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Abstract

Purpose To determine the prevalence and predictors of psychological distress among injured and ill workers and their
mental health service use. Methods Cross-sectional national survey of adults with work-related musculoskeletal or mental
health conditions, accepted workers’ compensation claims and at least 1 day off work. Psychological distress was measured
using the Kessler-6 scale. Mental health service use was measured using self-report. Results A total of 3755 workers were
included in the study (Musculoskeletal disorder =3160; Mental health condition=595). Of these, 1034 (27.5%) and 525
(14.0%) recorded moderate and severe psychological distress, respectively. Multivariate ordinal logistic regression revealed
that being off work, poor general health, low work ability, financial stress, stressful interactions with healthcare providers
and having diagnosed mental health conditions had the strongest associations with presence of psychological distress. Of the
subgroup with musculoskeletal disorders and psychological distress (N=1197), 325 (27.2%) reported accessing mental health
services in the past four weeks. Severe psychological distress, being off work, worse general health and requiring support
during claim were most strongly associated with greater odds of service use. Conclusions The prevalence of psychological
distress among workers’ compensation claimants is high. Most workers with musculoskeletal disorders and psychological
distress do not access mental health services. Screening, early intervention and referral programs may reduce the prevalence
and impact of psychological distress.
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Introduction workers [1]. In Australia in 2014/15 the nine major workers’

compensation schemes funded $1.9 billion in healthcare and

Workers’ compensation is the primary means via which gov-
ernments in many industrialised nations provide treatment,
rehabilitation and financial support to people with work-
related injury or disease. In 2016 more than 136 million
jobs in the United States were covered by state or federal
workers’ compensation schemes, and these schemes paid
combined estimated benefits of $61.9 billion. Of this an esti-
mated $31.1 billion was for medical benefits, and a further
$30.8 billion was paid in wage replacement direct to injured
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treatment to 242,000 injured workers through public and
private healthcare systems [2]. In the same year the Austral-
ian schemes paid a further $4.5 billion in wage replacement.

Physical injury can have substantial psychological
impacts [3]. Internationally, studies have shown that depres-
sive symptoms are common following workplace musculo-
skeletal disorders (MSD) [4, 5], and more likely in people
with occupational injury [6]. One study of injured Cana-
dian workers reported a 12 month cumulative incidence of
depressive symptoms of 50% [7]. Depressive symptoms
have also been shown to delay return to work and complicate
recovery in people with MSD [5]. Conversely, interventions
that address the psychological consequences of MSD can
speed up return to work [8].

A range of personal, social and administrative factors
may contribute to the onset and course of mental health
conditions (MHC) in injured workers. Stressful interactions
with workers’ compensation insurers can have negative
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psychological consequences [9] and have been associated
with elevated levels of anxiety and depressive symptoms and
lower reported quality of life 6 years after physical injury
[10]. Early contact with an injured worker and workplace
supervisor reactions to injury predict workers’ perception
of fairness, which in turn is associated with worker attitude
to return to work and mental health [11]. Understanding
the predictors of psychological distress, and their relative
impact, is important for service planning and treatment
response.

Workers’ compensation funding for medical treatment is
typically limited to the condition for which an insurer has
accepted liability. Treatment for comorbid conditions that
can complicate recovery, or those occurring subsequent to
the compensable condition, may not be funded [12]. In the
only study to date focusing on this topic, as few as a third
of Canadian workers’ compensation claimants with persis-
tent high levels of depressive symptoms over the first year
following MSD onset receive mental health treatment [7].
Combined, MSD and MHC account for 47% of the Austral-
ian national non-fatal burden of disease, and occur predomi-
nantly in people of working age [13]. They are also the most
common (MSD) condition leading to workers’ compensation
claims and the most costly per accepted claim (MHC) [14].
Australia’s workers’ compensation schemes have near uni-
versal and national coverage of the working population, and
thus workers’ compensation settings provide an opportunity
for population-level intervention in common and burden-
some health conditions.

This study aimed to determine the prevalence and pre-
dictors of psychological distress in workers’ compensation
claimants with MSD and MHC. A second aim was to deter-
mine the prevalence of mental health service use among
workers with MSD and psychological distress, and examine
the personal, social and claim factors associated with service
use.

Methods
Setting and Participants

Australia has a labour force of 12.3 million [15], of which
approximately 94% are covered by one of the nation’s eleven
workers’ compensation schemes [16]. These schemes pro-
vide wage replacement and healthcare benefits for work-
ers with a temporary or permanent incapacity to work due
to injury acquired in the course of employment [2]. The
National Return to Work Survey (NRTWS) is a biennial
computer assisted telephone interview of workers with an
accepted workers’ compensation claim [17]. The survey is
commissioned by Safe Work Australia and enrols partici-
pants whose workers’ compensation claim was submitted

within the past 24 months. The 2018 iteration of the survey
included participants from all of the nation’s workers’ com-
pensation authorities, with the exception of the Defence and
Veterans compensation scheme and South Australia, which
combined account for less than 10% of covered workers.
A randomly selected sample was taken from the eligible
population of workers who had submitted a claim between 1
February 2016 and 31 January 2018, who had taken at least
one day off work, were aged 18 or older, and had either open
or closed workers’ compensation claims.

Procedures

Workers meeting inclusion criteria were identified from
administrative claims data by state, territory and Common-
wealth workers’ compensation authorities. Contact details
were provided to an independent survey company, which
sent a letter to the potential participant describing the sur-
vey and providing options to opt-out of participating. Work-
ers who did not opt-out were contacted via telephone and
informed consent was sought. If consent was obtained the
survey was administered. The survey participation rate in
those workers contacted via telephone was 67.7% [18]. Data
on the opt-out rate in response to the initial postal letter
was not available. Survey administration required approxi-
mately 25 min. Survey content is designed to address the
four domains of work disability as described in the Sher-
brooke model of work disability [19], which include items
relating to the worker such as demographic information and
validated measures of physical and mental health, the work-
place, the workers’ compensation scheme and healthcare
[20]. Survey responses are linked at a case level to work-
ers’ compensation claim processing data including nature
of compensable condition, key event dates, state/territory
of claim and self-insured status.

This study received ethics approval from the Monash Uni-
versity Human Research Ethics Committee on 27 September
2017 (-Project 11329).

Outcomes

Two outcomes were defined for this study. First, psychologi-
cal distress was assessed using the Kessler 6 questionnaire
[21]. Responses on the six item Kessler questionnaire were
summed and participants were categorised as having low
(score of 6 to 10), moderate (11 to 18) or severe (19 to 30)
psychological distress as per established scoring algorithms
[22, 23]. Second, participants who had accessed specialist
mental health services were identified through responses to
the following question “Which of the following healthcare
providers have you seen for treatment of your work-related
injury or illness?” Participants selecting a psychologist or
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psychiatrist were categorised having received specialist
mental health treatment.

Co-variates

A range of variables were included as co-variates on the
basis that they assessed factors related to the worker, the
workplace, the workers’ compensation scheme and health-
care, have been shown previously to be significant predic-
tors of recovery from work-related injury and disease [24,
25] and met statistical criterion for inclusion in multivari-
able models described in the data analysis section. Age was
categorised into three groups: 18 to 35, 36 to 50 and 51 to
80 years. Nature of compensable injury or disease was cate-
gorised using the Type of Occurrence Classification Scheme
(TOOCS) version 3.1 as MSD (Categories B, F and H) or
MHC (Category I) [26]. Industry was based on a modifi-
cation of the Australian New Zealand Standard Industrial
Classification categories (Online Resource 1) [27]. General
health at time of interview was collected on a 1 (poor) to 5
(excellent) scale and dichotomised into poor/fair/good and
very good/excellent categories. Level of financial stress at
time of interview was given on a scale from 1 (not at all
stressed) to 10 (as stressed as can be) and dichotomised
into high (>7) and low (< 7) financial stress [28]. Concerns
about submitting a claim and distributive justice measures
were each derived from a series of four questions (Online
Resource 1). For each case, the average response across the
four questions was calculated and then individuals were cat-
egorised into high, moderate and low. Working status was
dichotomised as yes (currently working in paid employ-
ment) and no (not currently working), as were responses
to questions on the presence of pain in the past week and
whether the worker required support to navigate the com-
pensation scheme. Workers reporting diagnoses of anxiety
or depression were categorised as having one condition, or
both. Workers were asked if their job was psychologically
demanding with responses categorised into high (strongly
agree), moderate (agree) and low (neutral/disagree/strongly
disagree). Workers rated their ability to work today on a
scale from 1 (completely unable to work) to 10 (work ability
at its best) and the response was dichotomised into high (> 8)
and low (< 8), based on the median response. Workers also
nominated their main source of income, rated whether their
contact with the workplace return to work coordinator was
stressful and how much contact they had with their claim
organisation.

Data Analysis
Frequencies and percentages were used to describe the

sample given that outcomes were categorical. Associa-
tions between predictors and psychological distress were
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assessed using ordinal regression. The adjusted odds ratio
(AOR) represents the odds of an individual worker having
a greater amount of psychological distress compared to the
reference category for each predictor, which was defined
as the category with the greatest proportion of the sample.
Logistic regression was used to assess associations between
predictors and mental health service usage. Given the near
ubiquity of mental health service use among workers with
MHC claims, this was restricted to workers with moderate
or severe psychological distress and who had a compensa-
tion claim for a MSD. In this model the AOR represents the
odds of a worker having seen a mental health professional
compared to the reference category. Multivariable models
were constructed to identify factors associated with out-
comes. Each potential predictor was assessed for a univariate
association with each outcome using a p value of 0.20 as a
threshold. Covariates that reached this threshold were then
combined in a multivariable model and retained if significant
at p<0.05. Interactions between variables and injury type
(MSD or MHC) were tested and retained if significant.

There was a small percentage of missing data (<10%)
on multiple variables. Multiple imputation was performed
on these variables in twenty iterations of sequential imputa-
tion using chained equations. In the psychological distress
model 532 cases (14.17%) had at least one of 13 variables
imputed and in the mental health service use model 197
cases (16.46%) had at least one of seven variables imputed
(Online Resource 2). All analyses were carried out using
Stata 15.1 [29].

Results
Psychological Distress

A total of 4602 workers completed the 2018 iteration of
the National RTW survey. Of these, 4100 (89.1%) work-
ers had accepted claims for MSD or MHC, and of these
3755 (81.6% of the total sample) also completed the Kes-
sler 6 questionnaire and were included in the study. In 1559
(41.6%) included cases Kessler-6 scores indicated psycho-
logical distress including 1034 (27.5%) cases of moderate
distress and a further 525 (14.0%) cases of severe distress.
There were notable differences in psychological distress
category by demographic, injury/condition, health service,
compensation scheme and workplace variables. Psychologi-
cal distress was significantly higher among workers with low
work ability and MHC (AOR 7.04, 95% CI 3.67-13.51), in
those with MHCs and poor general health (AOR 6.72, 95%
CI 4.23-10.67) a diagnosis of both depression and anxi-
ety in workers with MSD (AOR 3.94, 95% CI 3.07-5.05)
and low work ability in workers with MSD (AOR 3.12,
95% CI 2.56-3.79). Other significant associations with
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Table 1 Factors associated with psychological distress among workers with musculoskeletal disorders and mental health conditions
Factor Total Low PD Moderate PD Severe PD Ordinal Logistic Regression
N (col %) N (row %) N (row %) N (row %) Odds ratio (95% CI) p value Adjusted odds ratio p value
(95% CI)
Overall 3755 (100%) 2196 (58%) 1034 28%) 525 (14%) N/A
Nature of injury/condition
Musculoskeletal 3160 (84%) 1963 (62%) 831 (26%) 366 (12%) Reference Reference
disorder (MSD)
Mental health condi- 595 (16%) 233 (39%) 203 (34%) 159 (27%) 2.63 (2.23-3.10) <0.001 1.39%*(0.78-2.51) 0.27
tion (MHC)
Gender”
Male (MSD) 1993 (53%) 1244 (62%) 519 (26%) 230 (12%) Reference Reference
Male (MHC) 234 (6%) 89 (38%) 72 (31%) 73 (31%) 3.02 (2.33-3.90) <0.001 1.39(0.78-2.51) 0.27
Female (MSD) 1167 31%) 719 (62%) 312 (27%) 136 (12%) 1.03 (0.89-1.19) 0.68 1.01(0.85-1.21) 0.91
Female (MHC) 361 (10%) 144 (40%) 131 (36%) 86 (24%) 2.46 (1.99-3.03) <0.001 0.84 (0.47-1.50) 0.56
Age
18 to 35 years 751 20%) 422 (56%) 229 (30%) 100 (13%) 1.22 (1.03-1.45) 0.02 1.43(1.16-1.76) 0.001
36 to 50 years 1281 (34%) 708 (55%) 366 (29%) 207 (16%) 1.32 (1.14-1.52) <0.001 1.28 (1.08-1.52) 0.005
51 to 80 years 1723 (46) 1066 (62%) 439 (25%) 218 (13%) Reference Reference
Currently working
Yes 2952 (79%) 1973 (67%) 754 (26%) 225 (8%) Reference Reference
No 790 21%) 219 (28%) 276 (35%) 295 (37%) 6.00 (5.13-7.02) <0.001 1.54(1.18-2.01) 0.002
General health?
Very good/excellent 1047 (28%) 906 (87%) 120 (11%) 21 (2%) Reference Reference
(MSD)
Very good/excellent 143 (4%) 115 (80%) 24 (17%) 4 (3%) 1.56 (1.00-2.43) 0.05 1.39(0.78-2.51) 0.27
(MHC)
Poor/fair/good 2102 (56%) 1051 (50%) 706 (34%) 345 (16%) 6.55 (5.39-7.96) <0.001 2.41(1.92-3.02) <0.001
(MSD)
Poor/fair/good 441 (12%) 114 (26%) 177 (40%) 150 (34%) 18.33 (14.26-23.57) <0.001 6.72 (4.23-10.67) <0.001
(MHC)
Physical pain in past week
No 1646 (44%) 1229 (75%) 296 (18%) 121 (7%) Reference Reference
Yes 2103 (56%) 964 (46%) 737 (35%) 402 (19%) 3.40(2.96-3.90) <0.001 1.91 (1.59-2.29) <0.001
Financial stress
Low 2573 (710%) 1804 (70%) 603 (23%) 166 (6%) Reference Reference
High 1123 30%) 351 (31%) 419 (37%) 353 (31%) 5.55 (4.81-6.40) <0.001 2.63(2.23-3.11) <0.001
Concerns about submitting claim
High 1223 33%) 447 37%) 446 (36%) 330 27%) 6.79 (5.74-8.02) <0.001 2.31 (1.88-2.83) <0.001
Moderate 1054 (29%) 621 (59%) 315 (30%) 118 (11%) 2.57 (2.16-3.06) <0.001 1.74 (1.42-2.13) <0.001
Low 1394 (38%) 1096 (79%) 242 (17%) 56 (4%) Reference Reference
Job stressfulness
Low 1109 (30%) 793 (72%) 245 (22%) 71 (6%) Reference Reference
Moderate 1130 31%) 691 (61%) 299 (26%) 140 (12%) 1.63 (1.37-1.94) <0.001 1.35 (1.09-1.66) 0.005
High 1459 39%) 683 (47%) 469 (32%) 307 21%) 2.97 (2.53-3.49) <0.001 1.63(1.33-2.00) <0.001
Interactions with RTW coordinator
No RTW coordinator 641 (18%) 356 (56%) 183 (29%) 102 (16%) Reference Reference
No contact 535 (15%) 343 (64%) 131 24%) 61 (11%) 0.69 (0.55-0.87) 0.002 1.01(0.76-1.34) 0.95
Stressful contact 364 (10%) 79 (22%) 133 (38%) 142 (40%) 4.09 (3.19-5.25) <0.001 1.55(1.16-2.07) 0.003
Not stressful contact 2074 (58%) 1330 (64%) 544 (26%) 200 (10%) 0.68 (0.57-0.81) <0.001 0.88 (0.71-1.09) 0.24
Required support to navigate claims system
No 2067 (56%) 1367 (66%) 501 (24%) 199 (10%) Reference Reference
Yes 1633 (44%) 803 (49%) 518 (32%) 312 (19%) 2.05 (1.80-2.33) <0.001 1.29(1.11-1.51) 0.001

@ Springer



198

Journal of Occupational Rehabilitation (2020) 30:194-202

Table 1 (continued)

Factor Total Low PD Moderate PD Severe PD Ordinal Logistic Regression
N (col %) N (row %) N (row %) N (row %) Odds ratio (95% CI) p value Adjusted odds ratio p value
(95% CI)
Interactions with healthcare provider(s)
Not stressful 3193 (86%) 2055 (64%) 834 (26%) 304 (10%) Reference Reference
Stressful 521 (14%) 126 (24%) 186 (36%) 209 (40%) 5.98 (4.98-7.17) <0.001 2.16 (1.74-2.69) <0.001
Diagnosed with depression or anxiety®
Not diagnosed with 2456 (66%) 1704 (69%) 553 (23%) 199 (8%) Reference Reference
depression or anxi-
ety (MSD)
Diagnosed with 345 (9%) 154 (45%) 138 (40%) 53 (15%) 2.59 (2.09-3.20) <0.001 1.81(1.41-2.31) <0.001
depression or anxi-
ety (MSD)
Diagnosed with 343 (9%) 97 (28%) 136 (40%) 110 (32%) 5.57 (4.49-6.90) <0.001 3.94 (3.07-5.05) <0.001
depression and
anxiety (MSD)
Not diagnosed with 358 (10%) 147 (41%) 111 (31%) 100 (28%) 3.66 (2.95-4.54) <0.001 1.39(0.78-2.51) 0.27
depression or anxi-
ety (MHC)
Diagnosed with 113 (3%) 53 (47%) 35 (31%) 25 (22%)  2.76 (1.92-3.96) <0.001 1.00 (0.50-1.99) 0.99
depression or anxi-
ety (MHC)
Diagnosed with 120 (3%) 32 (27%) 55 (46%) 33 (27%) 5.20 (3.73-7.26) <0.001 1.58 (0.83-3.01) 0.17
Depression and
anxiety (MHC)
Work ability®
Low (MSD) 1116 30%) 356 (32%) 464 (42%) 296 (27%) 8.75 (7.46-10.28) <0.001 3.12 (2.56-3.79) <0.001
Low (MHC) 305 (8%) 45 (15%) 122 (40%) 138 (45%) 21.62 (16.87-27.72) <0.001 7.04 (3.67-13.51) <0.001
High (MSD) 2003 (54%) 1591 (79%) 351 (18%) 61 (3%) Reference Reference
High (MHC) 278 (8%) 183 (66%) 79 (28%) 16 (6%) 1.93 (1.48-2.52) <0.001 1.39(0.78-2.51) 0.27
Main source of income
Workers’ compensa- 497 (14%) 89 (18%) 210 (42%) 198 (40%) 8.50 (7.05-10.26) <0.001 1.58(1.19-2.11) 0.002
tion
Wages and salaries 2697 (73%) 1839 (68%) 658 (24%) 200 (7%) Reference Reference
Other 476 (13%) 217 (46%) 143 (30%) 116 24%) 2.94 (2.43-3.56) <0.001 1.07 (0.80-1.44) 0.64

AOR adjusted odds ratio, CI confidence interval, MHC mental health condition, MSD musculoskeletal disorder, PD psychological distress, N/A

not applicable, Reference reference group, RTW return to work

*Due to interaction terms this adjusted odds ratio does not apply to females, workers with poor/fair/good general health, low work ability and
who have been diagnosed with anxiety or depression. See each category for the differing effect of the claim being for a mental health condition

*Unadjusted odds ratios presented for these variables are adjusted for nature of injury/condition (MHC, MSD) but not for other variables

psychological distress were with financial stress (AOR
2.63, 95% CI 2.23-3.11), poor general health in workers
with MSD (AOR 2.41, 95% CI 1.92-3.02), workers report-
ing a high level of concern about their workplace response
to their claim (AOR 2.31, 95% CI 1.88-2.83), and those
who reported stressful interactions with healthcare provid-
ers (AOR 2.16, 95% CI 1.74-2.69). Smaller but statistically
significant effects were observed for other variables includ-
ing age, current working status, pain, job stress, requiring
support to navigate the claims process, stressful workplace
interactions, and main source of income (Table 1).
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Mental Health Service Use

Of included workers with MHC claims, 91.1% (n=541)
reported accessing specialist mental health services, includ-
ing 94.5% (n=342) of those with moderate or severe psy-
chological distress. In contrast, of workers with MSD and
either moderate or severe psychological distress (N=1197),
only 20.5% (n=170) of workers moderate distress and
42.3% (n=155) of workers with severe psychological dis-
tress reported accessing mental health services (Fig. 1).
Variables with the strongest association with having
accessed mental health services among workers with MSD
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Fig. 1 Percentage of workers with moderate or severe psychological
distress who had seen a mental health profession by condition type

included working in the education and training industry
(AOR 2.12,95% CI 1.12-4.01), having severe psychological
distress (AOR 2.06, 95% CI: 1.53-2.78), and being off work
(AOR 2.00,95% CI 1.48-2.69). Smaller but statistically sig-
nificant associations were observed for workers from the
public administration and safety industry, with poor general
health, requiring support to navigate the claims process,
being in conflict with and having a lot of contact with the
claims organisation, and experiencing stressful healthcare
provider interactions (Table 2).

Discussion

This national study of 3755 workers with accepted MSD or
MHC compensation claims identified a high rate of mental
health complaints, with two in every five survey respond-
ents reporting moderate or severe psychological distress as
assessed by the Kessler 6 scale. The proportion of respond-
ents with severe psychological distress (14.0%) is more than
three times the national average of 4.0% for people of work-
ing age [30]. More concerning is the proportion of respond-
ents with severe psychological distress among those who
were not working (37.3%), nine times the national average
for people of working age, and among those with claims
for mental illness (26.7%) at approximately six times the
national average. Musculoskeletal disorders are the most
common condition leading to workers’ compensation claims
in Australia and in similar international workers’ compensa-
tion schemes such as those in the United States and Canada
[31]. This study demonstrates that 37.9% of workers with
MSD surveyed within 2 years of their workers’ compensa-
tion claim report moderate or severe psychological distress.

Several of the factors associated with the presence of
psychological distress are modifiable. For example both
the workplace response to the injury and the insurance
claims process can be modified [10, 32]. These represent

opportunities for policy and practice changes to enhance
the response to work-related injury and disease, and to
reduce the prevalence and impact of psychological distress
among injured workers. Other non-modifiable factors may
provide valuable flags indicating increased risk of psycho-
logical distress, and represent opportunities for practitioners,
employers and insurance providers to develop risk screening
approaches.

One clear opportunity for reducing psychological distress
is provision of appropriate mental health care. In this study
nearly all workers with a workers’ compensation claim for
a MHC reported receiving treatment from a mental health
professional. In contrast, only a quarter (27.2%) of injured
workers with MSD, who also had moderate and severe psy-
chological distress reported a mental health professional
among their healthcare team. Factors associated with men-
tal health service use overlapped with those for the presence
of psychological distress, but additionally included being
in conflict with, and having more contact with, the work-
ers’ compensation insurer. Prior qualitative studies suggest
both that insurance claims processes can exacerbate mental
health concerns, and that workers with MHCs have greater
exposure to insurance claims processes [9].

This study presents data suggesting the need for screen-
ing and early intervention programs to identify and support
injured workers with mental health problems. Delivery of
such programs in workers’ compensation is challenging.
Prior studies have reported multiple barriers to effective
healthcare provision in workers’ compensation schemes
including administrative barriers [33], unique clinical chal-
lenges in injured worker cohorts [34], and knowledge bar-
riers such as lack of understanding of insurance processes
among healthcare providers [12]. Psychological service pro-
vision has been reported as being particularly problematic
due to the impact of complex insurance claim administration
and adversarial dispute processes on the mental health of
claimants [35]. Decisions to fund healthcare are made by
workers’ compensation insurers on the basis that they are
‘reasonable and necessary’ to support the return to work of
an injured worker. Programs that provide specialist mental
health care to larger proportions of MSD claims may be
perceived by insurers as impacting the affordability of work-
ers compensation insurance. Despite these challenges, the
rates of mental health service use reported in the current
study appear higher than that observed in Australians with
diagnosed mental illness of 12 months or longer duration,
in whom approximately 9% access psychiatry and 14% psy-
chology services [36].

To our knowledge, this is the first substantive study
reporting the prevalence of psychological distress among
an Australian workers’ compensation cohort, and supple-
ments a single smaller Canadian study. Study limitations
include the cross-sectional nature of the survey which limits
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Table 2 Mental health service use among injured workers with musculoskeletal disorders and psychological distress

Factor Total Had not visited a Visited a mental ~ Logistic regression
mental health profes- health profes-
sional sional
N (col %) N (row %) N (row %) Odds ratio (95% CI) p value Adjusted odds  p value
ratio (95% CI)
Overall 1197 (100%) 872 (73%) 325 27%) N/A
Kessler 6 psychological distress
Moderate 831 (69%) 661 (80%) 170 (20%) Reference
Severe 366 (31%) 211 (58%) 155 (42%) 2.86 (2.19-3.73) <0.001 2.06 (1.53-2.78) <0.001
Gender
Male 749 (63%) 554 (74%) 195 (26%) Reference
Female 448 (37%) 318 (71%) 130 (29%) 1.16 (0.89-1.51) 0.26 1.24 (0.88-1.74) 0.21
Age
18 to 35 years 279 23%) 219 (78%) 60 (22%) 0.74 (0.52-1.04) 0.08 0.87 (0.59-1.28) 0.47
36 to 50 years 428 (36%) 296 (69%) 132 (31%) 1.20 (0.90-1.59) 0.22 1.32 (0.97-1.81) 0.08
51 to 80 years 490 (41%) 357 (73%) 133 (27%) Reference Reference
Industry
Secondary industries 223 (19%) 170 (76%) 53 (24%) Reference Reference
Primary industries 48 (4%) 32 (67%) 16 (33%) 1.59 (0.81-3.12) 0.18 1.29 (0.61-2.70) 0.50
Public administration 110 (10%) 72 (65%) 38 (35%) 1.64 (0.99-2.70) 0.05 1.76 (1.00-3.08) 0.05
and safety
Other services 160 (14%) 113 (71%) 47 (29%) 1.30 (0.83-2.06) 0.25 1.25 (0.76-2.07) 0.38
Transport, postal and 170 (15%) 134 (79%) 36 (21%) 0.86 (0.53-1.40) 0.56 0.84 (0.50-1.41) 0.52
warehousing
Wholesale trade, retail 171 (15%) 121 (71%) 50 (29%) 1.29 (0.83-2.02) 0.26 1.50 (0.92-2.45) 0.10
trade and hospitality
Education and training 74 (6%) 46 (62%) 28 (38%) 1.85 (1.05-3.25) 0.03 2.12 (1.12-4.01) 0.02
Health care and social 195 (17%) 150 (77%) 45 (23%) 0.94 (0.60-1.49) 0.81 0.81 (0.47-1.41) 0.46
assistance
Currently working
Yes 793 (67%) 630 (79%) 163 (21%) Reference Reference
No 398 (33%) 238 (60%) 160 (40%) 2.58 (1.98-3.36) <0.001 2.00(1.48-2.69) <0.001
General health
Very good/excellent 141 (12%) 121 (59%) 20 (14%) Reference Reference
Poor/fair/good 1051 (88%) 746 (71%) 305 (29%) 2.50 (1.53-4.09) <0.001 1.76 (1.05-2.98) 0.03
Required support to navigate claims system
No 571 (49%) 451 (79%) 120 (21%) Reference Reference
Yes 601 (51%) 400 (67%) 201 (33%) 1.88 (1.45-2.45) <0.001 1.81(1.35-2.41) <0.001
Interactions with healthcare provider(s)
Not stressful 908 (77%) 699 (717%) 209 (23%) Reference Reference
Stressful 269 (23%) 159 (59%) 110 (41%) 2.28 (1.71-3.04) <0.001 1.58 (1.14-2.17) 0.01
Difference of opinion with claim organisation
No 667(61%) 516 (77%) 151 (23%) Reference Reference
Yes 420 (39%) 266 (63%) 154 (37%) 1.97 (1.51-2.57) <0.001 1.53(1.14-2.05) 0.005
Contact with claim organisation
None 48 (4%) 38 (79%) 10 21%) 0.77 (0.38-1.57) 0.47 0.74 (0.34-1.63) 0.46
A little 602 (54%) 451 (75%) 151 (25%) Reference Reference
A lot 467 (42%) 316 (68%) 151 (32%) 1.40 (1.07-1.82) 0.02 1.62 (1.21-2.18) 0.001

Descriptive information and results of logistic regression with having visited a mental health professional as the outcome

AOR adjusted odds ratio, CI confidence interval, N/A not applicable, Reference reference category

@ Springer



Journal of Occupational Rehabilitation (2020) 30:194-202

201

causal inference, and self-reported estimates of service use.
Strengths include the large sample size encompassing mul-
tiple workers’ compensation schemes providing coverage for
>90% of the labor force, the use of validated measurement
instruments across a range of domains of relevance to worker
health. Further examination of psychological complaints and
mental health service use amongst workers’ compensation
claimants is required. The study was conducted in a nation
with workers’ compensation arrangements that are similar
to those in Canada and the United States, but quite different
to those in other jurisdictions. This both limits the gener-
alisability to settings with similar compensation arrange-
ments, and provides impetus to explore insurance claims
management experience in settings with different arrange-
ments. We have previously observed significant differences
in return to work outcomes by state or territory of workers’
compensation claim [25]. Our analysis did not observe sta-
tistically significant relationships between jurisdiction and
either psychological distress or mental health service use,
and thus this potential predictor was not included in our
multivariable models.

Findings demonstrate that psychological distress is com-
mon among workers’ compensation claimants, including
those with MSD claims. Further it appears that the provision
of mental health service delivery is inadequate for those with
MSD claims and psychological distress, with the majority
of such workers not reporting specialist mental health care.
Programs for the early identification of workers experienc-
ing, or at risk of experiencing, psychological distress should
be routine in workers’ compensation given the high preva-
lence and adverse impacts. Provision of effective healthcare
and other support for those with psychological distress is
also recommended, and may require changes to current
policy and practice. Effective early identification programs
and service delivery both represent important unmet needs
in this population.
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