behavioural techniques and only non-steroidal anti-
inflammatory medication (at the medical practitioner’s discretion) to reduce or eliminate 
pain. The workers’ compensation patients demonstrated the same compliance with the 
treatment program and demonstrated no difference in flexibility, strength, lifting ability 
and lower extremity work performance, than the non-compensated patient group. Despite 
no objective clinical differences between the two groups, the workers’ compensation 
patients reported more pain, depression and disability, when baseline differences were 
controlled for using a multifactorial analysis of variance models. These findings concur 
with other studies that highlight this disparity in subjective and objective measures 
(Burns et al., 1995; Greenough & Fraser, 1992; Klekamp et al., 1998; Leavitt et al., 1982; 
Trief & Stein, 1985).  
 
The longer an injured worker remains absent from work, the less the likelihood of a 
return to work (Robinson et al., 1997). It is predicted that for injured workers with 
chronic low back pain, the probability of returning to work is 1:4 within twelve months of 
the injury, but this figure falls to 1:10, twenty-four months post-injury. Despite the 
absence of biological pain to warrant extended time away from work, some injured 
workers report continued disability and belief in their own dysfunction, which develops 
and worsens over time. Consequently healthcare providers need to treat injured workers 
expeditiously, focusing on objective outcome measures related to productive activity for 
injured workers and not just subjective pain reports, when determining fitness for a return 
to work (Rainville et al., 1997).  
 
Research showing employment, not compensation or litigation status, to be the single 
most powerful predictor of long-term treatment outcomes, recommends that rehabilitation 
efforts should be diverted from compensation neurosis and focused on the roles of 
activity and employment in the treatment of chronic pain patients (Dworkin et al., 1985). 
Therefore maintaining involvement of the workplace in treatment and rehabilitation 
should be a priority in the management of workers’ compensation claims.  
 
Quite contrary to these published studies, the Report of the Review of the Western 
Australian Workers’ Compensation System observed, “…rehabilitation is often used as a 
mechanism to continue payments” (Pearson et al., 1999, p. 76). Although effective 
rehabilitation should be made available to all workers with compensable injuries, this 
report levelled criticism at review officers who allegedly refer injured workers to 
rehabilitation regardless of their prognosis for a successful outcome. This process delays 
finalisation of the claims and increases the associated claims costs. 
 
 
 
3.4 Employer Response To Work Injury 
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The attitude of employers towards injured workers may adversely affect the filing of a 
workers’ compensation claim and the subsequent duration of work absence. Robinson et 
al. (1997) suggest that workers who are dissatisfied with their jobs are more likely to file 
a workers’ compensation claim, and those workers having good rapport with their 
employers have an improved chance of a successful return to work outcome. 
 
Factors that affect a return to work following any occupational injury will include the 
nature of the work demands and work practices (Cohen et al., 2000; Dasinger et al., 
2000). Workers’ compensation patients may have longer durations of work absence 
following injury than non-compensated patients, because injured workers have a greater 
risk of exposure to occupational risk factors (e.g. repetitive motions, awkward postures or 
handling of heavy loads) thereby increasing the risk of injury. If left unchecked, these 
work tasks may result in exacerbation of the condition, re-injury, or present psychological 
barriers to a return to work such as fear of re-injury. 
 
In support of this theory, an analysis of the duration of work absence for 433 Californian 
workers’ compensation claimants identified a positive relationship between duration of 
work absence and the physical demands of the job (Dasinger et al., 2000). Job tasks 
requiring frequent bending and lifting of heavy objects were associated with longer 
durations of work absence. These findings are important as they highlight that specific 
interventions to modify the work environment or work process may impact the duration 
of work absences for injured workers in physically demanding jobs.  
 
Other factors influencing return to work outcomes include the supervisor’s response to 
the injured worker and any associated limitations in their performance, the degree of job 
satisfaction and any worker transferable skills in the event of residual physical limitations 
or work restrictions (Crook et al., 1998). Many workers involved in jobs that require 
physical labour believe it would be difficult to return to the same job after recovery from 
their injuries, fear they have no other skills to fall back on, or are concerned they will not 
find alternative employment that provides comparable pay or benefits if they are unable 
to return to their pre-injury jobs (Brines, Salazar, Graham, & Pergola, 1999). 
 
Employment, rather than receipt of workers’ compensation has been found to be a better 
predictor of outcome and disability, as injured workers who have a job and/or suitable 
duties to return to and have positive attitudes to their workplace, have a greater likelihood 
of a return to work (Chen et al., 1998) and a reduced duration of work absence (Groves & 
Gallagher, 1993; Hunter et al., 1998). The findings of these studies support earlier 
research (Sanderson et al., 1995; Bonzani et al., 1997) that suggests workers’ 
compensation patients who are still working experience less disability than those who 
were unemployed and achieve a faster return to work. In an analysis of workers’ 
compensation effects on long-term treatment outcomes, when compensation and 
employment were jointly used to predict treatment outcomes in multiple regression 
analyses, only employment was significant (Dworkin et al., 1985). Factors such as the 
employer’s inability to modify the demands of the job, poor access to job retraining and 
lack of immediate diagnosis and treatment may also account for long durations of work 
absence by workers’ compensation patients (Noyes & Barber-Westin, 1997). 
 
Terms such as modified, alternative, light or restricted work duties have been used to 
describe work tasks that accommodate injured workers’ physical restrictions 
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(Crook et al., 1998; Dichraff, 1993; Dolney, 1992; Industry Commission, 1994; Knowles 
et al., 2000). These modified duties are comprised of tasks that have been approved by 
the treating medical practitioner and are necessary to prevent an aggravation of the injury 
and provide a safe work environment, while maintaining the injured worker in the 
workplace (Dolney, 1992). 
 
Availability of modified work in workers’ compensation cases is significantly and 
positively associated with successful return to work outcomes with almost double the rate 
of return to work, compared to cases where no suitable modifications were available. Job 
modifications and accommodations may include changes in the physical or cognitive 
demands of the job, shorter work hours, greater frequency of rest breaks and changes to 
the work process or workstation design (Crook et al., 1998). The more accommodating an 
employer is, the fewer reasons an injured worker has to not return to the workplace and 
participate in the modified work program (Dolney, 1992). Consequently, any inability or 
unwillingness of an employer to accommodate an injured worker’s restrictions can 
negatively impact return to work outcomes (Dichraff, 1993). 
 
The results of a questionnaire sent to selected employers in the Sydney area identify that 
90% of employers find it very difficult or difficult to provide suitable duties to injured 
workers, especially in heavy manual labour occupations or in small organisations. In 
organisations where suitable duties were available, the financial and manpower costs 
associated with retraining the worker in the alternative duties was a concern of employers 
(Kenny, 1996). When asked to identify and rank in order the reasons for the difficulty in 
providing suitable duties for injured workers, employers ranked insufficient 
communication by the treating medical practitioner, sixth out of fourteen. Specifically, 
“…doctors’ certificates do not specify what the injured (worker) can or cannot do…” 
(Kenny, 1996, p. 150). The rank order value reflected both the frequency this reason was 
cited and the difficulty ranking given by the employers. Employers may be unaware of 
what modifications can be made to accommodate work restrictions for the injured 
worker. However, by providing a description of the essential functions of the injured 
worker’s job to the treating medical practitioner and vocational rehabilitation specialist, 
appropriate work duties, time spent on these duties and any necessary ergonomic changes 
or adaptive equipment can be determined (Armstrong & Lyth, 1999). Reasonable 
accommodation of the injured worker maintains them in the worker role that decreases 
the chance of chronic disability developing and increases the likelihood of a successful 
return to work (Armstrong & Lyth, 1999). 
 
There continues to be a need for improved efforts to prepare injured workers for a return 
to work and further research to assess and define the role of both medical and work-based 
interventions required for the effective treatment and rehabilitation of injured workers 
(Atlas et al., 2000). 
 
3.5 Secondary Gains By The Injured Worker 
 
Receipt of workers’ compensation and/or pending litigation has long been believed to 
minimise the benefits of medical and psychological interventions for injured workers, 
especially those with chronic pain. Some behavioural treatment programs note that when 
patients in a chronic pain program voluntarily disclaim workers’ compensation benefits, 
there can be a subsequent “drastic improvement” in their health (Dworkin et al., 1985). 
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Self-perception of disability and potential for a return to work will influence an injured 
worker’s successful outcomes following industrial injury, and financial or other 
disincentives may in turn, influence the injured worker’s reports of physical abilities and 
pain levels. An injured worker who questions their ability to return to gainful 
employment is not likely to provide positive self-report outcomes regarding pain relief or 
quality of life (Mayer et al., 1998). This may explain the disparity between objectively 
measured physical improvements and subjective reports of continued pain and disability, 
as reported in other studies (Burns et al., 1995; Greenough & Fraser, 1992; Klekamp et 
al., 1998; Leavitt et al., 1982; Trief & Stein, 1985).  
 
If an injured worker either consciously or unconsciously magnifies their symptoms when 
they see a potential for financial gain, the worker may exhibit signs of compensation 
neurosis, which is described as “…a state of mind, born out of fear, kept alive by avarice, 
stimulated by lawyers and cured by a verdict” as cited in Mendelson (1985, p. 561). 
Although it is referred to frequently in the literature, the existence of a clinical entity 
termed compensation neurosis has not been validated by research (Burns et al., 1995; 
Mendelson, 1985) as discussed further in this review.  
 
In a review of literature pertaining to financial incentives and disincentives of workers’ 
compensation, several authors have found that as the ratio between compensation 
(income replacement) benefits and original income increases, there is a corresponding 
increase in both the frequency and duration of workers’ compensation (Loeser, 
Henderlite, & Conrad, 1995; Tate, 1992). Consequently, injured workers in receipt of 
wage replacement and medical and rehabilitation have little incentive to return to work. 
Any social issues between the worker and the employer may magnify these disincentives 
(Klekamp et al., 1998). 
 
In some workers’ compensation systems the financial disincentives are quite obvious. For 
example, the USA Federal Employers Liability Act places the liability for all injuries 
sustained on the employer. The difference between this system and many others is that a 
jury determines damages owed to the injured worker, with no restrictions on the dollar 
amount (Hunter et al., 1998). As a consequence the potential for large settlement awards 
provides a strong financial incentive for an injured worker to file a claim. The findings of 
other researchers support this theory. Sander & Meyers (1986) found that in the same 
workers’ compensation system juries awarded damages of between US$200 000 and 
US$300 000, despite the absence of objective clinical findings of back disease. 
Compensated railroad workers with occupational lumbosacral strain injuries had a work 
absence of 14.9 months compared to 3.6 months for non-compensated patients with 
similar injuries. 
 
In Colorado, USA, the State workers’ compensation system provides an injured worker 
with approximately 66% of their average weekly wage, tax free, until they return to work 
or reach maximal medical impairment (Groves & Gallagher, 1993). Therefore the injured 
worker may receive more income from workers’ compensation payments than their 
taxable weekly wage, providing little financial incentive to return to work. 
 
The effect of compensation may cause the injured worker to become “…handicapped by 
the pain from their injuries until they receive a financial settlement” (Mendelson 1988, 
cited in Gallagher et al., 1995, p. 300). The implication is that workers’ compensation 
patients exaggerate their pain, suffer from excessive anxiety, depression and 
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neuroticism and plan a return to work as soon as their claim is ruled on. In order to justify 
the receipt of compensation, pain behaviours such as verbal complaints, limping, 
grimacing and guarding (Gallagher et al., 1995) and pain reports may be exaggerated and 
further reinforced by the compensation received (Rainville et al., 1997). 
 
Contrary to this theory however, are the findings of several studies that show many 
injured workers continue to remain disabled or have limited work capacity even after 
settlement (Balla & Moraitis, 1970; Encel & Johnston, 1978; Mendelson, 1982). 
Consideration of factors beyond financial gain is necessary to identify strategies that 
reduce or eliminate barriers to successful outcomes from rehabilitation and pain 
management programs. Other secondary gains for the patient may include gratification of 
their need for dependency on others. At times spouses or wider social groups may 
encourage this dependency in order to fulfil their own desires of being wanted or needed. 
Injured workers may also view payment for their injuries as a form of atonement for pain 
and suffering they believe is caused by another person, such as the employer (Ellard, 
1970). 
 
3.6 Secondary Gains By Other Stakeholders 
 
The belief that secondary gains and financial disincentives pose barriers to functional 
recovery and a return to work for some injured workers should be countered by the 
possibility that agendas of other stakeholders in the workers’ compensation process may 
compromise a successful outcome for the injured worker (Mayer et al., 1998). These 
agendas may include financial gains of healthcare professionals who are reimbursed for 
each episode of care provided for the injured worker. Any healthcare professional in 
private practice must balance the ethical principles of patient care with the financial 
priorities of remaining a viable business, however the literature raises concerns as to how 
effectively healthcare providers deal with this ethical dilemma (Cohen et al., 2000; Jette 
et al., 1994).  
 
The possibility of financial gains for health care providers are highlighted in several 
published studies and reports. A study of health services in Minnesota found that 
physiotherapy provided for workers’ compensation patients were billed at 230% the rate 
per episode than for patients insured under private medical insurance (Gifford, 1990, 
cited in Jette et al., 1994). These findings are similar to later studies that found disparity 
in costs associated with the treatment of workers’ compensation injuries compared to 
patients with other forms of insurance. For example in a national survey of USA 
providers, the mean cost of physical therapy provided to patients with compensation 
insurance was 36% higher than the same services charged to other insurers (Jette et al., 
1994). Likewise, an analysis of Minnesota workers’ compensation data identified 
workers’ compensation medical costs were billed at more than twice the price than in the 
general health system (Boden, 1995). 
  
Healthcare providers may assign a case to the workers’ compensation insurance system if 
they anticipate longer and higher reimbursements than from private or public medical 
insurers (Himmelstein & Rest, 1996), or provide a significantly greater number of post-
operative visits and therapy when there are no limitations on reimbursement for medical 
services provided (Bednar et al., 1998). In the treatment of workers’ compensation 
patients in Western Australia, there have been cases in which the “extensive amount of 
treatment interventions…indicate the claim was not being managed to ensure the 
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efficacy of treatment, use of evidence-based medicine or a focus on return-to-work” 
(Knowles et al., 2000, p.11). An actuarial analysis of physiotherapy claims from 1995-
1999 indicate that nearly 30% of physiotherapy claims have greater than 10 treatments, 
representing 80% of all services provided and 66% of the total associated costs (Lurie, 
2000). The fact that there is usually no co-payment by the injured worker for treatment 
covered by workers’ compensation insurance may influence the patient’s decision to 
continue with medical and/or allied health treatments, even those that have few apparent 
outcomes. 
 
Workers’ compensation patients may become caught in a complicated medical system 
that creates confusion from conflicting diagnoses and multiple referrals for diagnostic 
testing and specialist opinion. In a study relating to the medical assessment and 
management of work related low back or neck and arm pain, Cohen et al. (2000) question 
the high referral rate of injured workers presenting with symptoms of acute mechanical 
low back pain, to orthopaedic specialists and surgeons for specialist opinion, when this 
benign diagnosis is rarely managed surgically. This view is supported by other 
researchers that state, in the normal course of Australian medical practice, medical 
practitioners “…invariably refer back-pain patients with workers’ compensation claims to 
a specialist if symptoms failed to settle rapidly enough to allow an early return to work” 
(Greenough & Fraser, 1992, p. 40). 
 
Medical practitioner owned or invested therapy practices also raise a concern regarding 
the treatment of workers’ compensation patients. Referral for physiotherapy services by 
owner/investor medical practitioners has been found to be twice as high as those of 
independent referring medical practitioners (Swedlow et al., 1992). 
 
In order to curb the runaway medical costs associated with workers’ compensation in the 
USA, several States have piloted a managed care program within their respective 
workers’ compensation systems (Cheadle et al., 1999; Jarvis, Phillips, & Danielson, 
1997; Kyes et al., 1999). Instead of the fee-for-service model where healthcare providers 
bill the insurer for each episode of patient care, a predetermined capitated amount is 
allocated per insured worker and healthcare providers are required to work within these 
reimbursement guidelines. The managed care model of healthcare, however, is 
characterised by less patient choice of healthcare providers which may lead to patient 
dissatisfaction. The mean (unadjusted) medical cost per injury for injured workers treated 
under the managed care model was US$587, which was 21.5% lower than the costs of 
similar services for injured workers treated on a fee-for-service basis (Cheadle et al., 
1999). While the medical costs may be significantly less under a managed care model 
there appear to be no consistent differences in the functional outcomes between patients 
treated in a managed care versus a fee-for-service model (Kyes et al., 1999). 
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4.0 PSYCHOSOCIAL ISSUES IN WORKERS’ COMPENSATION INJURIES 
 
A common theme within the discussion section of many published studies is the impact 
of psychosocial issues or psychological disturbance on recovery and return to work 
outcomes following compensable injury. In the absence of objective physical injury, an 
injured worker may develop a chronic disability syndrome supported by social, 
psychological and economic factors. It should be noted however, that not all workers’ 
compensation patients develop chronic pain and disability. Statistics show that the 
majority of injured workers recover from injury and return to work within 20 days 
(Pearson et al., 1999). 
 
Compensation neurosis is defined as a combination of emotional and physical symptoms 
that develop after a compensable or litigious injury, characterised by reports of continued 
disability beyond the expected period of recovery, and disparity between pain reports and 
physical injury. General symptoms include headaches, exertional or postural dizziness, 
irritability, poor concentration, sleep disturbances, motor weakness and sensory loss and 
the individual’s firm belief that the overt disability is unrelated to their reported unfitness 
for work (Judd & Burrows, 1986). Compensation neurosis is not listed in the Diagnostic 
and Statistical Manual of the American Psychiatric Association (American Psychiatric 
Association, 1994) as a disease in its own right and the predictive validity of this label 
has not been substantiated in the literature (Mendelson, 1985).  
 
Even following settlement of a compensation claim, injured workers may suffer 
continued depression and anxiety due to fears about future financial security (Guest & 
Drummond, 1992). Other moderating and mediating variables must be considered before 
labelling an injured worker as having compensation neurosis, including the psychological 
effect of the injury, individual personality variables, interpersonal variables, socio-
cultural factors and work-related issues (Mendelson, 1985). It is particularly useful to 
consider the effects of these variables to explain why, contrary to popular belief, many 
compensated patients do not make a full recovery once payment has been received. 
 
Malingering has been described as “…the exaggeration, if not the invention, of symptoms 
in the absence of a physical basis…” (Leavitt et al., 1982, p. 401), however only a very 
small percentage of all injured workers are believed to be true malingerers (Leavitt et al., 
1982; Mendelson, 1984; Robinson et al., 1997). Instead, the majority of patients with 
chronic disability syndrome appear to be either fearful of re-injury, experience low self 
esteem, have become estranged from their workplace and community or perceive the 
odds of themselves returning to work as low. These behavioural and social factors appear 
to have greater influence on the length of disability than the severity of pathology, type of 
treatment, skill of the treating medical practitioner, age and employment history and are 
accurate predictors of prognosis in conditions such as lumbosacral radiculopathy 
(Parascandola, 1993). For example, individuals who work alone, do not actively 
participate in treatment, and/or have no family support systems are disabled significantly 
longer than those who live with others, actively participate in their treatment and/or those 
who have support systems (Parascandola, 1993).  
 
Medical practitioners regard workers’ compensation patients as more likely to have 
psychological disturbances. A study of patients with low back injury found that 41.5% of 
workers’ compensation patients were psychologically disturbed compared to 16.6% of 
patients in the non-compensable group (Greenough et al., 1994), and that these 
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psychological disturbances had a highly significant impact on their lower outcome scores 
and higher pain reports (Greenough et al., 1994; Stauffer & Coventry, 1972). Using the 
same outcomes measures as Greenough et al. (1994), the results of a ten-year follow-up 
study were remarkably similar to the prior two-year study, however no significant 
association between receipt of workers’ compensation and psychological disturbance was 
found at review and it was concluded that receipt of workers’ compensation did not 
significantly influence the clinical outcome measures (Penta & Fraser, 1997). Although 
there was a trend for workers’ compensation patients to be more psychologically 
disturbed at review and to have lower objective outcome scores these differences were 
not statistically significant. Furthermore, the authors found the negative effect of 
workers’ compensation on outcomes observed at two years dissipates with time and 
becomes insignificant after ten years. 
 
Other researchers have shown that psychological distress does impact pain and disability. 
Occupational stress, including job dissatisfaction, lack of job control and poor inter-
personal relationships in the workplace directly affect the pathophysiology of work-
related upper extremity disorders at the musculoskeletal level, explaining poorer 
treatment outcomes and longer durations of work absence following compensable work 
injuries (Feuerstein et al., 2000). Following treatment for a musculoskeletal disorder of 
the upper extremity, psychosocial classification of the patient was the primary factor in 
prolonged disability (Bonzani, Millender, Keelan, & Masgieri, 1997) and workers who 
were most psychologically distressed were nearly five times less likely to return to work 
than the least distressed (Crook et al., 1998). 
 
The findings of these studies raise two issues. Firstly, the validity and reliability of 
assessment tools used to measure psychological disturbance among patients is 
questionable. Greenough & Fraser (1991) conducted a comparative evaluation of eight 
psychometric instruments to assess if they were able to identify psychological disturbance 
in patients with back pain. Their findings show the Pain Drawing, Inappropriate 
Symptoms, Inappropriate Signs and the Illness Behaviour Questionnaire to be the least 
discriminating. The authors recommend the combined use of the Modified Somatic 
Perception and Zund Depression Scale for the assessment of psychological disturbance in 
patients with low back pain. These findings highlight the fact that many low back pain 
patients may suffer psychological disturbances, which may contribute to delayed 
recovery, but that these disturbances may not be accurately measured and identified by 
medical practitioners.  
 
The second issue arising is that although several studies refer to greater psychological 
disturbance among workers’ compensation patients, it is unclear if the disturbances are 
the cause or a symptom of delayed recovery and return to work following injury. 
Involvement in the workers’ compensation process may present a source of stress to 
injured workers that is not experienced by non-compensated patients and it is 
characteristics of this process, and not the actual payment of compensation, that leads to 
increased pain and disability (Rohling, Binder, & Langhinrichsen-Rohling, 1995; Trief & 
Stein, 1985). As an illustration of this point, Leavitt et al. (1982) clinically evaluated 
compensated and non-compensated low back pain patients. The study found that in the 
presence of organic disease and psychological stability, workers’ compensation patients 
used 43% more words to describe their pain. Although unable to prove it, the authors 
hypothesise that compensated injured workers may magnify their symptoms if they 
believe the employer or other key parties in the workers’ compensation system do 
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not regard their injuries as serious. These findings support the theoretical model that 
workers’ compensation patients become hypersensitive to various sensory components of 
pain, in order to consciously or unconsciously justify their ongoing pain experiences with 
compensation received. As a result of increased pain perception they have a reduction in 
the ability to benefit from medical and rehabilitation intervention (Rohling et al., 1995). 
 
Although workers with compensable acute low back pain are also more likely to view 
their work tasks as physically demanding, many seek health care services because of 
psychosocial variables in the workplace that are perceived to be more overwhelming than 
the physical demands of the job (Hadler et al., 1995). The underlying (and often unstated) 
problem is one of poor coping with psychosocial workplace stressors rather than 
physically demanding work tasks. This is supported by findings from other research 
where injured workers in blue-collar occupations had an earlier return to work following 
injury, than most injured white-collar workers (Gluck & Oleinick, 1998). To facilitate a 
successful return to the workplace, the injured worker requires a workplace that is 
accommodating of the injury and provides the injured worker with options for coping 
with the physical and psychosocial demands of the workplace. 
 
Despite that the findings of so many studies refer to the impact of psychological issues on 
recovery following work-related injury, only 0.5% of long-term (greater than 6 months) 
cases access any mental health services (William, Feuerstein, Durbin, & Pezzullo, 1998). 
Lack of attention to psychosocial issues present in workers’ compensation patients may 
negatively influence recovery rates and return to work outcomes. Medical practitioners 
identified psychosocial issues relating to a compensable injury in only 28% of cases and 
documentation of this was generally poor and incomplete (Cohen et al., 2000). When 
depression was diagnosed, therapeutic action was only pursued in less than half the cases 
and medical practitioners often prescribed psychotropic medications (anti-anxiety 
preparations) instead of appropriate anti-depressant medications or other therapeutic 
interventions (Cohen et al., 2000). Medical practitioners involved with workers’ 
compensation patients need to use an evidence-based approach to their medical treatment 
and should to consider the influence of compensation and psychological disturbances 
when utilising a specific treatment method (Fraser, 1996). 
 
 
5.0 EFFECT OF AGE, GENDER AND CULTURAL BACKGROUND 
 
Many of the published studies investigating the effects of workers’ compensation on 
recovery rates and return to work outcomes following injury included several 
demographic variables into multivariate analyses of their data. These included age, 
gender and ethnicity.  
 

(i) Gender 
 

In some studies gender showed no significant association with duration of work absence 
for a work-related injury, using a univariate analysis but was a powerful predictor of 
work absence of more than 60 days using a multivariate analysis (Carmona et al., 1998; 
Ehrmann-Feldman et al., 1996). In these cases, female workers were consistently 
identified as having longer durations of work absence following work-related injury than 
their male peers.  
 



 

Does Workers ’ Compensati on Influence Recovery Rates? 
A Critica l Review of the Lite rature 

 

32

The difference between male and female workers in the duration of work absence 
following work-related injury has been associated with injury type. For example, female 
workers receive workers’ compensation benefits for RSI claims for longer periods than 
males, and with the exception of females employed in the construction industry, females 
in all occupations have longer durations of work absence following an occupational RSI 
compared to men (Ashbury, 1995). It is not known if these results indicate greater long-
term effects of RSI on women or reflect the attitudes of medical practitioners who 
question the legitimacy of the symptoms and associated claim (Quintner, 1995). 
Interestingly, research shows that while females have overall a greater number of RSI 
compensation claims than males, the male claim frequency rate is increasing faster 
(Ashbury, 1995). Other research supports these findings. Outcomes for a longitudinal 
cohort of 148 randomly selected Canadian workers who had not returned to work three 
months post injury were analysed. The rate of return to work for men was 1.5 times that 
for women, and those who had modified jobs returned to work at a twice higher rate than 
those without workplace accommodations (Crook et al., 1998). These differences 
highlight the need for further research regarding the impact of gender on recovery from 
occupational injury. 
 
Female workers are considered more likely to accept a lump sum settlement if they 
believe they may be discriminated against in their attempts to return to work, and 
especially from social expectations that they will choose to raise a family instead of 
remaining in the workforce (Morrison et al., 1995).  
 
A secondary disability is one that results from aggravation, exacerbation or recurrence of 
a prior disability and females have almost twice the incidence of secondary disabilities 
than males (Purse, 2000). This difference may be explained by the higher prevalence of 
musculoskeletal sprain-strain injuries in female workers, which often have ambiguous 
diagnoses and are more commonly considered as secondary rather than as new injuries. 
 
By contrast, several authors find no statistically significant differences in outcome 
measures including receipt of workers’ compensation, employment, subjective pain, 
patient satisfaction and scores on psychometric instruments between male and female 
injured workers. Improvements on these outcome measures were not affected by gender 
(Palit et al., 1999; Penta & Fraser, 1997). 
 

(ii) Age 
 
Although epidemiological studies are unable to prove the frequency and severity of low 
back pain is greater in older workers than in younger workers performing the same tasks 
(Gluck & Oleinick, 1998), recovery from occupational injury and return to work rates are 
generally considered to be slower among older workers (Gluck & Oleinick, 1998; 
McIntosh et al., 2000). Other studies find that the number of medical visits following 
occupational injury increase incrementally as workers age (Wright et al., 1999), and 
workers who are 51 years or older are least likely to attempt a return to work, with a 20% 
decrease in the return to work outcomes for every ten years increase in age (Crook et al., 
1998). Older workers, especially those who are nearing retirement may opt for early 
settlement or a lump sum settlement due to concerns about securing future employment 
whereas younger workers are more likely to accept a specific injury payment and return 
to work as soon as possible, fearing loss of skills and experience the longer they remain 
away from work (Morrison et al., 1995). 
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(iii) Ethnicity 
 
There is a paucity of published literature regarding the effect of ethnicity on outcomes 
following workers’ compensation injuries. The incidence of work-related back injuries in 
a sample of migrants from southern European countries and non-migrants in the Western 
Australian workforce between 1988-90 was reviewed to determine if there were 
statistically significant differences in the occurrence of back injuries between the two 
groups (Hemerik & Cena 1999). The outcomes indicated that there was no statistically 
significant difference in the occurrence of back injuries between the two groups, 
dispelling the myth of the European back syndrome. 
 
Female migrant workers with RSI in the 1980s were often socially stereotyped as 
‘malingering migrants’ who attempt to gain compensation. These stereotypes were not 
supported by medical literature that identified most RSI-sufferers as being native-born 
Australians. In fact, Awerbuch coined the term ‘kangaroo paw’ in 1985 to highlight RSI 
as being a uniquely Australian diagnosis that had little evidence of an associated disease 
process (Quintner, 1995).  
 
The effect of cultural background appears to be underrepresented in many clinical 
outcome studies possibly due to language issues. For example, Lancourt & Kettlehut 
(1992) excluded non-English speaking workers’ compensation patients from their study 
because the accuracy of their responses to questionnaires was of concern. This particular 
study examined factors predicting a return to work for workers’ compensation patients 
with low back pain, but the selective nature of the study sample may not be representative 
of the many migrant workers employed in heavy manual work tasks, who sustain low 
back injury. 
 
 
6.0 INFLUENCE OF LEGAL REPRESENTATION 
 
Although an entire research question in itself, the effect of legal representation on the 
recovery of workers’ compensation patients is alluded to in some of the literature on the 
effects of workers’ compensation on treatment outcomes. It has been concluded by some 
that patients with pending litigation related to their injury tended to have poorer outcomes 
(Tomaras et al., 1997) and a lesser likelihood of a return to work (Wright et al., 1999). 
Injured workers are required to repeat the history of their injuries for medical 
documentation from one specialist to another, in some cases with scepticism or hostility 
underscoring the medical evaluations. This, combined with the stress of lengthy delays in 
settlement, may further aggravate the symptoms (Parker, 1977), even in the absence of 
further physical injury. 
 
In the USA workers’ compensation attorneys are often hired on a contingency basis, 
therefore the larger the settlement award for the injured workers, the larger the fee for the 
attorney. Delaying a return to work and prolonging disability associated with a work-
related injury provides evidence of disability for use in litigation proceedings. The time 
between filing a common law claim and receiving a cash payout can be up to five years 
duration (Pearson et al., 1999) during which time, the injured worker may feel compelled 
to continue reports of disability and pain in order to receive compensation that he or she 
believes is owed to them. This obviously presents a conflict with the goals of 
rehabilitation, and thus outcomes from vocational rehabilitation programs may be 
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compromised or injured workers may avoid vocational rehabilitation altogether if they 
believe it will reduce their potential for common law damages (Industry Commission, 
1994).  
 
A study of the effects of legal representation on case outcome in the nursing case 
management of injured workers found that of all cases with legal representation, 73% did 
not return to work (Dichraff, 1993). Additionally, almost half of all cases in the study had 
interrupted case management (i.e. premature closure of the case file secondary to a 
request by the insurance adjustor, attorney or lack of client cooperation) and of these 
interrupted cases, nearly 77% had attorney involvement. Conversely, of those cases that 
did not have interrupted case management, 73% did not retain an attorney. 
 
It has been suggested that litigation is more closely associated with poorer outcomes than 
workers’ compensation. In a retrospective review of 82 consecutive patients who had 
lumbar discectomy by the same surgeon over a five-year period, 29% of workers’ 
compensation patients had a good outcome (as determined by pain levels, employment, 
analgesic use and activity levels) compared to 81% of non-compensated patients 
(Klekamp et al., 1998). Of the injured workers, 73% who had no legal involvement had 
good results compared to only 17% of those who had retained legal representation. 
Furthermore, workers’ compensation patients who receive periodic payments for income 
replacement do not differ from non-compensated patients in regard to work outcome and 
degree of psychological disturbance however those patients seeking a lump sum 
settlement, via legal representation, differ significantly from non-compensated patients on 
these two characteristics (Gallagher et al., 1995). 
 
Other studies report similar results. Patients receiving post-operative physical therapy 
treatment for CTS following attorney referral had the longest return to work rates of all 
patients treated (Nathan et al., 1993). Poor return to work outcomes may be explained by 
changes in the employee-employer relationship once a claim for damages has been filed. 
Even injured workers who were previously well regarded by their employer may find 
themselves unwelcome in the workplace after filing suit against them (Industry 
Commission, 1994). Likewise, the outcomes of a six-week back rehabilitation program 
including a behavioural approach to self-control coping of chronic back pain show that 
patients without pending litigation achieved greater and faster reductions on 
hypochondriasis and hysteria scales of the Minnesota Multiphasic Personality Inventory, 
and greater mobility outcomes (straight leg raises and long leg sitting) than patients with 
litigation pending (Trief & Stein, 1985). The authors hypothesise that the presence of 
psychological motivators associated with litigation, such as using physical symptoms to 
achieve financial reward or to avoid responsibilities, contribute to higher reported pain 
levels. This hypothesis, however, was not substantiated by the findings of this study and 
further research on the effects of pending litigation on positive treatment outcomes is 
recommended. 
 
The effect of litigation in workers’ compensation may be inferred, though not proved, 
from the outcomes of a study comparing outcomes for workers’ compensation patients in 
New Zealand and the USA (Carron et al., 1985, cited in Guest & Drummond, 1992). 
More than twice as many New Zealand workers’ compensation patients resumed full 
activities compared to the USA claimants who tended to have more of an adversarial 
relationship with their employers via legal representation. Other authors have been firm 
in their belief that litigation has a negative effect on treatment outcomes. In 1974, 
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The Australian and New Zealand College of Psychiatrists submitted a report to the 
National Committee of Enquiry into Compensation and Rehabilitation (Judd & Burrows, 
1986). In this report it was stated that by the abolition of common law rights (in 
occupational injuries) and replacement with a system of absolute liability, a dramatic 
reduction in the number of accident neurosis cases related to litigation would result. 
 
By contrast, some researchers find no evidence of negative affects of legal representation 
among workers with compensable injuries. A retrospective review of the recovery and 
return to work outcomes of 225 patients who underwent surgical release for carpal tunnel 
syndrome under the Californian workers’ compensation system, over a 10-year period 
was conducted (Braun et al., 1999). Approximately one third retained legal 
representation, however the findings of this study indicate no statistical difference 
between the represented and unrepresented injured workers for functional recovery of the 
hand or return to work patterns. The study concluded legal representation did not 
influence functional recovery of the hand or influence the medical decision-making 
process.  
 
Similar findings by Balla & Moraitis (1970) show no direct relationship between 
litigation and the presence of work symptoms and work ability in a follow-up study of a 
cohort of patients who received neck or back injuries in work-related or motor vehicle 
accidents. In this 1970 study, conducted in Victoria, Australia prior to the abolition of 
access to common law by injured workers, all but two patients in the sample returned to 
work within one year of settlement. The actual dollar amounts of the settlements were a 
fraction of the individual worker’s potential earnings for the period of the work absence. 
Of the patients who did return to work, several required a downgrade in their job duties 
subsequent to continuing symptoms that interfered with their ability to perform on the 
job, despite no further compensation being available to them.  
 
As with each of the other variables discussed, the findings and conclusions of the 
published literature regarding the effect of legal representation and litigation are 
contradictory and equivocal, suggesting the need for controlled studies to investigate 
further the true impact of legal representation and pending litigation on consistent and 
defined outcomes following injury for workers’ compensation patients. 
 
 
7.0 LIMITATIONS OF THE LITERATURE 
 
There were a number of limitations of the literature reviewed for this report. Of the many 
studies investigating workers’ compensation effects on patient recovery from injury, the 
most significant limitation is the lack of consistent standard criteria between studies, in 
defining and describing successful patient outcomes. The use of various outcome 
measures such as pain reports, clinical symptoms, objective clinical observations, 
strength, range of motion, fatigue, psychological disturbances, durations of work absence 
and successful return to work, limit an analytical comparison of studies and their 
outcomes. After a thorough review of the literature, it is still not clear what parameters 
universally define ‘injury recovery’.  
 
Comparative analysis of the literature was also difficult due to limitations of the 
methodologies used. Many studies used a retrospective study design (Ashbury, 1995; 
Atroshi et al., 1997; Bonzani et al., 1997; Braun et al., 1999; Cheadle et al., 1999; 
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Chen et al., 1998; Cherrington, 1992; Choi et al., 1997; Filan, 1996; Greenough & Fraser, 
1989; Hashemi et al., 1998; Hemerik & Cena, 1999; Jebson & Engber, 1997; Kyes et al., 
1999). Problems associated with this form of data analysis include questions of accuracy 
of data recorded and data abstracted, biases in the selection of case material and problems 
with determination of condition and severity through retrospective review of medical 
notes that may not always be complete or detailed (Jarvis et al., 1997). Follow-up data 
cannot be of any value unless reasons for poor outcomes (prolonged disability or lengthy 
durations of work absences) can be substantiated (Judd & Burrows, 1986). For example, 
the reason workers’ compensation patients had longer durations of work absence than 
non-compensated matched controls, may be a consequence of greater severity of injury, 
unavailability of suitable employment or other social factors not related to their physical 
health and well-being. 
 
Various methodological issues can produce conflicting findings between similar studies 
and can limit the ability to generalise results from the studies to other patient groups. This 
includes small sample sizes (Choi et al., 1997; Dixon et al., 1999; Guest & Drummond, 
1992; Hunter et al., 1998; Jebson & Engber, 1997; Mont et al., 1998; Parascandola, 1993; 
Vaccaro et al., 1997), selection bias (Filan, 1996; Hunter et al., 1998; Lancourt & 
Kettelhut, 1992; McIntosh et al., 2000), difficulties in long-term patient follow-up and 
lack of objective baseline measures (Atlas et al., 2000; Greenough & Fraser, 1989). 
Studies showing strong associations between receipt of workers’ compensation and the 
measured outcomes when performing univariate statistical analysis, found the 
relationships to be either weaker or not statistically significant when a multivariate 
analysis was calculated to adjust for other possible confounding variables (Atroshi et al., 
1997; Carmona et al., 1998). Atroshi et al. (1997) agree that some authors offer 
suggestions regarding other factors unrelated to physical functional status that may affect 
return to work, but do not offer supporting evidence, while others fail to even consider 
the effects of moderating factors (Gallagher et al., 1995). 
 
The findings of studies using non-validated instruments to measure patient outcomes 
(Dixon et al., 1999; Monroe et al., 1999) may not provide data that truly represents the 
phenomena being investigated. For example, the use of self-report instruments regarding 
injured workers’ perception of their quality of life, perceived disability or pain levels 
before and after injury may be valid in research settings, but may be compromised in 
situations where patient responses are directly linked to financial benefits (Katz et al., 
1996). Dasinger et al. (2000) warned that the use of self-reporting instruments to assess 
physical workload could be problematic, particularly when the work activities include 
awkward postures or lifting light loads. The result is low validity and reliability of the 
data gathered. Likewise, patients responding to survey questions may also provide the 
answers that they believe are socially desirable (Choi et al., 1997) or what the researcher 
wants to hear. Outcome measures that include medical staff ratings of patient responses 
may contain biases based on knowledge of the patient’s receipt of workers’ compensation 
(Burns et al., 1995; Kyes et al., 1999; Rohling et al., 1995). 
 
Studies do not always differentiate between workers’ compensation and any pending 
litigation of injured workers when comparing outcomes to those of non-compensated 
patients (Dixon et al., 1999; Klekamp et al., 1998; Monroe et al., 1999; Vaccaro et al., 
1997). These two variables are mutually exclusive, since not all injured workers in receipt 
of workers’ compensation retain attorneys or have litigation pending on their claims. 
Various State laws (such as in California, USA and New South Wales, Australia) 
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allow access to litigious actions while in receipt of workers’ compensation, while other 
States restrict litigation in workers’ compensation (Michigan, USA and South Australia) 
and thus the effect of State law on outcomes must be factored into the analysis of the 
findings from these studies.  
 
Although rehabilitation is widely considered to be essential for the recovery of functional 
ability, very few studies that measure the clinical outcomes of surgical intervention 
appear to consider the importance of post-operative rehabilitation in the recovery and 
return to work process for workers’ compensation patients. Certainly patient involvement 
in rehabilitation interventions is poorly documented and not consistently reported as a 
variable in successful surgical treatment outcomes. 
 
 
8.0 CONCLUSION  
 
This review of relevant literature aimed to determine if receipt of workers’ compensation 
has an influence on injury recovery rates. The majority of the studies included in this 
review concluded that the receipt of workers’ compensation has a negative association 
with the speed and degree of recovery outcomes following occupational injury, however 
these findings are equivocal. 
 
Regardless of bodily location, the nature of injury, or the occupational industry in which 
the injury was sustained, most researchers found that patients who were compensated for 
their injuries generally took longer to recover, had a decreased chance of returning to 
work and, for those who did resume employment, had a longer duration of work absence.  
 
Although compensation neurosis may offer a convenient classification system to explain 
differences in recovery rates between compensated and non-compensated patient groups, 
it has been shown to have little validity either as a disease entity or to account for 
prolonged disability in compensation patients after case settlement (Balla & Moraitis, 
1970; Mendelson, 1985). However, many researchers do report greater disturbances in 
psychosocial and psychological performance among workers’ compensation patients.  
 
The majority of injured workers return to work within 20 days with only a small 
percentage developing chronic disability beyond 120 days (Pearson et al., 1999). These 
statistics do not support claims that workers’ compensation provides financial 
disincentives to injured workers to return to work. It is more important to consider what 
variables within the compensation system may contribute to an injured worker moving 
from acute disability to chronic disability. 
 
Several studies found no existence of a negative association between receipt of workers’ 
compensation and recovery outcomes and cited various confounding variables, unrelated 
to financial gains, which could possibly account for differences in recovery outcomes and 
rates. In fact the presence of these variables, which include not only patient demographics 
but also characteristics of the workers’ compensation process itself, causes one to 
question the influence of workers’ compensation on patient recovery outcomes. It may 
well be that it is the workers’ compensation process and not the actual compensation 
payment that has the greatest influence on injury recovery outcomes. 
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As identified in the literature, contextual issues experienced by injured workers involved 
in complex compensation systems that may impact injury recovery outcomes include: 

• negative attitudes, stereotyping and biases of health professionals towards 
workers’ compensation patients (Quintner, 1995) 

• lack of knowledge of, or commitment to, injury management principles, 
including communication with others by key parties (Brines, Salazar, 
Graham & Pergola, 1999; Clearihan, 1991; Kenny, 1996; Knowles et al., 
2000) 

• secondary gains of service providers involved in the case, including 
financial incentives to prolong treatment durations (Jette et al., 1994; 
Swedlow et al., 1992) 

• delays in coordination of services due to complex paperwork requirements 
(Brines, Salazar, Graham, & Pergola, 1999) 

• unavailability of suitable duties in the workplace (Kenny, 1996) 
• social and inter-personal conflicts between the injured worker and the 

employer/co-workers (Mendelson, 1985) 
• disillusionment with the compensation system and service providers 

within it, leading to dissatisfaction, suspicion and frustration by the injured 
worker (Clearihan, 1991) 

• generosity of wage replacement payments (Robinson et al., 1997). 
 
Workers’ compensation legislation at a State, national and international level appears to 
be constantly evolving in efforts to reduce the duration of work absences and the 
associated costs following injury. Major changes to the Western Australian workers’ 
compensation system were introduced in 1999 to address these concerns, however a 
review of the system in 2000 identified several of these contextual issues continue to be 
prevalent (Knowles et al., 2000; Pearson et al., 1999). Higher medical and rehabilitation 
costs (Lurie, 2000) associated with poor patient outcomes may provide evidence for these 
observations. 
 
Far too few studies reported on the nature and duration of rehabilitation efforts with 
injured workers included in the study. Consequently it is difficult to identify which 
characteristics of the patient’s treatment either contributed to or detracted from successful 
recovery and return to work outcomes. Some studies reporting favourable recovery and 
return to work outcomes for injured workers provided evidence of a multidisciplinary 
approach to patient care, with a strong emphasis on restoration of functional activity and 
behavioural interventions to manage pain (Hunter et al., 1998; Mayer et al., 1998; 
Tollison, 1993; Wright et al., 1999; Zigenfus et al., 2000). Prolonged involvement in 
conservative and passive medical or therapeutic interventions appears to be associated 
with poor outcomes and high treatment costs (Knowles et al., 2000).  
 
Furthermore, when the treating medical practitioner, responsible for coordination of 
medical care and facilitation of the return to work process, does not demonstrate an 
‘understanding’ of the injury management process, the result can be prolonged claims and 
unsatisfactory return-to-work outcomes. This ‘understanding’ extends to awareness of the 
unique characteristics of treating a work-related injury (i.e. the need for liaison with other 
stakeholders in determining treatment recommendations and outcomes), the need for 
thorough and timely completion of medical certificates and the psychosocial issues that 
may develop subsequent to the injured worker’s involvement in the workers’ 
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compensation system. Recommendations for improvements to service provision under 
the Western Australian injury management process for workers’ compensation support 
the use of an integrated case management approach that is workplace-based and 
encourages the use of evidence-based practice (Knowles et al., 2000). Consequently, 
medical practitioners and rehabilitation providers treating workers with work-related 
injuries must have sound training in injury management principles in order to provide 
services for the injured worker that do not hinder patients’ rehabilitation efforts. 
 
Limitations in the methodology and data analysis of many studies do not adequately 
control for the effects of these confounding variables. Rigorous, controlled experimental 
study design with randomly selected patients that factor each of the moderating variables 
into the data analysis are needed, to better understand the effects on recovery outcomes. 
Future research must give more consideration to the influence of relevant and specific 
State or Commonwealth workers’ compensation legislation on recovery outcomes. The 
limited studies that have included this variable into their analyses have shown that factors 
such as caps on compensation payments and access to common law damages influence 
return to work rates for injured workers (Bednar et al., 1998). If we are to look to the 
literature for evidence-based practice, then the literature must provide comprehensive 
analysis of all variables influencing injury recovery among workers’ compensation 
patients. This will contribute to greater awareness and understanding of factors that may 
contribute to delays in recovery and return to work and provide strategies for improving 
the process of compensation for injured workers. 
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