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Abstract 

Occupational stress is an increasingly significant economic and social burden in 

Australia, yet workers’ compensation systems do not adequately address the impact 

of occupational stress, leaving employers and individuals to find new ways of 

responding to this challenge. Management of workplace stress injury is therefore an 

ongoing concern to employers, requiring the integration at the workplace of more 

effective occupational rehabilitation systems to prevent and mitigate this condition. 

Research indicates that organisations, which are successful in developing well-

integrated occupational rehabilitation systems that incorporate work-based 

interventions, benefit measurably from this investment in human resources. However, 

there is limited research demonstrating how specific organisations can develop 

effective occupational rehabilitation strategies, especially in Australia and especially 

in response to workplace stress. 

In response to this situation the aim of this research was to develop and 

implement a process for identifying an effective occupational rehabilitation system 

conducive to the large organisational environment of the Queensland Police Service 

(QPS). The study utilised an Action Research design, incorporating a systems 

thinking framework to address the research aims. Data was collected in three phases, 

using interviews, focus groups and a survey, to gain an understanding of the 

organisational context of the QPS, issues pertaining to stress and injury, potential 

solutions to the identified issues from the perspectives of organisational stakeholders, 

and existing injury and illness prevention and rehabilitation processes.  

 Findings indicated problems with job and organisational characteristics, 

experiences with rehabilitation procedures, stress management processes, training 

and knowledge, the police culture and organisational climate, and gaps between 

policy and practice. These issues contributed to stress and created barriers to 

rehabilitation within the QPS. Focus groups provided additional understanding of 

these issues and generated potential solutions in the context of the organisational 

culture, trust and ownership, understanding prevention and rehabilitation, external 

stakeholder involvement, resource provision, selection processes, and prevention and 

rehabilitation systems. Pre-injury/absence processes, which affected prevention and 

rehabilitation, included the selection and training of key rehabilitation personnel, 

injury management awareness training and data management. Reporting of injury or 
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illness was often delayed and processes were characterised by a lack of focus on the 

affected individual. Responding processes were overly complex and affected by 

whether an injury or illness was compensable or not. Interventions therefore took too 

long to initiate and were not adequately focused on return to work, with little or no 

focus on return to work maintenance.  

 Data integration highlighted both tensions and opportunities at each point in 

the prevention and rehabilitation process, by linking the steps on the process maps 

with the focus group themes. The pre-injury/absence context and reporting processes 

were most affected by the organisational culture, including the prevailing 

organisational climate and divisions between the sub-cultures within the QPS, as 

well as by trust and ownership issues. Systems themes also played a role, particularly 

in terms of resource provision, such as support role staffing, and selection processes, 

such as promotions to more senior roles. These early stages of the injury 

management process highlighted significant tensions between the organisational 

focus on procedures and systems and the reported need for better relationships to 

increase trust within the organisation. Clearer procedures and more resources were 

required to streamline responding and intervention processes and to achieve better 

rehabilitation outcomes.  

 Discussions about the findings in light of the literature indicate that the QPS 

experiences similar issues to other policing organisations, especially with regard to 

the tensions between members and the organisation. In addition to these relationship 

issues, QPS processes where hampered by a lack of understanding about stress and 

rehabilitation. The solutions generated by QPS stakeholders sought a balance 

between interpersonal and organisational needs with an emphasis on trust and power 

dynamics. Improved communication was identified as an overarching need to 

address both interpersonal trust and power and systems trust and power issues. 

Structuration theory is utilised as a framework to explore the key results of the data 

integration process, which indicate reciprocation between QPS social structures and 

the actions of members creating both tensions and opportunities for change. The 

application of the Action Research process is considered for other organisations and 

contributions of the findings for theory are examined. It is suggested that the 

management of workplace stress can be improved by strengthening approaches to 

occupational rehabilitation via increased stakeholder collaboration, extending the 

capacity of employer driven systems, integration into organisational cultures, and 
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addressing organisational factors in occupational stress. Future research could build 

on these opportunities for further improving occupational rehabilitation models, as 

well as extending the Action Research process with the QPS and other organisations. 

Overall, the study demonstrated that the AR process contributed to improving 

occupational rehabilitation systems for the QPS to manage workplace stress injury 

and has the potential to do the same for other organisations experiencing similar 

issues.
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Chapter 1 Introduction 

The purpose of this chapter is to provide an overview of the thesis, including the 

significance of the research, a summary of the research aims, definitions of important 

key concepts, and an overview of the chapters. 

1.1 Significance of the study  

Stress in the work context is a significant issue given the economic impact on 

employers and society. The median cost for a mental disorders claim in Australia 

was calculated at $18,000 in 2008-09, whilst the median cost for all serious workers’ 

compensation claims during the same period was $7,700 (Safe Work Australia, 

2012a). As mental disorders are not adequately represented in workers’ 

compensation data (Safe Work Australia, 2010a), it should be noted that stress has a 

more extensive impact on organisations, families and society than the statistics 

indicate. There are considerable indirect and hidden costs associated with stress 

injury (Jauregui & Schnall, 2009). For example, workplace stress significantly 

affects employee productivity, absenteeism and presenteeism, with an estimated 

overall cost of over $10 billion per year (Jauregui & Schnall, 2009; Simpson, 2004; 

Working Carers Gateway, 2010).  Hidden costs also include those associated with 

staff turnover, the impact of stress on physical health, such as cardiovascular disease 

and musculoskeletal disorders, and the consequences for families and society 

(Jauregui & Schnall, 2009; Simpson, 2004; Working Carers Gateway, 2010). The 

direct and indirect costs of stress suggest that employers need to manage this 

condition in the workplace to ensure their businesses remain competitive. 

In Australia, employers have a legal obligation to prevent and manage 

workplace injuries. This includes the provision of safe work environments, workers’ 

compensation insurance and rehabilitation assistance (Biggs, 2009; Department of 

Industrial Relations Queensland, 2005; WorkCover Queensland, 2012). Employers 

must also adhere to health and safety legislation, regulations and codes of practice 

(Department of Justice and Attorney-General, 2010; National Research Centre for 

Occupational Health and Safety Regulation, 2002). Those employers that manage 

and reduce occupational injury and disease beyond legislative demands can reduce 

insurance premiums, and improve productivity and company image (CCH 

Occupational Health and Safety, 1990; NOHSC, 2004; WorkCover Queensland, 
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2012). Numerous studies have identified workplace interventions as key to recovery 

and successful return to work, recognising that work environment factors, such as 

work tasks and work organisation, social relationships and organisational culture, are 

significant in work disability (Briand, Durand, St-Arnaud, & Corbière, 2007, 2008; 

Tjulin, Edvardsson Stiwne, & Ekberg, 2009; van Oostrom, van Mechelen, Terluin, 

de Vet, & Anema, 2009; Wald & Taylor, 2009). A favourable work environment is 

particularly important when returning workers with mental health issues to the 

workplace (Briand, et al., 2007).  

Addressing workplace stress injury is particularly relevant in front line 

emergency services, such as the Queensland Police Service (QPS). Personal and 

other service occupations have the highest frequency of workers’ compensation 

claims for occupational diseases and up to 75% of these claims are for mental 

disorders. Police services, corrective services and fire brigade services account for 84% 

of the mental disorders claims in the personal and other services occupational 

categories of the Safe Work Australia classifications (Safe Work Australia, 2012a), 

making these public order and safety occupations a primary concern for mental 

disorder claims. Police officers face operational stressors (Patterson, 2009; Wald, 

2009), but these stressors are significantly added to or moderated by organisational 

factors (Mayhew, 2001; Stinchcomb, 2004).  

Despite the high costs of stress-related injuries and the importance of 

effective rehabilitation programs there has been little research examining how 

occupational rehabilitation models can be applied to specific emergency service 

contexts such as the QPS. This study is therefore important because it seeks to 

understand the workplace stress issues and potential solutions from the perspectives 

of stakeholders within the QPS, including injured workers, rehabilitation personel 

and supervisors, and examines how effective occupational rehabilitation systems can 

be developed in this context to address workplace stress injury.  

1.2 Research aims 

The aim of this research is to develop and implement a process for identifying an 

effective occupational rehabilitation system conducive to the large organisational 

environment of the QPS. Specifically, the four sub-aims are to: 

1. Identify prevailing issues related to stress and injury in the QPS and the 

efficacy of current occupational rehabilitation processes. 
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2. Explore potential solutions to the identified issues from the perspectives of 

QPS stakeholders. 

3. Analyse existing processes, linking them with identified issues and solutions 

to demonstrate opportunities for the development of a more effective 

occupational rehabilitation system for the QPS. 

4. Describe a process of developing an effective occupational rehabilitation 

system that may be applied to comparable organisational contexts. 

1.3 Key concepts in the research 

There are several key concepts that are important in this research, which are defined 

as follows: 

Mental disorders 

In line with terminology utilised within Australian workers’ compensation 

mechanisms, mental disorders “are clinically-defined health conditions or illnesses”, 

such as “stress, anxiety, depression, nervous breakdown”, caused by mental stress 

(Australian Safety & Compensation Council, 2006, p. 6). 

Mental stress 

Mental stress is a workers’ compensation disease mechanism (DEWR, 2006), usually 

described as resulting from a traumatic event and often excluding stress that 

accumulates over time (Landau, 2010; Patterson, 2009). However, mental stress can 

cause a mental disorder whether it results from a traumatic event or over a longer 

period of time (Landau, 2010; Patterson, 2009). For the purposes of this study, 

mental stress is therefore understood as a short-term or long-term mechanism that 

can cause mental disorders. 

Occupational stress 

Both the process and outcomes of occupational stress are relevant to the current 

study. Occupational stress is therefore defined as the psychological and behavioural 

outcomes, characterised by signs of distress, resulting from a lack of compatibility 

between the stressed individual and their work context (Diamantopoulou, 2002; 

Humphrey, 1998). 
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Absenteeism and Presenteeism 

Absenteeism is when a worker is absent from their job. Presenteeism is when a 

worker is physically present at their job, but experiencing significantly below normal 

work performance (Jauregui & Schnall, 2009). 

Work-related injury 

For the purposes of this thesis, the expression ‘work-related injury’ will be used to 

represent all work-related conditions, including work-related diseases (Safe Work 

Australia, 2009b). 

Occupational injury 

Occupational injuries are defined as “all employment-related injuries which are the 

result of a single traumatic event occurring while a person is on duty or during a 

recess period and where there was a short or non-existent latency period” (Australian 

Bureau of Statistics, 2006, section 15.9).  

Occupational disease 

Occupational diseases, such as occupational stress, are defined as all employment-

related diseases which result from repeated or long-term exposure to an agent(s) or 

event(s) or which are the result of a single traumatic event where there was a long 

latency period (Australian Bureau of Statistics, 2006, section 15.9; Safe Work 

Australia, 2010a). 

Serious claim 

For the purposes of Australian workers’ compensation statistics, a serious claim is 

one that includes at least one working week of compensable time lost (Safe Work 

Australia, 2012a). 

Occupational rehabilitation 

Occupational rehabilitation is defined as process using prevention, early intervention 

and appropriate services based on assessed needs to maintain or restore the function 

and health of injured workers, maintaining them in employment or returning them to 

work as quickly and safely as possible (NOHSC, 1995; WorkCover NSW, 2003). 
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Disability management 

Disability management is defined as: 

A workplace prevention and remediation strategy that seeks to prevent 

disability from occurring or, lacking that, to intervene early following the 

onset of disability, using coordinated, cost-conscious, quality rehabilitation 

service that reflects an organizational commitment to continued 

employment of those experiencing functional work limitations (Akabas, 

Gates, & Galvin, 1992, p. 2). 

Action Research 

Greenwood and Levin (2007, p. 3) define Action Research (AR) as “social research 

carried out by a team that encompasses a professional action researcher and the 

members of an organisation, community, or network (“stakeholders”) who are 

seeking to improve their local situation. AR promotes broad participation in the 

research process and supports action leading to a more just, sustainable, or satisfying 

situation for the stakeholders.” 

Systems thinking 

Systems thinking provides a conceptual framework for exploring this topic and for 

the purposes of this study is defined as a holistic perspective recognising the ‘whole’ 

as consisting of more than the sum of its parts, whilst still recognising the 

significance of each part. Systems consist of multiple factors with complex 

relationships, which change over time (Checkland, 1995; Marion, 1999; Senge, Ross, 

Smith, Roberts, & Kleiner, 1994). The systemic approach to this research recognises 

that systemic stress management can balance the needs and demands of all 

stakeholders thus creating change through collaboration and strengthening 

relationships to counteract stressors (Kendall, Murphy, Bursnall, & O’Neill, 2001). 

1.4 Chapter overview 

This thesis consists of eight chapters. Chapter 1, the Introduction, provides a 

summary of the key statistics and literature demonstrating the significance of the 

study. The aims of the study and definitions for key concepts are also introduced.  

Chapter 2, the Literature Review, provides a context for the research aims 

and methods and establishes the need for this research by reviewing existing research 
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and relevant industry literature in the areas of occupational stress, injury and 

rehabilitation. The challenges associated with the management of workplace stress 

injury are considered from several perspectives, including workers’ compensation 

systems, organisational systems and occupational rehabilitation research, as well as 

the nature and causes of stress and related occupational injuries or diseases. The 

rising cost of occupational injury provides a backdrop for demands on organisations 

to improve prevention and rehabilitation outcomes, especially in Australia. Current 

international and Australian occupational rehabilitation practices are described. The 

organisational context for occupational stress and rehabilitation is explored both in 

general and specifically in relation to police organisations. 

Chapter 3, the Method, provides a summary of how the current study was 

conducted. It commences with a discussion about the methodological frameworks, 

including Action Research (AR) and the use of systems thinking to ensure a focus on 

the whole organisation during the AR process, recognising the interrelatedness 

between its members, culture, processes and macro-contexts. The research aims are 

therefore addressed using an AR design incorporating principles of systems thinking 

to 1) acknowledge the complexity of large organisations as systems rather than just a 

collection of individuals and processes, 2) ensure representation of multiple 

perspectives, and 3) engage the organisation in the research process and the 

development of solutions in a collaborative approach. An overview of the participant 

organisation is provided, followed by a review of background data from previous 

research to develop an understanding of the organisational context, previously 

identified issues, and past initiatives to address stress and injury in the organisation. 

In line with an AR approach data for the current study was collected in an iterative 

manner through interviews, focus groups, consultation and document analysis. This 

data was analysed using thematic analysis and process mapping to give 

understanding of both thematic content and sequential procedures. Chapter 3 

concludes with discussions about data integration between research phases, action 

research integrity, limitations of the research and ethical considerations. 

Chapter 4, the first results chapter, summarises the QPS stress and 

rehabilitation issues identified in Phase 1 of the study. It commences with an 

overview of the previous findings from the individual interviews conducted in 2004, 

which revealed widespread concerns about the QPS culture, policy practice gaps, 

support service quality, as well as procedural and systemic barriers to preventing and 
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addressing the high incidence of stress in the organisation. It continues with a 

summary of QPS initiatives implemented in response to some of the identified issues 

from the previous research. Finally, it reports the findings of a re-analysis of the 

individual interview transcripts conducted in 2006 with a focus on data about QPS 

injury prevention and occupational rehabilitation systems and practices, as well as 

the unique structure and culture of the organisation. The re-analysis of the 65 injured 

worker and support provider interviews expanded on a range of issues about job and 

organisational characteristics impacting on injury prevention and rehabilitation, 

including rehabilitation procedures and experiences; stress management processes; 

the organisational climate and worker personalities; discrepancies between policy 

and practice; and limited training, knowledge and education about stress, injury and 

available support services. The review of background data and re-analysis of 

interviews in Phase 1 were critical steps in the research process as they informed the 

development of the moderator guide utilised in conducting the focus groups in Phase 

2 of this research. 

Chapter 5 describes the Phase 2 results exploring potential solutions to the 

identified issues from the perspectives of QPS stakeholders. The Phase 2 results 

chapter presents descriptions of and quotes from seven themes derived from the six 

focus groups conducted in 2006 and the participant checks with members of those 

focus groups conducted in 2007. The seven themes are: 1) Organisational Culture, 2) 

Trust and Ownership, 3) Understanding Prevention and Rehabilitation, 4) External 

Stakeholder Involvement, 5) Resource Provision, 6) Selection Processes, and 7) 

Prevention and Rehabilitation Systems. The seven themes consist of 24 sub-themes. 

As the focus group facilitation process sought information about stress and injury 

prevention, rehabilitation and return to work, these concepts feature in all seven 

themes. In addition, there is one core concept, communication, which also features in 

every theme despite not being specifically sought during the focus group facilitation 

process. The emphasis on communication is a distinguishing feature between two 

groups of themes. It dominates in the four relationships themes: 1) Organisational 

Culture, 2) Trust and Ownership, 3) Understanding Prevention and Rehabilitation, 

and 4) External Stakeholder Involvement, which focus on personal issues and 

highlight the need for effective interpersonal communication. Communication is also 

present to a lesser extent in the three systems themes: 5) Resource Provision, 6) 

Selection Processes, and 7) Prevention and Rehabilitation Systems, which focus on 
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operational issues and processes, and emphasise the need for functional 

communication among stakeholders within the organisation. 

Chapter 6 describes the Phase 3 results aimed at developing an understanding 

of existing occupational rehabilitation processes and systems implemented across the 

QPS. The Phase 3 results chapter focuses on documentary data from the Injury 

Management Working Party (IMWP), presenting this data in the form of process 

maps and process descriptions. The IMWP documents represent the responses from 

across QPS operational areas in 2007 to a set of seven major questions regarding 

processes associated with absence reporting, rehabilitation and return-to-work. An 

overview of the pre-injury/absence processes and responsibilities and the post-

injury/absence processes and responsibilities is provided. The rest of the chapter is 

devoted to describing three process maps developed from an analysis of IMWP 

documents. In line with the AR goal of achieving knowledge transfer back to the 

participant organisation, these maps were used to visually represent documentary 

data about existing rehabilitation processes implemented across the organisation and 

areas of priority for injury management. 

Chapter 7, Data Integration, presents the results of the integration of data 

from the Phase 2 focus group themes and Phase 3 processes, and in doing so, 

provides additional understanding of the issues concerning injury management in the 

QPS. Themes from the focus groups conducted in 2006 are utilised to highlight 

issues and tensions on the process maps, thus demonstrating opportunities for 

improvements to occupational rehabilitation systems and processes. Although the 

themes that emerged from Phase 2 focus group data presented important insights 

about injury and illness prevention and rehabilitation, the process maps provided a 

visual representation of processes in need of change. Relevant quotes that contribute 

to understanding issues or proposed solutions to a process are re-organised within the 

steps of the process and presented in this chapter. 

Chapter 8, the Discussion, explores the results of this research against the 

aims of this project. First, an exploration of the issues related to stress and injury in 

the QPS is provided, followed by a discussion about solutions to the identified issues. 

Existing injury prevention and rehabilitation processes within the QPS are then 

considered in conjunction with the identified issues and solutions. Towards the end 

of the chapter, a critical analysis of the success of the AR processes is presented, 
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followed by a discussion about the contributions of this study to theory and 

suggestions for future research. 

1.5 Conclusion 

This chapter provided an overview of the significance of the study, an introduction to 

the research aims and definitions for relevant concepts. It also outlines the structure 

of the thesis by describing the purpose and content of each chapter. 
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Chapter 2 Literature Review 

The purpose of this chapter is to critically review existing research and relevant 

industry literature in the areas of occupational stress, injury and rehabilitation. 

Literature was obtained from the Griffith University library and databases, including 

Pro-Quest (all), Science Direct, Rehab Data, Sage Journals Online, Web of Science 

and Wiley-Blackwell. Rehabilitation industry data was obtained from Australian 

government websites and the publications of Australasian peak bodies, such as Safe 

Work Australia and the Heads of Workers Compensation Authority. The challenges 

associated with the management of workplace stress injury are considered from the 

perspectives of workers’ compensation systems, organisational systems and 

occupational rehabilitation research, as well as the nature and causes of stress and 

related occupational injuries or diseases. A discussion about the Australian injury 

and disease context acknowledges the challenges created by varied definitions and 

insurance systems, the costs associated with injury and disease and the demands 

placed on organisations. The rising direct and indirect costs of occupational injury 

and occupational stress and the demands on organisations to address these issues 

provide a contextual backdrop for the literature review. This is followed by a brief 

overview of occupational rehabilitation as a response to the issues identified. The 

paucity of research about the implementation of occupational rehabilitation strategies 

within Australian organisations is noted. Occupational stress in the organisational 

context is then discussed in more detail, including possible causal factors and 

effective responses to these conditions. Finally, stress and occupational rehabilitation 

are explored in the context of policing organisations. These issues are further 

developed through an examination of the specific context of the QPS in the Method 

and Phase 1 Results chapters.  

2.1 Occupational stress within the Australian injury context 

Occupational injuries and diseases impact national productivity, occasioning 

considerable economic and social costs in Australia. Occupational stress, in 

particular, presents a significant economic burden to Australian organisations. 

Mental disorders are among the most common occupational diseases resulting in 5% 
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of all serious claims
1
 in 2006-09 (Safe Work Australia, 2009a, 2011). Although there 

has been a decrease in total new workers’ compensation claim numbers since the 

mid-1990s (DEWR, 2006; HWCA, 2002; NOHSC, 2006; Safe Work Australia, 

2009a, 2010a, 2011), there has been a simultaneous increase in the median time lost 

and the median direct cost per claim, especially for ‘mental disorders
2
’ (DEWR, 

2006; Safe Work Australia, 2010a, 2011). Furthermore, claim numbers have dropped 

for all injury and disease ‘mechanisms’ except ‘mental stress’, which increased by 62% 

between the mid-1990s and 2002 (DEWR, 2006). These statistics suggest that 

prevention activities in the past decade have been more successful than occupational 

rehabilitation strategies after injury and that both prevention and rehabilitation have 

been more effective for injury types other than ‘mental disorders’. 

While median time lost and payments continue to increase for all serious 

claims, median time lost increased more for mental stress than other injury 

mechanisms, going from 9.6 weeks in 2003-04 to 11 weeks in 2008-09 (Safe Work 

Australia, 2011). Workers’ compensation cost and duration statistics for mental 

stress has exceeded the statistics for other injury categories. The Australian National 

Workers’ Compensation Statistics database indicates that mental stress represented 

approximately 10% of injury/disease mechanisms (the highest being 45% for ‘body 

stressing’) and mental disorders represented approximately 10% of all types of 

injuries and diseases in the three-year period spanning 2002 to 2004. However, both 

of these measures show that the duration of absence from work for mental stress 

mechanisms and mental disorders averaged 20 weeks compared to the overall 

average of 10 weeks in the 2002 to 2004 timeframe (NOHSC, 2006).  

The median cost of a mental disorders claim, at $12,000 in the 2000 to 2003 

timeframe was well above the median cost for all claims at $4,500 for the same 

period (DEWR, 2006). Median payments for mental disorders increased significantly 

from $10,900 in 2002-03 to $13,800 in 2006-07 and $16,300 in 2007-08, whilst the 

broader category of ‘other diseases’ (including mental disorders) increased more 

moderately from $8,500 to $10,700 during the same period (Safe Work Australia, 

2010a, 2011). The median cost for a mental disorders claim in Australia was 

                                                 
1
 Serious claims include all accepted workers’ compensation claims with one working week or more 

time lost (Safe Work Australia, 2010a). 
2
 Mental disorders “are clinically-defined health conditions or illnesses”, such as “stress, anxiety, 

depression, nervous breakdown”, caused by mental stress (Australian Safety & Compensation 

Council, 2006, p. 6). 
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calculated at $18,000 in 2008-09, whilst the median cost for all serious workers’ 

compensation claims during the same period was $7,700 (Safe Work Australia, 

2012a). 

It should be noted that occupational diseases (including mental disorders) are 

not adequately represented in workers’ compensation data as many occupational 

diseases do not become claims (Safe Work Australia, 2010a). Safe Work Australia 

(2009b) determined that only 36% of time-lost injuries involving stress were claimed, 

compared to 50% of all time-lost injuries. The factors determining whether 

individuals put in a claim for a time-lost injury included how easy it was to attribute 

the injury to work, concerns about current or future employment, and beliefs about 

eligibility for workers’ compensation (Safe Work Australia, 2009b), reducing the 

likelihood of stress injuries being reported. Furthermore, the number of mental stress 

claims dropped between 2002 and 2009 (Safe Work Australia, 2010a, 2011), which 

may be the result of jurisdictions tightening up on what is accepted as a stress claim, 

thereby reducing claim numbers but not the incidence of stress (Safe Work Australia, 

2009b, 2011). 

Although the direct costs associated with workplace injuries (e.g., weekly 

payments, medical and rehabilitation costs) can be readily calculated, the indirect 

costs of workplace injury have been more difficult to determine (Weil, 2001). 

Indirect costs include increased insurance premiums, lost productivity, labour costs 

for replacement workers, and claims administration expenses, as well as personal 

costs impacting on stakeholders. NOHSC (2004) conservatively estimated the 

indirect costs of work related injury/illness at three times the direct costs, with a total 

cost of $20 billion to the Australian economy in the 1992 to 1993 year. Using the 

same method, this cost rose to $34 billion for the 2000 to 2001 reference year 

(NOHSC, 2004), and stabilised at $32 billion for the 2005-06 financial year 

(Australian Safety & Compensation Council, 2009). However, these cost estimates 

did not include the costs of pain, suffering and early death. 

In 2004 NOSHC updated its method for calculating indirect costs with input 

from independent consultants to acknowledge factors previously not included in the 

calculations (Australian Safety & Compensation Council, 2009). Applying the new 

methodology to the 2005 to 2006 reference year the total cost estimate to the 

Australian economy was revised to $57.5 billion, equivalent to 5.9% of the 

Australian Gross Domestic Product (GDP) in 2005-06 compared to 5% in 2000-01. 
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This increase was partly attributed to an increase in wages above the increase in GDP 

during this time (Australian Safety & Compensation Council, 2009). Despite having 

taken more factors into account in these new estimates, these costs still excluded 

those that are not directly attributable to work related injury or illness such as the 

cost of prevention activities and loss of company image (Australian Safety & 

Compensation Council, 2009).  

In relation to occupational stress, the indirect costs of stress injury outstrip 

the direct costs (Jauregui & Schnall, 2009). The Working Carers Gateway (2010) 

funded by NSW Health, for example, points out that workplace stress significantly 

affects employee productivity, absenteeism and presenteeism
3
. Medibank Private 

(2008) found that presenteeism and absenteeism associated with stress costs 

Australian employers over $10 billion per year. This is consistent with international 

literature that recognises reduced productivity, absenteeism, presenteeism and staff 

turnover as significant indirect costs of workplace stress (Jauregui & Schnall, 2009; 

Simpson, 2004). Recent measurements of indirect costs do not capture ‘hidden’ costs 

associated with staff turnover, which often occurs before clinical diagnosis of a stress 

related condition. These hidden costs also include the impact on physical health, such 

as cardiovascular disease and musculoskeletal disorders (Jauregui & Schnall, 2009; 

Working Carers Gateway, 2010). Organisations increasingly recognise both the 

human and economic costs of unhealthy stress levels to individuals, families, society 

and organisations (Simpson, 2004). 

In summary, occupational stress often remains unaddressed for long periods 

of time, resulting in long-tail claims and contributing to the rise of the human and 

fiscal costs of occupational stress both in Australia and overseas (Dollard, 2003; 

Kendall & Muenchberger, 2009c; Shergold, 1995). These statistics emphasise the 

need to address the costs of occupational injury and disease, especially occupational 

stress, through effective prevention and occupational rehabilitation. 

2.2 Legislative demands and global pressures on organisations 

Western societies generally value the right to safe work and provide compensation if 

harm does occur as a result of work (Gordon & Schnall, 2009). Worker advocacy 

                                                 
3
 Presenteeism is when a worker is physically present at their job, but experiencing below normal 

work performance (Jauregui & Schnall, 2009). 
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groups have fought to achieve these conditions, which are seen as integral to a 

humane society, and are reflected, in turn, in government imperatives to control 

employers and their work environments (Gordon & Schnall, 2009). These 

imperatives include the imposition of legislative demands on organisations to prevent 

injury, provide safe work environments, have workers’ compensation insurance, 

participate in the rehabilitation of injured workers, provide suitable duties and keep 

the workers’ compensation authority informed (Biggs, 2009; Department of 

Industrial Relations Queensland, 2005; WorkCover Queensland, 2012). In addition 

there are statutes imposing fines for industrial manslaughter and prison terms for 

senior employees found guilty of industrial manslaughter due to negligence (Jansz, 

2004a).  

In each of ten Australian health and safety jurisdictions, employers are 

required to adhere to health and safety acts, regulations and codes of practice 

(Department of Justice and Attorney-General, 2010; National Research Centre for 

Occupational Health and Safety Regulation, 2002). Safe Work Australia has 

developed a model Act and regulations for health and safety, which have been 

implemented in several Commonwealth, state and territory jurisdictions as of 

January 2012 (Department of Justice and Attorney-General, 2010; National Research 

Centre for Occupational Health and Safety Regulation, 2002; Safe Work Australia, 

2012b). National model codes of practice for health and safety are also being 

developed and progressively adopted by Australian health and safety jurisdictions 

(National Research Centre for Occupational Health and Safety Regulation, 2002; 

Safe Work Australia, 2012b). The increasing consistency between health and safety 

jurisdictions aims to reduce the complexity of detailed rules, making it easier for 

stakeholders to understand requirements and for individual organisations to be 

innovative in developing organisation specific solutions to health and safety concerns 

(National Research Centre for Occupational Health and Safety Regulation, 2002; 

Safe Work Australia, 2012b). 

The Commonwealth government and each Australian state and territory have 

their own workers’ compensation schemes (Safe Work Australia, 2010b). Workers’ 

compensation insurers in these jurisdictions provide rehabilitation for injured 

workers, paid for by employers via insurance premiums (Comcare, 2008; 

WorkCover Queensland, 2012). However, the mounting evidence and statistics about 

the direct and indirect costs of occupational injury, especially stress, suggest an 
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increasing need for organisations to manage their own occupational injury prevention 

and rehabilitation above and beyond the requirements of the relevant workers’ 

compensation jurisdiction. Employers who manage the costs of occupational injury 

and disease from within their organisation can reduce insurance premiums, improve 

productivity and improve company image (CCH Occupational Health and Safety, 

1990; NOHSC, 2004; WorkCover Queensland, 2012).  

Deregulation of labour markets following from economic globalisation and 

the associated development of more flexible labour markets (Moutsatsos, 2009), 

threatens existing protections for workers, such as workers’ compensation (Gordon 

& Schnall, 2009). This creates an increase in transient employment and a decrease in 

the collective voice for workers (Moutsatsos, 2009). Organisations affected by 

economic globalisation and the need to maximise the returns to shareholders 

increasingly need to become more efficient by decreasing costs and increasing 

profits (Johnson, 2009). These changes have seen a shift in the control over the pace 

and intensity of work from workers to managers, and has resulted in increased work 

strain (Johnson, 2009). The demands associated with economic globalisation 

consequently increase the risk of stress in the workplace (Kendall & Muenchberger, 

2009b). This is reflected in problematic workplace relationships and reduced 

organisational and individual wellbeing, resulting in stress and poor problem solving 

skills (Zeidner, 2005), and lower productivity (Kendall & Muenchberger, 2009a, 

2009b).  

2.3 Organisational response to injury: Workplace rehabilitation  

The direct and indirect costs of injury to organisations, as well as the legislative 

demands to prevent and manage injury, and global pressures to remain competitive 

combine to create significant implications for the organisational management of 

employee health, especially workplace stress injury. One response is to develop more 

effective occupational rehabilitation systems to both prevent and manage injuries 

(Harder & Scott, 2005). Demands on organisations to manage their own occupational 

injuries suggest a pressing need to examine occupational rehabilitation in situ to 

determine a framework that can be applied to meet specific organisational needs. 

However, there has been little specific evaluation of occupational rehabilitation for 

injured workers in Australia, particularly its application within specific workplaces. 

Research into addressing occupational stress in service industries has been 
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particularly lacking (Levi, 2003). Although it is increasingly recognised that 

effective occupational rehabilitation systems need to be tailored to the organisation 

(Harder & Scott, 2005; Simpson, 2004), little research has examined how 

occupational rehabilitation models can be applied to specific organisational contexts. 

Some research has indicated the reasons for failure of rehabilitation programs within 

specific organisational cultures are due to the lack of acceptance of programs by 

workplaces and by key stakeholders, such as supervisors (Lambropoulou, 1995; 

Tjulin, et al., 2009). Conversely, employee enthusiasm has been found to be an 

enabling factor in implementing and maintaining health programs in organisations 

(Jansz, 2004b). Systematic organisational assessment of needs considering all levels 

is required to promote acceptance of rehabilitation programs (Jansz, 2004b; Simpson, 

2004). 

Occupational rehabilitation is a process aimed at maintaining and/or restoring 

injured workers’ functional effectiveness via appropriate and timely services 

(NOHSC, 1995; WorkCover NSW, 2003). Effective occupational rehabilitation 

includes immediate interventions after injury with the aim of returning injured 

workers back to the same workplace as early and safely as possible (K. Harrison & 

Allen, 2003; WorkCover NSW, no date; WorkCover Queensland, 2012). With a 

focus on factors required to achieve early safe return to work, Briand, Durand, St-

Arnaud and Corbière (2008) conducted a systematic meta-analysis that identified six 

essential components of successful return to work rehabilitation programs that 

acknowledged that work disability is more than the result of impairment. These 

include centralized coordination of return to work, individual psychological and 

occupational interventions, workplace-based interventions, work accommodations, 

contact between the stakeholders and interventions to ensure concerted action occurs. 

 While the focus of much rehabilitation literature has been on individual 

clinical and psychological factors associated with return to work, addressing these is 

not necessarily the most effective approach for promoting return to work outcomes 

(Briand, et al., 2007, 2008; van Oostrom, et al., 2009; Wald & Taylor, 2009). Whilst 

clinical treatment may reduce symptoms, the impact on return to work outcomes is 

limited unless combined with other interventions, which acknowledge the interaction 

between the injured worker and health care, the work environment and the 

compensation system (Briand, et al., 2007, 2008; Tjulin, et al., 2009; Wald & Taylor, 

2009). Work environment factors, such as work tasks and work organisation, social 
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relationships and organisational culture, are now recognised as significant in work 

disability, and numerous studies have identified workplace interventions as key to 

recovery and successful return to work (Briand, et al., 2007, 2008; Tjulin, et al., 2009; 

van Oostrom, et al., 2009; Wald & Taylor, 2009). These interventions include 

gradually exposing the worker to work demands and adjusting the work demands 

according to worker capacity, and early and ongoing contact with the employer, 

supervisor, co-workers and union representatives (Briand, et al., 2007, 2008).  

Although a favourable work environment is particularly important when 

returning workers with mental health issues to the workplace (Briand, et al., 2007), 

workplace interventions also have to be feasible in practice (Tjulin, et al., 2009; van 

Oostrom, et al., 2009). Feasibility studies have found that implementation of return 

to work programs within organisations requires active participation from key 

stakeholders, such as injured workers and their supervisors, as well as time, ongoing 

communication and reflection (Tjulin, et al., 2009; van Oostrom, et al., 2009). 

Provided specific organisational needs are addressed, appropriate individual 

interventions are provided and stakeholder participation strategies are effectively 

implemented, well integrated return to work programs have been found to be 

effective for a range of conditions (Briand, et al., 2007, 2008; Tjulin, et al., 2009; van 

Oostrom, et al., 2009; Wald & Taylor, 2009). 

Stakeholder involvement factors include interactions between all stakeholders 

and systems, including compensation, health care and the work context, recognising 

the multi-causality of work disability beyond the initial injury (Briand, et al., 2007, 

2008; Tjulin, et al., 2009). The successful return to work programs reviewed include 

interventions such as “contact between the healthcare provider and the workplace” 

(Briand, et al., 2008, p. 214), and contact with the treating doctor, the insurer and 

family members. Other than one program, which involved joint meetings in the 

workplace with key stakeholders, and two studies that mentioned the development of 

a return to work plan, few studies mention “specific interventions to foster concerted 

action” (Briand, et al., 2008, p. 215) between stakeholders. Such interventions are 

considered effective in promoting return to work, but often face challenges in terms 

of implementation (Briand, et al., 2007, 2008; Tjulin, et al., 2009). Tjulin, et al. 

(2009), for example, found that whilst the return to work program utilised in their 

study had a biopsychosocial focus and facilitated stakeholder collaboration in a 

holistic approach, implementation was hampered by the established biomedical 
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views of stakeholders. The authors therefore concluded that successful 

implementation required ongoing communication, support and training for 

stakeholders. Another example concerns the vital roles of supervisors and co-

workers in a successful return to work process, especially when mental health 

problems are involved. Often these stakeholders lack the knowledge and skills 

required to fulfil this role effectively, jeopardising the return to work outcome 

(Briand, et al., 2007). As a solution, Van Oostrom, et al. (2009) suggest that 

facilitating injured workers and supervisors to develop their own consensus-based 

solutions to return to work barriers is effective in identifying obstacles and 

developing practical solutions.  

Contemporary approaches to occupational rehabilitation, such as disability 

management, emphasise the seamless transition from prevention to post-injury 

rehabilitation (Buys & Randall, 2009; Harder & Scott, 2005; Smith, 1997; 

Westmorland & Buys, 2002). Disability management is focused on employers and 

takes a systematic approach to the integration of prevention, claims management, 

early intervention and return to work case management (Buys & Randall, 2009). 

Disability management has been highlighted as an effective occupational 

rehabilitation model, especially when applied within large organisations (Buys & 

Randall, 2009; Harder & Scott, 2005; Kendall & Muenchberger, 2009a; Shrey, 1996; 

Westmorland & Buys, 2002), particularly as it values stakeholder involvement and 

recognises workers as the key asset of an organisation (Buys & Randall, 2009; 

Ceniceros, 2010; McDonald, 2010). Injured workers are actively involved in their 

rehabilitation programs and are encouraged to have input into the development of 

return to work goals and plans, participate in stakeholder meetings, and contribute 

their work experience to the design of work accommodations. Injured workers are 

further empowered with information about their medical condition/s and company 

policies (Buys & Randall, 2009). For example, open communication among 

stakeholders was cited as the primary reason employees in a large electric company 

were highly satisfied with their integrated disability management program 

(McDonald, 2010). Disability management also promotes collective empowerment 

by developing consensus based programs with employee advocates promoting the 

acceptance of rehabilitation practice within the organisation (Buys & Randall, 2009). 

This approach has been shown to achieve improvements in return to work outcomes, 
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productivity and employee satisfaction, as well as saving on costs associated with 

absenteeism (Buys & Randall, 2009; Ceniceros, 2010; McDonald, 2010). 

Disability management takes a systems approach focusing on the 

organisational context, including culture, management structures and stakeholder 

communication (Buys & Randall, 2009; McDonald, 2010; Randall, Buys, & Kendall, 

2006). Engaging stakeholders at all levels is important in the planning and 

implementation of programs (McDonald, 2010). It recognises the importance of 

environmental and organisational factors in work disability and therefore provides 

interventions at the worksite where possible (Buys & Randall, 2009; Ceniceros, 2010; 

McDonald, 2010). Return to work case management is therefore focused on both 

organisational barriers and individual factors, considering physical, psychological, 

social and environmental factors (Buys & Randall, 2009). Case management 

strategies include transitional work, job accommodations and case conferencing with 

key stakeholders. Involving supervisors and co-workers in selecting job 

accommodations is useful in gaining their commitment to the return to work process.   

Barriers such as lack of commitment to providing transitional work and lack 

of cooperation from stakeholders are seen as systemic issues, so ownership of 

disability management programs is promoted by incorporating a team approach 

(Buys & Randall, 2009). Large companies with successful disability management 

programs have also provided training and support for supervisors and financial 

incentives for departments to encourage local ownership of temporary work 

disability (Ceniceros, 2010; McDonald, 2010). Supervisors, union representatives 

and co-workers are actively involved in both prevention and rehabilitation processes 

(Buys & Randall, 2009). 

There are many case studies that illustrate the success of disability 

management programs. For example, studies of a US banking corporation and a 

University medical centre (Ceniceros, 2010) described benefits that include retaining 

experienced employees, maximising productivity, and reducing disability costs 

through cost effective job accommodation strategies. Organisations reported 

considerable savings in annual work disability costs and significantly lower workers’ 

compensation time lost days within one year of introducing these strategies 

(Ceniceros, 2010). In another case study, a large electric company in the US 

provided integrated disability management including prevention initiatives, as well 

as return to work services for all injured or ill employees, regardless of cause, cutting 
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workers’ compensation costs in half (McDonald, 2010). All forms of medically 

related leave are managed through the same program to avoid cost shifting between 

benefits, such as sick pay and workers’ compensation and to ensure early safe return 

to work, regardless of the reason for absence. The integrated program resulted in 

significantly reduced frequency and severity of health and safety incidents 

(McDonald, 2010).  

In Australia, the emphasis of rehabilitation is on current forms of injury 

management incorporating insurance claims management coupled with elements of 

the disability management model, such as the focus on prevention and on the 

workplace. For example, the Australian and New Zealand Workers’ Compensation 

Strategy 2010 – 2013 vision statement recommends “Socially and financially 

responsible workers’ compensation arrangements that meet the needs of Australian 

and New Zealand workers and employers, based on effective injury prevention, 

injury management and durable return to work practices.” (HWCA, no date, p. 1). 

Occupational rehabilitation in Australia is mostly driven by workers’ compensation 

systems, but also influenced by Compulsory Third Party insurers and large self-

insuring employers. O'Donnell (2000) argued there is an urgent need to integrate 

occupational health and safety, workers’ compensation and rehabilitation into a 

framework such as disability management, and that lack of worker involvement in 

these areas reduced the potential for prevention and rehabilitation. Despite the 

promises of a disability management approach, little research has been undertaken 

into the application of disability management policies and practices (Westmorland & 

Buys, 2002) and the implementation of disability management principles in 

organisations (Kendall & Muenchberger, 2009a).  

Systematic reviews of the literature have determined that the most 

comprehensively researched return to work rehabilitation programs recognising the 

multi-causality of work disability were focused on musculoskeletal disorders (Briand, 

et al., 2007, 2008). Despite the impact of mental health problems in workplaces, few 

studies have focused on return to work rehabilitation programs for psychological 

disorders (Briand, et al., 2007). There has also been a lack of research into the degree 

to which large Australian organisations integrate occupational rehabilitation 

programs into their operational systems. One Australian study concluded that while 

there is ample evidence of good injury prevention and rehabilitation strategies, in a 

significant percentage of organisations there is a lack of systemic integration of these 



22 

practices (Westmorland & Buys, 2002). Caulfield et al. (2004) also suggested that 

there is little published information on effective interventions in the area of 

occupational stress. Clearly there is a need for more focus on the specific needs and 

cultures of Australian organisations in addressing occupational rehabilitation issues.  

2.4 Occupational stress 

Stress and psychological injuries are of significant concern to employers (Biggs, 

2009; Kendall & Muenchberger, 2009a; Michiel Kompier & Taris, 2005) given 

workers’ compensation statistics for this condition. Effective individual and systemic 

occupational rehabilitation strategies are particularly important in addressing the 

impact of stress, which results in reduced job satisfaction and satisfactoriness and 

decreased quality of life for stressed staff members, immediate co-workers and the 

organisation as a whole (Graves, 1996; Mayhew, 2001; Stinchcomb, 2004). Physical 

health is also affected by chronic stress, increasing the risk of other occupational 

injuries to both the stressed individual and co-workers working closely with that 

individual (Dollard, 2003). Organisationally focused approaches to stress are thought 

to potentially benefit more employees than individually focused approaches 

(Caulfield, et al., 2004), which are often now questioned in terms of their 

effectiveness to manage occupational stress (P. Dick, 2000; Hart & Cotton, 2003; 

Michiel Kompier & Taris, 2005).  

Stress generally and occupational stress specifically are often discussed, but 

remain difficult to define due in part to the influence of societal, economic, political 

and cultural debates about the causes of stress (Gordon & Schnall, 2009; Kenny & 

McIntyre, 2005). Different understandings of stress focus on different solutions, such 

as treating individuals or adjusting environments. For example, psycho-medical 

perspectives of stress focus on individual factors such as personality traits and coping 

styles and therefore respond by treating the affected individual (Kenny & McIntyre, 

2005). Kenny and McIntyre observe that despite the importance of personality to 

stress responses, these research findings have limited translation to effectively 

addressing occupational stress (Kenny & McIntyre, 2005). The stressor and strain 

model, on the other hand, seeks the causes in the context, such as the work 

environment, and therefore intervenes by addressing the environmental stressors 

(Kendall & Muenchberger, 2009a; Kenny & McIntyre, 2005; Tjulin, et al., 2009). 
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Contemporary perspectives are more multidimensional than either the 

psycho-medical or the stressor and strain model, taking ecological or systemic 

approaches (Kenny & McIntyre, 2005). Ecologically, humans are viewed as living 

systems within environmental systems with psychological and social factors 

influencing each other (Kenny & McIntyre, 2005). For example, Gordon and Schnall 

(2009) supported a public health perspective that considers relationships between 

work stress and chronic disease. This perspective described stress as a process 

originating in environmental demands, which if perceived as threatening, will lead to 

psychological responses. If the process continues over time, biological and 

behavioural effects develop, leading to long-term health consequences. Individual 

and environmental factors may protect from these adverse health effects (Gordon & 

Schnall, 2009). 

In the work context, stress is best understood as a process influenced by 

several factors where stressors interact with an individual’s capacities resulting in 

strain if the stressors exceed the resources (Gordon & Schnall, 2009; Kendall & 

Muenchberger, 2009a). Work stress definitions are often confused by the different 

uses of the term stress to also denote ‘stressors’ (the demands), as well as ‘strain’ 

(the negative outcome of stress) (Kendall & Muenchberger, 2009a). Perceived work 

stress is the extent to which a person feels strain in relation to their work. Demanding 

jobs that lack individual control over the work and flexibility are considered most 

stressful (Gershon, Barocas, Canton, Li, & Vlahov, 2009; Michiel Kompier & Taris, 

2005; Spooner-Lane & Patton, 2007). However, the assumption that stress is 

inherently negative or that it should be completely avoided is inaccurate (Nelson & 

Simmons, 2005). For example positive stress that does not exceed capacity can 

optimise productivity, while an ongoing lack of demands to challenge an individual 

can lead to long term dissatisfaction and be perceived as stressful (Kendall & 

Muenchberger, 2009a).  Frequent work stress is most strongly associated with 

problems for both individuals and organisations (Gershon, et al., 2009). Furthermore, 

strain resulting from work, personal and social stressors can impact on workers and 

are therefore considered in work stress studies (Kendall & Muenchberger, 2009b).  

There are a number of conditions that come under the umbrella of stress that 

are relevant to the workplace, particularly for organisations providing policing and 

other front line services. These organisations are faced with three key stress issues: 1) 
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burnout (e.g., Kop, Euwema, & Schaufeli, 1999); 2) Post Traumatic Stress Disorder 

(e.g., Maguen et al., 2009); and 3) vicarious trauma (e.g., Argentero & Setti, 2011).  

Burnout is a widely researched occupational stress concept and is defined as 

the psychological condition resulting from ongoing interpersonal stress at work 

(Devilly, Wright, & Varker, 2009; Garske, 2007; Maslach, 2003; Maslach, Schaufeli, 

& Leiter, 2001; Spooner-Lane & Patton, 2007). Burnout and engagement are 

opposite ends of a continuum and are described in Maslach’s three dimensions: 

“emotional exhaustion-energy, cynicism-involvement and inefficacy-efficacy” 

(Argentero & Setti, 2011, p. 68). Each of these three dimensions is a continuum with 

energy, involvement and efficacy characterising engagement. Burnout on the other 

hand is characterised by the opposite dimensions of exhaustion cynicism and 

inefficacy (Argentero & Setti, 2011; Maslach, 2003; Maslach, et al., 2001). 

Post Traumatic Stress Disorder (PTSD) is a serious anxiety condition based 

on several diagnostic criteria, which develops in some people as a result of exposure 

to a traumatic event where serious injury or death is experienced or threatened. This 

traumatic event generates a combination of symptoms, including flashbacks and 

nightmares, avoidance, irritability and hyper-vigilance, which last for more than one 

month and result in functional impairment, such as work disability (National Center 

for PTSD, 2011; Wald & Taylor, 2009). PTSD reduces work performance, often 

resulting in work disability and insurance claims, but there is limited research on 

occupational rehabilitation for PTSD (Wald & Taylor, 2009). 

Vicarious trauma, also known as secondary traumatic stress or compassion 

fatigue, is defined as the stress developed from helping traumatised people, resulting 

in the same symptoms as people directly traumatised (Argentero & Setti, 2011; 

Devilly, et al., 2009; Vrklevski & Franklin, 2008). Burnout (as opposed to 

engagement) is related to, but not the same as vicarious trauma and people in helping 

professions are most prone to both conditions (Argentero & Setti, 2011; Devilly, et 

al., 2009). Whilst both burnout and vicarious trauma are associated with reduced 

ability to function effectively, emotional weariness and depersonalisation, some 

authors argue that vicarious trauma is a distinct condition, due to the additional 

feature of post-traumatic symptoms (Bell, Kulkarni, & Dalton, 2003). These include 

intrusive symptoms, similar to PTSD, such as flashbacks, constrictive symptoms, 

such as disassociation, and changes to previously held beliefs about the world (Bell, 

et al., 2003). 
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The causes and effects of work-related stress, burnout, PTSD and vicarious 

trauma are debated in a substantial body of literature exploring questions about 

causality as well as effective strategies to prevent and manage these conditions, as 

discussed in the ensuing sections of this chapter.  

2.4.1 Individual versus organisational factors 

Given that occupational stress is recognised as the incompatibility between 

individual capacity and organisational demands (Diamantopoulou, 2002; Gordon & 

Schnall, 2009; Humphrey, 1998; Kendall & Muenchberger, 2009a, 2009b), it is 

important to address the both individual and organisational causes of stress in the 

workplace to achieve effective reduction in occupational stress (Bell, et al., 2003; 

Briand, et al., 2007; Giga, Cooper, & Faragher, 2003; La Montagne, 2001). Focusing 

on getting a stressed worker better, only to return the worker to the same stressful 

workplace is clearly ineffective and therefore requires co-operation from 

organisational stakeholders (Briand, et al., 2007). Conducting the rehabilitation 

process from within the workplace allows the needs of the stressed individual to be 

addressed in the context of simultaneous reduction in workplace stressors 

demonstrating the employer’s commitment to the wellbeing of all workers. 

Individual factors contributing to stress include those that determine ability to 

cope with stressors, such as personality traits and coping styles (Kenny, 2000; Kenny 

& McIntyre, 2005). For example, personality and locus of control have been found to 

affect ability to cope with interpersonal stressors (Hahn, 2000). People with internal 

locus of control believe that they can influence the outcomes of a situation, whereas 

people with an external locus of control do not believe in their ability to control an 

event. Hahn’s (2000) results suggest that the relationship between locus of control 

and coping with interpersonal stressors is complex. Unlike earlier locus of control 

studies, which suggest that people with internal locus of control consistently report 

less distress, Hahn’s study found that individuals with internal and external locus of 

control utilise different coping strategies depending on the situation and have 

different emotional responses. Kenny (2000) explores coping in the context of 

development from early childhood to adulthood, stating that attachment processes 

and other developmental experiences influence the adult personality and ability to 

cope with stress. According to Sutherland (2005, p. 198), “needs, wants, attitudes, 

desires, personality, age, gender, education and experience affect ability to cope with 



26 

demands”. Personal life stressors and life changes, such as the death of a family 

member, birth of a child, moving house or financial problems also generate stress 

that may affect ability to cope in the work context (Patterson, 2009).  

Interventions focussed on individual factors emphasise teaching individuals 

to control stress responses; these include behavioural self-control (McGuigan, 2000), 

biofeedback (McKee & Kiffer, 2000), meditation and abdominal breathing (Stoyva, 

2000), progressive visualisation and cognitive processing (Sheppard, 2000). These 

interventions aim to decrease stress reactions by controlling thought, physiological 

and behavioural responses to stressors (McGuigan, 2000; McKee & Kiffer, 2000; 

Sheppard, 2000). Established interventions, such as Cognitive Behavioural Therapy 

and psychoanalysis, have common features such as progressive visualisation and 

relaxation, cognitive processing, and shifting to more positive feelings and more 

positive behaviours (Sheppard, 2000). Utilising these commonalities, Sheppard 

(2000) developed a sequence of techniques, including feedback loops, aimed at 

achieving behavioural self-control over stress response. 

Recently there has been a shift in focus from individual to organisational 

factors in terms of research and interventions. For example, it has been found that 

whilst both individual and organisational factors influence the development of 

vicarious trauma in professionals working with victims of domestic violence and 

other people in crisis, the focus of intervention remains on affected individuals (Bell, 

et al., 2003), ignoring work related factors, such as workload, support and role 

ambiguity, which have been linked to burnout. Perceived social support, especially in 

the work context, is considered to be particularly significant in preventing burnout 

(Devilly, et al., 2009). Furthermore, a study applying the Maslach Burnout 

Inventory-General Scale (MBI-GS) and the Secondary Traumatic Stress Scale 

(STSS) to 782 rescue workers found that engagement (as opposed to burnout) and 

vicarious trauma were most significantly affected by organisational factors such as 

role clarity and job support, rather than individual, social or demographic factors 

(Argentero & Setti, 2011). An Australian study (Devilly, et al., 2009) concluded that 

the most significant predictors for distress are length of professional experience, 

perceived safety and perceived support, confirming other findings (e.g., Hart & 

Cotton, 2003) about the relevance of workplace support experiences to distress, as 

opposed to operational experiences. They suggest that emphasising trauma focused 
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treatments might do more harm than good by leaving the real mental health needs of 

workers affected by a broad range of stressors unaddressed (Devilly, et al., 2009). 

Given the value of work in modern society, the amount of time spent at work 

and the current changes that are affecting the nature of work, it is not surprising that 

work stress appears to be increasing (Szymanski, 1999). Three broad ‘causes’ of 

organisational stress have been identified as job-induced (e.g., work overload), 

organisationally-induced (e.g., communication problems) and change-induced (e.g., 

new supervisor) (Kendall, et al., 2001; Simpson, 2004). The organisational causes of 

occupational stress result in one of three types of workers’ compensation claims: as a 

form of retribution for the damage ‘caused’ by the employer, a form of retreat from 

the damaging context, or a form of reward for the injured worker (Toohey, 1993). An 

injured worker who has a legitimate claim and a ‘reason’ to take one of these three 

views is very difficult to rehabilitate and is very likely to take a litigious approach 

(Toohey, 1993). 

Occupational stress and rehabilitation are impacted by organisational culture 

and climate, particularly in terms of how members of that organisation behave and 

expect others to behave (Cotton, 2004; Muchinsky, 1997). It is now clear from 

research that organisational climate cannot be ignored in efforts to reduce the fiscal 

and human costs of occupational stress (Bell, et al., 2003; Cotton, 2004). Improving 

the climate (and eventually the culture) of an organisation requires supportive 

leadership, peer support, and a shared understanding of goals and experiences, which 

contributes to a positive work environment conducive to good mental health and 

employee motivation (Bell, et al., 2003; Cotton, 2004). Further, Bell et al. (2003) 

suggest strategies that address organisational culture (accepting and addressing the 

effects of trauma), workload (adequate variety and appropriate distribution), work 

environment (safety and comfort), job specific education, group support (social 

support and debriefing opportunities), supportive supervision, and resources for self 

care (counselling, support groups or other resources). 

2.4.2 Creating healthy organisations 

Given the significance of organisational factors in occupational stress, it has been 

proposed that the management of stress involves the creation of ‘healthy 

organisations’, which are defined as ones which recognise that health is more than 

the absence of stress and other ill health and therefore create an environment which 
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facilitates good health and positive emotions (Cartwright & Cooper, 2011).  Healthy 

organisations re-focus responsibility for the health of employees to the organisation 

and give more control to workers by encouraging their participation in change 

management, job re-design, open communication, and understanding of the political 

or economic constraints within which the organisation operates (Henry, 2005). This 

demonstrates organisational commitment to the worker, facilitating worker 

commitment to the organisation. It is therefore suggested that healthy organisations 

are those that adopt appropriate methods of job-person matching or job design that 

facilitates the expertise and needs of workers; managing and rewarding performance; 

informing and involving workers; and supporting lifestyle and family needs of 

workers (Cartwright & Cooper, 2011; Henry, 2005). 

Schurman and Israel (1995) argue that organisations have failed to adequately 

implement management strategies to develop healthy organisations. For example, 

organisations tend to focus on remediating stress rather than adopting proactive 

stress prevention strategies (Biggs, 2009). Schurman and Israel speculate that the 

disappointing results of the past could be attributed to the fact that change was not 

managed with the participation of the workers.  Further, they indicate that change 

was managed at the level of the worker-job interface rather than at the organisational 

culture level.  Consequently, strategies to improve worker conditions have often been 

negated by cultural responses designed to restore equilibrium to the system (Kenny, 

1995). According to Schurman and Israel, any organisational intervention must be 

specific to the context rather than ‘off-the-shelf’.  The intervention must engage 

relevant people in direct learning activities that allow them to understand stress 

processes in their organisation at a systemic level and should involve participants in 

the development of change strategies (Schurman & Israel, 1995). Improving health 

and safety in a large organisation also requires good communication, a detailed 

analysis of needs and implementation at a systemic level with support from all areas 

of the organisation (Kendall, et al., 2001). 

The literature discussed above highlights the significance of the 

organisational context and the inherent opportunities for addressing the risks and 

effects of injury and illness from within the workplace, directly involving the 

workers. Existing research about stress and related occupational diseases and their 

impact on individuals and organisations emphasises the need for improved 

organisational approaches to address these issues. This requires occupational 
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rehabilitation research focused on the organisational context. For front-line service 

organisations such as the police this research is particularly imperative given the 

impact of organisational factors on the mental and behavioural functioning of police 

officers. 

2.5 The police context 

In Australia, personal and other service occupations have the highest frequency of 

workers’ compensation claims for occupational diseases and up to 75% of these 

claims are for mental disorders. Police services, corrective services and fire brigade 

services account for 84% of the mental disorders claims in the personal and other 

services occupational categories (Safe Work Australia, 2012a), making these public 

order and safety occupations a primary concern for mental disorder claims. Over the 

past two decades, occupational stress literature has increasingly recognised the 

impact of organisational factors, such as organisational culture, on stress-related 

issues in policing. While police officers face operational stressors, such as 

occupational exposure to body fluids (Wald, 2009), critical incidents and violence 

(Patterson, 2009), these stressors are significantly added to or moderated by 

organisational factors (Mayhew, 2001; Stinchcomb, 2004).  For example, the 

development of PTSD, which is the most frequently investigated consequence of 

trauma in police officers (Patterson, 2009), has been found to be most affected by the 

work environment (Gershon, et al., 2009; Maguen, et al., 2009; Patterson, 2009). 

2.5.1 Stress in policing 

Police stress is linked with health problems, antisocial behaviour and suicidal 

ideation (Collins & Gibbs, 2003; Gershon, et al., 2009). Causes of occupational 

stress for police officers include: 1) organisational factors, such as the paramilitary 

structures; 2) operational issues associated with tasks such as protecting people, 

rescuing traumatised people, role conflicts and dangerous work; 3) external systems, 

such as the criminal justice system, and public perceptions, including media 

coverage and; 4) personal life stressors (Patterson, 2009). Critical incidents are 

defined as adverse events which may result in a range of symptoms from exhaustion 

to symptoms of progressing mental illness (Maguen, et al., 2009). These have been 

linked with post-traumatic stress disorder (PTSD) symptoms in police officers, 

including measurable physical and physiological symptoms (Maguen, et al., 2009; 
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Patterson, 2009; Stinchcomb, 2004). Indeed, police officers are exposed to a high 

degree of work stress in the form of critical incidents and ‘disasters’, such as 

intentional violence against humans, and studies have therefore linked police work to 

conditions such as “vicarious traumatization, secondary traumatic stress, traumatic 

countertransference, burnout, and compassion fatigue” (Patterson, 2009, p. 444).  

The situation of workplace stress for police is more complex than the stress 

relating to critical incidents, and psychological, organisational and operational 

factors require consideration. Police work stressors are often described as 

organisational (such as lack of recognition) and operational (such as dealing with the 

public) (Maguen, et al., 2009; Patterson, 2009). Psychological characteristics such as 

an external locus of control and negative affect have been linked to increased 

occupational stress experiences in correctional officers (Botha & Pienaar, 2006). 

Similarly, ineffective coping mechanisms, such as avoidance, are strongly related to 

perceived work stress and health outcomes, such as anxiety and burnout in police 

officers (Gershon, et al., 2009). In addition to the individual factors linked with poor 

mental health outcomes, police officers have complex work environments, including 

inadequate equipment, unsuitable co-workers, unfair workload distribution, 

inadequate supervision, unclear work roles, and shift work (Gershon, et al., 2009; 

Maguen, et al., 2009). 

According to Mayhew (2001), health and safety risks in policing include 

critical incidents, such as death, homicide and assault on police officers. However, 

this list of risks also includes organisational factors such as stress and fatigue due to 

staff shortages, limited job control, staff conflict, autocratic management, unfair 

performance appraisal, workers’ compensation tribunal hearings and police culture 

(Mayhew, 2001), as well as poor relationships and lack of internal communication 

(Kop, et al., 1999; Stinchcomb, 2004). Numerous studies indicate that work 

environment stress, rather than critical incidents, best predict perceived stress, PTSD 

symptoms and other health problems (Gershon, et al., 2009; Maguen, et al., 2009). 

Work environment stressors include “a lack of consultation and communication, lack 

of control over workload, inadequate support and general excessive workload” 

(Maguen, et al., 2009, p. 754). Similarly, a study surveying 1200 police officers 

indicated that consultation, communication, workload control, support and other 

organisational factors, were most closely linked to mental health issues (Collins & 

Gibbs, 2003). Organisational stressors and the negative public image of the police 
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have also been found to magnify the impact of critical incidents faced by police 

officers (Brown, Fielding, & Grover, 1999). Outside of the workplace, negative life 

events, including work-family conflict, and past trauma also contribute to PTSD 

symptoms (Maguen, et al., 2009).  

Mental health problems, including PTSD symptoms, in police officers have 

been linked to four factors: 1) regular exposure to traumatic events; 2) an 

individual’s previous exposure to trauma; 3) “negative life events” outside of work; 

and 4) “routine work environment stress” (Maguen, et al., 2009, p. 754). Maguen et 

al. acknowledge that policing is stressful and results in both physical and 

psychological symptoms. They examined the links between ‘routine work 

environment stress’ and PTSD symptoms utilising several measures of the four 

factors listed above to assess 180 recruits and reassess them after 12 months on the 

job. They found that the fourth factor (routine work environment stress) was most 

closely linked to PTSD symptoms. Work environment stressors affecting PTSD 

symptoms included dysfunctional equipment, routine operational hassles, work role 

ambiguity, poor interpersonal relationships with co-workers and discrimination 

(Maguen, et al., 2009).  

There is a strong association between policing work and traumatic stress and 

burnout (Maguen, et al., 2009; Patterson, 2009; Stinchcomb, 2004), not to mention 

the behavioural impacts of chronic stress among police officers, including suicide, 

drug and alcohol abuse, absenteeism and premature retirement, all of which occur at 

significantly higher rates than in other occupational groups (Anshel, Robertson, & 

Caputi, 1997; Mayhew, 2001). These findings have prompted research and 

discussion focused on addressing these risks in the police context. For instance, 

social support has been found to protect against the development of burnout and 

traumatisation conditions in police (Patterson, 2009), and this extends to social 

support from the workplace. A supportive work environment protects police officers 

from developing PTSD symptoms and other mental health problems, by providing a 

compassionate context within which critical incidents are processed. Workplace 

cohesion and morale and strong leadership improves role clarity and job engagement 

and protects against the effects of stress (Maguen, et al., 2009). Furthermore, the 

workplace mediates between negative life events outside of work and PTSD 

symptoms. It was therefore concluded that whilst the organisation cannot control 

critical incidents and negative life events, it can provide the environment to buffer 
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against the impacts of these factors (Maguen, et al., 2009). Prior trauma was also 

dismissed as a significant predictor of PTSD, suggesting that the focus should be on 

optimising the work environment rather than assessing previous traumatic events in 

police recruits lives (Maguen, et al., 2009).  

2.5.2 Occupational rehabilitation challenges in police organisations 

Despite the significant body of evidence implicating organisational factors in the 

cause of occupational stress in policing, prevention activities (such as initial and 

ongoing police training) have continued to focus on operational dangers, leaving 

police officers ill prepared for organisational stressors (Kop, et al., 1999; Stinchcomb, 

2004). This imbalance between the evidence about causes of mental health 

conditions in police work and the interventions focused on treating individuals, 

rather than changing the organisational environment, has been echoed by other stress 

research (Gershon, et al., 2009; Patterson, 2009). Accordingly, Gershon et al. (2009) 

recommends a multi-layered approach, aimed at improving coping mechanisms in 

officers (shifting from avoidant and negative coping strategies to cognitive problem-

solving strategies), as well as addressing modifiable stressors such as organisational 

unfairness and job dissatisfaction. Similar to Bell et al. (2003), Gershon et al. (2009) 

suggest additional innovative strategies implemented by some progressive police 

organisations, such as providing police specific cognitive problem solving skills 

programs, Alcoholics Anonymous groups, couples’ counselling retreats, peer support 

programs, changes to organisational structure, improved training programs and 

critical incident management systems (Gershon, et al., 2009). Police organisations 

need to address the complex issue of occupational stress due to the psychological, 

physical and behavioural impact of this occupational illness on individuals and their 

organisation. 

Prevention and rehabilitation processes are likely to be affected by the police 

personality and culture. Police working personalities are developed in the context of 

the paramilitary organisational culture, the divided organisational subcultures 

(officers and staff) and the nature of their duties (Parsons & Jesilow, 2001; Perez & 

Shtull, 2002). These working personalities have been found to include characteristics 

such as natural suspicion (of outsiders and management), increased alertness to 

danger, solidarity with other serving officers and bravery (Kappeler, Sluder, & 

Alpert, 1994; Prenzler, 1997; Skolnick, 1996). In the policing context, injury or 
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disease translates to no longer being an active serving officer, no longer being seen 

as brave and not being able to stand alongside colleagues in the face of danger; these 

‘signs of weakness’ stand in direct contrast to the accepted behaviour of police 

officers.  

The organisational cultures of military and police organisations can promote 

workplace bullying, targeting those who do not conform to behavioural expectations. 

This behaviour has been found to both cause stress and encourage officers to 

suppress signs of stress, which is then rewarded as ‘professional behaviour’ in 

policing organisations (Lobel & Dunket-Schetter, 1990; Morris & Feldman, 1996), 

making it difficult for the organisation to prevent and respond to occupational stress. 

To address the impact of this culture, rehabilitation in police organisations requires 

the commitment of members of the organisation at all levels, as well as a 

combination of individual and organisation focused interventions (Giga, et al., 2003).  

2.6 The current study 

The literature review has demonstrated that occupational injury costs, especially for 

occupational stress, are of concern to Australian employers and that there has been 

little research focused on the specific occupational rehabilitation needs and practices 

of large organisations in Australia. The increasing demands on organisations require 

more effective and employer driven occupational rehabilitation approaches to 

prevent and manage injury and disease. Occupational disease and stress literature 

highlights complex interactions between individual and organisational factors 

resulting in strain which impacts on functioning. This literature suggests the need to 

shift the focus from individual to organisational interventions to prevent and/or 

mitigate the causes and effects of stress. In policing organisations, there is a 

particular need to consider the organisational climate and culture and to address these 

with input from all levels of the organisation. 

The current study is a continuation of an Action Research (AR) project that 

was initiated in 2001 in response to a request by the Queensland Police Service (QPS) 

to assist in addressing its occupational stress claims. The QPS had identified 

problems with its occupational rehabilitation processes and outcomes, especially in 

the context of injuries with stress components, and also noted that past efforts to 

implement change had not been successful. This indicated a need to explore the 

occupational rehabilitation issues, as well as change management issues in the light 
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of the systems, workplace culture and structure specific to this organisation, as well 

as incorporating existing understanding about better practice occupational 

rehabilitation in comparable large organisations. The QPS context and interventions 

preceding the current study are described in further detail in the Method and Phase 1 

Results chapters, including an overview of the AR process leading up to the current 

study, a summary of background data and a revision of 2004 interview results. 

The QPS provides a complex context for occupational stress, injury 

prevention and occupational rehabilitation. Background information to the current 

study indicates that past stress management initiatives in the QPS have failed due to 

a lack of support and resources, perhaps also resulting from a lack of participation in 

finding the ‘solutions’ implemented. This indicates the importance of 

accommodating the wide variety of views and needs in working towards a coherent 

occupational rehabilitation system. The approach being taken in this research aims to 

increase the ownership of and commitment to ideas and strategies implemented to 

improve injury prevention and occupational rehabilitation at all levels within the 

QPS. This is consistent with the need for an organisational focus on stress and 

occupational rehabilitation approaches argued throughout this chapter. The 

overarching aim of this research is therefore to develop and implement a process for 

identifying an effective occupational rehabilitation system conducive to the large 

organisational environment of the QPS. 
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Chapter 3 Method 

3.1 Introduction 

Researchers in the area of occupational stress within large organisations have 

identified the need for applied research designs that develop localised solutions to 

prevention and rehabilitation issues (Giga, et al., 2003; Kendall, et al., 2001). They 

have also advocated for the use of research methods that ensure the involvement and 

commitment of all members of the organisation to maximise the likelihood of 

systemic change (Giga, et al., 2003; Kendall, et al., 2001). Accordingly, this study 

employed an Action Research method with the Queensland Police Service (QPS) as 

this approach is characterised by stakeholder participation and promotion of 

ownership of solutions generated from within the organisation. Consistent with this 

approach, data was collected in an iterative manner through interviews, focus groups, 

consultation and document analysis. This data was analysed using thematic analysis 

and process mapping to provide an understanding of both thematic content and 

sequential procedures. This chapter commences with an overview of the research 

design and of the participant organisation, followed by a review of background data 

from previous research and a description of procedures, participants, selection 

processes and data collection/analysis processes for each of the three phases of the 

action research. The chapter concludes with discussions about data integration 

between research phases, action research integrity, limitations of the research and 

ethical considerations.  

3.1.1 Research aims 

The costs of occupational injury, especially those caused by occupational stress, are 

of significant concern to Australian employers. There has been little research focused 

on the development of specific occupational rehabilitation needs and practices of 

large organisations in Australia. The main aim of this research was to develop and 

implement a process for identifying an effective occupational rehabilitation system 

within the context of a large organisation, in this case the Queensland Police Service 

(QPS). Specifically, the study aimed to: 

1. Identify prevailing issues related to stress and injury in the QPS and the 

efficacy of current occupational rehabilitation processes. 
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2. Explore potential solutions to the identified issues from the perspectives of 

QPS stakeholders. 

3. Analyse existing processes, linking them with identified issues and solutions 

to demonstrate opportunities for the development of a more effective 

occupational rehabilitation system for the QPS. 

4. Describe a process of developing an effective occupational rehabilitation 

system that may be applied to comparable organisational contexts. 

3.2 Design 

The research aims were addressed using an Action Research design incorporating 

principles of systems thinking to: 1) acknowledge the complexity of large 

organisations as systems rather than just a collection of individuals and processes; 2) 

ensure representation of multiple perspectives; and 3) engage the organisation in the 

research process and the development of solutions in a collaborative approach. The 

Action Research design and systems thinking framework discussed here focus on 

their relationship to each other, their relevance to organisational research and their 

application to this study. 

3.2.1 Action Research 

Action Research (AR) provided the overarching framework for this study, ensuring a 

focus on the evolving needs of the participant organisation with active involvement 

of stakeholders in research decisions and processes resulting in phases of data 

collection and analysis generating actionable outcomes. Stakeholder participation in 

the design, conduct and interpretation of the research is a key feature of AR. 

Repeated cycles of data collection and collaborative analysis are followed by 

responses (i.e., ‘action’) and further data collection as required. Stringer (2007, pp. 

57-59) listed ‘prolonged engagement’, ‘persistent observation’, ‘triangulation’, 

‘member checking’, ‘participant debriefing’, ‘diverse case analysis’ and ‘referential 

adequacy’ as the hallmarks of credible AR, which suggest the need for a flexible 

research process which continues over time and in adequate depth to understand the 

issues and address the needs of participants. 

AR is a common approach in studies of large organisations and industries as 

it emphasises participation for the purpose of promoting change (Bargal, 2008; 

Cunningham, 2001; B. Dick, 2004, 2009; French, 2009; Reason & Bradbury, 2006). 
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The nature of AR is responsive to emerging needs in organisational research, making 

it ideal for addressing organisational issues (Sankaran, Boon, & Orr, 2009). In a 

published review of AR, Dick (2004) found that some AR in the area of 

organisational change was described as education or appreciative inquiry. However, 

in the field of management, AR is seen as a valid method to address organisational 

issues with managers taking on the researcher role or external researchers working in 

partnership with the organisation (Cunningham, 2001; French, 2009; Sankaran, et al., 

2009). The AR process is associated with a learning model (B. Dick, 2004, 2009) 

and promotes organisational development by fostering the ability of participants to 

contribute to problem solving and decision-making within their organisation (Bargal, 

2008; Pasmore, 2006). AR, therefore, is underpinned by the relationship between 

researchers and the participant organisation. They share all elements of the research 

process through ongoing cycles of data collection and practice changes, each phase 

informing the next. The research partnership is based on joint negotiation and 

decision-making processes, with researchers and participants on an equal level. This 

level of involvement in decision-making increases the relevance of the research to 

the participants, as well as the organisation’s ownership of the findings and solutions 

(Cunningham, 2001). This commitment in turn is expected to facilitate the 

implementation of solutions, because they have been generated from within the 

organisation.  

The emergent and responsive nature of AR has been criticised for producing 

less valid and generalisable results than other methods (Sankaran, et al., 2009). 

Emergence is a concept referred to in relation to both AR and systems thinking. In 

AR, the focus is on emergence over time, such as the emerging needs of an 

organisation or the knowledge that emerges from ongoing AR cycles (Sankaran, et 

al., 2009). In systems thinking, on the other hand, emergence has more of a 

contextual dimension such as the emergent properties of individual components 

when assembled in a cohesive system (Ison, 2008). A systems thinking framework 

within an AR design helps to address the limitations associated with the flexibility of 

AR by defining the problem and the research approach clearly, guiding data 

collection and analysis (Sankaran, et al., 2009). 



38 

3.2.1.1 Systems thinking in Action Research 

Systems thinking is integral to the AR process in this study, because it ensured a 

focus on the whole organisation and recognition of the interrelatedness among its 

members, culture, processes and macro-contexts. Systems thinking is defined as a 

holistic perspective characterised by emergence and interrelatedness, which 

recognises the ‘whole’ as consisting of more than the sum of its parts (Flood, 2006, 

2010) and that reductionist approaches  do not adequately capture human 

experiences in social systems (Bradbury, Mirvis, Neilsen, & Pasmore, 2008; B. Dick, 

2004, 2009; Flood, 2006, 2010; Ison, 2008; Sankaran, et al., 2009). Davies (2003) 

asserted the importance of systems thinking in organisational sociology, stating that 

“healthy lives and healthy organisations are deeply intertwined” (p.183). Evidence-

based health interventions within organisations therefore require a shift from an 

individual focus to a focus on the systemic conditions created by the dynamic 

interactions among individuals, management and organisational contexts (D. 

Harrison, 1999).  

Researchers in the areas of occupational rehabilitation and occupational stress 

have also indicated the need for a shift from prevention and rehabilitation 

interventions that focus on individuals to more systemic interventions that focus on 

‘whole-of-organisation’ responses (Harder & Scott, 2005; M. Kompier & Cooper, 

1999; Westmorland & Buys, 2002; Wynne & McAnaney, 2004). These studies 

highlight that systems thinking can lead to significant reconceptualisation of 

problems and solutions providing a catalyst for change, which is enhanced by the AR 

emphasis on involving stakeholders in the change process. Thus, systems thinking is 

required to address the complexity of large organisations, and to understand change 

in organisations (Emmanuelides, 1997; Flood, 2006; Marion, 1999; Yeung, Ulrich, 

Nason, & Glinow, 1999).  

The holistic perspective of systems thinking requires AR to build cohesively 

integrated understandings of the object being studied, describing social phenomena 

and promoting action decisions (Flood, 2006, 2010). Ison (2008, p. 141) established 

the value of systems thinking in AR, noting that the components of a system do not 

have the ‘emergent properties’ of the same components when systemically linked. 

Systems consist of multiple factors with complex relationships, which change over 

time (Checkland, 1995; Marion, 1999; Senge, et al., 1994). Understanding the 
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interconnections between components of a system is essential to understanding a 

system (Ison, 2008). The interrelatedness and emergence of systems thinking are 

supported by feedback loops between components of the system, which can be 

incorporated into the cyclical processes of AR (Flood, 2010). The participative 

emphasis of AR, together with the systems principle of feedback between 

components, promotes engagement with change processes, democracy and autonomy 

(Flood, 2010).  

3.2.1.2 Action Research and systems thinking in the current study 

The implications of the AR design for current study, included: 

1. The need for a phased ongoing approach to address the changing 

needs of the organisation; and 

2. An emphasis on generating outcomes collaboratively to ensure their 

usefulness to the members of the organisation. 

Systems thinking enhanced the AR design via: 

1. Attention to contextual details and their impact on stress, injury and 

rehabilitation; and  

2. Recognition of the complexity of the organisation, the interrelatedness 

of its components and the influence of external factors on the 

organisation. 

3.3 Participant organisation 

The participant organisation for this study was the Queensland Police Service (QPS), 

which is the state police force for the Australian state of Queensland. The reason the 

QPS was selected for this research was because it identified ongoing issues with the 

management of stress within the organisation despite several attempts to address 

these issues within the organisation. The QPS therefore approached Griffith 

University researchers to assist the organisation to address the identified concerns. 

The impetus for the study came from a Stress Management Working Party initially 

developed in 2001 by the QPS to develop an organisational approach to stress. This 

working party, which represented all stakeholders in the participant organisation, 

took a systemic approach to occupational stress and rehabilitation and highlighted 

five principles to be adopted: 

1. “An integrated health, safety and risk management model” 
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2. “A proactive model that focused on prevention as much as 

management” 

3. “An approach derived from the evidence-base” 

4. “A comprehensive framework that addressed all types of 

stressors” 

5. “A co-ordinated model that incorporated all relevant 

stakeholders” (Kendall et al., 2004, p. 2). 

At the commencement of the research relationship in 2001, the QPS had 

identified problems with its occupational rehabilitation processes and outcomes, 

especially in the context of injuries with stress components. It was noted that past 

efforts to implement change had not been successful. The issues indicated a need to 

explore occupational rehabilitation issues, as well as past change management issues 

in light of the complex systems, workplace culture and structure specific to this 

organisation, incorporating existing understanding about better practice occupational 

rehabilitation in comparable large organisations. This study required the inclusion of 

a systems thinking framework to accommodate the complexity of the participant 

organisation, its workplace stress and injury issues, and its occupational 

rehabilitation systems. These complexities were influenced by the diversity of its 

sections and members, and the geographic distribution of areas serviced by the 

organisation and the challenges of policing diverse communities. 

The QPS employed 12,000 officers and staff in metropolitan, regional and rural 

areas of Queensland during the data collection phase of this study (QPS Health and 

Safety Branch, 2006). This number increased to 14,811 personnel by 2010, including 

10,458 police officers (Queensland Police Service, 2010b). The organisation is 

headed up by the Commissioner and three Deputy Commissioners responsible for 

Specialist Operations, Resource Management and Regional Operations. Specialist 

Operations included the Operations Support Command, the State Crime Operations 

Command and the Ethical Standards Command, each consisting of several branches, 

as well as three specialist operation groups. Resource Management included the 

Administration Division, Information and Communications Technology, Human 

Resource Division, Finance Division, and Education and Training. Regional 

Operations included eight regions each led by an Assistant Commissioner covering a 

total of 31 districts (Queensland Police Service, 2010c). 
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3.3.1 Background data reviewed 

As part of the ongoing AR process the researcher reviewed background data from 

previous research with the QPS to develop an understanding of the organisational 

context, previously identified issues, and past initiatives to address stress and injury 

in the organisation. This background understanding was important in informing 

Phase 1 of the current study. The background data reviewed included: 

a) Workers’ compensation claims statistics collected between 1996 and 2005, 

b) Stress Management Working Party documents, 

c) 29 letters published in the union magazine in 2001 representing 13 

resignations and 16 medical retirements, and 

d) QPS service usage and satisfaction surveys completed by 65 of 300 members 

who had lodged workers’ compensation claims or had more than five days of 

consecutive sick leave during 2003 and 2004. 

The results from each of these data sources are briefly described below. 

3.3.1.1 Workers’ compensation statistics  

Workers’ compensation claims statistics collected between 1996 and 2005 indicated 

a high incidence of workplace stress injuries, with 50 to 65% of workers’ 

compensation claims costs being associated with occupational stress. These 

percentages were almost double that of other police services in Australia and showed 

an increasing trend in the number of claims. For example, statistics collected in 2000, 

indicated an increase of 69% in stress claims and an associated increased cost of 133% 

for those claims (Kendall, et al., 2004; QPS, 2001). Regional and rural police units 

were most affected with some areas recording increases in stress claims of up to 

400%. Most workers’ compensation claimants with occupational stress components 

were male (74%), 86% were sworn police officers and 43% were on general duties. 

Occupational stress seemed to affect more lower-ranking officers, such as Constables 

and Sergeants, who represented 72% of QPS workers’ compensation claimants 

(Kendall, et al., 2004; QPS, 2001). These workers’ compensation statistics indicated 

significant individual and organisational issues and costs associated with stress, 

especially for operational police officers. 
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3.3.1.2 Stress Management Working Party documents 

The QPS Stress Management Working Party was founded in 2001 to address the 

high incidence of occupational stress within the organisation. Archival data included 

historical documents, such as the Stress Management Working Party 2001 report and 

internal evaluations of previously implemented programs, such as ‘Beating the 

Blues’. This data indicated that although there had been efforts to improve 

occupational rehabilitation practices and processes using approaches that were 

otherwise considered successful, past outcomes had not been satisfactory. In 2001, 

the QPS Stress Management Working Party found that there was poor understanding 

of injury and rehabilitation for occupational stress throughout the organisation, as 

well as a distinct absence of effective rehabilitation services. This understanding 

resulted in cultural changes, such as the HealthStart Screening Initiative (Stevens, 

Muller, & Kendall, 2006); the Supportive Leadership Program (Muller & Maclean, 

2005); an increased focus on early intervention, including awareness and early 

responses to stress; and an increased focus on return to work with the Redefining 

Rehabilitation Project (Kendall, et al., 2004; QPS, 2001). These intiatives are 

described later in the Phase 1 Results chapter. The findings of this working party also 

led to the recognition of the need for ongoing research in this area. 

3.3.1.3 Letters published in the union magazine  

Whilst medical retirements from the QPS decreased by 60% between 1994 and 2004, 

overall resignations increased by 20% during the same time. To explore the issues 

associated with these retirements and resignations 29 letters published in the union 

magazine in 2001 representing 13 resignations and 16 medical retirements were 

analysed. The letters were written by members with between five and 33 years of 

service to the QPS and an average of over 20 years of service. Common issues, 

experiences and sentiments in the 29 letters included a commitment to policing, the 

value of camaraderie, and the skills acquired during years of service (Kendall, et al., 

2004). However, there were a number of issues that reflected problems with the QPS 

that potentially impact occupational stress. In the resignation letters these issues 

included:  

 Undervaluing committed and experienced police officers; 

 Shift in general attitude with younger in service members described as more 

self-interested; 
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 Promotions to leadership positions beyond actual competence; 

 Climate of treachery and poor management decisions; and 

 Long-term disillusionment due to mismanagement and inequity (Kendall, et 

al., 2004). 

Issues highlighted in the medical retirement letters included: 

 Traumatic policing experiences; 

 Lack of resources to conduct difficult work; 

 Disillusionment resulting from unrealistic demands, poor management and 

excessive accountability requirements; 

 Ineffective recruitment and promotion criteria; 

 Treacherous and self-interested behaviour of superiors and some colleagues; 

 Bullying; and 

 Mismanagement of health issues and lack of information about available 

services (Kendall, et al., 2004). 

These letters provided examples of the QPS losing experienced members due 

to organisational issues such as poor management, lack of support and inappropriate 

promotion procedures. They highlighted the staff attrition stemming from the 

stressful work context and poor outcomes of rehabilitation procedures, indicating a 

need to review the causes and management of stress and injury within the 

organisation. 

3.3.1.4 QPS service usage and satisfaction surveys  

Survey data collected from stressed and injured QPS members in 2003 and 2004 

indicated the level of knowledge about support services for staff and the level of 

satisfaction with those services. These service usage and satisfaction surveys were 

sent to 300 members who had lodged workers’ compensation claims or had more 

than five days of consecutive sick leave. Surveys were returned by 98 of the 300 

members and 33 were excluded from analysis due to being incomplete or difficult to 

interpret accurately (Kendall, et al., 2004). Respondents in the 65 usable surveys 

accessed support from the following services: Human Service Officers (HSOs)
4
 

                                                 
4
 HSOs are responsible for staff counselling and wellbeing across an operational area. HSOs are 

usually qualified Psychologists or Social Workers and the role is a substantive position in each region. 
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(72%), Rehabilitation Co-ordinators (RRCs)
5
 (62%), Managers (58%), Peer Support 

Officers (PSOs)
6
 (34%), external counselling services (34%), Chaplains (30%), and 

Early Intervention Treatment Program (EITP) (8%). EITP had the lowest usage 

because it was restricted to insurance claimants (Kendall, et al., 2004). 

The highest average satisfaction ratings on a scale of seven were with 

external counselling services (5.1), Chaplains (4.9) and PSOs (4.8). The lowest 

average ratings were for HSOs (3.7), RRCs (3.8), EITP (4.0) and managers (4.1). Of 

these, the EITP ratings were most polarised and low ratings seemed to be linked to 

poor access rather than poor service (Kendall, et al., 2004). RRCs received the most 

consistently low ratings, but most of the ratings were quite variable and therefore not 

completely reliable. Overall, these survey results indicated both low levels of service 

knowledge and usage, as well as highly variable levels of satisfaction with the 

services used adding to the researcher’s understanding of occupational stress and 

rehabilitation issues within the QPS.  

3.4 Procedures 

The procedure employed in this study, Action Research guided by systems thinking, 

recognises the reciprocal influence between individual members of the organisation 

and the participant organisation as a whole. The researcher paid attention to diverse 

individual and group experiences and views, as well as to the systems and processes 

prescribed and implemented to address occupational stress and injury issues. This 

was realised via a review of background data, a range of individual semi-structured 

interviews, several focus groups with diverse members of the organisation, and 

process maps developed from short answer survey responses. The researcher and the 

QPS worked together to investigate issues of concern to the participant organisation, 

gathering data from members of the organisation at every level and in every area. 

The AR process involved representatives from the QPS in every stage of the research 

process from initial conceptualisation, to data collection, data analysis and 

dissemination of research findings. The AR process was also enacted in the form of 

                                                 
5
RRCs are registered by the workers’ compensation authority to manage compensable injuries from 

within the workplace. Many RRCs perform this role in addition to their substantive position.  
6
 PSOs provide early contact and address staff wellbeing concerns in their area. They refer more 

serious concerns to the HSO if required. PSOs perform this role in addition to their substantive 

position.  
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the Injury Management Working Party (IMWP)
7
 with the researcher as a participant, 

allowing direct involvement in internal decision-making processes about further 

change strategies by integrating early findings from the research process into IMWP 

discussions. 

In this AR process, systems thinking guided the data collection and analysis 

processes by ensuring a focus was maintained on all components of the organisation 

and broader contextual factors that impacted the management of workplace injury 

within the participant organisation. This focus also guided the development of 

solutions, including strategies to deal with occupational stress, change processes and 

occupational rehabilitation practices. Patton (1990a) identified two key points 

relating to systems responses, namely the dependence of systems research on 

qualitative methods and the value of systems in understanding qualitative data. Thus, 

this study used qualitative methods such as interviews, focus groups and short 

answer surveys to gather data in sufficient depth and breadth to develop a rich 

understanding of the systemic issues and diverse processes relevant to occupational 

rehabilitation within the participant organisation. Systems thinking also informed 

data analysis for the current study, including thematic analysis, process mapping and 

data integration, maintaining a focus on the interaction between the views of 

stakeholders, processes and the organisational context.  

Data was gathered in three key phases to address the research aims and then 

integrated to identify the links between issues, solutions and processes and to 

promote the implementation of solutions. Phase 1 built on the review of background 

data reported as part of the overview of the participant organisation in Section 3.3.1 

of the Method chapter. A re-analysis of interview data collected in 2004 highlighted 

the stress, injury and rehabilitation issues experienced by QPS members. The 

purpose of this phase was to develop an understanding of the QPS context and 

organisational issues relevant to stress and rehabilitation processes. Phase 2 utilised 

focus groups to identify potential solutions to these issues from the perspectives of 

representative stakeholders within the QPS. Phase 3 involved the collection and 

analysis of survey data regarding injury prevention and management processes 

across QPS operational areas. The purpose of this phase was to identify existing 

processes implemented across the QPS for later procedural integration with the 

                                                 
7
 The IMWP (convened in 2006-2007) was separate to the SMWP (convened in 2001). 
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identified issues and solutions. Table 1 provides an overview of the data sources, 

participants and procedures utilised for the three phases. 
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3.4.1 Phase 1: Understanding the issues 

The purpose of Phase 1 was to develop an understanding of occupational 

rehabilitation systems and practices in relation to stress and injury from the 

perspectives of key stakeholders in the QPS (Research Aim 1). This understanding 

was developed from the existing analysis of QPS statistics and background data, and 

a secondary analysis of 65 in-depth interviews conducted with members of the QPS, 

including workers’ compensation claimants and members who provided direct 

support to injured and ill members of the QPS. These interviews were conducted in 

2004 and were designed to inform the QPS about the nature of the issues highlighted 

by the existing background data summarised earlier in this chapter. 

The background data
9
 reviewed to inform Phase 1 provided a coherent 

picture of the problems identified during the previous decade. To gain more in depth 

understanding of the issues, transcripts of the 65 interviews conducted in 2004 were 

re-analysed. Table 2 provides an overview of the Phase 1 data sources. 

Table 2: Overview of Phase 1 data sources 

Participants Selection Data provided 

QPS Health & Safety Section 

Previous research team 

Participants in a joint 

meeting in 2006. 

Information about the initiatives 

implemented between the previous 

study and the current study. 

20 workers’ compensation 

claimants (10 satisfied and 10 

dissatisfied with services) 

Expressed interest on 

survey (background data 

e). 

Equal representation of 

high and low satisfaction. 

Representative for gender, 

rank, region and role. 

Direct experiences of stress and 

injury within the QPS context and 

experiences of prevention and 

rehabilitation systems and 

processes. 

45 members in direct support 

roles to injured workers: 

12 Rehabilitation Co-ordinators  

7 Workplace Health and Safety 

Officers  

10 managers/ supervisors,  

5 Human Service Officers  

4 Human Resource Managers  

4 Peer Support Officers 

3 Chaplains. 

Expressed interest. 

Representative across 

rural, regional and 

metropolitan areas. 

Representative of the 

existing support roles. 

 

Direct experiences and observations 

of the QPS response to stress and 

occupational rehabilitation 

interventions. 

Understanding of barriers to 

carrying out support roles within 

the QPS context.  

Knowledge and training needs to 

carry out support roles effectively. 

Procedure 

Phase 1 was preceded by several meetings with key members of the original research 

team to develop a clear understanding of the existing relationship with the participant 

organisation, as well as of the methods utilised and background results obtained. This 

                                                 
9
 See ‘Background data reviewed’ section earlier in the Method chapter. 
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initial review culminated in a meeting in 2006 with six representatives of the QPS 

from the Health and Safety and Rehabilitation areas and three members of the 

research team from the previous study described in the Method and the Phase 1 

Results chapters. This meeting consolidated the current researcher’s understanding of 

the QPS context in relation to stress and injury prevention and management, as well 

as providing information about a range of QPS initiatives that had followed from the 

research process and previous results. A summary of the actions reported by 

representatives of the QPS at the meeting in 2006 is presented in the Phase 1 Results 

chapter.  

The in-depth semi-structured interviews conducted in 2004 contained 

questions about the experience of stress at work. However, the interviews also 

contained data about QPS injury prevention and occupational rehabilitation systems 

and practices, as well as the unique structure and culture of the organisation. This 

information was critical to the current study.  Each interview lasted between one and 

two hours. The interviews were audio taped and transcribed verbatim and 

thematically analysed for the previous study, with a focus on individual experiences 

of stress (Kendall, et al., 2004).  

The 65 transcripts were collectively re-analysed from original data for the 

current study utilising thematic analysis
10

 to find all issues relevant to stress and 

injury prevention and rehabilitation. The results provided a rationale for seeking 

solutions to the identified issues in Phase 2 and analysing existing processes in Phase 

3. The relevant systems and human issues identified by the interviewees were 

organised into a tabular structure and sent to the Phase 2 focus group participants 

prior to their participation (see Appendix A), as well as being described in further 

detail in the moderator guide (see Appendix B), which was utilised to facilitate 

discussions with each of the six focus groups. 

3.4.2 Phase 2: Seeking solutions 

The purpose of Phase 2 was to explore potential solutions to the identified issues 

from Phase 1 from the perspectives of QPS stakeholders. Six focus groups with four 

to ten participants in each group were selected for solution-focused discussions about 

developing occupational rehabilitation processes to improve the management of 

occupational stress and rehabilitation within the QPS.  

                                                 
10

 Thematic analysis is described in more detail later in this chapter. 
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Focus groups were chosen for Phase 2 as an alternate data collection 

technique to the interviews used in Phase 1 and are a valid method for understanding 

stakeholder perspectives as part of an action research process (Stringer, 2007). Such 

groups lend themselves to brainstorming activities and are used in communication, 

marketing, advertising, educational and psychological research to address issues that 

cannot be adequately investigated through individual interviews or survey measures 

alone (Eriksson & Kovalainen, 2008; Vaughn, Schumm, & Sinagub, 1996). Focus 

groups consist of informal assemblies of six to twelve relatively homogeneous 

members whose views are required to address the topic. Less than six participants is 

considered insufficient for a stimulating dialogue and more than twelve is considered 

too many for all participants to have their views adequately heard (Tempelton, 1994; 

Vaughn, et al., 1996). Eriksson and Kovalainen (2008) recommend two to ten 

participants in addition to the facilitator/s and Krueger and Casey (2009) suggest five 

to eight participants for non-commercial focus groups. A trained moderator uses a 

moderator guide with questions and prompts to set the scene and induce participant 

responses. The goal is to elicit perceptions, feelings, attitudes, and ideas about the 

topic (Eriksson & Kovalainen, 2008; Vaughn, et al., 1996). There are often two to 

four focus groups about a specific topic, but all important stakeholder groups should 

be represented (Vaughn, et al., 1996). Additional groups may be run if analysis of the 

first three or four groups indicates the need for additional information (Krueger & 

Casey, 2009).  Each focus group should take at least one hour, but not more than 

three hours, with the optimum being one and a half to two hours (Tempelton, 1994; 

Vaughn, et al., 1996). These guidelines informed the organisation of focus groups in 

the current study. 

Participants  

The six focus groups involved a total of 46 participants from all levels within the 

QPS including: 

1. Injured workers (n=6), who had returned to work, with injuries requiring at 

least one month off work and three months of rehabilitation since the 

beginning of 2005. Injured workers who had not returned to work were not 

invited to participate at the request of the QPS and to reduce potential risks. 

Male and female members, sworn and unsworn staff and representatives from 
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several regions and ranks were included. Participants self-reported between 

12 and 30 years of policing service and were between 39 and 55 years of age. 

2. Rehabilitation and support providers (n=9) in direct service roles to injured 

and ill members of the QPS since the beginning of 2005, including 

Rehabilitation Co-ordinators (RRCs), Workplace Health and Safety Officers 

(WHSOs), direct Managers/Supervisors, Human Service Officers (HSOs) and 

Peer Support Officers (PSOs). Male and female members, sworn and 

unsworn staff and representatives from several regions and roles were 

included. 

3. Decision-makers (n=10) about rehabilitation policies and practices in QPS 

management positions, including regional managers, District Officers (DOs), 

Human Resource Managers (HRMs) and Health and Safety Co-ordinators 

(HSCs), excluding members of the Health and Safety Branch who were 

involved in designing the research. These participants also formed the Injury 

Management Working Party, which was run by the Health and Safety Branch 

in 2006 and 2007. 

4. Members from an isolated district (n=8), a population not represented in the 

first three focus groups, including a Human Service Officer (HSO), a 

Rehabilitation Co-ordinator (RRC), a District Officer (DO) and five Officers 

in Charge (OICs) from that district. The participants were selected as a 

consequence of an OIC conference being conducted at the district head 

quarters on that day. 

5. Members from a rural/remote district (n=4), a population not represented in 

the first four focus groups, including a District Officer (DO), an Officer in 

Charge (OIC) and a Rehabilitation Co-ordinator (RRC), as well as their 

regional Injury Management Co-ordinator (IMC)
11

. The meeting of this group 

coincided with a district meeting to accommodate officers from remote 

divisions. 

6. Officers from a rural/remote district (n=9), a population not represented in the 

other five focus groups, including a District Officer (DO) and eight Officers 

in Charge (OICs) from that district. This group coincided with a district 

meeting to accommodate officers from remote divisions. 

                                                 
11

 IMCs are responsible for injury management across an operational area. They supervise 

Rehabilitation Coordinators and take responsibility for complex injury cases. 
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These participants represented key stakeholders within the QPS at all levels 

of the organisation capturing the perspectives of all key stakeholder groups. Two 

participants (one in each of the first two groups) also identified as union 

representatives. Participants responded to an invitation, which was sent by email to 

all members of the QPS. Expressions of interest were accepted from all members 

who had involvement in occupational rehabilitation since the beginning of 2005, 

distinguishing them from Phase 1 interview participants whose rehabilitation 

experiences were from 2002 to 2004. Table 3 provides an overview of the Phase 2 

participants.  

Table 3: Overview of Phase 2 data sources 

Participants Selection Purpose 

6 injured workers: 

12 – 30 years of service to 

QPS 

39 – 55 years of age 

Significant injury since 1/2005. 

> 1 month of work 

> 3 months rehabilitation 

Returned to work 

Male and female 

Sworn officers and unsworn staff 

Diverse regions 

Diverse ranks 

Perspective of direct 

personal experience 

with injury and 

rehabilitation. 

9 rehabilitation and support 

providers:  

RRCs. WHSOs, managers/ 

supervisors, HSOs and PSOs 

Provided direct rehabilitation or support 

services to injured members since 1/2005. 

Diverse roles 

Diverse regions 

Direct rehabilitation 

and support 

provision 

perspective. 

10 decision-makers:  

Regional managers, DOs, 

HRMs and HSCs  

IMWP participants 

Role in management level decisions about 

rehabilitation policy and practice since 

1/2005. 

Health and Safety Branch members 

excluded at own request. 

Policy and decision-

making perspective. 

8 members from an isolated 

district:  

HSO, RRC, DO and 5 OICs 

Not represented in first 3 groups. 

Convenience sampling: meeting for OIC 

conference. 

Rural/ remote 

perspective. 

4 members from a rural/ 

remote district: 

DO, OIC, RRC and IMC 

Not represented in other 5 groups. 

Convenience sampling: district meeting. 

 

Rural/ remote 

perspective. 

9 officers from another 

rural/remote district:  

DO and 8 OICs 

Not represented in other 5 groups. 

Convenience sampling: district meeting. 

IMC excluded due to participation in another 

group. 

Rural/ remote 

perspective. 

Selection 

The selection processes for the six focus groups aimed to give all stakeholders with 

the relevant experiences and an expressed interest an opportunity to participate in 

solution-focused discussions. This selection process is a purposive sampling 

approach defined as “a type of non-probability sampling in which you select the 

units to be observed on the basis of your own judgment about which ones will be the 

most useful” (Babbie, 2001, p.G8). This approach has commonly been used in 
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qualitative research where theoretical generalisation rather than statistical 

generalisation is of primary importance (de Vaus, 2001). As the intent of focus 

groups is to understand perspectives, randomisation is not the most important factor 

in selecting participants (Krueger & Casey, 2009). 

The first three groups were assigned according to roles to gain the 

perspectives of the key stakeholder groups. The QPS Health and Safety Branch and I 

agreed that injured workers, direct rehabilitation and support providers, and decision-

makers covered the range of QPS internal stakeholder perspectives required to 

explore solutions to the identified stress and injury prevention and rehabilitation 

issues. Running separate groups for these stakeholders encouraged participants to 

share their views openly and ensured that all three perspectives were given equal 

opportunity for expression. Refer to Table 3 for a summary of the selection criteria 

for each group.  

The demographics of the first three groups revealed that most participants 

were from the southeast corner of Queensland and the rest were from larger coastal 

towns of Queensland despite the organisation’s offer to pay for travel to Brisbane. 

Following initial analysis of the first three focus group transcripts, the QPS Injury 

Management Working Party (facilitated by the Health and Safety Branch) and I 

agreed that additional input was required from rural/remote areas. In line with 

Krueger and Casey’s (2009) suggestion, a further three groups were therefore 

selected according to geographic location with an emphasis on inland isolated and 

rural/remote areas that had not been represented in the first three groups. Due to 

issues associated with geographic distance, these groups were run to coincide with 

another meeting to reduce the inconvenience associated with additional travel. These 

participants were therefore selected for convenience, which was accepted as valid for 

the purpose of gaining the rural/remote perspective.   

Procedure 

All six groups were initially provided with an overview of the main findings from 

Phase 1. The aim of each group was to generate insights about injury prevention and 

rehabilitation processes and systems for the QPS. The focus groups discussed 

potential solutions to the issues identified in Phase 1 and were audio recorded by the 

facilitator. Another researcher observed each group, taking notes about non-verbal 
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behaviours, group dynamics and dominant themes. This data was used to validate the 

analysis of Phase 2 focus group transcripts.  

A matrix of three topic areas and three contexts
12

 was provided to participants 

one week in advance to allow participants time to consider their views on each of the 

problem areas and potential solutions, as well as allowing them to consult with other 

QPS members making the focus groups more inclusive of ideas from a broader 

selection of QPS members. The topic areas and contexts were derived from the Phase 

1 findings and were supplemented with knowledge about initiatives of the QPS 

Health and Safety Branch since the commencement of the AR process. To encourage 

a focus on solutions, each focus group discussion first provided participants with a 

verbal summary of what was already known about stress and rehabilitation from 

previous data, expanding on the examples provided in the matrix. Participants 

validated and clarified the existing data before commencing discussions about the 

three topic areas, which were: 

1. Injury prevention, including recognition and early management of stressors 

and stress signs. 

2. Rehabilitation processes, including support available within the QPS, 

attitudes to injury and stress, communication and confidentiality.  

3. Return to work processes, including availability of suitable duties and 

communication with direct supervisors.  

Each group was asked to consider the three areas in three contexts: 

1. The macro-context impacting the QPS, including funding, politics and 

society. Focus group participants were asked to consider responses to address 

the impact of this macro-context on each area.  

2. The organisational context including climate and structure, management and 

communication styles, knowledge about available services and stress, training 

of support providers, and organisational characteristics. 

3. Job characteristics including shift work, law enforcement tasks and team 

work. 

                                                 
12

 See Appendix A for the matrix outlining the topic areas and contexts with examples provided to 

focus group participants. 
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The current study allowed three hours for each group with two hours for 

actual discussion (three x 40 minutes) and one hour for rapport building, breaks and 

debriefing. The three topic areas were introduced at 20 to 40 minute intervals to 

ensure adequate time for discussions about each topic with flexibility to 

accommodate the flow of discussions. This structure also allowed participants to 

focus on each topic area in turn. Prompts about the three contexts were provided 

within each topic discussed to ensure all components of the matrix were considered. 

The setting for each group was chosen to be comfortable and non-threatening 

to promote good discussions. The first three groups in this study were run at a 

location away from the QPS to encourage participants to be completely open in 

expressing their opinions. The other three groups were run in QPS meeting rooms in 

regional areas to provide access for participants who were not able to attend 

meetings in Brisbane. 

3.4.3 Phase 3: Mapping processes 

The purpose of Phase 3 was to develop an understanding of existing occupational 

rehabilitation processes and systems implemented across the QPS and to provide a 

framework for integrating data from previous phases. Survey data was collected from 

nine QPS operational areas via the Injury Management Working Party (IMWP). The 

researcher was a participant in the IMWP, which was initiated and facilitated by the 

QPS Health and Safety Branch. 

Participants 

Members of the IMWP included representatives from across the QPS regions in roles 

such as Human Resource Manager, Injury Management Co-ordinator, Health and 

Safety Co-ordinator, Human Services Officer and Rehabilitation Co-ordinator 

(experienced). The IMWP was facilitated by representatives from the QPS Health 

and Safety Branch located in the Police Headquarters.  

The IMWP collected data from the Human Resource Management office of 

six QPS regions, Metro North, Metro South, Southern, Northern, Far Northern and 

North Coast; two specialist operations, State Crime Operations and Operations 

Support Command; and Corporate Services based at Police Headquarters. Each 

Human Resource Manager provided responses to the IMWP survey regarding injury 

prevention and management processes, obtaining input from senior stakeholders 
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within their operational area, such as the Injury Management Co-ordinator, Health 

and Safety Co-ordinator and Human Services Officer.  

Procedure 

The IMWP met monthly for eight months during 2006 and 2007. Phase 1 and 2 

findings were considered by the IMWP. For example, preliminary analysis of focus 

group data informed the development of the IMWP survey regarding injury 

prevention and rehabilitation processes. The IMWP was also instrumental in making 

decisions about the additional three focus groups that were run for Phase 2 with the 

aim of gathering data from members of the organisation in rural and remote areas. 

The early meetings of the IMWP were used to determine the purpose and 

goals of the group and to develop initial consensus on group processes. A key goal of 

the working party was to gather information about injury prevention, absence 

management and rehabilitation processes and systems from across the organisation. 

An open-ended survey consisting of seven topic areas and numerous questions was 

designed by the working party members over several meetings. The seven priority 

areas covered by the IMWP survey included: 

1.  Injury and absence management reporting processes, including timeframes 

and key responsibilities.  

2.  Case management responsibilities, including timeframes, responsibilities, 

early intervention strategies, correspondence with doctors, post-rehabilitation 

follow-up, and injury management awareness training.  

3.  Early Intervention Treatment Program, including processes, roles and 

documentation.  

4.  Injury management data collection, including the maintenance of the Case 

Management Database, other recording processes, and reports generated.  

5.  Absence Management Committee, including membership, purpose and terms 

of reference.  

6.  Rehabilitation and Return to Work Co-ordinators (RRCs), including selection 

processes, how many RRCs per region, internal training and mentoring 

provided, and support mechanisms.  
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7. General comments about QPS injury management systems, policies and 

procedures.
13

 

This survey was sent to the Human Resource Managers in every operational 

area, who were asked to complete it in consultation with key stakeholders in their 

area. The nine operational areas that responded to the survey included six of the eight 

QPS regions, two of the three specialist operations commands and Corporate 

Services. Written responses were returned to the Health and Safety Branch and 

collated under each topic for discussion and analysis. The responses to the surveys 

from the nine areas were further discussed over several IMWP meetings to determine 

what processes were being implemented and the extent to which consistent or 

inconsistent practices existed across the operational areas. In consultation with the 

QPS Health and Safety Branch, the researcher later utilised the survey responses and 

IMWP meeting minutes to describe existing processes and construct process maps.  

3.5 Data analysis  

Data analysis techniques included thematic analysis of the individual interview and 

focus group transcripts, and process mapping of documentary data generated by the 

IMWP survey. Once completed, the process maps provided the framework for data 

integration and interpretation linking the focus group themes with pre-injury/absence 

processes and each step on the post-injury/absence process maps. 

3.5.1 Thematic analysis 

All qualitative data was audio taped and transcribed verbatim to ensure an accurate 

account of the conversations. Thematic analysis was used to determine the common 

themes relevant to the organisation’s occupational stress issues, injury prevention, 

and occupational rehabilitation systems and practices. The constant comparative 

method (Babbie, 2001; Boeije, 2010) was applied. This method consists of a process 

of identifying themes from the data by reading and rereading the material and 

comparing the emerging sub-themes to each other. All transcripts were first read and 

substantive ‘segments’ (phrases, sentences or paragraphs) were marked. Initially, 

substantive statements included anything that may be relevant to the research 

questions. The transcripts were then reread and a tentative label was noted in the 

                                                 
13

 Please refer to Appendix C for a complete list of the topics and questions as formulated by the 

IMWP. 
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margin for each segment. As concepts began to emerge, the transcripts were reread 

to find evidence of similar concepts across the dataset. Substantive segments were 

organised and re-organised into themes until all thematic areas were defined without 

significant overlap between themes. To acknowledge the inter-relatedness of the 

themes, emerging relationships among concepts were noted and the themes were re-

organised several times until they took shape and reflected the words of all 

participants. On further rereading, some concepts became irrelevant or merged with 

others to form more inclusive themes. During this analysis, systems thinking 

provided a conceptual framework by maintaining a focus on the range of factors 

impacting on occupational stress and occupational rehabilitation within the QPS. 

There was also an emphasis on ensuring that the voices of all stakeholder groups 

were retained and compared during the process of analysis and presentation of results. 

Formal participant checks
14

 were used to corroborate the data analysis and ground 

the findings more firmly in the views of the stakeholders.  

3.5.2 Process mapping 

Process mapping is a technique that follows a sequence of steps to determine the 

processes to be mapped, the stakeholders to include, goals, objectives, work steps, 

roles and responsibilities, timeframes, issues and potential solutions (Dickens, 2007). 

Process maps focus on the interface between processes and people, showing the steps 

an organization takes to provide outputs for internal or external ‘customers’ 

(Damelio, 1996), in this case injured workers. Process mapping is recognised as an 

effective management tool, especially in the construction and engineering industries 

(Damelio, 1996; Dickens, 2007; Langley, 1999; Matsumoto, Stapleton, Glass, & 

Thorpe, 2005; Winch & Carr, 2001). In a study utilising process maps to work with a 

design consultancy organisation in developing management briefing sheets, 

Matsumoto, et al. (2005), concluded that process mapping could improve 

organisational functioning, provided the key organisational stakeholders could 

understand and relate to the information provided by the process analysis. This 

required direct input from the key stakeholders to promote ownership of the final 

product (Matsumoto, et al., 2005).  

                                                 
14

 Refer to Section 3.6.3 for further details about the participant checking process. 



59 

The process descriptions and maps were developed from the IMWP survey
15

 

responses and meeting minutes to visually represent the rehabilitation processes 

affected members go through as reported by leaders from across the organisation. 

These process maps have been described as ‘true maps’, which are descriptive of 

how processes are actually implemented, as opposed to normative ‘protocols’ of how 

processes should be implemented (Winch & Carr, 2001).   

The IMWP documents with responses from nine operational areas collated 

under the seven priority areas were initially reviewed using Dickens (2007) nine 

steps for process mapping. The nine steps include: 

1. Determining the level of the map, such as a component or area of the 

organisation; 

2. Identifying the stakeholders to provide the data; 

3. Outlining the meta goals and objectives of the process; 

4. Breaking down the subsets from the meta goals and objectives and most 

important work steps for each sub-set; 

5. Exploring the details of each work step, including responsibilities, 

timeframes and outcomes; 

6. Identifying the issues and potential reasons for these issues for each work 

step; 

7. Considering potential solutions for the issues identified in Step 6; 

8. Prioritising solutions; and 

9. Determining ‘best opportunity’ projects.  

The first seven steps were initially applied to the first three of seven IMWP 

priority areas, which described the level of each map (Step 1). The stakeholders 

providing data (Step 2) were predetermined by the IMWP survey process. The 

objectives, work steps, responsibilities, timeframes, issues and potential solutions 

(Steps 3 - 7), were determined by the responses to the IMWP survey and subsequent 

discussions in IMWP meetings. Steps 8 and 9 of Dickens’ process were not 

completed for any of the questions as these steps were focused on implementing 

changes, which was outside of the scope of the research and would be considered in 

consultation with the QPS at a later date.  

                                                 
15

 The IMWP seven sets of questions are outlined in the Phase 3 ‘procedure’ subsection 3.4.3 of this 

chapter. 
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The first set of questions about injury and absence management reporting 

processes with relevant sections from priority areas 4, 5 and 7 initially determined 

the level for the first map. Similarly, the second set of questions about case 

management processes determined the level for the second map, and the third set of 

questions about the Early Intervention Treatment Program offered by the QPS 

determined the level of the third map. Information provided in response to the 

remaining four priority areas was used in support of the initial three maps developed. 

On their own they did not offer enough unique process data to justify the 

development of separate maps for all seven priority areas.  

All IMWP documents, including the written responses to the IMWP survey 

received from each operational area, the collated summaries of the areas’ responses 

used in IMWP discussions, and meeting minutes from the IMWP were used to 

develop the description of pre-injury/absence processes and the post-injury/absence 

process maps. The understanding of the common and divergent steps in the injury 

prevention and intervention processes across the nine operational areas were then 

discussed with a process mapping expert to develop early drafts of the final maps. 

These maps combined steps across the three sets of questions originally analysed 

using Dickens (2007) steps and therefore evolved into three different maps capturing 

the injury management processes chronologically from initial absence and/or injury 

to return to work maintenance. A Microsoft Office Visio 2007 basic flowchart 

template was used to create the process maps. The collated IMWP documents and 

notes from the IMWP meetings, as well as the original responses from each of the 

nine operational areas (not collated), were continuously revisited by the researcher as 

the final maps were refined to adequately capture the reported details about processes 

while remaining visually accessible and useful to facilitate further change within the 

QPS. 

Pre-injury/absence data was not presented in the form of a process map. This 

was partly because the questions asked by the IMWP were more focused on injury 

management processes than prevention processes. However, there was useful 

information about injury and illness prevention and about contextual factors affecting 

rehabilitation and return to work processes, which was therefore utilised for pre-

injury/absence process description in the Phase 2 Results chapter. For example, the 

written responses to the IMWP survey provided information about selection and 

training of people for key support roles, such as Human Service Officer, Peer 
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Support Officer, Rehabilitation Co-ordinator, and Injury Management Co-ordinator, 

which had a significant impact on both pre- and post-injury/absence processes. 

3.5.3 Data integration 

Action research of this type requires the collection of diverse sources of data and a 

summarisation in an understandable form to enable knowledge transfer back into the 

organisation. This ensures that the iterative nature of AR, requiring an integration of 

knowledge, is fulfilled. The themes derived from the focus groups, for example, 

whilst addressing the organisation’s need to find solutions to the identified issues, 

did not adequately facilitate actionable knowledge transfer back to the organisation. 

Integrating the focus group themes with descriptions and maps of the existing 

rehabilitation processes improved the potential for putting the findings into practice. 

Systems thinking utilised throughout this research process enabled the collection of 

multiple perspectives over time from different contexts and orientations, finally re-

integrating the results into one coherent picture. The process maps also facilitated 

data integration by emphasising not only the steps in the process, but also the tension 

points and complexities evident at each step. 

The three phases of this action research process utilised multiple methods to 

collect and analyse data, which were integrated at a number of levels. According to 

mixed methods literature, which combines qualitative and quantitative methods, 

integration can occur at any level in the research process from initial research design 

to data collection, analysis and final interpretation (Bazeley, 2003; Creswell, Clark, 

Gutmann, & Hanson, 2003; Vatne & Fagermoen, 2008). The current study integrated 

fully analysed Phase 1 results into the design and data collection processes for Phase 

2. Integration between Phases 2 and 3 occurred at the design, data collection, 

analysis and interpretation levels.  

Triangulation is perhaps the most common approach to data integration in 

qualitative studies (Erzberger & Kelle, 2003; Morse, 2003; Silverman, 2006). It is 

also recommended as one of the strategies to ensure the credibility of AR (Stringer, 

2007). The integration of Phases 1 and 2 represent sequential triangulation, which is 

defined as one completely collected and analysed set of data informing another 

(Morse, 2003). The integration of Phases 2 and 3 represent simultaneous 

triangulation, which is defined as two or more sets of data collection and analysis 

being completed around the same time and supplementing each other to establish 
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complementary or convergent results (Erzberger & Kelle, 2003; Morse, 2003). These 

concepts come from mixed methods literature, which is useful to the current study 

because it provides clear advice about how to integrate methods and data. However, 

mixed methods combine qualitative with quantitative data and often emphasise 

quantitative research perspectives, such as convergence of data providing more 

objective results (e.g., Bazeley, 2003; Boeije, 2010; Creswell, et al., 2003; Currall & 

Towler, 2003; Erzberger & Kelle, 2003; Morse, 2003), which is where it deviates 

from the qualitative and inclusive focus of the current study. Some mixed methods 

literature acknowledges a lack of clarity around what is quantitative and qualitative 

(Creswell, et al., 2003) and there are examples of qualitative mixed methods studies 

(e.g., Vatne & Fagermoen, 2008). Whilst the current study refers to quantitative 

background data, the conduct of this AR process has been predominantly qualitative 

and has followed qualitative principles, such as those espoused by the AR and 

systems thinking literature discussed earlier in this chapter.  

In this research, data integration occurred sequentially from Phase 1 to Phase 

2. Specifically, background data, including statistics and Phase 1 themes describing 

stress and rehabilitation issues derived from 65 individual interviews, directly 

informed Phase 2 data collection. Participants in the Phase 2 focus groups were 

provided with a summary of the Phase 1 findings to confirm and respond to the 

identified issues. This sequential data integration addressed the key purpose of Phase 

2 data collection, which was to seek solutions to the issues identified in Phase 1.  

 Data integration between Phases 2 and 3 was more simultaneous and iterative. 

Whilst Phase 2 data collection and analysis commenced and was completed before 

Phase 3, the timing of these two phases overlapped. Each phase was first analysed 

independently of the other (Phase 2 via thematic analysis and Phase 3 via process 

mapping), although the researcher was already aware of the Phase 2 themes while 

analysing the documented processes for Phase 3. The research processes for these 

two phases were already integrated during data collection with the initial thematic 

analysis of the first three focus groups informing early discussions in the IMWP and 

influencing the questions asked in the IMWP survey which ultimately generated the 

process data later analysed for Phase 3. Conversely, the decision to conduct the 

fourth, fifth and sixth focus groups was made during discussions within the IMWP.  

In line with the AR approach, the researcher utilized process mapping as a 

framework to present a practically useful synthesis of focus group and process data, 
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facilitating knowledge transfer of the findings back to the participant organisation. 

Specifically, Phase 3 process descriptions and maps were utilised to re-analyse the 

Phase 2 focus group data to identify links between quotes from the 24 subthemes and 

the pre- and post-injury/absence processes, including each step on the three process 

maps. This was achieved by reading and re-reading all quotes noting their links to 

processes in the margins of the documents and refining this analysis until the links 

were clear. This data integration served the purpose of extracting the issues and 

tension points associated with the injury management process from pre-injury and/or 

absence to final return to work maintenance, demonstrating how the discussed issues 

and solutions from previous phases related to aspects of the injury/absence process.  

3.6 Research integrity 

Integrity in qualitative research and rigour in AR can be achieved in several ways. 

This study used triangulation, participant checking, thick description and 

acknowledgement of the researcher participation effect to enhance integrity. These 

strategies relate to Stringer’s (2007) hallmarks of credible AR, including prolonged 

engagement, persistent observation, triangulation, member checking, participant 

debriefing, and referential adequacy. The four strategies are further discussed in the 

research integrity section in conjunction with four criteria used to judge the 

trustworthiness of qualitative research and AR rigour: credibility, transferability, 

dependability and confirmability (Denzin & Lincoln, 2000; Janesick, 2000; Stringer, 

2007). Credibility is about the appropriateness, believability and integrity of the 

research, which is comparable to the concept of validity (Janesick, 2000; Stringer, 

2007). Transferability indicates to what extent the results can be generalized to 

similar situations, which is similar to the concept of external validity (Lincoln & 

Guba, 2000; Stringer, 2007). Dependability requires procedures to be accessible for 

scrutiny and confirmability depends on evidence of these procedures having been 

implemented (Stringer, 2007). Dependability and confirmability in combination 

equate to the qualitative research criteria known as auditability. Similar to reliability, 

auditability is achieved by providing a clear description of the study method or an 

audit trail, allowing other researchers to corroborate the findings (Gillham, 2000). 
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3.6.1 AR rigour 

Further to the broader issues of qualitative research integrity, rigour in AR must be 

considered with regards to both the quality of the research and the quality of the 

associated practice. As Whitehead and McNiff (2006) point out, whilst AR is about 

both action and learning it does not progress from Action Learning to Action 

Research until the theory and the evidence support both the action and the learning. 

According to Lewin’s eight principles AR should be systematic and based on a 

cyclical relationship between research and practice (Bargal, 2008). Feedback, 

cooperation, change and mutual decision-making are key features of the AR process, 

and were therefore incorporated into the three phases of this study. The goal of AR 

should include the development of instruments for intervention and support the 

change agents (Bargal, 2008).  

Knowledge is always gained through action and for action. From this 

starting point, to question the validity of social knowledge is to question, not 

how to develop a reflective science about action, but how to develop 

genuinely well-informed action – how to conduct an action science (Torbert 

cited in Reason & Bradbury, 2006, p. 1). 

 

 Methods for evaluating the quality of AR seem to be as diverse as the 

approaches to conducting AR even within similar contexts (Bartlett & Piggot-Irvine, 

2008). The purpose of evaluation should be to determine the effectiveness of 

something. Therefore, evaluating an action, process or practice in the context of AR 

should reveal something about the effectiveness of that action, process or practice. In 

this study, for example, data integration evaluated the effectiveness of existing 

rehabilitation processes in QPS practice. Evaluating the AR process itself, however, 

should reveal something about the effectiveness and trustworthiness of the research 

process (Bartlett & Piggot-Irvine, 2008; Stringer, 2007). The focus of Stringer’s 

(2007) criteria for establishing the credibility of AR is on establishing participants’ 

trust in the integrity of the research to promote active participation and ensuring the 

perspectives of all stakeholder groups are included. This was incorporated into 

participant selection decisions to ensure representativeness in the current study. 

 Whitehead and McNiff (2006) explored concepts of validity and legitimacy 

in AR. Validity is about establishing the rigour or the evidence base and, in the case 

of qualitative research, the authority of the practitioner researcher to make the claims 
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drawn from the evidence (Whitehead & McNiff, 2006). Validity therefore relates to 

the concepts of credibility and transferability discussed at the beginning of this 

section. Legitimacy goes beyond establishing the rigour of the method and becomes 

an issue of power and perspectives, as to whether others accept the research findings 

as legitimate (Whitehead & McNiff, 2006). In this study the perspectives of the QPS 

and of other occupational rehabilitation scholars are relevant as they have the power 

to accept or reject the research. As the QPS was the participant organisation in this 

AR process, the perspectives of its members have been central to the research 

process from the initial design phase.  

 The primary aims of this AR process are to determine the issues impacting 

occupational stress and injury prevention and rehabilitation, develop solutions from 

the perspectives of internal stakeholders and integrate findings with existing 

processes to facilitate knowledge transfer back to the organisation. The evaluation of 

the AR process should, therefore, include acknowledgement of its effectiveness for 

improving stress and injury prevention and rehabilitation within the QPS. However, 

this research should also play a role in increasing the systematically documented 

body of knowledge about the development of effective disability management 

systems within large organisations. So, whilst the primary purpose of AR is to 

improve context specific knowledge, it should also contribute to the broader field of 

knowledge, in this case about the development of effective applied occupational 

rehabilitation systems within large organisations.  

3.6.2 Triangulation 

The first of the strategies specifically used in this study to achieve research integrity 

and AR rigour was triangulation, which was also discussed in the data integration 

section of this chapter. Triangulation can enhance the credibility of research findings 

(Silverman, 2005, 2006; Stringer, 2007). Triangulation converges with systems 

thinking and clarifies meaning by using multiple sources of data to demonstrate the 

reliability of an observation and to expose the different ways of seeing an issue 

(Flick, 1998; Silverman, 1993). This approach to data synthesis is ideal in a large 

organisation where many areas are impacted by prevention and rehabilitation 

procedures and where the organisation is seeking to understand the issues and 

develop more effective systems. It is the systemic integration of new initiatives and 
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the acknowledgement that processes are interconnected with other components of the 

organisation that makes innovations significant (Senge, cited in Yeung, et al., 1999). 

Bartlett and Piggot-Irvine (2008) recommend multiple method triangulation 

to increase the rigour of action research. However, Silverman (2005, 2006) warns 

against data triangulation for the purpose of arriving at the ‘truth’ about a situation or 

context by seeking confirming and contradicting data. This ‘quantitative’ approach to 

mapping the results of one research process onto another does not allow for different 

perspectives about the same social context (Silverman, 2005, 2006). Utilising 

multiple methods and integrating the results can never the less add value to social 

research by helping researchers to understand results in more depth and breadth 

(Silverman, 2005, 2006). 

3.6.3 Participant checking and debriefing 

Participant checks further improve the integrity of qualitative research by improving 

the credibility of the data (Patton, 1990a, 2002). Participant checking, also known as 

member checking and member validation, is a process of consulting participants to 

clarify meaning and discuss the researcher’s interpretations (Hagner & Helm, 1994). 

Stringer (2007) includes member checking and participant debriefing as essential to 

establishing the credibility of an AR process. Participant debriefing was conducted as 

required during and immediately after interviews and focus groups, as well as during 

the participant checking process. Participant checks were conducted after the Phase 1 

individual interviews and the Phase 2 focus groups. A minimum of 50% of the 

participants from each of the six focus groups were consulted about the interpretation 

of the data they provide after the data analysis was completed. This allowed each 

participant to indicate agreement or disagreement with how the data was interpreted 

and analysed, as well as to provide further clarification about the data. Less formal 

participant checks for the written responses to the IMWP questions occurred in the 

form of discussions in the IMWP meetings with representatives from across the QPS 

regions. Participant checking is particularly relevant in the context of AR, which 

emphasises the importance of the perspectives of all stakeholders (Stringer, 2007), 

which is also a key component of the research aims. 
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3.6.4 Thick description 

Thick description adds to the integrity of the research by allowing for more detailed 

interpretation of findings (Janesick, 2000) and relates to prolonged engagement, 

persistent observation and referential adequacy, which contribute to AR credibility 

(Stringer, 2007). Thick description of the context of the study, as well as of the 

contexts to which the research is generalised, provides a basis for determining 

similarities and differences between contexts (Schofield, 2000). In this sense, thick 

description enhances the transferability of the results, as it provides the details of 

what a reader needs to know to understand the results (Lincoln & Guba, 2000). Thick 

contextual description was achieved in this study through the researcher’s 

demonstrated understanding of the QPS as an organisation based on prolonged 

engagement and persistent observation. The AR process involved considerable and 

ongoing contact between members of the QPS and the researcher allowing the 

development of the level of understanding required for thick description. For 

example, the researcher was a participant in the IMWP, which met monthly from 

2006 to 2007. 

Contributing to AR rigour, dependability is established via detailed 

procedural description (Stringer, 2007). This description is further enhanced by 

evidence of the procedures having been followed, such as original journals, audio 

recordings and field notes, establishing confirmability (Stringer, 2007). In addition to 

procedural auditability, thick description can also apply to the findings, in terms of 

maintaining detailed notes during data collection, exploring relationships (rather than 

just facts) and providing generous quotes and examples in the report (Hagner & 

Helm, 1994; Patton, 1990b). In this study, thick description of results was achieved 

in three ways. First, informal ongoing participant checks conducted within the 

interviews and focus groups. During each interview, participants were asked 

clarifying questions to provide further insight into their statements. Second, the 

participants were provided with very similar questions and prompts across all 65 

interviews and across the six focus groups, allowing for a comparison of the data 

over the data collection period of each stage of this research, as well as between the 

participants within each stage. Third, a detailed process of audio taping, verbatim 

transcribing and thematic analysis ensured that all data collected was also included in 

the analysis. The in-depth exploration of concepts provides better internal validity 
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than preliminary surveys and experiments (Babbie, 2001) and therefore enhances the 

integrity of qualitative research. 

3.6.5 Acknowledgement of researcher participation 

In line with principles of qualitative research, AR and focus group facilitation, the 

researcher must be acknowledged as having an influence on the research process 

(Denzin & Lincoln, 2008). In this case the researcher is a Rehabilitation Counsellor 

who believes in the functional rehabilitation and return to work of injured and ill 

workers for the benefit of affected individuals, their families, employers and society. 

The researcher is a valid participant in the research process. However, the emphasis 

of AR is on the participants who will be affected by the outcomes of the research in 

practice (Greenwood & Levin, 2007); in this case the members of the QPS. The 

researcher’s influence on the results was therefore minimised where possible. 

In line with the methodological and conceptual frameworks, the researcher in 

this study was also a participant in the focus groups conducted. As a participant, the 

researcher brought theoretical understanding to the groups to promote solution-

focused discussions about developing an effective occupational rehabilitation system 

conducive to the needs of the QPS, especially with regard to improving the 

management of workplace stress injury. In facilitating the focus group, the researcher 

avoided speaking other than to prompt the conversations in line with the moderator 

guide in Appendix B and to answer questions posed by focus group participants. In 

conducting the thematic analysis, the researcher did not include comments from the 

researcher. In addition, a thorough participant checking process served to ensure at 

least 50% of each group agreed with the thematic analysis and the researcher’s 

interpretation of discussions.   

The researcher also participated in the IMWP facilitated by the QPS Health 

and Safety Branch contributing to discussions about the survey design and about the 

written responses received from across the QPS. In analysing the IMWP documents, 

the researcher sought written comments about injury management processes directly 

from the documents and only included these in developing the Phase 3 process maps 

and process descriptions.   
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3.7 Limitations of the study 

There are several potential limitations of this study. The impact of researcher 

participation on results in qualitative research has been identified as an issue 

affecting research integrity (Kemmis & McTaggart, 2000). Researcher participation 

can limit the ability of other researchers to reproduce the same research conditions, 

affecting auditability. It can also impact on the credibility and transferability of the 

results. However, it is also argued that practical significance is more important than 

methodological rigour in practice based research (Kemmis & McTaggart, 2000). One 

response to this issue is to acknowledge the role of the researcher along with the 

relevant values and background of the researcher (Denscombe, 2003). 

There was a risk of focus group participants saying what they expect the 

researchers wanted to hear or what they expected other participants to support.  This 

risk could not be completely negated, but was addressed with expressed emphasis on 

the value of each member’s input and the importance of QPS members generating 

their own ideas. The moderator worked independently of the organisation and 

reassured participants that their individual opinions would not be relayed back to 

other members of the organisation in any way that could identify them. The 

moderator also requested that all members of each group not repeat discussions 

outside of the group. In addition to the researcher moderating each group there was 

one or two other researchers to ask clarifying questions and take notes. This allowed 

cross checking of impressions between researchers after each group discussion was 

completed. 

Running focus groups within one organisation can create additional 

limitations associated with the fact that many of the participants would be aware of 

each others’ values and the organisational climate may not be conducive to the 

expression of honest opinions (Krueger & Casey, 2009). This risk was addressed via 

the selection criteria, which invited participation from diverse geographical areas 

across the organisation and selected stakeholders with similar experiences into each 

group. For example, one group only consisted of individuals who identified as 

injured workers. The fourth, fifth and sixth groups were selected according to 

geographic location and participants all had rehabilitation, support or leadership roles. 

This study excluded external service providers, WCQ case managers and 

other potential participants who might have been able to shed light on occupational 
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stress and occupational rehabilitation issues within the QPS. This was necessary 

given the sensitive nature of the study and to gain the trust of the organisation, 

allowing the researcher to enter their context fully. The focus of the current study 

was on the perspectives of QPS members, including their responses to external issues 

impacting on stress and rehabilitation within the QPS. A future study might expand 

on this by considering external stakeholder perspectives. 

 Finally, the generalisability of the research is limited by the focus on a single 

organisational context. This is partially addressed by thick description, which 

enhances the transferability of the results by providing the details needed to 

understand the results (Lincoln & Guba, 2000). The focus of this study was on 

addressing the needs of the QPS specifically and to explore a process of developing 

an effective occupational rehabilitation system that may be applied to comparable 

organisational contexts. Future studies could apply this AR process to other 

organisations to further determine the generalisability of this research. 

3.8 Ethical considerations 

Ethical clearance was sought and obtained through the Griffith University Ethics 

Committee (see Appendix D). Informed consent was required from each of the 65 

interview participants and 46 focus group participants. Identities of all participants 

were protected through a process of de-identification of participants in the storage of 

data and reporting of the study. 

The nature of this research created an additional ethical responsibility to 

provide debriefing and support networks. All participants were potentially in need of 

support during the project and the researchers ensured that the existing supports 

provided within the QPS were adequate to deal with any unexpected situations. In 

addition, the researchers involved in conducting individual interviews or running 

focus groups were qualified to recognize the need for debriefing and provide initial 

debriefing if required. 
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Chapter 4 Phase 1 Issues 

The purpose of Phase 1 was to develop an understanding of occupational 

rehabilitation systems, practices and issues in relation to stress and injury from the 

perspectives of key stakeholders in the QPS (Research Aim 1). In order to achieve 

this aim data from previous work was first reviewed (reported in the Method chapter), 

as it highlighted the stress issues experienced by QPS members between 1996 and 

2005 and therefore was important in informing the first phase of this study. This 

chapter provides an overview of the previous findings from the individual interviews 

conducted in 2004. It continues with a summary of QPS initiatives implemented in 

response to some of the identified issues from the previous research. Finally, it 

reports the findings of a re-analysis of the individual interview transcripts conducted 

in 2006 with a focus on data about QPS injury prevention and occupational 

rehabilitation systems and practices, as well as the unique structure and culture of the 

organisation.  

4.1 Interview data: Findings from previous study 

The findings described below were derived from existing reports and, together with 

previously reported background data, provide an initial understanding of the issues 

experienced by QPS stakeholders with regard to stress prevention and rehabilitation. 

Data was obtained from 20 interviews with injured workers and 45 interviews with 

members in direct support roles to injured workers.  

4.1.1 Injured worker interviews 

The 20 injured workers were respondents to the service usage and satisfaction 

surveys
16

 who indicated an interest in being interviewed. The researchers randomly 

selected 10 satisfied respondents with average survey scores of 5 and above, and 10 

dissatisfied respondents with average survey scores of 4 and below. The 20 injured 

workers were between 24 and 52 years of age with an average age of 40 years. The 

average length of service was 14 years, ranging from a minimum of two years to a 

maximum of 32 years. Most interviewees were male (>60%) and the most common 

position held was Senior Constable. The most senior interviewees were inspectors, 

followed in descending rank order by sergeants, senior constables, constables and 

                                                 
16

 This survey constitutes background data d) described in the Method chapter. 
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administration officers (Kendall, et al., 2004). The findings from these 20 interviews 

were organised into three major themes:  

1. QPS culture, including authoritarianism, inflexibility and victimisation; 

2. Espoused procedures versus processes in practice, including a lack of 

accountability, inflexible rehabilitation processes, a focus on policies rather 

than individuals and a disjointed rehabilitation context and; 

3. Lack of professionalism, including confidentiality issues, inconsistency and 

personal agendas affecting neutrality. 

4.1.2 Rehabilitation and support provider interviews 

The 45 rehabilitation and support providers included: 

Role Age range 

(yrs) 

Experience 

12 Rehabilitation Co-ordinators 

(RRCs) 

32 to 52 18 months to 12 years as 

RRC 

7 Workplace Health and Safety 

Officers (WHSOs) 

32 to 56 9 weeks to 10 years as 

WHSO 

5 Human Service Officers (HSOs) 37 to 58 2 to 10 years as HSO 

4 Human Resource Managers (HRMs) 45 to 60 8 to 30 years as HRM 

4 Peer Support Officers (PSOs) 39 to 52 10 to 32 years in QPS 

3 Chaplains 52 to 57 7 to 32 years in QPS 

10 Managers Not reported 8 to 32 years in QPS 

(Kendall, et al., 2004) 

The findings from these 45 interviews highlighted nine barriers to effective injury 

management, especially for psychological injury, including: 

1. Inadequate time, especially for the RRC role; 

2. Lack of knowledge and experience of RRCs; 

3. Lack of credibility of RRC role, both self-perceived and reported by others; 

4. QPS culture including intolerance, stigma and suspicion; 

5. QPS procedures and structures creating barriers to return to work; 

6. Confidentiality issues including gossip and reporting structures, resulting in 

delayed reporting of mental health concerns in particular; 

7. Poor communication related to hierarchical structure and long distances 

between some districts, which was exacerbated by the predominantly 

directive communication style of the QPS; 

8. Divide between sworn and unsworn members contributing to lack of respect 

for rehabilitation roles; and 
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9. Delays in decision making due to bureaucracy leading to distrust and poor 

outcomes (Kendall, et al., 2004).  

Four major themes were also derived from the 45 interviews with rehabilitation and 

support providers. These included: 

1. Good interventions made available by the QPS, which were under-utilised 

and viewed as stigmatising in practice. 

2. Poor expertise in managing complex injuries due to lack of qualifications, 

experience and time. 

3. Structural barriers due to protocols and policies, poor communication and 

poor co-ordination resulting in disjointed rehabilitation. 

4. Doubts about skills, goals, systems and confidentiality (Kendall, et al., 2004). 

These findings suggest that despite the considerable years of experience of 

rehabilitation and support providers interviewed, there were significant concerns 

about experience and capacity to address stress issues within the structure of QPS 

systems and the organisational culture. This provides an explanation for the 

experiences of the 20 injured workers interviewed. 

4.1.3 Integrated findings from previous study 

The previous research findings collating all data sources, including the 65 interviews 

described above and the background data summarised in the Method chapter, were 

reported back to the QPS in 2004 against six research questions. These findings are 

summarised below with an emphasis on the data obtained from the 65 interviews, 

which was later re-analysed for the current study.  

1. “What is the experience of stress, the factors associated with its occurrence 

and its impact on the QPS?” (Kendall, et al., 2004, p. 32). Participants 

described the slow build up of stress culminating in an intense stress 

experience that could no longer be ignored. Fear of reporting, undeclared use 

of anti-depressants and humiliation were commonly reported experiences. 

Organisational factors were reported as a significant cause of stress resulting 

in significant disengagement with the organisation. 

2. “What is the response of QPS to stress and injury?” (Kendall, et al., 2004, p. 

55). Treachery resulting in demoralisation was a common description of the 

QPS response to injury. There was an emphasis on attributing blame for 
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injuries. Managers were ill equipped to play their assigned role in preventing, 

identifying and rehabilitating injured and ill staff members. 

3. “What is the level of knowledge of QPS services, usage by QPS members 

who have experienced stress at work or injury and satisfaction with those 

services?” (Kendall, et al., 2004, p. 68). Injured workers who were selected 

with high satisfaction ratings reported successful return to work outcomes, 

timely contact from members in support and rehabilitation roles, good 

external services and strong peer support. They indicated no sense of pressure 

to return to work early and good support from family members. Injured 

worker interviewees who were selected with low satisfaction ratings reported 

poor return to work outcomes, lack of services offered, no action on factors 

that had caused their stress, non-supportive supervisors, stigma and lack of 

contact with members in support and rehabilitation roles. These interviewees 

indicated strong support from their GP and had experienced family issues as a 

result of the injury. 

4. “What are the experiences and perceptions and outcomes for QPS members in 

relation to the injury management and treatment continuum in the QPS?” 

(Kendall, et al., 2004, p. 80). Injured worker experiences were dominated by 

policy practice gaps, disorganised and under resourced rehabilitation, and a 

focus on short-term goal achievement rather than on sustainable results. 

Members in support and rehabilitation roles reported a culture of not reporting 

injury and illness, inflexible organisational structures, barriers to 

confidentiality, inefficient communication, trust issues, limited return to work 

options and a general lack of commitment to returning injured members to 

work.  

5. “What is the level of knowledge, capacity, awareness and training needs of 

internal service providers?  How do they experience the process of 

rehabilitation in the QPS?” (Kendall, et al., 2004, p. 111). Only four of the 12 

RRCs interviewed indicated that they had volunteered for the role. Satisfaction 

with the role and reasons associated with role satisfaction varied considerably 

among this group. Most RRCs identified a lack of confidence in the role 

associated with a lack of training and the irregularity with which they had 

opportunity to perform the role. When RRC input was required, time was 

limited by their substantive duties resulting in additional work hours and 
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frustration. RRCs were often also WHSOs, which meant that time spent on 

rehabilitation came at the expense of health and safety initiatives. 

6. “What are the perceptions of external providers in relation to the services and 

practices of the QPS, the effectiveness of existing strategies and possible 

improvements?” (Kendall, et al., 2004, p. 133). External providers 

demonstrated limited awareness of QPS procedures and difficulties in liaising 

with QPS rehabilitation staff. Members in QPS rehabilitation and support 

roles also indicated difficulties in communicating with external service 

providers. QPS rehabilitation staff acknowledged the role of GPs, but 

indicated that they were often too directive in the rehabilitation process and 

had very limited understanding of operational police officer job tasks and of 

QPS rehabilitation services. Psychology services were viewed more 

positively by QPS rehabilitation staff, although the counselling process was 

often described as too slow.  

The findings of the report described above were incorporated into QPS Health and 

Safety Branch planning processes for improvements to the management of stress in 

consultation with the research team. Between 2004 and 2006 several consultations 

took place between the research team members and organisational stakeholders 

guiding the implementation of new initiatives described below. With permission 

from the QPS, the current researcher documented the initiatives discussed at a 

meeting between the researchers and six representatives of the QPS Health and 

Safety and Rehabilitation areas in 2006. This helped to complement the 

understanding about issues and context developed from the review of background 

and interview data. 

4.2 QPS initiatives  

In the ongoing efforts to address occupational stress, 1200 members of the QPS (i.e., 

10% of the workforce) in either dedicated positions or secondary roles played a part 

in delivering support and rehabilitation services to staff. In 2005, the organisation 

focused on developing more holistic and integrated health services involving all 

relevant internal contributors, such as Chaplains, Human Service Officers, Peer 

Support Officers and Rehabilitation Coordinators. The aim was to take a more 

unified approach to health services and to develop clearer role descriptions for the 

various QPS members contributing to this aim (QPS Health and Safety Branch, 
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2006). The Supportive Leadership Program, the Drug and Alcohol Unit, the 

HealthStart screening initiative and the rehabilitation team reported new 

developments in line with this QPS aim at a meeting between QPS Health Services 

Branch members and the research team in 2006 (QPS Health and Safety Branch, 

2006). 

The Supportive Leadership program, which commenced in 2002 and had run 

over 400 workshops between 2003 and 2006, was extended with a second series of 

workshops focused on early recognition of workplace conflict and strategies to 

address these issues before they escalate. A further planned extension of this 

program included a consultancy service to assist managers in dealing with specific 

staff issues. The Supportive Leadership program was promoted from a project to a 

program with permanent status and had become an integral part of managing the 

organisation. The training team was also planning a further two series of workshops 

to commence in 2007 to proactively address organisational culture issues with junior 

female staff and to facilitate Constables in becoming role models for more junior 

staff (QPS Health and Safety Branch, 2006). 

A 2005 restructure included a new addition to the QPS Health Services 

Branch with the Drug and Alcohol unit being shifted from a disciplinary focus to a 

health and safety focus. This shift introduced a new choice for QPS members 

between accepting counselling or disciplinary procedures if found to be in breach of 

drug and alcohol regulations. The Drug and Alcohol unit implemented two new 

positions to 1) promote drug and alcohol awareness among members and 2) provide 

training around drug and alcohol issues (QPS Health and Safety Branch, 2006). 

The HealthStart screening initiative successfully provided health assessments 

including on-line questionnaires, physical assessments and blood tests. The QPS had 

approved additional funding for a second round of HealthStart, which would involve 

the same assessment processes with the addition of a telephone health coaching 

service to follow up on assessment results. A four-week trial of the health coaching 

service at Head Quarters was well received and would be evaluated before a whole 

of organisation roll out of the new program.  There were also plans to extend the 

HealthStart program to the partners of members in remote areas, in response to 

claims statistics indicating the needs in these areas. Existing on-line health courses 

were being revised and updated by September 2006 to include newly developed 

understanding of QPS member needs (QPS Health and Safety Branch, 2006). 
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The rehabilitation team gained eight new full-time injury managers, who 

were positioned across most regions. There were also plans for two new 12-month 

positions to provide training for Rehabilitation Co-ordinators and Health and Safety 

staff. These ten new positions were expected to address the previously identified 

needs for additional rehabilitation expertise and support at all levels of the 

organisation. In a proactive move towards prevention, the rehabilitation team 

extended the Early Intervention Treatment Program (EITP), to give workers’ 

compensation claimants access to six free sessions with an external psychologist and 

non-claimants access to three free sessions. This initiative responded to the QPS 

service usage and satisfaction survey finding about access to EITP. The Intensive 

Case Management program was changed along similar lines to facilitate direct 

contact between injured workers and the external provider group (QPS Health and 

Safety Branch, 2006).  

4.3 Re-analysis of interview data 

Despite the range of successful and ongoing initiatives, the QPS had ongoing 

concerns about their occupational rehabilitation systems and occupational stress. The 

Health and Safety Branch members of the QPS indicated the need to continue and 

extend the initiatives described above as well as a need for additional measures. 

These included the commencement of an empirical study to measure improvements 

resulting from the implemented initiatives (planned as a separate study), as well as 

continuing the research into QPS occupational rehabilitation needs (addressed by the 

current study). Discussions between the QPS Health and Safety Branch and the 

researchers identified the need to analyse previously collected data in more detail and 

to progress with further data collection about potential solutions to identified 

occupational rehabilitation issues from the perspective of all QPS stakeholders (QPS 

Health and Safety Branch, 2006). 

To build on existing understanding based on the review of background data, 

research reports to the QPS and the consultations with QPS stakeholders described 

above, the 65 interview transcripts described earlier in this chapter with a focus on 

stress issues were collectively revisited with a broader focus on all injury and illness 

prevention and rehabilitation issues within the QPS. The re-analysis revealed 

additional factors that were not identified in the original study, which were of 
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importance to the facilitation of Phase 2 focus groups seeking solutions to identified 

issues. The thematic analysis yielded the following results: 

a) Job and organisational characteristics  

Overwhelming, stressful and unrealistic work demands, including long working 

hours (60-70 hour weeks), stemming from a lack of resources and support, created 

barriers to injury prevention and rehabilitation efforts. Interviewees also described 

repetitive work lacking in challenge, interest and variety, and inadequate financial 

remuneration. These job characteristics were exacerbated by internal conflicts 

resulting from hierarchical structures and promotion procedures, and job security 

threatened by health concerns and job demands. External factors, such as 

unreasonable community demands and negative public opinions expressed directly to 

QPS members and through the media, further threatened the wellbeing of QPS 

members. 

These circumstances were linked to causes of injury and illness, and created 

barriers to successful rehabilitation and return to work. In addition to the issues 

associated with the job and organisational characteristics described above, RRC 

positions were usually assumed over and above an existing role in the QPS. 

According to policy, RRCs should have sufficient time rostered for rehabilitation 

duties to be completed within the required timeframes. However, RRCs described a 

chronic lack of time and resources to do this job. 

b) Experiences with rehabilitation procedures 

Poor communication within the QPS, including a lack of contact between injured 

workers and the QPS, resulted in a lack of trust, withdrawal from the work context 

and reduced motivation to return to their occupations. The internal communication 

issues were mirrored in poor communication with external service providers, 

resulting in inadequate information for providers to effectively assist injured workers. 

This included a lack of information about potential return to work options, for 

example. The lack of contact between external services providers and the QPS also 

resulted in confusion about QPS procedures and stakeholder roles. 

Negative attitudes towards injured workers, especially those who experienced 

stress or other psychological illnesses, were expressed as bullying and threats from 

direct supervisors, lack of support from the workplace, stigma, lack of confidentiality 
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about personal matters, and lack of openness about rights, responsibilities and 

options. This lack of respect for individuals caused humiliation and eventual 

withdrawal. Inadequate support for both injured workers and support providers was 

compounded by managers not being supported by higher management levels, 

creating conflicts between assisting injured workers and meeting other demands of 

the organisation. This tended to escalate conflicts and further encouraged emotional 

withdrawal from the organisation. Perceived hierarchical barriers created fear about 

confronting superiors with these problems, which meant that the damaging attitudes 

were not addressed. 

c) Stress management processes 

Prevention challenges, prevailing attitudes and existing systems affected stress 

management processes. Failure of the QPS to appropriately recognise, respond to or 

prevent critical incidents and a lack of understanding about the slow build up, and 

unexpectedly intense nature of stress episodes, resulted in stress warning signs being 

ignored by affected stakeholders. Stigma and fears that claim lodgement for 

psychological injury would be detrimental to long-term career prospects, resulted in 

excessive and secret use of medication to manage symptoms, further delaying 

effective stress management. Rehabilitation interventions often did not commence 

until after a claim was lodged, negating opportunities for early intervention. When 

rehabilitation was finally commenced, feelings of humiliation and withdrawal 

behaviours were further exacerbated by limited acknowledgement of environmental 

factors and an excessive focus on the individual causes of stress and individual 

inability to cope. 

d) Training and knowledge 

Generally superficial understanding about injury, illness and rehabilitation by QPS 

stakeholders, resulted in quick fix, non-individualised and inflexible approaches to 

rehabilitation. This generated claims management attitudes focused on blame, 

judgement and punishment rather than an injury management focus on achieving 

sustainable return to function. High support staff turnover contributed to the lack of 

knowledge, resulting in poor levels of consistency and accountability, unfavourable 

rehabilitation coordination and further loss of rehabilitation knowledge within the 

organization. In addition, external service providers were unfamiliar with the QPS 
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context and procedures, which hampered their efforts to provide goal focused 

services. 

The lack of knowledge about stress, injury and internal support services 

affected utilisation of services and support provided by PSOs, HSOs, Chaplains, 

RRCs and supervisors. There was a perception that HSOs were not an appropriate 

source of support for QPS members who experienced stress, due to poor 

understanding of policing roles, inexperience and lack of confidentiality. 

Interviewees, including injured workers and PSOs, also suggested that PSOs required 

higher level skills to deal with complex conditions, such as psychological injury. 

Similarly, RRC training did not include any information about physical and 

psychological injuries, rehabilitation skills or injury management strategies, because 

it was limited to a three-day competency level course focused on achieving QComp 

accreditation. 

e) Police culture and organisational climate 

Predominant attitudes determined by the police culture, organisational climate and 

common personality characteristics of QPS members also affected prevention and 

rehabilitation processes. This included positive characteristics, such as strong 

teamwork, shared humour and camaraderie. A perceived intolerance for ‘weakness’, 

on the other hand, made it difficult for injured workers to identify as having been 

injured or ill, which jeopardised early intervention opportunities and extended 

absence from work. Stigma prevented members from seeking assistance early and 

from lodging claims. Injured workers felt less valuable to the QPS and some internal 

support providers advised affected members to seek help outside of the QPS to avoid 

damage to their careers. An ‘us and them’ mentality divided operational officers 

from non-operational members, sworn staff from administration staff and higher 

ranks from lower ranks. This affected rapport between internal support providers, 

who were often non-operational staff in administrative positions or at lower ranks, 

and injured workers, who were sworn operational police officers or at higher ranks. 

RRCs, for example, often held ranks of Sergeant or below.  

f) Gaps between policy and practice 

Significant gaps between policy and practice and inconsistencies across regions were 

noted by all interviewees, who described ‘empty policies’ absent from practice. The 
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policy practice gaps also resulted in a lack of consistency between services offered in 

different regions and districts. These service inconsistencies disadvantaged rural and 

remote areas in particular. 

4.4 Conclusion 

Background data informing Phase 1 of the current study highlighted the significant 

individual and organisational costs of stress. The background data described a history 

of QPS initiatives that had not achieved the desired results, poor understanding of 

stress prevention and rehabilitation across the organisation, common organisational 

issues contributing to staff attrition, and low levels of support service usage linked 

with highly variable satisfaction with those services. The previously analysed 

findings from the interviews conducted in 2004 revealed widespread concerns about 

the QPS culture, policy practice gaps, support service quality, as well as procedural 

and systemic barriers to preventing and addressing the high incidence of stress in the 

organisation. The re-analysis of the 65 injured worker and support provider 

interviews expanded on a range of issues about job and organisational characteristics 

impacting on injury prevention and rehabilitation, including rehabilitation procedures 

and experiences; stress management processes; the organisational climate and 

worker personalities; discrepancies between policy and practice; and limited training, 

knowledge and education about stress, injury and available support services. These 

issues were organised into a 3 x 3 tabular structure incorporating three topic areas 

(prevention, rehabilitation processes and return to work) and three levels (the macro 

context, the organisation and the job), outlined in the Phase 2 procedures section of 

the Method chapter. The review of background data and re-analysis of interviews in 

Phase 1 were a critical step in the research process as they informed the development 

of the moderator guide utilised in conducting the focus groups in Phase 2 of this 

research. See Appendix B for the moderator guide developed from the Phase 1 

results. 
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Chapter 5 Phase 2 Potential Solutions 

5.1 Introduction 

The purpose of Phase 2 was to explore potential solutions to the identified issues 

from Phase 1 from the perspectives of QPS stakeholders. Six focus groups with four 

to ten participants in each group were selected for solution-focused discussions about 

developing occupational rehabilitation processes to improve the management of 

occupational stress, injury and rehabilitation within the QPS. Issues identified in 

Phase 1 were summarised and provided to participants in the form of a handout (see 

Appendix A) prior to attendance at the focus group, as well as being described in 

further detail in the moderator guide (see Appendix B), which was read to each focus 

group before commencing discussions. 

Thematic analysis of the six focus group transcripts revealed seven themes: 1) 

Organisational Culture, 2) Trust and Ownership, 3) Understanding Prevention and 

Rehabilitation, 4) External Stakeholder Involvement, 5) Resource Provision, 6) 

Selection Processes, and 7) Prevention and Rehabilitation Systems. The seven 

themes consist of 24 sub-themes. The purpose of this chapter is to describe the 

themes and sub-themes, which are summarised in Table 4. 

The seven themes can be understood as coming under two broadly related 

overarching groups best described as relationships themes and systems themes. The 

‘relationships’ themes: 1) Organisational Culture, 2) Trust and Ownership, 3) 

Understanding Prevention and Rehabilitation, and 4) External Stakeholder 

Involvement, focus on personal issues and highlight the need for effective 

interpersonal communication. These four themes consist of 12 sub-themes, which 

share a focus on people and the relationships between them. The remaining ‘systems’ 

themes: 5) Resource Provision, 6) Selection Processes, and 7) Prevention and 

Rehabilitation Systems, focus on operational issues and processes. These three 

themes consist of 12 sub-themes and share a focus on organisational systems and 

their effectiveness, and emphasise the need for functional communication among the 

stakeholders within the organisation.  

As the focus group facilitation process sought information about stress and 

injury prevention, rehabilitation and return to work, these concepts feature in all 

seven themes. In addition, there is one core concept, communication, which also 
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features in every theme despite not being specifically sought during the focus group 

facilitation process. The emphasis on communication is a distinguishing feature 

between the two groups of themes described above. It dominates in the four 

relationships themes and is present to a lesser extent in the three systems themes. See 

Table 4 for an overview of the seven themes and 24 sub-themes. 

Table 4: Focus group themes and sub-themes 

Themes Sub-themes 

1. Organisational Culture a) General organisational climate 

b) Fragmentation within the culture 

2. Trust and Ownership  a) Trust in the organisation 

b) Ownership of prevention and rehabilitation 

c) Trust in support roles  

3. Understanding Prevention and 

Rehabilitation 

a) Understanding issues and processes 

b) Understanding roles and responsibilities 

c) Training and skill development 

4. External Stakeholder 

Involvement 

a) External service provision 

b) Insurer, regulator and public mandates 

c) Cross departmental linkages 

d) Semi-independent collaborations 

5. Resource Provision a) Human resource management 

b) Support role staffing and resources 

c) Rural and remote resourcing 

d) Miscellaneous resource issues 

6. Selection Processes a) Initial recruitment and orientation 

b) Support role recruitment 

c) Promotion processes 

7. Prevention and Rehabilitation 

Systems 

a) Support role co-ordination 

b) Leadership responsibilities 

c) Prevention systems 

d) Rehabilitation processes 

e) Return to work processes 

5.2 Theme descriptions  

All six focus groups contributed to each of the seven themes. Selective quotes are 

used to illustrate each sub-theme. It should be noted that as the quotes stem from 

focus group discussions some quotes contain the voice of more than one participant. 

A new line within a quote denotes a change in speaker within the discussion. 

Identifying details such as the names of people, places and specific conditions have 

been replaced with titles in square brackets, such as [Person], [Role], [Town], [Place] 

and [Condition]. Some quotes are broken with … denoting deleted sections, which 

were unclear, repetitive or irrelevant to the main point of that quote.  
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5.2.1 Organisational Culture 

The Organisational Culture theme encompasses the common perspectives, general 

behaviours and organisational communication styles that characterise the 

psychosocial environment of the QPS. Participants described an organisational 

culture that was inflexible, with a non-supportive approach to problems. This culture 

lacked united views between sub-groups, such as sworn police officers and 

administration staff, especially with regard to contentious issues such as stress and 

there was poor communication between different areas and levels of the organisation. 

It was suggested that changes to the organisational culture, from the prevailing 

‘macho’/ paramilitary environment, would positively impact on injury prevention 

and early intervention efforts. The sub-themes include a) the quality of the general 

organisational climate and b) the need to address the fragmentation in the 

organisation’s culture.  

a) General organisational climate 

This sub-theme covers findings regarding the punitive organisational culture, gossip, 

honesty, flexibility, supportive leadership, and the impact of culture on prevention 

initiatives and rehabilitation interventions.   

Punitive culture: Participants described a punitive culture in which 

behaviours, judged as out of line with the organisation’s paramilitary values, were 

punished. This included perceived weakness, such as signs of not coping with the 

organisational environment or job tasks. Discussions indicated the need to address 

this punitive culture to prevent general bullying, particularly of injured and 

recovering workers. Removing the barriers to career progression for recovered 

injured workers was suggested, especially for those with stress injuries, and 

providing them with support: 

We are all pretty the same, all buggered because of this horror in 

management and when on that context or not they punish you with 

everything. 

 

Gossip: Gossip and lack of confidentiality were seen as something to be 

stamped out. However, others viewed this as inevitable and not as negative as 

sometimes reported. Although there was broad agreement among participants that 

gossip was a problem within the organisation, and that individual right to privacy 

was often unnecessarily compromised, there was also a sense of uncertainty about 
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how it should be addressed. There were also questions about how realistic it was to 

expect support for rehabilitation and return to work from stakeholders, such as co-

workers and supervisors, who were not informed about the nature of the injury or 

illness: 

So, it’s not realistic to think that you’re going to have um, that people 

aren’t going to speculate about you anyway. … 

See the thing is people do need to know about it though.  Like, if 

someone’s getting, getting along and they’ve got a bad back that’s not 

quite apparent and their co workers don’t know and they say – ‘can you 

give me a lift with this?’ 

 

Honesty: Lack of openness and honesty in the organisation was identified as 

an issue that needed to be addressed to create a healthier environment and better 

industrial relations and workers’ compensation outcomes for the QPS. State 

legislation and formal organisational policies created barriers to acting on informal 

knowledge about demonstrated leadership skills to openly address poor leadership 

behaviours. 

Under the current legislative structure that approach [i.e., generic 

objectives written around people management for promotion – from 

preceding discussion] is illegitimate. … 

We just have this understanding between us, when it comes up, we’ll 

deal with it openly.  And we play it back with a straight bat and 

everything can be seen – he’s won two show cause notices in the 

Supreme Court in the time he’s been with us and it’s all because 

everything is open and transparent.  Now to use that informal information, 

we’ve got to devise, we’ve got to actually orchestrate the capacity to get 

that information open and transparent and legitimate. 

 

Flexibility: Inflexibility was evident in descriptions of an organisational 

culture that was dominated by its paramilitary hierarchy and systems that blocked 

individualised responses to needs. Many participants felt it was time to shift from an 

inflexible to a more supportive organisational climate, even though this was seen as 

difficult to achieve. For example, limitations of the supportive leadership program in 

an inflexible environment were discussed. Caution was recommended in 

implementing the outcomes of the Injury Management Working Party and focus 

groups, based on negative past experiences where changes were made with good 

intention, but resulted in secondary negative consequences. 

The basis of any change to the organisation needs to be put on more 

philosophical grounds, so not actually be going, drifting into an area 

where we could be challenged through a lack of statistical improvement 

in sick leave or WorkCover claims or time lost through stress and so on. 
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Impact: The impact of the organisational culture on prevention and 

rehabilitation was seen as significant and included a lack of support for prevention 

and rehabilitation strategies, especially from members who were disillusioned with 

their own experiences within the QPS. The organisational culture was also seen as a 

cause of members’ hesitation in reporting stress related issues, which limited the 

organisation’s capacity to respond to problems and implement effective and early 

secondary prevention and rehabilitation. There was considerable discussion in three 

of the focus groups about stigma, especially related to stress, and the resultant lack of 

reporting and addressing problems.  

It’s the police culture, that’s, oh well a perceived culture that’s not 

necessarily true, but it is perceived that way by new members, that 

they’ve got to be macho.  And, if you don’t mind me saying, it’s been the 

women who are out there trying to be macho to show that they’re tough.  

They step right out of the academy, they’re green behind the ears, wet 

behind the ears where, as [Name] said we’re understaffed they get 

chucked out on the job and so they’re not going to let their feelings show. 

 

It was suggested that addressing the stigma associated with stress experiences 

and rehabilitation processes was necessary to reduce the negative impact of the 

organisational culture on prevention and rehabilitation initiatives. 

… not be afraid of, of rehabilitation as a stigma … 

You know sure, it’s a fact of life that we’re always going to have people 

on rehab. … 

It’s a part of business, and it’s just the way it is. 

b) Fragmentation within the culture  

This sub-theme includes unity issues such as the need to accept the existence of 

stress as a health threat to all areas of the QPS. Differing perceptions about physical 

and psychological injuries, rural/remote and metropolitan regions, junior and senior 

ranked staff, and sworn and unsworn
17

 members of the QPS created tensions within 

the organisational culture. Accepting stress as a real concern at all levels was seen as 

an issue that required further work, especially in terms of the organisation as a whole 

grasping the enormity of the problem and responding adequately. Organisational 

responses to stress issues were particularly contrasted to responses addressing 

physical injury.  

                                                 
17

 Sworn members are police officers and unsworn members are administration staff (Queensland 

Police Service, 2010a). 
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If it’s someone who sprained their finger, or who’s broken an arm or 

something like that and you can see an end date to it, it’s fairly, … 

The problem with psychological injuries is that, no matter what you do, 

you never see them bleed. 

 

There was also a sense that many people within the organisation did not 

accept stress as a real issue, which was demonstrated by both negative responses to 

stress issues, as well as a general lack of response to stress injuries.  

And my mate 2 years later… he had a meltdown
18

, so he’s off on stress. 

Then the other bloke, he’s on tablets to keep him going.  No one’s 

investigated. No one’s fixed the problem…. 

… It’s all happening in one region. … In one little, one little district 

station. 

 

To achieve the organisational unity required to improve the organisational 

culture and its impact on stress and rehabilitation, participants suggested that all 

members must be open to, involved in and actively supporting organisational change 

to ensure its success. This suggestion also incorporated the need to accept that unique 

sub-cultures within the QPS must be considered in changes to rehabilitation systems, 

particularly in rural and remote areas. Despite the emphasis on solutions in 

facilitating focus groups and the optimistic enthusiasm of participants, there 

continued to be strong and frequent indications about the level of frustration with the 

historical lack of improvements for members of the QPS. 

One of the things that’s a threat to a lot of what we are doing today [i.e., 

focus group research], and I think this is what happened to QPASS
19

, in 

the early 90’s and it happened to the previous committee that you were 

on, was that the organisational culture is so heavy and so draining that 

both of those groups just ran out of energy and were consequently 

discredited to some extent and um, but the problem’s never gone away.  

So now we have third generation of dealing with this type of thing and I 

think we’ve got to bear in mind that if we’re going to have some success 

here, and not just get put on the shelf along with the other two groups, 

then we’ve got to bear in mind that organisational structure that has all 

these um, older types involved came from a different culture and a 

different view of their importance in the organisation and they’re still 

there and that onerous weight is still there.  And somehow or other we 

have to balance the, we have to find the balance, so let’s shift it, and we 

can still achieve change at the stations and then up through the structures. 

 

Professional status issues between sworn and unsworn staff included that 

police officers viewed administrative duties as demeaning. These status issues were 

                                                 
18

 This participant used the term ‘meltdown’ in referring to an episode of psychological distress. 
19

 QPASS is the Queensland Public Agency Staff Survey. 
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demonstrated to be significant in the one-on-one interviews conducted in 2004, but 

were less extensively discussed within the focus groups. Nevertheless, participants 

agreed that the issue still existed and impacted on return to work options for injured 

police officers. 

That’s it, they [i.e., sworn police officers] don’t find it [i.e., AO
20

 work] 

meaningful. They find it demeaning, … 

… Even people who are medically retired – unfit, they have that option 

some of them to come back as AOs and not many of them do it. 

5.2.2 Trust and Ownership 

Addressing trust and ownership issues is linked to the Organisational Culture theme, 

but focuses on individual reciprocal relationships between the organisation and its 

members. The Trust and Ownership theme raises similar communication issues, but 

at a more individualised level than the Organisational Culture theme, such as 

communication between superiors and subordinates in specific contexts. This theme 

emphasises the need for participation of all members in prevention and rehabilitation 

initiatives. There was cynicism regarding the organisational commitment to 

individual wellbeing, especially among the longer-serving members, which led to 

suggestions that members need to see changes in the organisation to trust that it is 

committed to making improvements. Broad engagement in stress and injury 

prevention and rehabilitation was seen as important to improving the wellbeing of 

QPS members. Participants wanted members at all levels to be involved in strategy 

development and in supporting health, wellbeing and rehabilitation initiatives, 

especially Assistant Commissioners. Participants emphasised the importance of the 

Commissioner demonstrating support for rehabilitation.  

a) Trust in the organisation 

Cynicism, lack of accountability, inconsistency and unsupportive leadership were 

presented as the major challenges to the development of trust in the organisation. 

These challenges impacted members’ sense that they would receive a fair and 

adequate level of support if needed. Cynicism resulted from past experiences within 

the QPS, a perceived divide in relationships between commissioned and operational 

officers, and a perceived organisational focus on minimising the cost of workers’ 

compensation claims at the expense of members’ wellbeing.  
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Because there’s an insurance claim involved, there’s money involved and 

it’s like, for example, um, a bank when it gets robbed. The only reason 

they have CC TVs in there is because of insurance ... It’s the same for 

QPS, I believe a lot of rehab in QPS, I don’t think there’s a lot of um 

drive to stick with anyone healthy. 

 

For trust in the organisation to be fostered, members required a visible 

commitment from management to support organisational change, personalised 

communication regarding proposed improvements, and allocated funding for health 

and wellbeing initiatives. Internal visibility includes the need for QPS members to 

see changes in the organisation and that it is making an effort to support its staff. 

Participants stated that QPS members needed to know what they could expect if a 

member is injured, including who is responsible for each stage in the process. 

This is where it comes down to funding and everything else in order for 

the QPS to have a commitment, and to be seen to have a commitment, … 

You’ve got to get out there and you’ve got to be proactive, and you’ve 

got to get out there and you’ve got to tell these people, and they 

appreciate it.  People out there, if they see you making the effort, … 

Sometimes people who’ve had stress, it’s like I said before, just to go out 

and tell them your story – this is how it was you know, and not just from 

some talking head
21

 from um, headquarters here.  To be able to get out 

there and say look, this is our business, what happened to me and, this is 

what these people, this is what this program’s going to do to change all 

that. 

 

Accountability for staff wellbeing was a topic of discussion at all levels of the 

organisation. For example, both injured workers and managers noted the 

accountability of the QPS for rehabilitation as being compliance driven. Injured 

workers identified this focus on documentation and compliance issues as another 

reason not to trust leaders in their motives for rehabilitation and the supportive 

leadership program.  

All they really care about is how many that are off rehab at the time that 

their accountability period is finished. 

 

Managers raised the same accountability issues as injured workers, but from 

the perspective of organisational responsibility and protecting the organisation from 

future legal and financial liability for injured or ill members. Managers also 

questioned the limits of organisational accountability, including where the 

responsibilities of the QPS to achieve return to work outcomes should end, 
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 A ‘talking head’ refers to a video of an anonymous person talking about the topic (in this case 

stress). 
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suggesting that the organisation should not accept endless responsibility for 

rehabilitation. 

And we can say down the track well, or before some tribunal – yes. 

Everybody got training in anti-discrimination so it’s not our fault. It’s 

their fault. … and um, it’s the same sort of thing with rehab I think in a 

sense that we’ve got to be aware that if we don’t look after these people, 

we put the organisation in a culpable position. So it’s not only an 

entitlement they [i.e., injured workers] have, and it’s something then we 

can also show to their spouse, that - yes we do care. 

 

Participants at all levels agreed that policy-practice gaps affect rehabilitation 

due to poor or inconsistent implementation of policies. Members who had been 

injured also saw knowledge of policies and entitlements as a tool that could be 

utilised to achieve individual rehabilitation or return to work goals, especially when 

other stakeholders tried to obstruct goal achievement. 

I mean I’ve read the policies – they were fabulous to work with, I said I 

want to come back to work. And they freaked out, because where are you 

going to go? 

 

Participants in rehabilitation and management roles acknowledged that 

policies were not consistently implemented in the provision of rehabilitation. To 

address policy-practice gaps, there were several references to implementing the 

requirements of the relevant health and safety and workers’ compensation legislation. 

Members in rehabilitation and supervisory roles deferred to their obligations under 

these Acts to convince other stakeholders that these obligations were not debatable.  

Advice that I give to the police officers comes straight out of the Act, so 

they are not arguing with me. So it’s like trying to argue with a police 

officer about going through a stop sign. He doesn’t make the rules, he 

polices the rules. That is exactly what my job is as a rehab person or as a 

safety person. 

 

Conversely, members who had been injured expressed frustration at having 

psychological injury claims rejected on the basis of clauses in the workers’ 

compensation legislation, such as ‘reasonable management action’
22

. This left them 

without support from the workers’ compensation authority as well as from their 

employer for genuine mental health issues affecting their work performance. 
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 Chapter 1, Part 4, Section 32, Subsection 5 of the Workers' Compensation and Rehabilitation Act 

2003 states that “injury does not include a psychiatric or psychological disorder arising out of, or in 

the course of, any of the following circumstances— 

(a) reasonable management action taken in a reasonable way by the employer in connection with the 

worker’s employment” (Queensland Government, 2010, p. 49). 
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Any physical injury – they’ve been OK. It’s difficult at times but they’ve 

always looked after us. But any psychological injury associated with it, 

even though, well, even the psychiatrists and the psychologists will say – 

ah yeah, you know, yes he suffered this and yes it is a work related injury, 

but shut up. The union has fought for years to get rid of that part out of 

the act that says “that it is managed reasonably by the service
23

”. And, 

you know, any, anybody with half a brain can take a stand back from the 

situation and go – how can you say that’s reasonable management? 

 

Proposed solutions to the identified accountability issues included the 

addition of reports about injuries and rehabilitation initiatives to the Operational 

Performance Reviews (OPRs)
24

, more consistent implementation of existing policies 

and practices, and greater emphasis on advocacy options to increase the trust of 

members in their own organisation. The suggestion to include stress, injury and 

rehabilitation in the OPRs of senior members was in line with other suggestions 

about getting injury and rehabilitation information more directly to the 

Commissioner, with less filtering as it moved up through the hierarchy. 

We just have to be able to identify what’s going on [in OPRs] and be 

able to talk about the measures we’ve got in place that’s actually 

supporting those that need support and identifying those that are um, not 

genuine. … Let’s identify what you’ve done in your own station … and 

in your own region and district – what are you actually doing that’s, 

that’s producing a positive outcome. Now they do it for break and 

enters, …, we should be doing it for our own people. 

 

Consistent implementation of policies and practices across all areas of the 

organisation and over time was also suggested. Examples included more consistent 

support for members experiencing illness or injury rather than privileging some 

individuals and more politically sensitive circumstances over others, as well as more 

consistent implementation of organisational rehabilitation policies in different 

regions. Consistency was also recommended in psychological testing procedures, 

informing members upfront of the requirement for regular re-assessment over time 

and in certain roles. 

And so that they know up front … that they will be required to undertake 

testing. They will be required to undertake um, interviews with the HSOs 

to determine whether or not they’re suitable to remain in that, 

psychologically. 

 

                                                 
23

 ‘The service’ refers to the QPS. 
24

 OPRs occur between senior members and the Commissioner/Assistant Commissioner to determine 

outcomes against operational performance measures within each QPS region. 
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Caution was recommended to ensure that changes designed to improve 

accountability and increase trust were also sustainable over time and across regions. 

Sustainability included being able to respond to psychological test results with the 

necessary illness prevention and rehabilitation supports for individuals identified as 

at risk, as well as considering the potential unintended negative consequences of 

changes made. 

So not jumping in and just putting solutions in place because they seem 

like a good idea at the time or without thinking through all the 

consequences could be. … 

We’re looking at a macro and a micro level, when we are looking at 

absence management and rehab as perhaps interchangeable, whereas 

they’re maybe not, where the absence management is the macro and the 

micro gets lost in that process a little bit. 

 

Beyond the accountability and consistency issues discussed above, supportive 

leadership played a significant role in members’ trust in their employer in both 

positive and negative ways. The commissioner was generally referred to positively 

with members commenting on his individualised approach to improving the 

wellbeing of members. Comments about the lack of supportive leadership were more 

commonly aimed at leaders below the level of the Commissioner. Concerns included 

the lack of senior presence at workshops on topics such as supportive leadership and 

conflict management, the devolution of leadership responsibility to Rehabilitation 

Co-ordinators (RRCs), and the lack of expressed concern from supervisors for the 

wellbeing of their staff. Members in management positions suggested that some 

leaders needed to be made more aware of their obligation to ensure the wellbeing of 

their subordinates. 

Especially when it’s an organisational issue, when the organisation is at 

fault, then stuff the organisation. I have worked for them for like 25 years 

and I put in a guts effort and I put my family on hold and stuff it, they 

haven’t given me a phone call to say – how you going? … 

How the contact is maintained and how well people are actually treated 

through the rehab process a lot of times it will depend on who that person 

is. 

b) Ownership of prevention and rehabilitation 

Involvement of all levels of the organisation was considered important for any 

successful change. This sub-theme highlights the need for input from the most junior 

members of the organisation into policy development, as well as support from the 

highest level managers for grass roots initiatives. Participants provided examples of 
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initiatives being blocked at higher levels of the organisation and expressed 

frustration at the lack of support for their ideas. The Commissioner and Assistant 

Commissioners needed to demonstrate support for rehabilitation initiatives. 

There’s a thing about health professionals where they need to be the 

experts who deliver these things, so you delivering it is not kosher
25

. … 

Unless it’s initiated by them. 

 

Despite the frustration at the lack of support for wellbeing initiatives from 

management, participants expressed interest in contributing to solutions for the 

identified stress and injury issues in their area. 

Unless you’re here to have your say in it it’s never going to change.  So 

that’s why I put my hand up because there is no good complaining unless 

you put your money’s worth in. 

 

There were also several examples of action already taken or proposed to 

develop prevention and rehabilitation solutions with support from the hierarchy. 

I’ll actually um, send it to the officer in charge and ask if I can organise a 

meeting to send out an e-mail to anyone been on rehab – would they be 

able to attend? Because you have to get permission before you send 

anything out, so ah, and if he OK’s it then we can go ahead with the 

meeting and have a bit of a discussion. You prepare any questions that 

you want. … 

… there is scope for it to be growing, you just need a, if the 

Commissioner really approves it, that we can start off on the ground level, 

and get input, and get everyone together, get ideas flowing, solutions – I 

like the word solutions – um, then, you know, I’m sure that you know, 

eventually things can change. 

 

The Women’s Advisory Group (WAG) was provided as an example of 

positive changes that could be achieved by a grass roots level group with support 

from the Commissioner. 

Those part time hours … who might be due to there being something 

wrong with their partner or their parents might be quite ill or elderly or 

they want to study or, but before if you had your hierarchy where you 

were at the station um, said no, if you put something to him and he said 

“nup” that was it. That was never to be raised again – now they cannot do 

that. There is something in place that WAG have implemented that went 

to the Commissioner that’s been signed off by the Commissioner that 

you have to go through now. 

 

                                                 
25
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The lack of local ownership of rehabilitation was raised as a concern, 

especially in the more remote areas. Conversely, the value of local knowledge to 

ensure the success of policy implementation, prevention initiatives and rehabilitation 

processes was also identified. 

Whatever is attributed to the job of rehab officers, but it definitely needs 

people that know what [Town] district is about. Because this and [Region] 

there as you mentioned earlier, are very different to every other region. 

 

Members in rural and remote areas acknowledged the need for regional and 

professional support even when local ownership could be fostered. However, 

participants agreed that they did not want additional support and resources or more 

formal processes at the expense of good informal support structures and effective 

communication between stakeholders.   

We’ll just have our one person, now, whether it’s a district coordinator or 

whether it’s somebody who’s there assisting [IM co-ordinator], but we 

have somebody who we can get back and say; look, we’ve got the 

consent form signed, we’re allowed to speak to their medical 

professionals, um, can you do it please because you’ve already talked to 

the doctors, you’re aware of what to cover, more fully than we are; um, I 

mean, you know, I love that we are spinning the idea of a district rehab 

coordinator but I would hate to see the interaction that we have, because 

we do interact fairly well between our positions out here, not utilised as 

well, by part time rehab coordinators. It’s just that we need more of them. 

 

The importance of local and team ownership was raised in discussions as a 

way of increasing trust in support roles. Having RRCs (who were also police officers) 

rostered, as part of a team would give them opportunity to build rapport with their 

team members. In addition, team leaders would develop a better understanding of 

each member of their team and be in a position to provide support if required. 

Every 4 weeks we have to do an extra 8 hours to make up the, for your 

lost time
26

. But, in a team, you’re still in a team. And well, I was in a 

very big station at one stage and very big teams area, and it worked. I’m 

a big fan of it – it’s awesome. I think it works well and [District], they’re 

just going, their stress problem there is huge. They’re in teams and 

they’re sort of camaraderie there is up. 

 

Similar to the way team rostering provided support to individuals and raised 

the profile of rehabilitation, clusters of stations could promote local ownership and 

solve local problems positively in rural and remote areas. 
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They look after their cluster much the same as in the teamwork situation 

there, and it’s excellent. A big shock to the boys, for the OCs
27

 of these 

bigger stations, like [Stations], a big shock to them because they’re not 

just looking after their own little group of men here – and women. 

They’re looking after a cluster of stations. 

 

Personal ownership, including choice and individual management of 

rehabilitation, was also seen as a necessary improvement, especially in terms of 

involving injured workers in mutually negotiated decisions about rehabilitation and 

return to work. It was thought appropriate that injured or ill workers had some choice 

about who supported them. It was also suggested that contact with absent members 

be carefully considered on a case-by-case basis, taking into consideration the needs 

of the affected individual. 

Out of all the PSOs
28

 we’ve got here, in the district, ah, I could name 

three that are bad that nobody’s going to talk to. Um, the new ones 

should be right. … 

The idea is that ok, they won’t go talk to Johnny because he’s a bit of a 

rough, young bloke, but they might talk to Mary because she’s quiet and 

gentle or vice versa. 

 

Some participants articulated the benefits of having choice to include external 

people in the rehabilitation process, provided they had some understanding of the 

QPS context. 

Someone outside. Someone that’s not going to get bullied into doing 

what the hierarchy wants. …  

But someone who understands the QPS issues. 

 

Members in rehabilitation and in supervisory roles raised the issue of 

balancing organisational needs with injured worker self-determination. It was 

suggested that some injured workers delayed return to work using rehabilitation 

processes or doctor’s advice as an excuse or avoided direct communication with the 

QPS during the absence from work. Injured members not being honest with doctors 

and other stakeholders, was also flagged as a barrier to return to work. Some 

participants suggested company doctors and treatment providers should be engaged 

as a solution to ensuring interventions were focused on achieving return to work 

within the QPS context, as well as insisting that injured workers have direct contact 

with QPS rehabilitation staff, rather than through a spouse or partner.  
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Whether they [i.e., injured members] might be telling us the truth, when 

we, specifically ask them questions to mould their return to work, um, 

documents, or they’re not being honest with their treating doctors um, if 

they sometimes can get a bit of a conflicting thing, including information 

from a doctor, say, of what they can and can’t do as what they’ve told us 

or what we’ve heard, um, and you know, it can all affect the time in 

getting back to work. 

c) Trust in support roles 

Trust in internal rehabilitation and support providers hinged on choosing the right 

people for these positions, highlighting personnel selection issues that were also 

covered in the Selection Processes theme. However, this sub-theme is primarily 

focused on providers establishing rapport before members experience injury or 

illness paving the way for a successful intervention when required. Participants 

raised a variety of trust issues in the different support roles, including RRCs who 

lacked empathy and understanding for psychological problems and PSOs who were 

much younger than the officers to whom they were providing support. Concerns such 

as these re-enforced the need for some choice in who people could speak with in 

times of need. In some cases the concerns about inadequate support escalated to 

potentially dangerous levels of anger in members needing support. 

She [i.e., RRC] forced me, well, you know, I got to the thinking why not 

blow up the entire building. 

 

The benefits of the PSO and HSO network were raised, particularly in terms 

of preventing escalation of stress and other workplace issues. This sub-theme 

emphasised the importance of members knowing how to access PSOs to provide 

some support before minor issues evolved into more serious concerns. 

To get the list of PSOs that are within your region or command, then [i.e., 

otherwise] you wouldn’t know who to come to. … 

It’s the, the initial step to something [e.g., stress] that could develop into 

something a bit more serious or it can be, um basically ah, finalised quite 

easily at that level. So that doesn’t have to be taken up to the next level. 

 

Confidentiality about the details of injury or illness and personal issues was 

discussed in a number of ways. These included the need to review systems to 

determine if information about injured members could be kept more confidential, as 

well as to explain confidentiality issues to injured members. This was considered to 

be an important factor in stress and other issues being reported before they became 
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more serious rehabilitation matters. There were also discussions about the perceived 

differences in confidentiality requirements between Chaplains, RRCs and PSOs. 

They were saying no, I don’t trust the HSOs. I don’t want to talk to them. 

So there must be a feeling, or some evidence for that, some … 

Sometimes there’s a reason. 

Yeah, yeah, maybe there is somewhere, but even if there isn’t, there’s a 

feeling that they’re not trusted with the information. 

 

 Although some participants believed that Chaplains provided more 

confidential support than others, it was pointed out that legislation also required 

RRCs and HSOs to maintain confidentiality.  

My HR
29

 brought up for me not long after I got back after all that time 

was about rehab co-ordinators don’t have confidentiality. And my 

immediate statement to him was – when did they change the Act? … 

I had probably 12 to 18 months of trying to convince him that it’s not our 

job to go and blab
30

 to him. 

 

 While it was acknowledged that the organisation needed to know some 

information in the interests of safety, it was stressed that injured and ill members 

should be informed about this obligation to encourage informed consent and 

cooperation and to maintain individual trust in the rehabilitation and support 

providers. Members distinguished between information that needed to be revealed 

and information that should remain confidential.  

Well, the key to it is that confidentiality needs to be explained to the 

person concerned or to everybody concerned. That um, if confidentiality 

is, if it’s not the chaplains, right? Where HSOs, PSOs, management with, 

like for instance, some people may come and tell me something in 

confidence, if it’s not related to their job and it doesn’t impact on their 

job, it stays in my office by me. But that person is entitled to go and tell 

their mate above and quite often that’s not a bad therapy. 

5.2.3 Understanding Prevention and Rehabilitation  

The need for pragmatic and educational communication to promote understanding 

about prevention and rehabilitation included how information was shared among 

individuals across the entire organisation. This incorporated the need for (a) 

information about the prevention and rehabilitation of physical and psychological 

injury and illness for specific members of the organisation, such as officers in charge; 

(b) supervisors to be more informed about stress issues, prevention and rehabilitation 
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 ‘blab’ – Refers to telling the HRM confidential information about an injured member. 
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to undertake their role in making decisions and providing support for staff; (c) 

clearer boundaries between industrial relations issues and rehabilitation; (d) injured 

workers to better understand rehabilitation procedures, and the roles of PSOs, HSOs 

and RRCs; and (e) more information and support for the families of injured and 

stressed members, as well as for the families of members working in isolated areas. 

There was also consideration of the need for various support roles to work in 

rehabilitation teams, including circulating different roles within the team, sharing 

responsibilities, increasing understanding of different roles and promoting 

camaraderie.  

a) Understanding issues and processes 

To achieve early detection, effective intervention and successful return to work, 

officers in charge (OICs) of a team, managers and RRCs were seen as needing more 

understanding about stress, prevention and rehabilitation. For example, supervisors 

should have the ability to detect early signs of stress to prevent the escalation of 

mental health issues to dangerous levels. Questions were raised about the level of 

understanding and training required for OICs to achieve early detection of stress 

signs, as well as the challenges associated with distance where OICs in rural and 

remote areas were often restricted to telephone and internet communication with 

their officers. 

All we can do is ask people or advise people to go and get, to see if they 

need help or talk to other people and so again, you’re getting back to that 

self diagnosis, well, if you’re that sick maybe you don’t know it anyway. 

But I don’t really know the answer to trying to, I don’t really know the 

answer to trying to um, identify people in very, very early stages of these, 

of these things. I just think I don’t know how you would deal with it as 

an organisation. 

 

Similarly, it was suggested that OICs needed to understand signs of 

escalating stress in staff members recovering from psychological issues, as well as 

understanding and supporting different coping mechanisms. Most importantly, OICs 

should be aware of the psychological history of staff to be able to manage the risks, 

especially if the regional HSO was not close enough to monitor this directly. 

Participants in support roles or with their own stress/injury experiences noted that 

management generally lacked understanding of the issues faced by front line staff, 

which affected their decisions about prevention, rehabilitation and return to work. 
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And when you say that you have got management who are coming 

through that are not grounded in actual policing skills or haven’t done it 

for a long time, they are not sympathetic to the cause of the injured 

police officer.  

 

Participants also noted that OICs and HR managers required more 

information about their role in rehabilitation processes, including understanding the 

rehabilitation needs of the more common genuine cases, rather than assuming that 

most injured workers were malingerers based on one memorable bad example.  

‘Right we will bring in, we will ensure that all the HR managers from 

now on will understand what they will need to do. Not what you as a 

rehab person needs to. … That’s how it works.’ 

Management don’t get taught that. 

 

Rehabilitation co-ordinators and other people in support roles also expressed 

the need for more knowledge and skills to effectively manage rehabilitation, 

including more clarity about where rehabilitation ends and permanent re-deployment 

begins, more advanced people management skills and more effective communication. 

He was seen as a problem person and I said – well, you’ve got to take 

that person out of it and also keep all the people informed – like, they 

didn’t let us know that attempt had been made to contact him so, so when 

the officer rings up and goes – ‘you don’t give a damn about me, I’ve 

been off for a week and no one’s called’ – there’s not that 

communication or we haven’t supported each other and let each other 

know who’s attempted to make contact.  

 

Participants from rural and remote areas emphasised that decision makers at 

regional and state headquarters should better understand the unique rural and remote 

contexts for injury prevention and rehabilitation. People in support roles in rural and 

remote areas sought acceptance from regional and state management that providing 

support to members in rural and remote areas sometimes required flexibility such as 

changing recreational leave plans to accommodate circumstances that arose. 

Rehabilitation in rural and remote areas also required timely practical support and 

clear information from the regional injury management co-ordinator.  

I think [Regional IMC
31

] just understands people like myself. We don’t 

beat around, this process very often, you know, we might stumble in and 

we need things explained in a certain way. 

 

Members needed to understand stress and rehabilitation processes to be able 

to report concerns and navigate the workers’ compensation process if injured. 
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Providing confidential advice to members before they made the decision to report 

health concerns was suggested as a way of reducing their fears about accessing 

support. Another suggestion to encourage reporting was to ensure members were 

aware of the PSO network, including how to access them for advice or for referral 

onto the HSO if required. 

Once you get past that initial hurdle where you’re like, will I won’t I, will 

I won’t I, and even though you’ve like, you really, if you want to get help 

you’ve got to go down that path, I think you get over the initial hurdle 

where you’re kind of worried about it all. You really need somebody 

who knows how it all works and who you’ve got some kind of, um 

confidence in. 

 

Personal experiences with rehabilitation were seen by some as the best way to 

really understand the rehabilitation process. It was also suggested that these personal 

experiences could be shared with members new to the QPS to ensure that they would 

know what to do if they experienced a psychological or physical injury. However, it 

was reported that decision makers at the academy opposed the addition of any non-

operational information during the academy training period.   

Going to the very beginning of this and to where it starts with an injury 

and a WorkCover claim, either – I don’t know how many times out at the 

academy and I’ve spoken to our new senior sergeant about it – these 

young people coming through in the first years, they have no idea. 

They’ve never been, I don’t think they’ve ever been warned that they 

might get hurt out there and this is what you do about it. They come to a 

station, they get misinformation from somebody who’s probably never 

been hurt or whatever. And they’ve asked – can we not have some sort of 

segment covering that? The answer is – why tell them something they’re 

going to forget? It’s not immediately necessary for operational policing 

skills, they’ll find out when they need it. 

 

There were calls for a more holistic and comprehensive understanding of 

psychological issues, including personal stressors. This was highlighted by the 

comparisons with physical injury which members found easier to understand and 

therefore address. Practically useful website information designed for those members 

who did not have regular experience with rehabilitation was suggested as a resource 

for anyone to access. These websites would include flow charts, contact details and 

useful links, Furthermore, such sites should be regularly promoted to all members so 

all stakeholders could feel more informed and confident in the rehabilitation process.  

I think we need to, maybe arrange an email or something needs to be sent 

out so that people are aware of these sites exist. Um, a couple of younger 

trainees that I’ve had interested recently, I’ve just had idea, I wouldn’t 
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even know to go to the bulletin board and look up any HR issues if I 

wanted to know about something. And unless they’re spoon, spoon fed 

the information, um, or directed on where to get the information, they 

sort of just, walk, you know, blindly in. Or, through the process, just like. 

Its fine if they ask, but we are limited in what we can tell them. 

 

Understanding and realistic expectations of return to work was an issue for all 

stakeholders. More creative return to work strategies were required, with clarity 

about the requirements and processes for all stakeholders when injured workers 

returned to the workplace. Rehabilitation co-ordinators reported that injured workers 

and other stakeholders often had unrealistic expectations of the graded
32

 return to 

work positions offered.   

Some people seem to think … that we can just magically move them 

wherever they like, and give them any job that they require, when they 

know that time is for him, they’re supporting him as a police officer. 

They’re not supporting to um, for to cook meals for the station or make 

sure that the break fridge is full or whatever, they’re supporting him to do 

a job that the community expects them to do.    

 

Rehabilitation co-ordinators suggested that return to work options were not 

considered creatively or broadly enough and that more could be done to keep injured 

members within the QPS. 

We actually as com-cos
33

, we’ve got two people who are – one bloke’s 

on a returning to work, and another bloke he’s um, who’s got a crook 

back and who looked like he was being boarded out and we though oh 

well, we’ll have him as an extra. So he’s surplus to our gazetted strength. 

Um, property office is another spot people could go to, and I realise there 

are limitations with what, how much people can list, and how far they 

can stretch on return to work programs, but that’s another spot that I 

think is underused. Even in district and regional offices, um, and even 

with assisting an inspector with station inspections.  

 

Advice to injured workers about what to expect during the return to work 

process, as well as education for others in that workplace, would allow for more 

realistic expectations and more positive return to work experiences. There were also 

comments about unrealistic job tasks being included on return to work plans, 

demonstrating limited understanding on the part of RRCs of what these tasks actually 

entailed. Finally, realism entailed a more flexible definition of return to work to get 

positive outcomes rather than risking a failed return to work.  

                                                 
32

 Graded return to work refers to a temporary role with alternative duties designed to build the 

returning member’s work capacity up to normal duties. 
33

 Communication co-ordinators. 
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Maybe we need to also be a little bit more flexible about, whether we 

have, I mean, I don’t have a lot of rehab experience, but what the goal of 

rehab is? Returning back to that position? Back to exactly the same? 

That’s right and that’s the part of rehab that I was advised about a month 

ago, is that right? If the district officer is happy for her to remain, if his 

attitude is, well at least she’s back at work 5 days a week –let’s just leave 

it in 6 months, then that’s fine. 

 

Information about the health and safety of members and psychosocial support 

for the families of members was seen as essential. This was considered particularly 

relevant in rural and remote areas where the family often lived with the police officer 

in a house doubling as the town police station and, therefore, were directly aware of 

the risks involved in policing tasks and had limited ability to stay in touch while the 

officer was out on a job.  

What they’re saying is that there’s a, there’s a lot of stress on the spouses 

in [remote] places because they, they get dispatched to jobs which could 

be risky, it might not be safe for them, their communications are limited 

and their spouses know what they’re going to, what they are up to and it 

places a lot of stress on them as well. 

 

Informing the families of injured workers about rehabilitation processes and 

involving them as stakeholders with permission from the affected member was 

suggested as a measure to increase the success of rehabilitation. 

You need a system where if my wife could be there too, … or a family 

member – that is quite OK. You know someone to sit with, when we’re 

talking to the rehab person. Because it, it mellows the rehab person I 

know it would be, you know, because you get those other dynamics, and 

they’re not left out of the loop. They’re your only support. 

b) Understanding roles and responsibilities 

This sub-theme focuses on understanding support (i.e., PSO and HSO), rehabilitation 

(i.e., RRC) and HR roles, including who is responsible for what if a member is 

injured. PSO, HSO and RRC roles needed to be clarified and borders between HR 

and rehabilitation had to be more clearly defined to reduce confusion and increase 

the benefits of interventions. In remote areas support roles included more diverse 

tasks than in metropolitan areas adding to the workload and making the roles more 

complex and difficult to define.  

They wanted us to be two people even though we were rehab 

coordinators. A rehab coordinator is to get the person back to work, right? 
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The case manager somehow slips in here you know for early retirement
34

 

or you know, or sick leave bank
35

 … That’s where I believe that QPS is 

getting a bit confused as to how far the rehabilitation process actually 

goes. … There is a manual set out for our rehabilitation. 

 

Understanding the rights and responsibilities of injured members included 

calls for more commitment to and clarity about the requirements of rehabilitation for 

both injured workers and the organisation. 

Where they come back to their previous role – they are demanding rights 

and what have you even down to their childcare or what have you, I think 

there is a lot of issues there with the person we’re bringing back as well 

as the service. 

Yeah, it probably suggests the need for more clarity in the process on 

both sides.  

c) Training and skill development 

This sub-theme focuses on how and to whom training is provided for policing tasks, 

leadership skills, and rehabilitation and support roles. Discussions covered the 

frequency of operational training, the general attitudes towards training, and the need 

for additional support role training. More job specific and more frequent (i.e., more 

than six monthly) operational training was suggested to prevent injury, especially for 

high-risk actions. Participants felt that one-day training was not effective, suggesting 

that training should to be repeated and expanded. Examples included skills training 

and the supportive leadership workshops. 

We do POST and firearm training. POST is Police Operational Skills and 

Tactics. We are required to do that training at least once every six months 

along with firearms, now you are wrestling with drunks, sometimes our 

city beat crew would be doing it a couple of times a shift. … 

It’s only just been this semester that the [Place
36

] training office has been 

given approval from the inspector in-charge of all of this to run real life 

scenarios. … 

They do three scenarios, but it is going to be evaluated at the end of this 

year, but no one else in the state does it. 

 

Although viewed positively by members, training was also seen by many 

focus group participants as another avenue for the organisation to protect itself, 

                                                 
34

 Referring to the medical retirement process for a member not rehabilitated back to work after an 

injury or illness. 
35

 SLB is a fund contributed to by all members of the QPS to support extended sick leave 

requirements for some individuals. 
36

 Name of place removed. 
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which also contributed to some of the issues raised in the sub-theme on trust in the 

organisation. 

When I was suing the service for my stress injury – that was brought up 

by crown law, they brought up – oh well we’ve got these things in place - 

it didn’t matter. It was nothing for the situation I was in but it’s another 

thing they throw up, they throw up as a defence oh you went to this, this 

training and learnt all about stress. 

 

To increase the positive intended effects, it was suggested that training be 

taken more seriously and for skills training and supportive leadership to be repeated. 

Training should also be integrated into responsibilities, such as risk management for 

supervisors, as well as being included in annual review processes. Most participants 

agreed that single, one-day workshops for supportive leadership were not adequate 

and that there should be more emphasis on human behaviour, how to get the best 

from staff and how to recognise stress.  

It came out of the stress management working party that training was 

required, so that’s where it came from. But training as a one off, I don’t 

believe was what the stress management working party was 

contemplating. … 

When you do training, you’ve got to have some policies for it and for 

training it’s got to tie in to, is what I’m talking about. You can’t just run a 

training course and say – now we’ve done our bit. 

All we’re effectively doing is ticking a box. 

The intent is good, but it doesn’t change the organisation. … 

What the management’s not doing is implementing what they’ve learned 

at that training day. 

 

Additional training for RRCs in particular, as well as for PSOs, was also 

suggested to maximise their effectiveness. Suggestions included training to improve 

their understanding of psychosocial issues, and to improve understanding of QPS 

specific processes, as well as more regular group meetings to share ideas and build 

skills relevant to their support and rehabilitation roles. 

I don’t believe we actually engage our rehab co-ordinators as well as we 

could. … we have health and safety committee meetings, in regions 

every quarter, perhaps a similar thing could be done for rehab co-

ordinators. We can build those types of things in to bring these people in 

by some education and training. … 

You get a lot of rehab co-ordinators who don’t understand that and I 

think that there’s a need, you now not only to do the three day course that 

gets you your certificate but also, it needs at least another day, where you 

can talk about you know, what it really means, the nuts and bolts of 

things. Look we’ve recently done that in [Region], which was really 

beneficial, a lot of them came. 
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5.2.4 External Stakeholder Involvement 

Relationships with external stakeholders, such as health and rehabilitation service 

providers, insurers, other government departments, and semi-independent 

organisations linked to the QPS, affected or had the potential to affect prevention, 

rehabilitation and return to work initiatives within the QPS. The External 

Stakeholder Involvement theme emphasises the importance of communication with 

organisations, communities and individuals outside of the QPS, particularly in 

relation to prevention and rehabilitation interventions. An example of this is the 

quality and timeliness of communication between the QPS and WCQ regarding 

workers’ compensation claims and the facilitation of rehabilitation and return to 

work processes. 

a) External service provision 

Reviewing and continually improving relationships with external health providers, 

especially specialists, and rehabilitation providers, such as CRS Australia, was seen 

as an important aspect of improving return to work outcomes. Most participants 

agreed that external service providers were a source of positive input. 

They [i.e., QPS and WCQ] said go and see this lady [i.e., from CRS]. 

She was fabulous and she really fixed me up. 

 

However, there were also some issues with doctors and external rehabilitation 

providers not adequately understanding the QPS organisational context or the nature 

of policing work. This was compounded by the high staff turnover in some 

rehabilitation provider organisations.  

You send even them a PD position description and the knowledge of the 

doctor about what it is this person will undertake is often very limited so, 

it requires a high level of um, discussion on the part of the rehab officer 

or on the part of the, letters involved with the HR or the HSO to actually 

explain to the doctors what this all means. 

 

Suggestions to improve this situation included the provision of more 

induction training about the QPS context to local doctors and service providers, to 

contract providers for QPS rehabilitation work, and to increase the use of 

independent medical assessments for questionable medical certificates provided to 

QPS staff. 

Anyone’s entitled to go to the doctor for most causes, but if we’re going 

to be accepting certificates saying it’s a month off, due to a psychological 
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injury or a psychological matter, maybe we need to look at seeing an 

alternative doctor and there are due processes to do that, I’ve seen one, to 

get independent assessment and one should not be driven by personal 

knowledge or friendships. 

 

Participants from rural and remote areas raised two particular issues about 

local doctors. Firstly, doctors and QPS members who lived long-term in these areas 

developed personal relationships, which affected the impartiality of doctors’ 

assessment and treatment of members for work related injuries. Secondly, some 

areas only had short-term relieving doctors who were unable to work with the QPS to 

promote return to work. Both issues called for increased access to independent 

medical assessments and the use of a single person, such as the injury management 

co-ordinator or the HSO, to maintain contact with the doctors for all cases in that 

area.  

A lot of the doctors out here seem to relieve, they are only out here for a 

couple of months on end and it’s hardly great for them one on one. Also, 

some people just don’t want to come back to work. And therefore, they 

tend to express, what they have, express their feelings and injury and 

illnesses differently to the doctors. And the doctor’s obviously going to 

go on with the information they’ve been told by the patients, you know, 

our observations count for very little, when it comes to them doing up 

their letters for us to do their return to work plans. … 

That single point of contact from outside the QPS, to a doctor, I mean, it 

depends what you have a single district rehab coordinator do. 

 

Unlike rehabilitation service provision, the QPS did have arrangements in 

place for ongoing service provision with some organisations for the Employee 

Assistance Program, Intensive Case Management, HR services and structural asset 

maintenance. 

In intensive case management I think there were preferred providers. 

Yeah, that’s different [i.e., to early intervention] 

b) Insurer, regulator and public mandates 

Whilst some decision makers and RRCs were satisfied with their experiences with 

WCQ, many focus group participants were not, especially when compared to the 

rehabilitation offered to defence personnel by the Department of Veteran Affairs 

(DVA). This added to the negative views of QPS rehabilitation experiences.  

They [i.e., DVA] couldn’t do more for me, um and ah, it’s …  

Very different [i.e., to WCQ] – it is. 
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There were also mixed views about the quality of the WCQ claims 

investigation process depending on the geographic area, with some members in 

rehabilitation and management roles noting improvements and others indicating 

ongoing problems in working with WCQ. 

I think WorkCover are actually starting to maybe look at it more um, 

cynically? Um, they’ve had a long time serving the police service now 

and they’re probably a lot more able to discern that something might be 

questionable and they look a little bit more deeply. … 

In our area they seem to call on various people to be assessors. We’ve 

got one who’s a failed solicitor and he’s just absolutely hopeless.  

 

There were some complaints about the tendency for WCQ to reject stress 

claims not clearly linked to a traumatic event and to push for early case closure 

rather than focusing on sustainable return to work. 

They [i.e., claims managers] all seem to focus around oh, I’ve got to 

close the, close the claim and I might just as well close the notes, if this is 

not ongoing, you know like we, how’s things going? Are you still back in 

OK and are you managing in your work place all right? There’s none of 

that it’s like, oh well. 

 

Insurers and regulators other than WCQ also impacted on QPS prevention 

and rehabilitation efforts. For example funding from the Queensland Government 

was targeted at politically sensitive issues rather than QPS employee health. 

Participants also noted the impact of wage replacements from QSuper
37

 reducing 

injured worker motivation to return to work; QComp
38

 overturning decisions about 

claims; and lawyers drawing the focus from rehabilitation to litigation. 

Political agendas that you keep the crime off the street, and um, the next 

thing is someone can get voted in or voted out so, then um, they’ve got 

an organisation that’s having to report to politicians regularly on crime 

stats. So all the money that they get is going to go towards keeping crime 

off the streets.  

 

Media mandates also affected prevention and rehabilitation by adding the 

pressure of negative publicity to organisational decisions. For example, the Courier 

Mail was known to run negative stories about the QPS, which impacted internal 

decisions about employee wellbeing if they could be construed in a negative light by 

the media. Similarly, social mandates included the expectations of small 

communities hampering graded return to work programs and work life balance with 

                                                 
37

 QSuper is the Queensland State Public Sector Superannuation Scheme (QComp, 2008). 
38

 QComp is the Queensland Workers’ Compensation Regulatory Authority (QSuper, 2011). 
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expectations of a policing response from local police officers irrespective of injury, 

illness or personal commitments.  

They could be in the backyard celebrating a christening of their child, but 

there’s an expectation that they’ll still provide a policing response. But, 

ah, from an injury perspective, I think it’s extremely difficult to manage 

at the small stations. 

c) Cross departmental linkages 

Host employment
39

 with other government departments was seen as both a challenge 

and an underutilised opportunity to maximise rehabilitation outcomes. Participants 

shared some positive reports about local collaborations between RRCs from different 

government departments to increase the pool of return to work options. The 

challenge for the QPS in this collaboration included the detailed background 

checking required before someone from another government department could 

commence any tasks within the QPS.  

You’re talking a pretty significant cultural shift, where departments, can 

work together. …  

Not only for a rehab purposes as well, but when they’re working they 

may say to you, I never want to come back to QPS and I want to be, I’ve 

always wanted to be a gardener in our old state school. Oh, OK well 

we’ll see what we can do. You know, so you’re actually what you’re 

doing is giving him say 6-8 weeks rehab plan, to – if he really likes 

mowing grass, and if he does, hopefully there’s a vacancy there and 

they’ll take him on. That’s the idea. Unfortunately with our system in 

QPS, can you imagine taking, say a firie or ambo on and putting them 

into the … that area as well? 

 

Other government departments with the potential to affect injury prevention 

and rehabilitation opportunities for the QPS, included Emergency services, 

Queensland Health, Education Queensland, the Australian Defence Force and other 

state police jurisdictions, especially in remote areas where the only other 

professionals were representatives of these government departments. 

I have to do a lot of networking here with outside agencies, trying to find, 

even somebody to replace me, a locum, is very difficult. 

 

 

 

 

 

                                                 
39

 Host employment is a form of graded return to work with an alternative organisation when suitable 

duties cannot be found within the injured worker’s own organisation. 
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d) Semi-independent collaborations 

Organisations linked to the QPS, but somewhat independent of its management 

structures included Legacy
40

, the Police Union, and internal groups sanctioned by the 

Commissioner, such as the Women’s Advisory Group. Legacy in particular was seen 

as an organisation that could play a more significant role in supporting members 

experiencing psychological problems. Participants also suggested that the Union 

could collaborate with the QPS on injury and illness prevention initiatives.  

I got onto the Legacy people just recently … they fly under the radar all 

the way through. They seem to have a really good way of dealing with ah, 

legacy issues and other issues, you know like, people who are, or family 

member whose ah, husbands, wives, whatever, have died on the job, and 

they support um, their family through certain processes. 

5.2.5 Resource Provision 

The Resource Provision theme focuses on the availability and provision of resources 

and the resulting impact on prevention and rehabilitation. It also refers to the 

communication required for transparent decisions about resource acquisition. The 

issue of resources was raised in a variety of contexts across all groups. In relation to 

human resources, there were calls for staffing levels to be increased across all areas 

of the organisation to relieve workloads, as well as for additional efforts to reduce 

attrition by increasing care for QPS members. Directly related to physical injury and 

psychological ill health, additional human and material resources were seen as a way 

to prevent primary and secondary injury by reducing the workloads on individuals, 

increasing opportunities to work in teams, and providing equipment to enhance 

operational safety. There were also calls for increased staffing levels of support 

personnel, such as RRCs, HSOs, PSOs and HR staff to reduce attrition of staff as a 

result of stress and injury. Finally, there was some acknowledgement of the need to 

consider the lack of community resources and services in remote areas, increasing 

the requirements on the QPS to provide these resources and services directly to staff 

in remote communities to maintain health and wellbeing and therefore capacity to 

work.  

 

                                                 
40

 “The Queensland Police Legacy Scheme is an independent charitable organisation, established in 

1971 to assist eligible dependent families of deceased Queensland police officers; police officers 

whose spouse/partner has died and police officers who are deemed to be suffering from an 

incurable/terminal illness” (Queensland Police Legacy Scheme, 2010, para 1). 
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a) Human resource management 

Numerous focus group participants called for a general increase in staffing levels, 

especially for operational policing and in country areas. However, some participants 

felt that overall staffing was adequate although poorly distributed. Most participants 

agreed that having staff on leave or on rehabilitation had a significant impact due to 

the minimal staffing models used in most areas of the QPS. This was particularly 

accentuated in rural and remote areas where staff numbers were already distributed 

over large geographic areas. This sub-theme is linked to recruitment processes, 

attrition, as well as the broader context of the Australian labour market, including the 

staffing issues of other police organisations in Australia creating competition for 

qualified and experienced police officers. In this context, participants discussed more 

effective recruitment strategies and the need to get the right people for the job, as 

well as the need for more effective job specific training to reduce attrition. 

We’re going backwards. Funding and staff have always been a 

problem… 

It’ll be a blessing if we get more funding for staff but for the problem to 

be gone – it will never happen. 

 

Solutions to improving staffing levels to decrease the risk of stress and injury 

therefore needed to consider both internal and external factors. The impact of the 

labour market on QPS recruitment further accentuated human resource issues. For 

example labour market competition resulted in a loss of good candidates to other 

police organisations and the military, leaving less suitable candidates for the QPS to 

employ, which further increased injury, stress and attrition risks. Internal recruitment 

processes were unable to keep up with staff attrition further perpetuating the cycle of 

inadequate staff numbers and members leaving the QPS. 

Then it’s like cops with like three seconds service, sergeants is like – 

heap of service and no in between.  … and you can’t blame anybody for 

not wanting to keep doing that. 

 

Increasing administration workloads also impacted on existing human 

resources by reducing the time available for police officers to be out on operational 

duties.   

Q-crime is in the system, an integrated system that’s supposed to enter 

information once and it accesses everything. 

… and then Q-crime is going to be one of the biggest factors in forcing a 

lot of police out of this job. … 
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Yeah, it’s um, it’s a great system, but it’s off the shelf.  It’s bought 

straight off the shelf.  And a lot of things you don’t need on it, but you’ve 

got to have because it’s in the product.   

 

Accommodating leave within the available human resources increased 

pressure on staff. This was a major issue in districts with small staff numbers where a 

relatively small percentage of simultaneous absences had a major impact on capacity 

to provide effective policing services. There was a suggestion to revisit the relieving 

pool system, which the QPS had in the past, where relieving staff from major centres 

were sent out to other areas in the region when required.  

The staffing model is the minimal staffing model, so if anyone goes sick 

or on leave there is no one in to replace them. 

 

Another division covers their division, so basically one officer covers 

two divisions. 

 

Unequal distribution of staff across roles and geographic areas generated 

questions about how effective it was for the QPS to accommodate staff with long-

term injuries in non-operational positions in major centres when there was a shortage 

of operational police officers in rural and remote areas. Staff distribution was also 

impacted by recruitment processes, which required applicants to demonstrate 

relevant life and work experience, such as a trade, and/or academic achievement. 

These requirements resulted in higher numbers of older applicants with less 

willingness to move to remote areas than the younger applicants who had been 

recruited by the QPS in the past. It was therefore suggested that in order to address 

staffing numbers in remote areas, the QPS would need to broaden its recruitment 

criteria as well as incorporate the requirement to move staff around the state into 

Enterprise Bargaining Agreements.  

In reality we’ve got pretty high staff numbers but they’re just not in 

operational roles in country police stations. … 

So, you know we can’t continue to find space and say – what do we do 

with these people [i.e., non-operational members]? 

 

Most participants agreed that more effort and resources were required to 

reduce attrition of experienced staff. The issue of attrition was linked to inadequate 

recruitment processes, prevention measures, and rehabilitation strategies, as well as 

the common attitude that human resources were expendable. There were several 

discussions indicating a need to break the cycle of low staff numbers contributing to 
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high workloads and stress, increasing the risk of injury and resulting in high levels of 

attrition. This was seen as a waste of both human and fiscal resources.  

They should be worrying more about the people who leave and why they 

leave, than “oh, we’ll just keep recruiting all these people who have just 

got no idea”.   

 

Civilianisation of QPS positions, such as in radio control rooms, contributed 

to attrition by reducing options for returning injured police officers to work on non-

operational duties. There were some suggestions for more creative rehabilitation 

strategies to retain both injured workers as well as members needing more flexible 

work arrangements within the organisation. 

We had one bloke who, who, was on long term sick leave, from a 

personal action he was judged sick and couldn’t work general duties, but 

we had him at the station Monday to Friday, you know he could work six 

hours and he had a [Condition] … and so he um, we had him doing all 

our fraud investigations. 

 

Most focus groups discussed the advantages and disadvantages of special 

rostering, such as longer but less frequent shifts or rostering part-time staff, to 

accommodate some members and to increase team spirit in certain areas. For 

example, there was general agreement about the benefits of team rostering to boost 

morale, but most also agreed that it presented some challenges for the rostering of 

the available human resources, especially in the context of minimal staffing models. 

Similarly, part-time and rehabilitation rostering presented both benefits, such as the 

flexibility to keep people at work, and challenges associated with rostering other 

staff to accommodate these special needs. 

If you get a couple of people go off on light duties on a rehab plan, they 

have to work Monday to Friday 8 to 4, so all their counter parts, they’ve 

got to do the graveyard shifts, the late shifts, it puts them all under stress, 

under pressure, and it runs down through the family, it comes back to the 

roster clerk, through management, ‘why am I working all these bloody 

late shifts?’ 

 

Non-operational rehabilitation and alternate return to work duties also created 

additional work for operational police officers. Rehabilitation co-ordinators and 

management struggled to balance the benefits of achieving any return to work 

against the issue of having no backfill for that member’s position during the alternate 

return to work program in another part of the organisation. 
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It [i.e., being non-operational] has impact for the other operational police 

officers covering positions not filled and it’s a workload issue and a 

management issue. 

I think you would find that the OCs would be answerable and 

accountable from the staff because they prefer them to work in any 

capacity at their station so that they’re not. As soon as the worker goes 

out into a different section to work in a different area then they’ve lost a 

staff member so, … 

There is no backfill. 

  

Having a reserves branch, such as using retired police as reserves, was a 

contentious suggestion, with concerns raised about the physical capacity of a retired 

police officer to fill in for an operational police officer and about the currency of 

their legislative knowledge.  

But, I don’t think you can equate the military reserves concept to a police 

reserve. I mean, the very core of the problem to my mind is, it’s not their 

physical skills, it’s they’re evidence skills. We have a group of people 

that aren’t full time operational people, that aren’t up to date with all the 

legislative changes and they just can’t go and arrest someone. They’ll 

stuff it up and we’ll have a civil action on our hands. 

b) Support role staffing and resources 

Resources for support roles were discussed both generally, as well as for specific 

support roles including HSOs and PSOs, as well as RRCs, Workplace Health and 

Safety Officers (WHSOs) and HR staff. Time was the most extensively discussed 

resource for these roles, especially where individuals in the support roles also had a 

substantive other position within the QPS. Addressing this resource issue was seen as 

important to meeting health and safety and workers’ compensation legislative 

requirements, to reduce the costs associated with injury and illness work absence, to 

provide adequate support to prevent stress issues from escalating to psychological 

injury, and to optimise rehabilitation and return to work outcomes. This sub-theme is 

also related to the sub-theme on support role recruitment, both in terms of how 

recruitment processes find enough of the right people for support roles, as well as in 

the context of the high workloads of support staff creating additional challenges for 

recruiting members into the roles. Discussions in all six focus groups indicated that 

staffing and resources needed to improve generally for support roles. 

All you can do is try [i.e., to do combined RRC & PSO roles]. Yeah and 

you’re pushed to the n’th degree sometimes because you’ve got other 

jobs. 

 



115 

Support and time for HSOs and PSOs was generally discussed together due to 

the common ground their roles share and their need to support each other in 

addressing the psychosocial needs of staff. Apart from calls for more HSOs and 

PSOs, this sub-theme also considered the notion of having dedicated PSOs rather 

than officers and administrative staff, who performed the PSO role in addition to 

their substantive duties. Investing in PSOs and HSOs was seen as cost effective due 

to their role in preventing escalation of stress issues, however, the cost benefits were 

acknowledged as being difficult to measure. 

It should be pushed and pushed hard, PSOs, because I don’t think this 

department knows how much money these people will save for the 

WorkCover premium. 

 

The calls for more RRCs, WHSOs, HR and administrative support were often 

discussed within the same context. This included the need for more dedicated, rather 

than second-hat roles, both in the interests of meeting the requirements and 

challenges of rehabilitation work, especially for workers’ compensation claims, as 

well as to free up operational police officers to do their substantive work more 

effectively.  

I reckon they are sucking on the energy of rehab coordinators. You know 

at the regional level, because they are using them to do HR functions. 

 

Health and Safety and RRC roles were seen to impact on the performance of 

substantive duties and added to the workload problems of operational officers. 

The police provide the police to be on the road doing what we have to do, 

and we continually carry these additional roles which we have to, and, 

and we haven’t even got a … rehabilitation coordinator that, who covers 

it in a professional way. The problem that I have is it’s an 

extremely …extremely onerous task, it takes up a lot of their time and 

energy, and ah, it certainly increases their stress levels so they can’t get 

their own work done. 

 

 Having time allocated on the roster for RRC work was often difficult for 

members with other substantive positions, such as operational police officers, but 

seen as important to get return to work outcomes and to also leave some time for 

health and safety initiatives.  

The only way you’re going to get good communication and get people 

back to work is to visit them, is to be in contact with them, to support 

them - you run out of time. You finish up doing it after hours, weekends, 

and in the end you get to a stage where you burn out or you go hey, I 

can’t do this anymore. 
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The regional Injury Management Co-ordinator (IMC) played an important 

role in providing support and advice to part-time RRCs and Officers in Charge 

(OICs). Participant checks indicated that the need for additional rehabilitation co-

ordinators had been met in this region, but that they would require ongoing support 

from an experienced injury manager. 

Providing there’s sufficient police officers doing it [i.e., rehab], it works 

quite well, but, behind those police officers within the district, we need to 

have someone like [Regional IMC] who provides the specialist 

knowledge there, as [Name] said, when it comes to interacting with 

doctors, rather than have say, the ten rehab coordinators that we will have 

out here in [District], liaising with the doctor. 

 

There was significant ongoing debate between all members of one focus 

group about the benefits and challenges of having a designated district rehabilitation 

co-ordinator in remote geographic areas. Benefits included reducing the load on 

operational staff and having someone focus on rehabilitation rather than on multiple 

other roles. Anticipated challenges for a full-time district RRC included excessive 

caseloads, driving distances, not being on-site and the costs associated with having 

someone dedicated to this role. This debate led to a consensus that dedicated RRCs 

would be beneficial, provided they received local support to manage the workload 

and distance issues. This consensus represented a solution for a range of prevention 

and rehabilitation issues raised in the Phase 1 interviews and the Phase 2 focus 

groups, including the pressures associated with rehabilitation responsibilities being 

added onto substantive roles and the quality of rehabilitation interventions. Role 

conflicts between substantive duties, such as a supervisor position, and rehabilitation 

support tasks also impacted on rehabilitation and return to work decisions. 

You don’t want them [i.e., QPS full-time RRCs] to end up like the people 

from WorkCover where they have their caseloads just out of control.  I 

think if you have the full-time rehab officers you’ll also need to have 

some other consultative process that they can consult with um, other 

representatives within that, you know, that district. 

It’d be great for each district to have a designated rehab coordinator – 

that that’s their job. It’s not an ‘add on’ to someone. You know, the 

trouble is the further west you go the more hats people have to wear. 

c) Rural and remote resourcing 

Rural and remote resource issues were seen as distinct from metropolitan resource 

issues due to the lack of community resources available in some areas. This included 
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the lack of opportunity for escape from the local area for rest and relaxation, the cost 

of travel, the absence of reliable communication systems, the lack of professional 

services and the lack of suitable duties options. The consequence of the absence of 

these resources increased the onus on the QPS to provide them, which was seen as an 

additional expense in remote regions. Participants emphasised the need to factor the 

lack of community resources and distances in rural and remote areas into decisions 

made about rehabilitation processes and costs. The tyranny of distance was a 

significant factor in remote resource issues, impacting on time away from work to 

attend appointments in major centres, as well as impacting on injured members, their 

families and their communities during longer treatment and rehabilitation absences, 

such as hospital stays.  

The QPS takes care of them [i.e., the family] very well, but it doesn’t 

stop the, the stress and the, the um, physical implications in an area like 

this and if we’ve got to get somebody say, transported to [City] for three 

weeks, for a reasonable long term, and so then we’ve got to help the 

family get across and do that, but then we’ve got all those other issues – 

replacing them at the station, etc, etc, finding them accommodation and 

that’s say for the family themselves, they pull kids out of school, they put 

jobs on hold, so um, all that affects the rehab. 

 

Limited local health services, the absence of other government organisations, 

limited facilities in one-man stations, and the general absence of support structures, 

as well as the limited qualifications, experience, skills and/or professional 

objectivity
41

 of GPs were also raised as resource issues affecting prevention and 

rehabilitation in rural and remote areas. It was suggested that investing in 

rehabilitating injured members quickly would prevent longer-term problems and 

costs. 

We don’t have them [i.e., external health providers] out here. … They’re 

some of the guys that have quite serious injuries. But because it’s 

misdiagnosed or not actioned, they turn it into a permanent physical 

injury. …  

It’s probably going to save them a lot of grief. Get professional help for 

them straight away, fixed up, come back. 

 

However, some participants questioned this investment in rehabilitation at the 

expense of other services that would benefit the majority of the members in rural and 

remote areas. These discussions raised questions about the positioning of 

                                                 
41

 Personal relationships between GPs and QPS staff in small country towns was thought to 

compromise professional objectivity in some cases. 
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rehabilitation in the context of resource implications and broader organisational 

issues, including members’ need to understand of the costs associated with long term 

absence and failed return to work. Solutions to reducing long-term absence and 

attrition included providing more local rehabilitation, as well as ensuring access to 

medical services in major centres to facilitate early effective intervention. 

[Town] is the hub of the remote area out here, we deal with all the 

stations, I mean, [Town] would be the best place to have an office and 

manage it [i.e., rehabilitation]. To have everything that needs to be 

happening here.  

  

Technological problems delayed one focus group by 20 minutes. The process 

of trying to establish the two-way video link between the regional centre and the 

remote district demonstrated some of the communication challenges in rural and 

remote areas. There was significant discussion among several groups about the need 

for additional communication measures in rural and remote areas to compensate for 

distance, isolation and lack of community resources. These measures were also 

considered likely to combat stressors resulting from poor communication technology, 

as well as to increase opportunities to recognise early signs of mental health issues. 

More satellite phones or an effective radio network were suggested to address some 

of the communication issues in remote areas. 

Some of the divisions have them, but then, if we have a proper 

communication network set up, there’d be no need to buy sat phones, 

you’d just be doing it on the radio network. 

 

Lack of suitable duties and staff relief options in rural and remote areas 

impacted on options for rehabilitation and graded return to work of injured members. 

Issues raised included the general lack of non-operational duties available in non-

metropolitan areas, suitable duties options not being cost effective or useful to the 

QPS, and relieving staff not being available. Some participants questioned whether 

relieving staff would be cost effective in the context of other organisational resource 

requirements if they were available.   

There’s solutions [i.e., to providing suitable duties] there but they are not 

cost effective because the stations are probably relocating that person to a 

much bigger centre like [Cities] for the sake of an injury. … 

Even here, we’re very limited here as to where people can work on 

restricted duties.   

 

Addressing some of the rural and remote resource issues was seen as an 

important aspect of promoting country service, which was a continuing challenge in 
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most remote areas. Housing was most frequently mentioned as a draw card with the 

emphasis being on the need for enough suitable housing to encourage members to 

take country jobs, thus addressing the identified staff shortages. 

Housing is one of the biggest issues that you’ve got with young fellas or 

people who are interested in coming out or even families to come out to a 

place like this and try and do their time out in the bush. 

 

As country service could not be mandated, two avenues for promoting careers 

for members willing to serve in rural and remote areas were suggested. The first was 

an initiative already being implemented in one district where job satisfaction and a 

broad range of experiences was ensured via individualised professional development 

and rotating positions, especially for the younger in service members. The second 

was to increase opportunities for promotion in country areas, whilst reducing them in 

major metropolitan centres. Access to entertainment was also mentioned as a factor 

in drawing members to rural and remote areas and all of these suggestions were 

linked to the QPS demonstrating an increased funding commitment to non-

metropolitan areas. 

The only way to actually um, deal with that now is to actually go out of 

your way to prevent promotion in the southeast corner. And make the 

only avenue for promotion in country centres. 

d) Miscellaneous resource issues 

Money and material resources were also discussed, including examples of false 

economies and inadequate valuing of human resources in some decisions made about 

spending money, especially for prevention and early intervention measures. The 

issues included inappropriate cost saving measures in responding to safety concerns 

and the emphasis on spending money on political hot topics, such as keeping crime 

of the streets, with limited regard for the wellbeing of officers. Suggestions included 

having 24-hour regional hotlines to take pressure of smaller stations, providing 

additional resources for psychometric testing and intervention, and exploring an 

expanded role for Legacy
42

 to support injured or ill officers. Finally, investing in 

specialist doctors to make early assessments of serious injury or potentially long-

                                                 
42

 Legacy is a semi-independent organisation associated with the QPS and funded by donations from 

its members and the public. The purpose of Legacy is to support members and their families, 

especially when there has been loss of life in the call of duty (Queensland Police Legacy Scheme, 

2010). 
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term illness and facilitating early decisions about rehabilitation goals was suggested 

as more cost-effective than having people on long-term sick leave. 

I’m asking for a specialist doctor to come out here within a week of them 

being assessed so that the specialist can make an independent assessment 

and finally say; look, now that person can come back to work; or; this 

person needs one month and that’s about it; or this person will never, 

ever be right; um, and those calls need to be made. I mean, as [Name] 

said, one officer’s been on sick leave for eleven months, until someone 

behind me said; oh well, I don’t think he’s ever going to be right; well, 

for that person to be replaced, that’s sixty five thousand dollars, we spent 

for somebody to basically stay home. 

 

There were also some suggestions that the negative impact of the QPS sick 

leave bank
43

 and insurance compensation systems on return to work needed to be 

reviewed, although this was contested by some and acknowledged as unlikely to 

change by others.  The ageing workforce, sick leave bank, compensation systems and 

the cost of medical technology were discussed in terms of their impact on the 

organisation’s resources and on the accuracy of cost measures used to demonstrate 

improved injury prevention and rehabilitation outcomes.  

If we’ve got an ageing active work force that’s automatically more 

expensive in a lot of respects.  If you think about the potential for more 

serious injuries and also medical costs are going up so, we used to do x-

rays, now, we do MRIs. They’re already more expensive so, to say that – 

oh well, you know, we’ve reduced this, well you need to reduce this by 

10% - or whatever, that can be a very difficult target and an unrealistic 

thing in some respects and misused because a lot of the things are out of 

your control – you can’t manage.  You might be able to aim for a target 

of 10% less time lost. 

5.2.6 Selection Processes  

The Selection Processes theme includes the systems and procedures utilised for 

recruiting people into the QPS, as well as recruiting existing members into support 

roles and promoting members to higher ranks and leadership roles. Communication 

played a significant role in making these processes transparent and effective. 

Selection processes were linked to injury and illness prevention and rehabilitation in 

several ways, acknowledging their impact on the skill mix of teams, the quality of 

support available to QPS members, and the effectiveness of leadership within 

stations, districts and regions. All six groups discussed selection processes including 

                                                 
43

 SLB is a fund contributed to by all members of the QPS to support extended sick leave 

requirements for some individuals. 
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initial recruitment into the QPS, promotion within the QPS and selection of current 

members for support roles such as RRC and PSO.  

a) Initial recruitment and orientation 

In terms of general recruitment, it was suggested that procedures needed to be faster, 

because the QPS was losing the best candidates to other organisations, and that the 

criteria for general QPS recruitment had to be reviewed to address the human 

resource needs of all areas of the QPS. It was suggested that more job information be 

provided up front so potential recruits understood the demands and realities of the 

job before they signed up and that selection should include psycho-metric testing. 

New recruits were often inadequately informed during the recruitment process about 

the realities of policing work and the QPS, resulting in poor recruitment results for 

the organisation, particularly in country areas, and increased risk of psychological 

injury within the first few years of service. 

Criteria and procedures for general QPS recruitment also needed to be 

reviewed to get better recruits. Participants in all six focus groups suggested that 

criteria needed to more closely reflect the demographics of the general population 

and the required skill mix in the QPS. They commented on the perception that the 

current criteria seemed to favour people who would expect promotion and who 

would not remain in general duties any longer than necessary further accentuating 

the existing human resource issues for operational police. Similarly, recruitment 

procedures were not addressing staffing shortages in country areas. There was some 

acknowledgement of the need to increase numbers to address staff shortages, but also 

that accepting unsuitable recruits was increasing the rate of injury and attrition and 

negatively impacting on existing members of the organisation. Delays in recruitment 

procedures were cited as a key reason for losing the most qualified applicants.  

We’ve got that many examples now of suitable applicants, male and 

female, many of them now with law degrees are waiting up to 11 to 15 

months to be processed through to the police academy. We have got two 

academies now. It’s just too long. 

 

On the other hand, application criteria were preventing potentially good 

applicants from applying in the first place impacting on the recruitment of potentially 

good operational officers where the most significant staff shortages had already been 

identified. 
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The recruiting criteria really does not suit the actual job. You have to 

have a certain amount of tertiary study before they will even consider 

you. Again you are forgetting about people with certain life skills, people 

with trades and other services, like armed services perhaps, are only ever 

going to become a senior constable and will be happy with that and are 

good at it.  

 

The criteria had also increased the average age of applicants, restricting 

flexibility to deploy people outside of their established home base and therefore 

further impacting on shortages of operational police in rural and remote areas. 

Recruiting people from rural and remote areas was flagged as a potential solution, 

but partly dismissed due to the perception that there were limited numbers of suitable 

candidates in these areas and the concern that policing in low population areas was 

fraught with conflict of interest stressors for members who had grown up in that area. 

The recruitment of unsuitable candidates was a major concern in country areas where 

isolation required officers with strong attributes for independent work. 

The academy needs a bomb put under it. Because they’re sending people 

out here that are entirely unsuitable. … 

They’re not even suitable as a police officer, let alone out here. 

 

Psychometric testing and specialist recruitment standards were seen as 

inadequately applied to selecting people most suited to the rigours of police work. 

Participants in rehabilitation, support and management roles in particular felt that 

new recruits were being put at risk by being selected into work they were not suited 

for. Testing was also suggested for specialist areas and as an ongoing monitoring tool.  

The idea is that yeah, prevention in terms of screening and also in terms 

of ongoing assessment when they’re put into a job like child protection or 

the [Area], which I deal with, we have got a process in place now to 

screen people there and to put in ongoing assessment to see how they’re 

going in those areas. 

 

However, there was also considerable questioning regarding if and how 

psychometric testing should be applied, including its disadvantages, potential 

consequences and costs.  

And any psychometric testing can, certainly in our command, we’re 

actually looking, … , have introduced them, a range of psychometric 

testing. There are huge implications for the service in terms of cost, 

staffing levels that need to be introduced to actually be able to put a 

regime in place for psychometric testing. 
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There was strong agreement in three of the groups that information about the 

realities of the job was not being adequately provided to new recruits. All groups 

agreed that this area needed to be improved, with more honest information about the 

general operational duties expected of all new recruits.  

Now there doesn’t seem to be an understanding about what the job really 

means, and that everyone has to serve their time in generals, before they 

can move on to other areas. And we’re getting a lot of, you know, second 

and third years who just aren’t coping with what it means to be an 

operational officer. 

 

Similarly, it was recommended that upfront and clear information about the 

expectation that officers do country service be provided during the initial recruitment 

process. There was some acknowledgement that this was difficult in times when the 

QPS could not get enough recruits.  

At the front gate of the academy there needs to be this education process. 

We need the wife there, and the husband and say – right, you’re going to 

join the coppers, this is what’s going to happen to you as a family, and 

it’s going to happen in 12 months time. We can guarantee that on such 

and such a date in [year], you lot are on your way north.  

b) Support role recruitment 

All groups discussed recruitment processes for support roles and the qualities of 

members recruited into support roles. There was broad agreement that support roles 

needed to be filled with people who had the most suitable interpersonal qualities to 

provide effective support and rehabilitation rather than people who were using the 

role for their résumé or who were required to take on the role by an OIC.  

We see a lot of the Connies
44

 at the station, that have got PSOs that jump 

on the bandwagon and do all these great courses to build their résumé 

and the last thing I am going to do is go and talk to them about policing 

problems. … 

It’s almost like mentoring role. It’s got to be like, a senior person who 

has a good humanitarian type attitude.   

 

Despite the qualities senior members brought to support roles, such as 

maturity, there were concerns about higher-ranking officers in PSO and RRC roles 

having an intimidating effect on members in need of support or rehabilitation. 

Those people are still with us and still being sent along to the training 

sessions and you know that no one’s going to go and speak to them. … 

                                                 
44

 Constables 
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What we’re trying to get rid of in our region is the higher rank of PSOs, 

such as an inspector because … Well they can only look after one 

another can’t they? 

 

Opinions on the details of the necessary selection criteria for support roles 

varied slightly, but empathy, genuine interest, goal focused, good organisation skills, 

maturity and life experience were key factors raised. 

Well a mixture of things, but empathetic, but at the same time being goal 

focused that we are trying to get the people back. To their pre-injury job 

and um, sometimes you’ve got a rehab co-ordinator who really can’t 

cope with what the injury that they’re actually dealing with so, just 

looking at making sure you’ve got a good skills mix. 

 

Participants agreed that choice should be a factor in support role recruitment, 

with volunteers selected for their genuine interest in the role and relevant qualities 

for the role.  However, it was reported that in some areas members were still being 

directed to take on these roles, removing the element of choice from both the 

member having to play the RRC role and the members the RRC was directed to 

rehabilitate.  

Can I say that a lot of these people are being told they have to do it? … 

All of a sudden I’m going to be given rehabilitation roles for people who 

are outside of my district, because that’s what they want, people on my 

level. So, I’m going to be trying to bring someone back on line from 

[Towns]. 

c) Promotion processes 

Discussions about promotion varied considerably and seemed to be most affected by 

participants’ experiences with leaders or in leadership roles. Suggestions focused on 

increasing the leadership skills and personal qualities criteria for promotion in order 

to achieve a more supportive leadership profile in the organisation. Participant 

checks indicated that the promotion process was quite rigorous and better than it had 

been in the past. However, disadvantages of the promotion system in place during 

data collection were identified as favouring people with strong résumé writing and 

interview presentation skills over members who had a good service and collegiality 

record. 

They [i.e., promotion systems] are a problem because it’s a resume 

driven promotion system and because of that you can actually see it 

being it is reverse corruption. An example of that is, if you are really 

good at writing a résumé … you are really good at interview, and your 

referees are really good, you are likely to get the job or at least get 
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interviewed. However if your OIC or your assistant commissioner knows 

you are a dud, but you still fulfil those things you are going to get the job, 

you are unstoppable, and that’s what happens. In the old system it wasn’t 

good either, all you had to do was pass an exam, and you had to get your 

seniority up and you just went through the ranks, that wasn’t perfect 

either but it was less fraught. 

 

It was therefore suggested that senior performance reviews and promotion 

include criteria about demonstrated people management skills.   

When you come back into the station you’re dealing with a young 

constable or whoever it might be, the admin staff, then you acknowledge 

their rights, their dignity, their entitlement to reasonable behaviour. And 

it’s only by you having a track record of that will you go beyond this 

rank. And we need to be able to say that to people. 

5.2.7 Prevention and Rehabilitation Systems 

The Prevention and Rehabilitation Systems theme describes issues about existing 

frameworks for prevention and rehabilitation procedures within the QPS, and also 

includes responsibilities within those systems. It was suggested that support, 

rehabilitation and leadership roles should be further clarified and more effectively 

co-ordinated to streamline these systems. The effectiveness of prevention and 

rehabilitation systems depended on communication about those processes to gain 

support and engagement from members. Some of the gaps between policy and 

practice were attributed to a lack of clear communication about how policy should be 

implemented in different regions. 

Several improvements to prevention, rehabilitation and return to work 

processes where suggested. For example, comparisons were drawn with the 

debriefing processes used in Emergency Services, suggesting the QPS consider more 

structured approaches to responding to members’ experiences of traumatic events. 

For rehabilitation, an additional case management role was one suggestion to 

increase the cohesion between the numerous stakeholders involved in rehabilitation. 

To promote return to work, participants discussed the need to resolve restrictions in 

moving people around within the organisation. The organisational structure and 

geographical challenges of the QPS were acknowledged as needing flexible and 

creative solutions to systems change in different areas of the organisation. Whatever 

the changes made, participants felt it important that the QPS demonstrate their efforts 

to members via effective communication. 
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a) Support role co-ordination 

This systems sub-theme includes co-ordination and organisation of support and 

rehabilitation roles, such as rehabilitation co-ordinator role structures and advocacy 

for return to work opportunities. Participants indicated widespread confusion about 

the different roles involved in rehabilitation, what should be included in their training 

and what to expect of them. It was therefore suggested that roles be more clearly 

defined and that different support roles work together instead of in isolation. This 

included the need for consultation between different support roles to make sure 

injured workers were neither overwhelmed with numerous contacts nor left 

completely unsupported. It was suggested that contact with injured workers should 

be organised to ensure the most appropriate person made contact at the most 

appropriate time depending on the individual needs and circumstances of the injured 

worker. 

It’s isolated it, and there’s no-one co-ordinating, like, there, there’s 

people going to the chaplains, there’s some people going to a peer 

support officer, and there’s some going to a HSO. No, one doesn’t know 

what the other is doing unless they come together so, if there’s no-one 

co-ordinating that. 

 

Having an effective and well-organised PSO system was seen as an essential 

prevention tool, especially for the purpose of preventing the escalation of stress 

issues. Similarly, organising rehabilitation roles to minimise role conflicts within 

local hierarchies and therefore maximising the freedom to promote good return to 

work outcomes was viewed as important. 

… so they wouldn’t be cao-taoing
45

 to the HSO and they wouldn’t be 

cao-taoing to the district officer. They’re totally disassociated from it and 

they might, I don’t know, maybe they’ll be able to manage your rehab a 

bit more, a bit easier and be able to fight a little bit more. … 

Rather than you being in the command and you saying that and that then, 

thinking well, OK, we’ll just wait a couple of months and see what you 

can do.  

b) Leadership responsibilities 

This systems sub-theme is focused on leadership roles and responsibilities for 

rehabilitation and return to work and raises the issue of senior officer interference 

delaying or sabotaging the rehabilitation and return to work process. Examples 

                                                 
45

 This speaker used the term ‘cao-taoing’ to indicate the action of ‘informing and seeking the 

approval of’ superiors, suggesting a lack of advocating for the injured worker’s needs. 
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included officers in charge moving a staff member from an agreed return to work 

position to address operational needs without consultation with rehabilitation staff, 

approval from the doctor or an understanding of the legal implications under the 

workers’ compensation legislation. Several participants talked about the impact of 

the poor people management skills of some supervisors impacting on the wellbeing 

of members. Similar to points made about promotion processes, this sub-theme 

highlighted the need for performance evaluation and promotion to include an 

assessment of people management skills, rather than just operational skills. 

I rang the barrister’s, the solicitor, who said put him [i.e., supervisor] on 

the phone, and suddenly he went to jelly, oh mate, oh mate, oh mate, 

suddenly I was his mate. He [i.e., supervisor] said I’m only doing that 

because I’ve been told to come over here, he said if I was in her shoes I’d 

be just looking after myself. 

 

Participants in rehabilitation roles suggested that consultation with the officer 

in charge wanting to change the position of the returning worker should be a 

requirement, to ensure a changed return to work plan was negotiated to meet both 

rehabilitation and staffing needs if possible. Another suggestion was to put a senior 

sworn officer in the regional HRM role or in charge of rehabilitation. This would 

integrate policing experience with human resource management and achieve a more 

applied understanding of the prevention and rehabilitation needs of the staff in a 

region for the purposes of staffing decisions.  

I had an Inspector come up to me only last week, ‘an inspector should be 

the human resource manager’. I sat back ‘are you trying to be funny?’, 

and no he is right. This guy has been in the service he knows what it is 

about, he is the one that has done all of the hard yards, he knows all 

about police work, not some AO that has been sitting up and got his 

degree. … 

So in fact that may address some of the issues that you are talking 

about. … 

Even if you had an inspector in-charge of the rehab section or on that 

committee rather than in charge of HR. 

c) Prevention systems 

Primary and secondary prevention systems were discussed. Primary prevention 

discussions included ongoing data collection and evaluation of the common causes 

of stress, injury and attrition to improve prevention systems and strategies for serving 

members in the regions and recruits going through academy training. This evaluation 
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needed to include qualitative indicators in addition to the commonly emphasised 

quantitative indicators.  

You’re not dealing with the problem of why this stress is and putting a 

bandaid on it. …  

We mentioned before that with all these things, there are no mechanisms 

to identify why these problems are there at the minute. There’s nothing 

there. And there’s no accountable cause in relation to that. There is a, an 

endemic problem within the QPS which is stress. And that’s not being 

managed properly at the moment. 

 

Upon identifying a problematic area for injuries and illness, the issues should 

be followed up and addressed in consultation with local managers.  

Did anyone ever do the survey and said look, …  

Let’s look at [Town], there’s 50 people been on rehab in a year or two 

years. Has anybody done that? 

No. … 

When you think that you’ve got a lot [i.e., on rehab], in [Town] - 

wherever, and when you look at the management and say there’s a 

problem there and pull that manager aside. 

 

Secondary prevention included risk management and debriefing. The lack of 

systematic debriefing processes that were automatically initiated and adequately 

resourced was considered a significant gap in the prevention of subsequent 

psychological issues. Related emergency services were provided as an example of a 

debriefing system. 

It should be a pre-requisite that these things [i.e., debriefs] are done 

regularly, or – upon request. 

And timely too, … 

We found like, I think we were offering blokes in there that, the firies 

and the ambos go to something really stressful, the whole crew’s taken 

off the road and a whole new crew is brought in. But with coppers, they 

all pitch in and go back to what you were doing and maybe next week 

we’ll get around to it. And then they’ve got all that time to work on it, all 

that stress working on these people, you know. 

d) Rehabilitation processes 

This sub-theme includes suggestions about rehabilitation structures, administration, 

industrial relations and evaluation, including the idea that Legacy or a similar semi-

independent group could provide support for members affected by stress. Proactive 

intervention was seen as essential, regardless of the cause of the injury. Workers’ 

compensation claims being rejected or closed left members with ongoing 
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unaddressed needs related to stress or other injury, as the organisation provided 

limited support beyond the life of a claim. 

You just see these things happening all the time and it’s obvious that 

somebody has got all these problems and the service and WorkCover 

gets out of things on a technicality. But because the case is closed, the 

magic wand’s been waved and all of a sudden you’ve got no stress. 

e) Return to work processes 

Organisational structures, systems and requirements impacting on return to work, 

included how decisions were made and post return to work monitoring and support. 

For example, all groups raised concerns about the lack of flexibility to provide 

alternate return to work options in other areas of the QPS and in surplus positions. 

They find somewhere within your command – you’re not allowed to go 

anywhere else so if you have another issue – if you want to go 

somewhere else to get development, you can’t go outside that command 

unless you apply to the sub-committee if you’re sworn, sorry, and um, on 

merit well they will say well, yes, this is supported by the service, we’ll 

give you a lateral transfer to here because you want to develop yourself 

and you thought that you need this other development because you can’t 

stay here anymore. And that’s very rare. 

 

Following return to work there was no clear process to ensure ongoing 

monitoring and support based on individual needs, resulting in poor return to work 

maintenance, especially for members who had experienced a psychological injury 

component. 

It wouldn’t surprise me if a lot of people came back in and simmered for 

ages and I thought I was well, but I wasn’t. 

And I didn’t even know it. 

5.3 Conclusion 

This chapter has described the seven themes, which emerged from the focus group 

discussions. The first four themes focused on relationships and personal issues and 

the other three themes focused on organisational systems and processes. 

Communication featured in all seven themes, but dominated in the four relationships 

themes. Various links also emerged between specific sub-themes highlighting the 

interactions that add complexity to the prevention and rehabilitation of injury and 

illness in the context of a large organisation like the QPS. The next chapter will 

provide an overview of the Phase 3 Results, which consist of documentary process 

data derived from the IMWP documents. Chapter 7 will explore the integration of 
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results across phases with an emphasis on linking the Phase 2 focus group themes 

described in this chapter with the Phase 3 process data described in Chapter 6. 
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Chapter 6 Phase 3 Injury Management Processes 

6.1 Introduction 

The purpose of Phase 3 was to develop an understanding of existing occupational 

rehabilitation processes and systems implemented across the QPS and to provide a 

framework for integrating data from previous phases. This chapter presents the Phase 

3 process data derived from the document analysis of survey responses and minutes 

generated by the Injury Management Working Party (IMWP). The IMWP 

membership and purpose is introduced and the survey developed by the IMWP is 

described. This is followed by an overview of the pre-injury/absence processes and 

responsibilities and the post-injury/absence processes and responsibilities as reported 

by all areas of the QPS in 2007. The rest of the chapter is devoted to three process 

maps developed from an analysis of IMWP documents. In line with the AR goal of 

achieving knowledge transfer back to the participant organisation, these maps were 

used to visually represent documentary data about existing rehabilitation processes 

implemented across the organisation and areas of priority for injury management. 

The process descriptions and maps demonstrated opportunities for suggestions from 

the IMWP and Phase 2 data to be implemented, enabling an action response to the 

available evidence. The process descriptions and maps address Research Aim 3 

about analysing existing processes for the purpose of linking them with the identified 

issues and solutions to demonstrate opportunities for the development of more 

effective occupational rehabilitation systems.  

6.2 The Injury Management Working Party 

The IMWP convened on a monthly basis from May 2006 to March 2007, sponsored 

by the QPS Health and Safety Branch. The IMWP was convened with the purpose of 

reviewing injury management systems within the QPS. The researcher (myself) was 

invited to participate in this working party, which also included representatives from 

across the QPS regions in roles such as Human Resource Manager, Injury 

Management Co-ordinator, Health and Safety Co-ordinator, Human Services Officer 

and Rehabilitation Co-ordinator. Discussions in the early meetings indicated a need 

to review the processes utilised across QPS operational areas. IMWP participants 

brainstormed the priority areas and questions to be asked, which led to the 
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development of a survey. The seven priority areas covered by the IMWP survey 

included: 

1.  Injury and absence management reporting processes, including timeframes 

and key responsibilities.  

2.  Case management responsibilities, including timeframes, responsibilities, 

early intervention strategies, correspondence with doctors, post-rehabilitation 

follow-up, and injury management awareness training.  

3.  Early Intervention Treatment Program, including processes, roles and 

documentation.  

4.  Injury management data collection, including the maintenance of the Case 

Management Database, other recording processes, and reports generated.  

5.  Absence Management Committee, including membership, purpose and terms 

of reference.  

6.  Rehabilitation and Return to Work Co-ordinators (RRCs), including 

selection processes, how many RRCs per region, internal training and mentoring 

provided, and support mechanisms.  

7.  General comments about QPS injury management systems, policies and 

procedures. 
46

  

Written responses to the survey were received from nine operational areas, 

including all six regions, two specialist areas and Corporate Services. Discussions in 

subsequent IMWP meetings reviewed what processes were being implemented and 

the extent to which consistent or inconsistent practices existed across the operational 

areas. The IMWP also aimed to determine the plausibility of implementing new 

processes and made some recommendations for further actions. All IMWP 

documents, including the written responses to the IMWP survey from each 

operational area, the collated summaries of the areas’ responses used in IMWP 

discussions, and meeting minutes from the IMWP were used to develop the 

description of pre-injury/absence processes and the post-injury/absence process maps 

presented in this chapter.   

                                                 
46

 Please refer to Appendix C for a full list of the questions and sub-questions formulated by the 

IMWP.  
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6.3 Pre-injury/absence processes 

Pre-injury/absence data derived from the IMWP documents highlighted the 

contextual factors that impacted on injury and illness prevention and rehabilitation 

processes. Unlike the post-injury/absence processes, this data could not be presented 

as a process map because it was more contextual than sequential in nature and a 

single map could not represent the complexity of the pre-injury/absence data. 

Processes that were in place prior to an injury or sickness absence occurring, 

including the selection and training of key support roles, such as Rehabilitation and 

Return to Work Co-ordinators (RRCs), Human Service Officers, Peer Support 

Officers, Injury Management Co-ordinators and Officers in Charge (OICs) were 

described in the pre-injury/absence context. In addition, injury management 

awareness training provided to members and data management processes provided 

some background for the challenges associated with injury and illness prevention and 

rehabilitation initiatives.  

6.3.1.1 Rehabilitation and Return to Work Co-ordinator (RRC) selection  

The IMWP recommended a review of the appointment process for RRCs, including 

selection criteria utilised, RRC numbers required in each area, as well as rank and 

gender distribution of RRCs. This recommendation was based on a number of 

concerns about the appointment of RRCs within the QPS, including issues of rank 

disparity between RRCs and injured members affecting the working relationship. For 

example, a senior injured member was unlikely to accept advice from a junior RRC. 

Conflict of interest concerns included cases where the RRC was also a direct 

superior to the injured member. In some areas there were involuntary RRCs who had 

been nominated for the role, but had no interest in performing the tasks. Five of the 

operational areas reported a process of individuals submitting an expression of 

interest for the RRC role, which was assessed by senior management and 

rehabilitation staff in consultation with the relevant supervisors and Officers in 

Charge. However, the responses from the other four areas and the IMWP discussions 

indicated that it was difficult to attract people to the RRC role due to the time 

demands on top of substantive duties. One region had shifted from the expression of 

interest process to get more RRCs in certain geographic areas, from more senior 

positions and more administration officers. Another region allowed expressions of 

interest from lower ranked staff, but the Assistant Commissioner nominated Senior 
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Sergeants and Inspectors for RRC roles to meet the region’s needs. Other areas only 

nominated divisional administration officers for the RRC roles or depended on 

nominations from Officers in Charge.  

6.3.1.2 RRC training 

Written responses to the IMWP survey indicated that, following an RRC 

appointment, most areas provided limited RRC training that focussed primarily on 

certification under the workers’ compensation legislation. Two regions provided no 

additional training at all, but did provide some mentoring for RRCs on specific cases. 

The other regions provided some initial RRC training for people new to the role and 

some mentoring on specific cases provided by the Health and Safety Co-ordinator 

and the Injury Management Co-ordinator for less experienced RRCs. Three regions 

mentioned quarterly or periodic meetings for RRCs and one was intending to 

introduce these. The IMWP recommended the development of a specific training 

package for all QPS RRCs, as well as regular local meetings (quarterly or six 

monthly) for RRCs to discuss claims and obtain professional supervision. 

6.3.1.3 Injury management awareness training 

Under the case management priority area, the IMWP asked the operational areas 

about injury management awareness training provided. As with the RRC specific 

training reported above, this area was seen as needing more attention by the IMWP, 

with one region reporting no IM awareness training at all. Three areas indicated that 

training was minimal due to the Injury Management Co-ordinator workload or 

limited uptake of the training offered. Several areas provided information at Absence 

Management Committee meetings, RRC meetings and leadership meetings. Two 

areas provided annual training to their key stakeholders (such as Commissioned 

Officers, Officers in Charge, Sergeants, Administration Officers and RRCs) in the 

early detection of injury/illness and reporting processes using the Region’s standard 

email address for the Core Rehabilitation Group to notify health related absences of 

five consecutive days or more. One region also reported specific training provided to 

OICs about injury management processes and policies, and reviewing medical 

certificates submitted by members.  
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6.3.1.4 Data management 

The recording and utilisation of information about injuries was an additional concern 

affecting injury and illness prevention within the QPS. The Case Management 

Database (CMD) was inconsistently used with unclear allocation of responsibilities 

for entering data. In some cases the regional Injury Management Co-ordinator 

entered all data into the CMD, whereas it was left to the RRC working on an 

individual case to enter the data in other areas. This lack of clarity about 

responsibilities led to data being inaccurately entered or not entered at all. The CMD 

was therefore not being used to provide accurate and useful statistics to the regions to 

promote local primary prevention initiatives or to improve rehabilitation processes. 

The Operational Performance Review process was also affected by inaccurate injury 

management data which was not meaningful, therefore making it difficult to assess 

and improve the rehabilitation performance of regional leaders. The absence of 

accurate time lost
47

 data from the QPS or from WorkCover Queensland hindered 

strategic planning for injury prevention and rehabilitation.  

RRC selection and training, injury management awareness training and data 

management issues identified by the IMWP impacted on injury and illness 

prevention as well as on the post-injury/absence processes in several ways. 

Ineffective data management was a particular barrier for primary and secondary 

prevention initiatives, as well as for improving IM processes. RRC selection and 

training and injury management awareness training were linked to the three post 

injury/absence process maps covered in the next section of this chapter.  

6.4 Post-injury/absence processes 

The purpose of the process maps was to visually document injury management 

processes as reported by the human resource management areas. As indicated earlier 

in this thesis these maps are useful because they highlight existing processes and 

provide a framework for data integration to demonstrate opportunities for improving 

the existing processes, enabling action.  

Three major processes were identified from the IMWP documents, namely 

Reporting (Map 1), Responding (Map 2) and Intervening (Map 3). The three maps 

constituted one longer process, which commenced with the injury or illness event, 
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 Time lost data refers to the days of work lost due to injury and illness. 
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continued through the reporting, responding and intervening steps, and ended with 

case closure and/or issue resolution. This section provides an overview of the 

common features of the three maps. Each map is described in more detail later in this 

chapter.  

Visual indicators 

A Microsoft Office Visio 2007 basic flowchart template was used to create the 

process maps, determining the template metric shapes utilised. Processes were 

indicated by a square or rectangle; decision steps were shown as rhombi; terminators 

indicating beginning and end points of a process were shown as ovals; and yes/no 

outcomes linking a decision step with a terminator or another process were shown as 

small circles on the connecting arrows.    

Colours were added to the process maps to show red light and green light 

areas. For example, there were six red terminators across the three maps, denoting 

points where a case could be closed with or without the health issues experienced by 

an individual being resolved. The dark green sections represented the most efficient 

parts of the process associated with a workers’ compensation claim, which had the 

effect of a green light promoting the process. Influenced by workers’ compensation 

claims processes, the light green areas were more clearly defined and efficiently 

progressed than the white steps according to responses to the IMWP survey. Solid 

lines indicated relatively clear transitions from one step to the next, whereas the 

broken lines represented very poorly defined transitions, based on the IMWP 

documents.  

Group functions 

Functions of the regional Absence Management Committees (AMC), regional Core 

Rehabilitation Groups (CRG) and the case management teams involved in individual 

cases straddled the three maps. The individual case management teams were directly 

involved with specific cases and central to the processes illustrated by the maps. The 

role and membership of the case management team for each case are therefore 

further described as part of Map 2 (Responding). However, both the regional 

Absence Management Committee and the regional Core Rehabilitation Group played 

an overview role across all cases in the region and were therefore depicted as border 

boxes on the maps. Involvement of each regional Absence Management Committee 
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(shown as a left border box on the process maps) commenced around the 

injury/absence event and ended during the return to work maintenance step. Each 

regional Core Rehabilitation Group (shown as a right border box on the process 

maps), however, became involved when the absence or injury was first reported as a 

potential rehabilitation issue and ended as soon as full return to work was achieved 

or the case was closed. None of the groups were reported as playing a significant role 

in primary injury prevention, which received limited attention in the IMWP 

documents.  

In response to the IMWP survey (see Appendix C), several of the areas 

indicated that their AMC met monthly to review extended sick leave and 

rehabilitation cases and make recommendations regarding complex cases. Three 

regions reported all case management team actions as requiring overview and 

sanction from either the Assistant Commissioner or the AMC. Some IMWP 

members argued that the AMCs should be more focused on strategic management of 

overall absenteeism, rather than reviewing selected cases. The members of each 

AMC varied in number and role, but several regions reported including the Assistant 

Commissioner, Chief Superintendent, district officers, union representative/s, Human 

Resource Manager, Human Service Officer and the Health and Safety Co-ordinator. 

Some also included the Chaplain and a Rehabilitation and Return to Work Co-

ordinator.  

The regional Core Rehabilitation Groups (CRGs) were referred to by 

different names in different areas, including [Region
48

] Welfare, Rehabilitation 

Group [Region] and [Region] Care. The CRGs, as they were collectively called, 

reported meeting more frequently than the AMCs. The weekly or fortnightly 

meetings were for the purpose of discussing specific cases, indicating an overlap in 

roles with the AMCs. Responses to the IMWP survey suggested that most areas used 

a standard email address for their Core Rehabilitation Group to disseminate 

information as required. One region reported no regular rehabilitation meetings apart 

from the AMC. Members of each area’s CRG again varied, but tended to include the 

Human Resource Manager, Human Service Officer, Health and Safety Co-ordinator 

and Injury Management Co-ordinator. Sometimes a senior Rehabilitation and Return 

to Work Co-ordinator and the Chaplain were also included. Apart from the exclusion 
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 Name removed. 
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of the most senior management in each area, such as the Assistant Commissioner, 

there was again significant overlap in membership between the CRG and the AMC. 

The IMWP decided that recommendations should be provided about who should be 

included in the CRG for each area. 

The significant overlap of stakeholders in the groups involved in 

rehabilitation and overlap in responsibilities, especially for individual cases, 

generated some debate in the IMWP about the purpose of the groups, especially the 

AMC. One region additionally reported the Sick Leave Bank
49

 (SLB) committee as 

playing a similar role to the AMC for cases where SLB resources were being utilised. 

There was consensus within IMWP discussions that there was confusion about the 

purpose and roles of these groups.  

6.4.2 Map 1 - Reporting  

Map 1 illustrates processes inherent in the organisational culture and systems. These 

reporting processes were less focused on injured/ill individuals than on notification 

processes and involvement of other stakeholders within the organisation. Map 1 

commenced with the work absence or injury event, which may or may not be 

reported or noticed. If it went unnoticed and was not reported for rehabilitation 

purposes, the process ended before the first action step. The dotted lines between the 

initial absence and the first acknowledgement of it for rehabilitation purposes (or 

indeed lack of acknowledgement), indicated the uncertainty about the reporting 

process prior to formally involving the CRG. The initial step or action on this map 

was the first acknowledgement, identification or notification of the issue by the 

affected individual and/or another stakeholder. This then usually led to the second 

action of formally informing the core rehabilitation group. In the case of clear 

workplace injury events, the process was fast tracked to Map 2 with the lodgement of 

a workers’ compensation claim and the formal allocation of a rehabilitation co-

ordinator. The third action step sometimes involved a discussion with other 

stakeholders, such as the injured or ill member’s direct supervisor, if that was 

deemed necessary before making a decision about who was to contact the injured 

worker and how. See Figure 1 for an image of Map 1, the details of which are further 

described in the following section. 
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 SLB is a fund contributed to by members of the QPS to support extended sick leave requirements 

for some individuals. 
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6.4.2.1 Absence and/or injury  

The starting point for Map 1 was the initial illness absence from work or injury event, 

which could take the form of an on the job accident, acknowledged non-work related 

illness or injury, or a mental health absence from work disguised as another illness 

not requiring any workplace intervention. The focus was on injury related to work 

incidents and absences greater than five consecutive days. No monitoring systems for 

non-consecutive absence patterns extending over longer periods of time were 

reported in the IMWP documents, raising questions about the number of stress 

related illnesses that were not reported and addressed.  

 The limited training provided to supervisors and members to recognise stress 

and illness affecting work performance and attendance created a context where 

absences not clearly resulting from work injury and not extending over five 

consecutive days or more easily went unnoticed. The isolation of officers working in 

remote locations created a similar barrier to progressing an illness or injury absence 

through the reporting process.  

 The IMWP suggested that the AMC role should be more focused on strategic 

absenteeism management. This could produce initiatives to decrease the number of 

cases that were not reported and therefore not resolved. Pre-injury process data 

suggested that more accurate and useful statistics about injury and illness would 

support regional leaders to improve injury and illness prevention initiatives and 

reduce absenteeism and presenteeism
50

.  

6.4.2.2 Identify absence/injury 

This step in the reporting process related to the initial identification and/or 

notification of illness absence or injury. At this stage only one or two stakeholders, 

such as the affected person or a close colleague, may have become aware of the issue. 

For example, the affected individual may have recognised that an escalating mental 

health issue required intervention and made a decision to acknowledge the problems 

and seek support. If notified to another individual at this stage, it could be verbal or 

written via email or the electronic incident reporting system. Alternatively, a 
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 Presenteeism refers to the state of being present at work, but not functioning effectively, usually due 

to poor mental health.  
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colleague or supervisor may have noticed signs of deteriorating mental health before 

the affected individual acknowledged the problems. 

 Policies required work related injuries to be notified within 24 hours. All 

health related absences over five days were also to be notified. However, the 

inconsistent and limited training of supervisors in particular suggested that the 

policies about reporting timeframes were unlikely to be consistently implemented. 

The lack of a system to monitor non-consecutive absence patterns that may expose a 

mental health issue suggested that slowly developing illnesses were also unlikely to 

be recognised early. 

6.4.2.3 Inform core rehabilitation group 

Once the affected individual and/or another person became aware of an injury or 

illness requiring rehabilitation or support, the next step was to inform the key 

stakeholders making up the Core Rehabilitation Group for that area within 24 hours. 

The membership of the CRG varied from area to area, but they had an email address 

for the entire group in each area. In response to the IMWP questions, all nine areas 

reported using email to report an injury or illness absence after it was initially 

identified by any stakeholder. Apart from stakeholders regularly involved in 

rehabilitation processes there was limited indication that members were aware of this 

reporting process. Two areas also used on-line reporting.  

At least six areas mentioned work related injury and greater than five 

consecutive days of absence as key measures of whether formal reporting was 

required. Two of these six areas anticipated the greater than five days absence and 

aimed to report before that five day timeframe was reached. One of these areas 

introduced the additional measure of training key stakeholders in the reporting 

process to anticipate greater than five day absences. The IMWP recommended that 

the email address for the rehabilitation group in each region be standardised and 

more consistently used and that a recommendation be made about the membership of 

the CRG in each region.  

6.4.2.4 Discuss with stakeholders other than the injured or ill member 

Discussion with stakeholders other than the injured person, such as the direct 

supervisor of the member, was presented as an additional step between the formal 

notification to the core rehabilitation group and the decision about making contact 
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with the affected member. Two regions mentioned this step as the initial action of the 

Injury Management Co-ordinator or the Human Service Officer to ascertain the 

situation of the absent member and to determine if, when and how contact should be 

made with the injured or ill individual. Stakeholder consultation prior to contacting 

the absent member was justified as a requirement to determine the best course of 

action and to involve the supervisor in the support process. This conversation also 

had the potential to end the process prior to any direct contact with the affected 

member if it left the impression that rehabilitation intervention was not warranted. 

For instance if it was determined that the absence was related to a performance issue 

and an industrial relations process was in place, the rehabilitation process could be 

ceased or put on hold at this stage. 

6.4.2.5 Decide who/how to contact the injured or ill member 

The final step on Map 1 (Reporting) was a decision about who was to contact the 

affected member and how. All regions involved their Health and Safety Co-ordinator 

(HSC) in their early intervention process, but the processes varied with one region 

adopting a standardised ‘hierarchy of contact’ where within the first 24 hours of 

notification the absent member was to be contacted by a local member, such as the 

Officer in Charge (OIC) or Rehabilitation Co-ordinator (RRC), to offer support and 

seek information. In addition an RRC was appointed by the HSC to make contact 

and rehabilitation paperwork was delivered to the absent member. Once appointed, 

the RRC was then required to make contact within 24 to 48 hours. Other areas 

reported more individualised responses where the circumstances of the absent 

member and the skill set of the support person determined who made contact with 

the absent member and how.  

6.4.3 Map 2 - Responding 

Map 2 links to numerous issues regarding responsibilities. This map contains key 

decision-making steps that precede rehabilitation intervention. The map 

demonstrates the complexity in the responding process with simultaneous action 

steps, multiple decision points and several connectors between these steps. At this 

stage the distinction between accepted claims and non-compensable issues also 

became more apparent. The dark green coloured steps indicate the clearest processes 

and involved the workers’ compensation authority. The light green steps were 
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influenced by the workers’ compensation processes and also relatively clear. The 

broken lines on this map indicated a particularly unclear transition from the workers’ 

compensation decision to internal support, as well as issues identified with initiating 

the Early Intervention Treatment Program (EITP). Overall, the IMWP documents 

indicated that the Responding process was hampered by limited communication and 

a lack of clarity about roles, responsibilities, processes and timeframes. 

The first action step on Map 2 followed from the last decision about 

contacting the affected individual on Map 1. This initial direct contact with the 

absent, ill or injured person was to seek information about their issues and needs, 

which was followed by another decision about what to do with the acquired 

information. One possible decision was that lodging a claim or seeking further 

support was not justified, ending the case at this point. If the decision was made to 

continue the responding process, this was then followed by the simultaneous actions 

of allocating a relevant support person or a case management team and lodging a 

workers’ compensation claim if appropriate. From this point, there were parallel 

external and internal decisions to be made about workers’ compensation eligibility 

and any psychological or other support to be provided by the QPS. If the workers’ 

compensation claim was rejected by the insurer the case was either closed, whether 

the issues were resolved or not, or internal support options were considered. If the 

process continued, the final step on Map 2 was the initiation of relevant interventions 

such as internal support, Early Intervention Treatment Program (EITP), 

Rehabilitation Case Management (RCM), Sick Leave Bank (SLB), QSuper and/or 

other interventions, paving the way for the first intervention step on Map 3. See 

Figure 2 for an image of Map 2, the details of which are further explained in the 

following section. 
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6.4.3.1 Seek information / assess needs 

The first step in the responding processes was to make direct contact with the 

affected member to obtain more information about the illness, absence or injury and 

to gain an initial overview of the affected member’s needs as relevant to a successful 

return to work. Unless the case had already been identified as too complex, an RRC 

was allocated to conduct this initial needs assessment, preferably within one week. 

The IMWP identified two key issues affecting this step in the responding process: 1) 

RRC availability to contact the absent, ill or injured member was limited by their 

roster and workload, and 2) there was limited opportunity for affected individuals to 

indicate if they were happy with the allocated RRC. Pre-injury/absence processes for 

training RRCs also indicated that no specific training was provided to RRCs to 

conduct an initial needs assessment. Furthermore, very limited injury management 

awareness training was provided to members to facilitate active participation in the 

needs assessment.  

6.4.3.2 Decide next steps 

Deciding the next steps after the initial contact with the absent, ill or injured worker 

was more affected by resource issues than by the needs of the injured person and the 

goals of return to function and/or return to work. Unclear organisational obligations 

to provide support and rehabilitation for non-work related injuries also limited this 

part of the Responding process. At this decision point the case could be closed 

because the issues had resolved themselves or were not determined as requiring 

rehabilitation or support. If the individual had returned to work, the process came to 

a halt because none of the stakeholders pursued it any further leaving the risk of 

issues recycled for the future.   

 The roles of the AMC and the CRG overlapped at key decision points in the 

responding process, adding to the uncertainties about responsibilities and decision 

timeframes, especially given that the AMC in most regions only met monthly leaving 

decisions to individual members of the AMC between meetings.  

6.4.3.3 Allocate support person/s 

The allocation of relevant support people depended on preceding decisions made 

about the next steps required in a particular case. The IMWP documents indicated 
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that in six areas the Health and Safety Co-ordinator (HSC) allocated rehabilitation 

cases. In the other three areas the AO3 (an administration officer), the District 

Rehabilitation Co-ordinator (DRC) and the District Officer (DO) respectively 

allocated their rehabilitation cases to Rehabilitation and Return to Work Co-

ordinators (RRCs). Two areas allocated rehabilitation cases primarily according to 

location, so an RRC was responsible for a specific area or group of stations. Three 

areas allocated cases primarily according to RRC factors, such as experience. Two 

areas reported allocating cases according to both RRC factors and injured worker 

factors and one area allocated cases primarily according to injured worker factors, 

such as preference and need. All regions had a Human Service Officer (HSO) and a 

Health and Safety Co-ordinator (HSC) to either take on or assist RRCs with more 

difficult cases. 

In addition to the RRC for rehabilitation cases, a case management team was 

involved in each case. The case management team put together for each case usually 

included the Health and Safety Co-ordinator, Injury Management Co-ordinator, 

Regional Rehabilitation Co-ordinator, injured member, Human Service Officer, 

Human Resource Manager, Officer in Charge, Inspector, and District Officer. 

Sometimes a Peer Support Officer and the Chaplain were included.  Two regions 

also mentioned external stakeholder involvement, such as the GP, WorkCover 

Queensland, QSuper and rehabilitation providers, either as members of the case 

management team or as outside consultants to the case management team.  

6.4.3.4 Lodge WCQ claim 

According to IMWP documents lodging a claim usually happened around the same 

time as allocating a support person. However, this depended on whether there was a 

clear injury event and cause related to work. The required timeframes for lodging 

claims not associated with a specific work-related injury event were unclear. Stress 

claims were a common example of this. The involvement of WCQ increased the 

requirements for a communication strategy between stakeholders and for ensuring 

compliance with WCQ guidelines for the provision of necessary documentation.  

6.4.3.5 WCQ eligibility decision 

There was limited detail about the workers’ compensation eligibility decision within 

the IMWP documents, as this decision was made by WCQ. The focus of QPS 
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stakeholders at this stage was on awaiting the decision, contesting it if necessary, and 

aligning QPS internal decisions with the WCQ decision. Two regions recognised 

external stakeholders in specific cases, such as WCQ staff, either as members of the 

case management team or as outside consultants to the case management team. In 

some cases medical reports were shared between WCQ and the QPS. Emails were 

used for strategic communication about cases between the CRG, the case 

management team and WCQ. In addition, meetings were held between regional 

stakeholders, such as the Human Resource Manager, the Health and Safety Co-

ordinator and/or the Human Service Officer, and WCQ for case file reviews.  

 QPS areas monitored rehabilitation plans, medical certificates and the 

compliance of their claimants with workers’ compensation legislation, duplicating 

the role of WCQ staff and suggesting mistrust in WCQ decisions and processes. 

Some QPS areas maintained a workers’ compensation register to record new claims 

and generated workers’ compensation statistics for review in regional meetings.  

6.4.3.6 QPS internal and other support decisions 

Parallel to the decision about compensation eligibility by WCQ was a QPS internal 

decision-making step about addressing psychological and other support needs 

regardless of whether the claim was accepted by WCQ. The HSO and the case 

management team were involved in this step, which was sanctioned by the AMC. At 

this stage, decisions were made about internal and external services required, 

including short-term counselling from a HSO, support from a PSO, Early 

Intervention Treatment Program (EITP), Rehabilitation Case Management (RCM), 

funded sick leave from the Sick Leave Bank (SLB), or insurance coverage from 

QSuper.  

 IMWP documents did not indicate a clear transition from rejected workers’ 

compensation claims to QPS internal or other support. A rejected claim could 

therefore also end the responding process with or without resolution of the 

individual’s health issues, especially if the member had returned to their normal 

duties. 

6.4.3.7 Initiate interventions  

The final step in the Responding process (Map 2) was to initiate or facilitate 

interventions in line with previous decisions. These interventions included: 
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1. QPS internal support, such as from a PSO, or short-term counselling from a HSO, 

2. External support via the Early Intervention Treatment Program, 

3. Rehabilitation Case Management from a WCQ case manager and/or QPS 

rehabilitation co-ordinator, and 

4. Financial support for the absence via workers’ compensation, Sick Leave Bank or 

QSuper insurance coverage. 

The HSO was responsible for actioning or providing support for 

psychological injury in most areas. In one region, the Chaplain was responsible for 

initiating support for physical injuries, but other areas left this responsibility with 

other members of the CRG, such as the HSC. PSOs, supervisors and other members 

provided more general support for individuals experiencing psychosocial or other 

health issues. 

In response to the IMWP questions, four areas mentioned the HSC or the 

HSO offering and co-ordinating EITP if a need was determined. EITP was a service 

provided externally to the QPS and was restricted to six sessions per year for 

individuals on workers’ compensation and three sessions for those without 

compensable injury or illness. EITP was reported as onerous to initiate and difficult 

to manage, especially in isolated areas. One region suggested that the HSO control 

access to EITP to conserve fiscal and human resources. 

The IMWP discussed RRC ability to respond to rehabilitation needs, such as 

their availability and being able to contact them to initiate the rehabilitation case 

management process, as well as their knowledge about QPS specific rehabilitation 

procedures. It was recommended that injured workers have the opportunity to 

indicate their satisfaction with their RRC, and IMCs and HSOs provide supervision 

and mentoring to RRCs. The newly established IMC role was also documented as 

being too administrative not allowing enough time for hands on case management. 

QPS processes for initiating SLB and workers’ compensation processes were 

complicated delaying interventions according to some areas. Only one region 

provided training about SLB and workers’ compensation processes to key 

stakeholders such as OICs, management and RRCs. Different QPS forms were used 

to apply for sick leave on workers’ compensation, SLB, recreation leave or QSuper 

wage replacement. QSuper was mentioned as a key stakeholder providing advice as 

required to case management teams in two regions, but not further discussed within 

the IMWP documents.  
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6.4.4 Map 3 - Intervening 

Map 3, the final map, focused on care for the injured worker. Both internal and 

external interventions were featured at this stage. This map demonstrated that the 

focus on the injured individual was only initiated late in the IM process, rather than 

at the beginning. The interventions at the top of Map 3 followed directly from their 

initiation at the end of the Map 2 Responding process. One possible outcome of the 

intervention process was medical retirement if stakeholders did not see return to 

work as viable. The dark green Rehabilitation Case Management process continued 

from the workers’ compensation steps on Map 2. The light green step indicated a 

reasonable focus on return to work that followed from the Rehabilitation Case 

Management intervention in particular. However, the broken lines indicating poorly 

defined processes are more frequent on this map, especially after the initial return to 

work.  

Once return to work was achieved, the rehabilitation case management 

process was usually ceased and the case was closed with or without final resolution 

of the issues. It was also evident that the two overseeing bodies, the regional 

Absence Management Committee and the regional Core Rehabilitation Group ceased 

their roles between the initial return to work and the return to work maintenance 

steps, heralding a reduction in stakeholder involvement from the point of initial 

return to work. The IMWP documents indicated minimal focus on return to work 

maintenance and no mechanisms to ensure the end point of case closure with full 

resolution of issues was achieved.  The steps on Map 3 and the associated issues are 

further described in the remainder of this chapter. See Figure 3 for an image of Map 

3. 
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6.4.4.1 Intervention and support services 

The Rehabilitation Case Management (RCM) process, Early Intervention Treatment 

Program (EITP), support from the Human Service Officer (HSO), sick leave bank 

(SLB), QSuper and WCQ processes represented the beginning of interventions 

focused on recovery of the affected individual. These sometimes separate and 

sometimes overlapping action steps provided varying levels of rehabilitation, other 

interventions, treatment and support with variable intervention timeframes.   

Responses from the areas to the questions posed by the IMWP mentioned 

some aspects of the RCM process, such as documentation, consultation, process 

review and return to work planning. The IMWP documents also mentioned accessing 

external treatment, team communication, keeping case notes, updating the Case 

Management Database, reviewing medical reports and communicating with doctors. 

However, the IMWP documents did not provide information about a more detailed 

and sequential process within the absence recovery period, which were therefore not 

presented in more detail on this process map.  

Case management communication strategies were described as being on a 

‘need to know’ basis with most areas updating key internal stakeholders, such as the 

RRC, relevant supervisor, HSO, Health and Safety Co-ordinator (HSC), AMC and 

CRG, at monthly meetings and as required. External stakeholders, such as insurers 

and treatment providers, were also updated as required. IMWP documents indicated 

issues with time limitations for support roles, lack of monitoring of RRC work, 

unclear transitions from most interventions to RTW, and the medical retirement 

option as an outcome. 

6.4.4.2 Return to work 

The return to work (RTW) stage of the Intervention process focused on job 

accommodation issues associated with graduated return to work. Written responses 

from the areas to the IMWP questions indicated tensions with external stakeholders, 

such as doctors, as well as tensions with internal stakeholders, such as Officers in 

Charge (OICs), in preparing for and implementing return to work processes. The 

RRC was required to consult with internal stakeholders, including the relevant 

supervisor and the Injury Management Co-ordinator, as well as external stakeholders, 

such as the treating doctor. The plans were usually forwarded to stakeholders and 
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monitored in conjunction with medical certificates and in some cases a Work 

Capability Checklist and a job profile. 

6.4.4.3 Return to work maintenance 

Map 3 shows the final action step in the Intervention process as at best unclear with 

broken arrows leading to and from it, because return to work maintenance was 

reported in the IMWP documents as receiving limited attention. Several areas 

reported no formal follow up after the returned worker had received final medical 

clearance to resume normal duties or had been placed in permanent alternative duties. 

One region reported that an email was sent to the worker returned from serious 

physical or psychological injury one month after the return to work process was 

finalised. Only one region had a (new) follow-up support program in place with a 

follow-up register. In this region the Human Service Officer (HSO) was responsible 

for monitoring function and identifying at risk members.  

6.4.4.4 Case closure 

The end point of Map 3 and the whole rehabilitation process was an ideal which 

received limited attention according to the IMWP documents. There were no 

mechanisms in place to ensure that full resolution of the health issues was achieved. 

There were also no systems to detect a re-emergence of health issues early and to 

restart the rehabilitation process quickly to ensure continued work functioning. 

Whilst IMWP documents suggested awareness that long-term monitoring, especially 

for psychological illnesses, would be beneficial there was limited evidence of such 

prevention systems being in place. 

6.5 Conclusion 

The process results derived from the analysis of IMWP documents indicate a range 

of pre- and post-injury/absence issues and opportunities for improvements to current 

practice. The IMWP suggested improvements to pre-injury/absence processes such 

as the selection and training of key support roles, especially RRCs. In addition, a 

need for more IM awareness training across the organisation and more effective 

gathering and utilisation of data about injuries was identified. The three post-

injury/absence maps highlighted the lack of focus on optimal outcomes for injured or 

ill members of the organisation with multiple points where cases could be closed 
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without issue resolution. Early steps (Map 1) were characterised by an emphasis on 

reporting requirements and an almost complete lack of focus on the needs of the 

affected individual. The steps in the responding process (Map 2) highlighted poor 

communication and unclear processes. During the intervention and support processes 

(Map 3) there was an increased focus on the affected individual, followed by 

decreasing clarity about achieving sustainable RTW outcomes with optimal 

resolution of injury and illness related issues.  

The process data analysis, descriptions and maps were effective in clarifying 

injury management process issues across the organisation, the stakeholders involved 

and the timeframes associated with each step. These results provided the researcher 

with a clear picture about existing processes and a useful framework for data 

integration, the results of which are presented in the next chapter. 
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Chapter 7 Data Integration 

7.1 Introduction 

Preceding chapters have presented the results obtained from the three phases of data 

collection. Specifically, Phase 1 was based on a review of background data collected 

in the previous study informing the current research, as well as interview data 

collected in 2004 from injured workers and members of the QPS in direct support 

roles to injured workers. The interviews focused on problems and issues that 

contributed to occupational stress and hindered occupational rehabilitation. The 

contextual understanding derived from background data and themes derived from the 

individual interviews in 2004 were then presented to focus groups during Phase 2 

data collection in 2006. The focus groups were convened with the purpose of 

identifying potential solutions to the issues identified in Phase 1. A preliminary 

summary of emerging Phase 2 focus group themes was presented to the Injury 

Management Working Party (IMWP), which aimed to review injury management 

processes being utilised across all areas of the QPS. Phase 3 process data was 

described and mapped from the documents generated by the IMWP, including survey 

responses from nine QPS operational areas.  

The sequential data integration throughout the three phases of AR was 

described in the Method and the three Results chapters. The purpose of this chapter 

is to present the results of the integration of data from between Phase 2 focus group 

themes and Phase 3 processes, and in doing so, provide additional understanding of 

the issues concerning injury management in the QPS. Table 5 provides an overview 

of the results from each phase, links between phases, and final data integration. 
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Table 5: Overview of AR phases and data integration 

Phase Focus Sources Years Results Output 

1 Issues Background 

data 

Pre-

2004 

Context 

 

Understanding of issues 

used to facilitate focus 

groups. Interviews 2004 Themes 

2 Solutions Focus 

groups 

2006 Themes Confirmation of issues & 

suggestions for solutions. 

Themes informed IMWP 

discussions. 

3 Processes IMWP 

documents 

2007 Process 

Maps + 

description 

Overview of processes 

utilised in operational 

areas.  

 Data 

integration 

Process 

steps + 

focus group 

themes 

2008 Each step 

linked with 

themes 

Themes from Phase 2 

linked to process steps to 

highlight tension points & 

opportunities for 

implementation of 

suggested solutions. 

7.2 Data integration 

The purpose of data integration is to highlight the links between activities, issues, 

tensions and suggested solutions with the pre-injury/absence context and each step 

on the process maps, thus demonstrating opportunities for improvements to 

occupational rehabilitation systems and processes (Research Aim 3). Although the 

themes that emerged from Phase 2 focus group data presented important insights on 

injury and illness prevention and rehabilitation, the process maps provided a visual 

representation of processes in need of change. Relevant quotes that contribute to 

understanding issues or proposed solutions to a process were re-organised within the 

steps of the process and presented in this chapter. The remaining quotes relevant to 

each process step may be found in Appendix E: Data Integration Quotes. Figure 4 

provides a visual overview of the two sets of data utilised for the data integration 

presented in this chapter. 

 

  



157 

Figure 4: Overview of processes and themes utilised for data integration 
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7.3 Pre-injury/absence processes 

The IMWP documents and focus group transcripts provided contextual information 

impacting IM. Processes that were in place prior to an injury or sickness absence 

occurring, including the selection and training of key support roles, such as 

rehabilitation co-ordinators, human service officers, peer support officers, and injury 

management co-ordinators were covered in the pre-injury/absence context. The more 

general recruitment of new members into the organisation and promotion of existing 

members to more senior roles were also linked to injury and illness prevention and 

rehabilitation. General injury management awareness within the QPS and data 

management systems played a role in pre-injury/absence processes as well. The pre-

injury/absence context as derived from IMWP documents is linked with themes and 

described with quotes from the focus groups below. 

7.3.1.1 Organisational Culture 

Organisational Culture sub-themes, which included a) General organisational climate 

and b) Fragmentation within the culture, played a significant role in the pre-

injury/absence context and stress prevention processes. These findings added to and 

supported IMWP conclusions about the need for increased injury management 

awareness training and more effective data management to support local injury 

prevention efforts. 

a) General organisational climate 

Focus group discussions about the general organisational climate contributed 

significant understanding to the pre-injury/-absence context generally and stress 

prevention specifically. For example the macho culture, including bullying within the 

hierarchy, was seen as an issue that needed to be addressed in an ongoing process of 

change. Genuinely supportive leadership engaged at all levels was presented as a key 

solution to the existing culture, which was characterised as dismissive of stress, 

resulting in delayed reporting of significant mental health concerns. Further to this 

finding, focus groups suggested public promotion of mental health from senior 

members of the organisation. An increased focus on people management skills was 

also suggested to reduce the incidence of stress. In addition, procedures, such as 

those determining promotion, were discussed as needing changes at legislative and 
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policy levels to allow action at the implementation level to develop a more positive 

organisational climate, and constructively address stress and absenteeism. 

I think we have to amend the Act, to bring it into ligitimisation that you 

talked about and use the knowledge that’s in, that’s in the organisation 

unofficially and informally to get it out into the open and say, this is what 

we know about you, you’ve got a demonstrated track record of your 

divisiveness, of your unpleasantness, all the rest of it and it’s not 

acceptable.  And deal with it.   

b) Fragmentation within the culture 

Differences in attitudes between geographic areas and sub-cultures affected 

organisational effectiveness in preventing and addressing some injuries. The focus 

groups suggested that stress prevention required awareness and acceptance of stress 

as an issue at all levels of the organisation, as well as improved identification of 

causes of stress and preventative action to address these. These discussions supported 

the need for improved injury data management to promote local injury prevention 

responses as identified by the IMWP. 

Just because I walked over here and tripped over a carpet square, QBuild 

would be in that afternoon or the next day to fix it.  … 

But then I had, I had my melt down in 2002.  No one investigated that.   

7.3.1.2 Trust and Ownership 

All three Trust and Ownership sub-themes were found to be relevant to the pre-

injury absence context affecting prevention, rehabilitation and return to work 

processes. IMWP recommendations about IM awareness training, improved data 

management and revision of RRC selection processes were linked to the trust and 

ownership sub-themes. 

a) Trust in the organisation 

Focus group participants indicated the need for a more positive injury and illness 

prevention and rehabilitation culture and described an endemic level of cynicism 

about any future improvements in the organisation’s prevention and rehabilitation 

efforts. Re-building trust in the organisation was presented as a requirement to get 

people to accept support and rehabilitation and to reduce attrition. These trust issues 

were partly addressed by IMWP recommendations to increase IM awareness training 

at all levels. More specifically, focus groups suggested making DVDs with the 

Commissioner talking about the importance of stress prevention and rehabilitation. 
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Further suggestions to improve trust in the organisation included making senior 

members responsible for addressing these issues in their areas.  

It needs to be tested at commissioner level, because he needs to be asking 

the ACs – what’s going on – and asking the particular district officer – 

why have you got problems in your district? And if that district officer is 

handling things in a reasonable and conscientious fashion, he or she will 

be able to answer these questions and that’s what we’re looking for. We 

don’t have to actually completely address and resolve all of the 

absenteeism. 

b) Ownership of prevention and rehabilitation 

To achieve prevention, detection and, therefore, early intervention it was suggested 

that systems and structures, like the Women’s Advisory Group (WAG), be 

strengthened or established to promote ownership of prevention and rehabilitation at 

the grassroots level. Team rostering was suggested as an approach to increasing 

support and morale within a group of sworn members, giving team leaders 

responsibility for the well being of the small group with which they were rostered. 

There was also discussion about local (versus centralised) responsibility for 

rehabilitation to promote ownership of wellbeing and therefore improve location 

specific responses to illness and injury, rather than being directed from state or 

regional headquarters. This would require local access to accurate IM data to support 

strategic planning and initiatives as recommended by the IMWP. 

The team system was brought in, and it gives them that little bit of 

cohesion with their workmates and ownership of it. 

I think it also pushes it, I noticed it showing up in [District]. It pushed 

those sergeants who have just gone under the radar, just doing what 

they’ve got to do, makes them, may give them more responsibility. 

 

Similarly, a need for individual (rather than organisational) ownership of 

personal issues was identified. Individual ownership was also extended to exercising 

choice about accessing support, such as from a PSO, especially to avoid escalation of 

issues to more serious illness or injury. 

If people aren’t happy in the QPS, if they think that they’re not, they 

can’t do the job anymore instead of trying to hide in behind that, the 

sickness system, if they are offered other opportunities and they know 

that there are other opportunities in other areas that they can work in, I 

actually think that that’s a very positive step. And, people, some people 

might take that, might actually take up that opportunity and that might be 

better for us, our organisation in the long term. 
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c) Trust in support roles 

The type of people selected for support roles significantly affected trust in support 

roles. This then determined whether support was accessed before issues escalated 

and impacted on work performance and was linked to the IMWP recommendation 

for a review of RRC selection processes to address potential role conflicts. It was 

also suggested that PSOs should be selected from people who had experienced stress, 

who were accessible and who wanted to provide the support for altruistic reasons 

rather than for career advancement. In addition, there were several comments about 

the benefits of more mature PSOs, especially to encourage longer-serving members 

to access support when needed.  

I think the troops at work know that and they can approach you about 

things and they know, they know you don’t give a stuff, you care more 

about the welfare of your fellow ah, workers than you do about the QPS 

and your career path which can’t be said for some other people who 

climb the greasy pole for promotion.  

7.3.1.3 Understanding Prevention and Rehabilitation 

Focus group data also indicated that understanding issues and processes required for 

injury management and providing job specific training and skill development had a 

significant impact on the pre-injury/absence context affecting stress prevention and 

rehabilitation. Though on a smaller scale understanding roles and responsibilities in 

relation to injury management also contributed to the pre-injury/absence context for 

rehabilitation, suggesting that combined roles and unclear reporting lines created 

confusion about the responsibilities of members in prevention, support and 

rehabilitation roles. This theme confirmed the need for a review of RRC appointment 

processes, increased training about IM processes for key roles, such as managers, 

and more ongoing training and professional development support for RRCs. 

a) Understanding issues and processes 

The need for management to understand prevention and rehabilitation issues and 

processes was raised in discussions about the negative impact of management 

interference in rehabilitation cases. This supported IMWP suggestions about 

increased role specific training about IM processes. Counter-productive input from 

managers was partly attributed to misconceptions that many people on rehabilitation 

were malingerers.   
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That’s where clear management comes in too because they need all of 

that understanding as well. They need to be, to sit down and be instructed 

– this is how it works, this is where you can interfere, where you cannot 

interfere. 

 

The importance of making information about stress, prevention and 

rehabilitation easily accessible to all members was also discussed. Participants made 

several points, including that reporting and responding to stress and injury issues 

should be encouraged by way of user friendly systems for all stakeholders, such as 

flow charts and other forms of information.  

… completely confused and bamboozled by the system. They have no 

idea who to see what to do and a lot of it becomes an issue of legal 

questions later on down the track so my I would like to make it a little bit 

easier to for the process to get down to the grass-roots and make it user 

friendly. 

c) Training and skill development 

In considering pre-injury/absence processes, the regularity of physical training was 

debated, the value of supportive leadership training on its own was questioned, and 

the importance of training PSOs and RRCs was confirmed. The debate about 

whether physical training to prevent injury on the job should be more regular than 

every six months tended to favour more regular training. In addition to the supportive 

leadership program, training supervisors in anti-discrimination, anti-harassment and 

human behaviour, and providing them with feedback about their demonstrated 

people management skills were suggested as important to improving the wellbeing of 

staff.  

I mean they really believe that they’ve got something that’s positive and 

it [i.e., supportive leadership training] is positive, what they’re doing, 

except that it’s not, it needs to be more of it. Like, running the training 

program isn’t enough. You need to have the training in conjunction 

with … 

 

The importance of training PSOs as front line support people and RRCs to 

provide support for a range of injuries with confidence was also discussed as 

essential in terms of having resources in place for injury and stress prevention and 

rehabilitation. The IMWP recommended more specific and ongoing training and 

mentoring to develop RRC skills. 

We actually have regular support and rehab meetings and we’re actually 

pulling in the WorkCover case managers and actually brought in the 
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alcohol and drug awareness unit to talk to them [i.e., RRCs] as well and 

that was pretty helpful. 

… but probably only 6 monthly or whenever we get the time because 

we’re so reactive but, so, and I guess that also assists, you might have 

rehab co-ordinators out there that are trained but, may not have a rehab 

case for a year. 

7.3.1.4 External Stakeholder Involvement 

Whilst sub-themes b) Insurer, regulator and public mandates, and d) Semi-

independent collaborations, and to a lesser extent sub-theme a) External service 

provision, contributed to understanding the pre-injury absence context they were not 

directly linked to any of the four pre-injury improvement areas flagged by the IMWP. 

It was suggested that external service providers could advocate for members of the 

organisation who needed support to continue to function in their jobs. Social 

mandates such as public perception were raised as factors affecting the wellbeing and 

optimal functioning of each member of the organisation. Focus group participants 

also suggested that the QPS would benefit from working on mutual goals and 

strategies with semi-independent organisations, like the Queensland Police Services 

Union (QPSU), to address stress, injury prevention and rehabilitation issues. 

7.3.1.5 Resource Provision 

The availability of resources affected the pre-injury/absence context in a number of 

ways. For example, a) human resource management affected injury and stress 

prevention efforts, b) support role staffing and resources affected the capacity to 

respond to injury and illness, c) rural and remote areas required unique additional 

resources from the organisation, and d) other organisational resources were required 

to address specific risks to members. IMWP documents paid limited attention to 

resource provision for pre-injury/-absence processes, but recommendations about 

RRC selection and training were related to this theme. 

a) Human resource management 

All focus groups discussed the impact of general staffing on pre-injury/absence 

processes, especially through factors such as workload and the implementation of 

injury/stress prevention measures. Low staff numbers were linked to increased stress 

and injury. Some groups also discussed the link between low staff numbers and 

counter-productive pressures on members during rehabilitation and graded return to 
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work processes. It was suggested that more emphasis should be placed on both 

gaining and retaining good staff to break the vicious cycle between low staff 

numbers and high attrition.  

Prevention of stress and retention of staff was raised in several contexts, 

including the need for supportive communication with members and their families in 

remote areas to prevent attrition. This related to IMWP findings about the need to 

build the skills of RRCs and other support people through ongoing training and 

mentoring. Efforts to prevent potential psychological consequences through timely 

interventions, such as debriefing after a critical incident or transferring staff who 

were not coping in a particular area, were hampered by inflexible procedural 

requirements and low staff numbers.  

You’ve got to sit there and do it [i.e., paperwork]. If you do a fatal, well, 

example, a fatal truck accident, they spend three to seven hours, and you 

couldn’t do anything [e.g., debriefing] until it was squared away and 

finished.  

 

Suggested solutions to staffing issues to reduce injury risk, barriers to 

rehabilitation and staff attrition were provided by way of examples. These included 

grouping stations within some districts to create more flexible staffing arrangements 

to accommodate short-term staffing needs, as well as having a group of staff in a 

supply branch to cover for absenteeism around the state.  

It’s almost like we need a concept like teachers and nurses have like a 

supply teacher or a personnel base you can draw from so a person can 

rehabilitate without impacting on the whole group.    

b) Support role staffing and resources    

Focus group participants commented on the need for more PSOs, better utilisation of 

existing PSOs and more training for PSOs to address pre-injury and sickness absence 

issues. There were also suggestions that dedicated and qualified Health and Safety 

Co-ordinators (HSCs) and RRCs were required rather than existing members taking 

responsibility for these roles in addition to their substantive positions. This was 

suggested to relieve the workload on individuals and reduce the conflict of interest 

issues associated with having multiple roles within the organisation. Whilst the 

IMWP recognised these issues and recommended a review of RRC selection 

processes, this did not extend to suggesting more dedicated RRC positions. 

I cover a larger district but a lot less people, um, but once again, from the 

positive side of it that’s where the PSO network is so important that in 
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what we’re trying to do um, and we need resources from Brisbane is to 

create more PSOs out in the remote areas …, but spread around enough 

so that PSOs can at least react quickly to a situation and then I can follow 

up as the HSO. 

c) Rural and remote resourcing 

Some focus groups discussed the need for resources, such as satellite phones or a 

communication centre in rural and remote areas to reduce the unique risks of 

policing in isolated areas and identify potential problems early. The issue of 

resources to prevent injury and stress was not specifically addressed in IMWP 

documents. 

But, a really good communication centre is one issue that can provide 

what is needed in some situations and even maintain the morale for all 

stations. 

d) Miscellaneous resource issues 

The impact of other organisational resources on prevention was discussed in terms of 

needing routine psychometric testing, as well as the capacity to respond to risks 

identified by such testing.  There were also calls to provide physical resources, such 

as satellite phones, taser guns and appropriate vehicles, to increase safety, indicating 

a need for more effective risk assessment processes and prevention measures to 

respond to issues in the working environment. 

They’re two door vehicles, some of them have got four seats and in going 

to an incident, it means that um, evacuating the vehicle is a slow process. 

Um, the troops can’t get out quickly and the same if they want to get 

leave of the scene rather quickly, in that situation, like when it arrives, 

they can’t get into the vehicle quickly, so, there has been a request to get 

all of our troop carriers fitted with four doors. 

7.3.1.6 Selection Processes 

Selection processes such as a) initial recruitment and orientation, and c) promotion 

processes affected the pre-injury/absence context indirectly, whereas b) support role 

recruitment had a more direct effect on injury and illness prevention and 

rehabilitation.  

a) Initial recruitment and orientation 

All focus groups agreed that there were issues with the recruitment process and 

recruitment criteria resulting in the loss of potentially high quality recruits to other 

organisations and the subsequent recruitment of unsuitable applicants, which 
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impacted on staffing, workloads and injury prevention by placing additional 

pressures on existing members of the organisation. Related to deficient recruitment 

procedures were inadequate physical training and psychological preparation for 

policing work, increasing the risk of physical injury and psychological illness for 

new constables.  

It’s not a sin to say – I can’t be a policeman – you know? If they can’t do 

it, they can’t do it. And it’s better to know [i.e., at the academy] than to 

send them out here and put people in danger. 

b) Support role recruitment  

All focus groups had suggestions to improve the recruitment of and selection criteria 

for PSOs and RRCs to ensure a strong support network capable of preventing injury 

and responding to stress and rehabilitation issues should they arise. Whilst PSOs and 

RRCs generally volunteered for these roles, there were several examples of 

‘conscription’, which affected their commitment to and appropriateness for these 

roles. The IMWP recommended a review of RRC selection processes to address 

these issues. To recruit effective RRCs focus groups suggested that selection should 

consider qualities such as empathy, organisational skills, good time management and 

understanding the requirements of policing work.  

Essentially somebody who, obviously can listen to what’s being said, but 

also who has a bit of a working knowledge of what’s required of a police 

officer. I mean, it’s no good putting a second year constable as a rehab 

co-ordinator, because their knowledge of the job and what’s available 

within, in this job, is limited. 

 

It was also suggested that PSO recruitment become more selective to increase 

the capacity of PSOs to address complex pre-injury and absence issues.  

The way we are recruiting PSOs now and I think they should be 

absolutely handpicked not just by the membership but by a committee as 

well. 

c) Promotion processes 

Participants in leadership positions suggested an increase in emphasis on people 

management skills in the promotion and performance assessment of people in 

supervisory roles to improve the injury and stress prevention and rehabilitation 

environment for their subordinates. These suggestions included writing generic 

objectives for people management and including these alongside the operational 

skills in promotion decisions. It was also suggested that promotion should require a 
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demonstrated commitment to injury and illness prevention and rehabilitation, and 

supportive leadership. In line with IMWP recommendations, this would require role 

specific injury management training for supervisors and managers. 

We don’t have the whole issue of people management and how it’s done 

as part of our core business. We don’t have injury management and rehab 

processes linked to that and if we’re not testing our supervisors, and 

we’re not getting the message through to young constables coming 

through, that people management skills are important for your career, 

then all we’re doing is just continuing the same sort of problems. 

7.3.1.7 Prevention and Rehabilitation Systems 

Systems and processes affecting the pre-injury/absence context included a) support 

role co-ordination, b) leadership responsibilities and c) prevention systems. These 

sub-themes were linked to IMWP recommendations about increasing awareness 

about injury management and providing useful statistics to improve injury and illness 

prevention initiatives. Sub-themes d) rehabilitation processes and e) return to work 

processes were not specifically linked to the pre-injury/absence context.  

a) Support role co-ordination 

Discussions highlighted a potential role for experienced PSOs in assisting the HSO 

to address stress and injury risks that may not otherwise be reported or addressed due 

to the workload of the HSO. Expanding the capacity of PSOs would increase access 

to support for some members and therefore increase their awareness of injury 

management services. 

It’s a 3-day course up there, we go away and our HSO runs it and we 

actually take some of his work from him now there’s only one HSO at 

the moment in the [Name] region in the whole state and there are some 

issues up there and so what we’ve done amongst all of us is in our 

meetings, is I suppose we have picked some of our senior PSOs and now 

we are doing some of his jobs to give him a chance to go and do others 

but obviously if we get to a certain stage we have got to pass them on.    

b) Leadership responsibilities 

It was suggested that leadership responsibilities should include detecting potential 

stress issues in subordinates and instigating secondary prevention or early 

intervention measures to reduce the risk of undetected issues developing into 

significant ill health or injury. This also required role specific injury management 

awareness training. 
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As a supervisor at one point had seen a person coming back from a – say 

a post mortem in relation to a, um, a cot death um, seeing visibly 

distressed and saying ring up, or getting onto my boss and saying “look I 

think I might have to contact the HSO” for no other reason just to see if 

this fella wants to have a chat. Um, those responsibilities who I feel 

should remain with the, the um, the OIC of these sections or even at an 

AC level. 

c) Prevention systems 

Prevention systems were reported as inadequate in terms of learning from existing 

and past issues to improve current prevention measures, again pointing to the need 

for more effective injury data collection and dissemination. Reporting local cases to 

headquarters and reviewing the reasons provided by people who had left the 

organisation were suggested. A clear system for identifying and addressing injury 

risks efficiently at the academy had proven effective in reducing injury and illness 

absence and attrition.  

So actually what they did was they employed a rehab co-ordinator who 

pulled it all together who needed our input as to how the entire system 

worked and she basically reformed the entire way that the recruit injury 

management was, was managed and supervised at the police academy. 

And so what they found in the long run was that we actually had to 

terminate less recruits for not being the, for being a low physical 

standard …, but then they went on from that and used it as a starting 

point to look at the reporting functions of it and why the injuries were 

occurring at all. 

7.4 Map 1 - Reporting  

Map 1 (see Figure 5), was dominated by processes affected by the organisational 

climate and/or culture. These reporting processes were less focus on injured/ill 

individuals than on notification processes and involvement of other stakeholders 

within the organisation. This was highlighted by the identification, reporting and 

consultation steps preceding the decision about contacting the affected member. 

There was a disconnect between the IMWP emphasis on procedures and systems for 

identifying and notifying absence, injury or illness and the simultaneous emphasis of 

focus groups on relationships themes affecting individual decisions about reporting 

injury or illness. The organisational culture, trust and ownership issues and lack of 

understanding about stress issues and rehabilitation processes dominated links made 

between the steps on Map 1 and focus group themes.
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7.4.1 Absence and/or injury  

The starting point for Map 1 was the initial illness absence from work or injury event, 

which was affected by three relationships themes: Organisational Culture, Trust and 

Ownership, and Understanding Prevention and Rehabilitation. The other 

relationships focused theme, External Stakeholder Involvement, and the three 

systems and process focused themes were not mentioned in conjunction with the 

initial absence from work or injury. The IMWP found that the lack of training to 

recognise stress and in some cases geographic isolation contributed to illness and 

absences not being identified for rehabilitation. The IMWP recommended a more 

strategic leadership role for the AMC and improved reporting of statistics to increase 

the rate of reporting.  

7.4.1.1 Organisational Culture  

Aspects of the general organisational climate, such as gossip and stigma associated 

with psychological injuries in particular, affected the initial absence from work 

experience for ill members of the organisation. These issues identified by focus 

group participants could be addressed by the IMWP recommendation that the AMC 

role be more focused on initiatives addressing absenteeism from an organisational 

perspective. These initiatives could include reducing the stigma associated with 

illness absence and improving systems for identifying non-consecutive absence 

patterns.  

Gossip was seen as an issue from the moment an injury or illness absence 

occurred and represented an additional stressor to the absent individual and to 

organisational stakeholders who were caught between needing information to 

promote rehabilitation and being accused of breaching confidentiality. Stigma was 

presented as an issue affecting all aspects of the injury/absence process from 

reporting to return to work maintenance. The perception of stigma was seen as 

having a particularly negative impact on the initial reporting of illness or injury. 

Constructive solutions from people with leadership experience, included suggestions 

about how the organisation could make its leaders more accountable for their 

leadership skills and how to prepare the leaders of the future for this aspect of the 

role. 

Physical is easier. 
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Yeah.   

Well [disagreeing], there’s a stigma attached to having, having back 

strain, you know I come from health so, you know that back was a good 

dodge, puts you under claiming sort of, so if there, there’s still a stigma 

attached to rehab um, and that needs to change in the organisation as well. 

Well, some people figure that rehab is more of a disease than 

what made them sick in the first place.   

7.4.1.2 Trust and Ownership  

Of the three Trust and Ownership sub-themes, only c) Trust in support roles was 

linked to the initial absence or injury event. Trust issues added to the identified 

systemic lack of strategic absenteeism management for non-consecutive absence 

patterns and the limited awareness of mental health issues and injury management 

processes. Shift work was seen as limiting the capacity of people in support and 

supervisory roles in getting to know staff and therefore limiting their ability to detect 

potential stress and rehabilitation issues. The extent to which confidentiality was 

maintained by people in support roles was also debated with some arguing that it was 

a reason not to report issues and obtain support and others suggesting that the 

perception of confidentiality breaches was exaggerated.  

… someone who is taking anti-depressants and not on rehab – we don’t 

know ….to be quite frank, where I work, we have got 60 something staff 

and we, I’m the PTA supervisor for twelve of those...., I might actually 

get on the same shift as anybody once a month maybe 

7.4.1.3 Understanding Prevention and Rehabilitation  

Understanding issues and processes influenced the initial absence or injury event, 

echoing IMWP findings about the need for training to recognise and respond to 

stress and to initiate injury management processes. The injury/absence experience of 

affected members and the process of recognising people’s own and others’ stress 

were affected by a general lack of understanding about injury issues and 

rehabilitation processes. Factors included limited knowledge about early signs of 

stress and inadequate understanding about how to access support. Suggestions 

included more visual and easily accessible information, such as flowcharts and re-

designed web pages. 

New recruits out on the road are the ones who seem to be suffering from 

all the um, emotional stress that the jobs causes, they’re not really OK 

with what happens from, the very beginning once a problem has been 

identified. All the way through the process I mean, like, we give them, 

um, we keep them informed as much as we can about the process, but I 
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think there should be some sort of education process that they can look 

into for themselves, and educate themselves. 

7.4.2 Identify absence/injury 

At the initial identification stage only one or two stakeholders, such as the affected 

person or a close colleague, may have become aware of the injury/illness issue. 

Relationship themes (Organisational Culture, Trust and Ownership, and 

Understanding Prevention and Rehabilitation) also dominated this first step in the 

Reporting process. However, unlike the initial injury or illness absence event, a 

systems sub-theme (prevention systems) was also introduced here.  

7.4.2.1 Organisational Culture  

Both a) the General organisational climate and b) Fragmentation within the culture 

added something to understanding the first identification step in the reporting process. 

These cultural factors compounded process issues, such as the lack of systems to 

identify non-consecutive absences and to more strategically manage absenteeism. 

This further highlighted the need for increased stress and injury management 

awareness training to enhance the early identification of injury and illness. 

a) General organisational climate 

There were numerous comments about why individuals chose not to acknowledge 

some injuries, especially stress and other psychological issues, including the general 

culture of not discussing emotions and the perception that identifying a mental health 

concern would result in negative labelling of the individual. Even if support was 

sought, some managers preferred to hide the issues rather than acknowledge any 

problems among their own staff that may reflect negatively on their management 

style.  

And they [i.e., managers] see it as a failure.  If they have persons that are 

on rehab and are consistently on rehab for extended periods of time, it’s a 

personal insult, not only to them but also to their management style. And, 

and a result of that, they try to sweep it under, or they try to keep a very 

low profile.  They don’t want to raise it up, they don’t want to address it, 

so it only perpetuates itself.  
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b) Fragmentation within the culture 

Another barrier to identifying and reporting stress issues before they escalated 

related to the lack of unity within the organisation on the issue of stress and the 

distinctions made between physical and psychological health concerns.  

It’s [i.e., stress] in people’s minds it’s not, it’s not a real thing. ... my 

doctor said unless you have something that is actually hanging off or cut, 

you know like an arm missing then you’re, like a physical injury then it’s 

not recognised.   

7.4.2.2 Trust and Ownership  

The Trust and Ownership sub-themes, a) Trust in the organisation and c) Trust in 

support roles, contributed to understanding the issues with initial identification of an 

absence or injury requiring support. Limited training for supervisors was identified 

as a barrier to early recognition of rehabilitation issues, exacerbating the impact of 

the trust issues identified in this theme. 

a) Trust in the organisation 

Industrial issues were shifted into a rehabilitation process by both affected workers 

and supervisors not coping with and addressing the industrial issues, which clouded 

the early identification and addressing of these issues in the rehabilitation context.  

… then you, as your rehab officer, you pick it up but, and also that, early 

intervention, if you can get out who you are and what you’re doing, 

management people who don’t like to do it, but are managing, will come 

to you, even from the health and safety section say – “look I’ve think 

you’ve got a bit of a problem here” – it might be them [i.e., management] 

that have caused it but they’re happy for you to get in there and intervene. 

c) Trust in support roles 

Trust in support roles, was a significant theme in discussions about people not 

identifying issues and obtaining support, especially for mental health concerns. There 

were suggestions about advertising the availability of support people, such as PSOs, 

ensuring accessibility and promoting trust in these support roles.  

People need to know that it is OK, and they should have confidence – so 

it should be clearly stated that they should have confidence in their HSO 

or in their PSO. 

 

There were also several discussions about preferences for support from 

Chaplains, HSOs and supervisors with some participants trusting the confidentiality 

of Chaplains over other support roles. It was suggested that the confidentiality 
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requirements of all support roles be further clarified. Focus groups agreed that 

having a range of people and roles to choose from was important to encourage the 

early identification of issues and meet the different support needs. 

7.4.2.3 Understanding Prevention and Rehabilitation  

Understanding stress issues, prevention and early intervention processes affected 

early identification and acknowledgement of support needs as highlighted by sub-

theme a), which confirmed the IMWP finding about the need for more stress and 

injury management awareness training. Supervisors not recognising signs of stress 

occasionally prompted extreme behaviours, such as threats of physical violence, 

from subordinates attempting to draw attention to their needs. Challenges for 

managers included limited understanding about what they could do to recognise 

early signs of stress and obtain appropriate help to deal with stress issues.  

Recognising stress in remote areas, where contact with other officers was often not 

face to face, was also discussed. Non-judgemental support and information about 

processes, such as lodging a workers’ compensation claim, were recommended to 

encourage people to report stress symptoms.  

Getting someone to actually say that they’re feeling unwell I think that’s, 

it’s more of an education thing and I know myself – I had no idea what to 

do I was settling in that void of not knowing where to go or whatever and 

until I actually got into the process and after a long period of time I sort 

of understood how the, the machinery works better for WorkCover. 

7.4.2.4 Prevention and Rehabilitation Systems  

Of the five Prevention and Rehabilitation Systems sub-themes only c) Prevention 

systems was linked to the initial identification of the absence or injury. These 

discussions directly related to and expanded on the IMWP suggestions about 

processes to promote earlier identification of issues potentially requiring 

rehabilitation intervention or support. Identification of potential injury or illness was 

limited by inadequate secondary prevention systems, including risk management and 

debriefing. Amongst participants who had traumatic injury and stress experiences 

there was agreement that there was a lack of debriefing opportunities and no 

systematic approaches to identifying potential stress reactions and to intervene early. 

It was also suggested that the paperwork and statistics regarding injury prevention 

was better attended to than practical interventions to identify and address issues.  
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There’s plenty of um, of ah, of those indicators where they’re just 

checking the boxes. I’ve noticed someone in the hallway as you were 

saying, and that’s all that matters when you’re talking about figures and 

OPRs, but in terms of getting on the ground and doing it [i.e., identifying 

and addressing injury] – there doesn’t seem to be too much of that going 

on.  

7.4.3 Inform core rehabilitation group 

Once an injury or illness absence was identified, the next step was to inform the Core 

Rehabilitation Group (CRG) for that area. In response to the IMWP questions, all 

nine operational areas reported using email to report an injury or absence after it was 

initially identified by any stakeholder. At least six regions mentioned a greater than 

five day absence criteria as a key determinant of whether formal reporting was 

required. The IMWP recommended that the email address for the rehabilitation 

group in each region be standardised and that the membership of the CRG should be 

more clearly defined.  

7.4.3.1 Prevention and Rehabilitation Systems  

Whilst there was considerable detail about informing the CRG in the IMWP 

documents and discussions, only one Prevention and Rehabilitation Systems sub-

theme related to this step, which was strongly linked to the IMWP recommendation 

about reviewing the membership of the CRG. Focus groups suggested the need for 

clearer co-ordination and organisation of support and rehabilitation roles to 

streamline reporting processes.  

Perhaps the role of the rehab co-ordinator – to bring those parties 

together periodically to just work through these issues. 

And then we’d streamline it to extent, to a certain extent to where people 

might get treatment earlier and get the care that they need and, and the 

rehabilitation up so as to get them back to work. 

7.4.4 Discuss with stakeholders other than the injured or ill member 

Discussion with stakeholders, such as the direct supervisor of the injured or ill 

individual, was presented as an additional step between the formal notification to the 

CRG and the decision about making contact with the affected member. Three 

relationship themes (Organisational Culture, Trust and Ownership, and 

Understanding Prevention and Rehabilitation) reflected on this practice within the 

Reporting process, which was essentially about communication. None of the systems 

themes added any information to this step in the process. 
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7.4.4.1 Organisational Culture  

The organisational culture influenced conflicting perspectives about the indirect 

communication at this stage of the Reporting process. Responses to the IMWP 

however indicate that this communication was often a necessary precursor to the 

following decision point about contact with the injured worker. The general 

organisational climate contributed to a conflict managers faced in trying to address 

an injury or absence issue and being accused of breaching confidentiality in the 

process. 

If you try and establish some information about a person for their own 

wellbeing and also that of the organisation you’re heavily criticised 

within your own organisation. 

7.4.4.2 Trust and Ownership  

Trust had a small but significant role to play in discussions between stakeholders 

contributing to members’ hesitation to disclose health concerns. IMWP documents 

acknowledged that a potential outcome of this stakeholder communication was a 

determination that it was an industrial relations matter rather than a rehabilitation 

matter, which had the potential to further impact on trust in support roles. Comments 

about colleagues in the local area serving in support roles indicated that members 

had concerns about confidentiality and conflict of interest between dual roles and 

their resultant capacity to advocate for IW needs. The need to provided relevant 

information to management to gain approval for some interventions was also raised, 

both as a necessity and as a point that required careful explanation for the affected 

individual. 

I’m bound by code of ethics and what have you, but, even so, um, I need 

to be able to say to somebody, right, let’s say for instance they’re asking 

for a compassionate transfer, I don’t go to the boss and say – oh yeah 

we’ve got to give Johnny Blogs a compassionate transfer because they 

want one … 

I’ve got be able to give good reasons. 

7.4.4.3 Understanding Prevention and Rehabilitation  

There were several discussions about the importance of stakeholders understanding 

the issues experienced by an injured worker and their part in the process of providing 

support and rehabilitation, confirming the views expressed in IMWP documents. 

Needing reliable access to someone knowledgeable who could convey information 

about stress, injury, prevention and rehabilitation was presented as a key reason for 
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discussions between the IM Co-ordinator and the supervisor prior to contacting the 

injured or absent worker. Another reason was cited as co-opting support for the 

worker from supervisors and colleagues.  

There you are sitting down with someone who’s going on light duties 

right, for whatever reason, a medical reason or a psychological reason, …, 

you need to have some sort of a story to explain to the troops so they can 

be open and honest with everybody.  

7.4.5 Decide who/how to contact the injured or ill member 

The final step on Map 1 was a decision about who was to contact the affected 

member and method of contact. IMWP documents indicated diverse approaches to 

this decision ranging from standardised to individualised. Focus group discussions 

clearly favoured a more individualised approach to this decision step. 

7.4.5.1 Trust and Ownership  

Trust and Ownership sub-themes a) Trust in the organisation and b) Ownership of 

prevention and rehabilitation contributed to understanding this decision process at 

the end of Map 1 Reporting, emphasising the importance of an individualised 

approach. 

a) Trust in the organisation 

Participants suggested that promoting trust in the organisation could be achieved by 

demonstrating respect for the absent member by making appropriate contact with 

them. This was seen as important at a number of levels for the injured worker, their 

family and ultimately the organisation.  

At the same time, as that person’s feeling that [i.e., anger] and saying that 

to us, their spouse is also in the picture.  

… ensure that the organisation is protected down the track from, from 

being seen as indifferent and uncaring and un-supporting and not actually 

following up with individuals. 

b) Ownership of prevention and rehabilitation 

Individual preference of the injured worker was suggested as a key factor in deciding 

how contact should be made with them. As in other parts of the process, a distinction 

was made between physical and psychological injury suggesting that someone with a 

physical injury would be more interested in staying in touch with the workplace than 

someone with a psychological injury.  
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That depends on the person themselves on, I guess, how involved they 

want to be. 

7.4.5.2 Understanding Prevention and Rehabilitation  

Supervisors struggled with their responsibility to contact an absent subordinate, 

contradicting the ‘hierarchy of contact’ approach reported by one region. Supervisors 

raised the issue of being told to contact injured workers on leave without due 

consideration for the appropriateness of the contact. Supervisors were also left 

uncertain about what contact they should have with injured workers, who in turn 

reported not always wanting to hear from the supervisor. It was suggested that the 

injured worker should be asked about their preferences for contact. 

If you want to have some follow up with your bosses or whatever, … 

maybe only conflict resolution. You know the rehab co-ordinator can 

facilitate that.    

7.4.5.3 Prevention and Rehabilitation Systems  

Similarly, leadership responsibilities within rehabilitation systems were seen as 

creating conflict with absent workers in some cases, suggesting that the 

individualised responses utilised in some regions would be more constructive. For 

example participant concerns about inappropriate contact with members on stress 

leave included an unannounced home visit to a member on stress leave to inform 

them of a decision that had been made about them without consultation. 

… on stress leave, she refused to have anything to do with the workplace 

health and safety person here because of the way she was speaking to 

her … Then she had the hierarchy turn up at her door and read this report 

about how it had been decided that she’d be coming back to work within 

X days. 

7.5 Map 2 - Responding 

Map 2 (see Figure 6), demonstrates the lack of clear processes for responding to 

injury or absence and the distinction between accepted claims and other issues 

requiring rehabilitation and support. Process themes play a more significant role in 

the Responding process than on Map 1 (Reporting). Both IMWP and focus group 

data highlight process complexities caused by the involvement of external 

stakeholders such as WorkCover Queensland. There were also internal tensions 

associated with a lack of role clarity for groups such as the AMC and ownership 

issues between regional headquarters and local areas. The lack of focus on achieving 
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optimal outcomes for both affected individuals and the organisation continued 

throughout the responding process.
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7.5.1 Seek information and assess needs 

The first step in the Responding processes was based on direct contact with the 

affected member to obtain more information about the illness, absence or injury and 

to gain an initial overview of the affected member’s needs as relevant to a successful 

return to work. This step was affected by Trust and Ownership, Understanding 

Prevention and Rehabilitation, and Resource Provision themes, which related to 

IMWP findings about limited RRC availability and training, as well as lack of 

opportunities for individuals to indicate their satisfaction with the support process. 

7.5.1.1 Trust and Ownership 

Ownership of prevention and rehabilitation was directly linked to the first action in 

the Responding process highlighted the importance of stakeholder ownership over 

the rehabilitation process. Promoting individual ownership of their rehabilitation 

would include mechanisms encouraging feedback about support processes as 

recommended by the IMWP. Discussions suggested that injured workers needed to 

be directly involved in communication about the rehabilitation process throughout 

and that individual needs should be considered from a rehabilitation perspective not 

only from a personal choice perspective unrelated to rehabilitation.  

There should be more select direction given rather than saying – oh well, 

I don’t like it, I can go home straight – and rehab needs to take that into 

account too. Certainly be fair to somebody that’s injured, whether it be 

physically or psychologically or both, but also assess them to make sure 

that it’s real and get tough on them. 

7.5.1.2 Understanding Prevention and Rehabilitation 

Two sub-themes, a) Understanding issues and processes and b) Understanding roles 

and responsibilities were linked to the first action step on Map 2. This further 

highlights the importance of good communication with the absent or injured person 

early in the process. This required the RRC to be available to provide information, 

which was often limited by workload, rosters and inadequate training. 

a)  Understanding issues and processes 

Early responses with good communication between support roles and with the absent 

worker were seen as essential to promoting positive outcomes. Employing 
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rehabilitation people who have an understanding of the police context was also 

highlighted as essential from the first step in the Responding process.  

I’m employed by the QPS to look after police officers and their families. 

I’m, my mindset has to be about how to fix the service and the individual 

officers … And that’s a mentality that needs to be employed in cases of 

rehab that there has to be [rehab] people that have connected with the 

police.  

b) Understanding roles and responsibilities 

This sub-theme demonstrated the impact of a focus on the required paper work at the 

expense of early communication with the injured worker increasing the risk of 

emotional responses negatively impacting the rehabilitation process. This risk was 

perpetuated by the reporting requirements imposed on RRCs and other support roles. 

… and it’s just feeling alone out there and wondering – well I’m sure 

people will phone. They didn’t. The string of paper got given basic 

priority right? 

7.5.1.3 Resource Provision  

In support of IMWP concerns about RRC availability to contact injured and/or 

absent members early, focus groups identified limitations in support role staffing as a 

key factor affecting early assessment of needs. These limitations were seen as 

limiting early contact with the absent, ill or injured person, particularly for those 

performing a support role in addition to other substantive duties. 

And you’ve got to call, you talk to them and make sure they’re all right. 

So, you have to, eventually you think, OK I’m having a rehab day today 

that’s it, then I’m having a WorkCover day, my files are a mess and 

everything’s in there and you just have to concentrate. 

7.5.2 Decide next steps 

Deciding the next steps after the initial contact with the absent, ill or injured worker 

was more affected by resource issues and unclear obligations towards non-work 

related injuries than by the needs of the injured person and the goals of return to 

function and/or return to work. Trust and Ownership and Resource Provision 

subthemes were linked to this decision step. 

7.5.2.1 Trust and Ownership 

Trust in the organisation was affected by unclear responsibilities and decision 

timeframes as identified by the IMWP, as well as by the lack of support for non-

work-related incapacity as discussed by the focus groups. The potential outcome of 



 

183 

case closure at this stage further eroded individual trust in the QPS. Whilst the 

organisation provided some support for individuals injured outside of the work 

context, focus group discussions indicated that members could not rely on the 

organisation supporting them through non-work related injury or illness. 

I don’t think some of those things that you’ve highlighted there, don’t 

really exist at all, in the sense that if someone goes out and plays football, 

and busts their knee or shoulder or whatever, you know, I don’t think any 

of those things [i.e., prevention and rehabilitation] exist at all. 

7.5.2.2 Resource Provision 

Resource sub-themes b) Support role staffing and resources and c) Rural and remote 

resourcing, affected the decision about what the next steps should be in a case. More 

clarity about the role of the AMC and a more strategic emphasis could have shifted 

the questions about initial resource provision to a question about ultimate cost 

effectiveness considering rehabilitation outcomes.  

b)  Support role staffing and resources 

Limited support role staffing and resources, such as lack of available time and the 

workload associated with required paperwork, inhibited decisions to initiate early 

interventions for ill or injured workers despite an awareness of the importance of 

early effective intervention.  

But you need the resources to do it [i.e., support role], there’s no use 

saying well, OK we need to that with that person, I mean without the 

hierarchy still approving it [i.e., resources] then it just doesn’t happen. 

  

c) Rural and remote resourcing 

Rural and remote area resources presented additional challenges to providing 

interventions for injured workers, therefore affecting the available options to decide 

the next step in the responding process. 

Right, that is part of policing in the outback. It’s going to cost you more 

money to provide the same service for that to work. 

7.5.3 Allocate support person/s 

The allocation of relevant support people depended on preceding decisions made 

about the next steps required in a particular case. The IMWP documents indicated 

that QPS areas varied in how support was allocated to injured or absent workers. 

Focus group themes about Trust and Ownership, Understanding Prevention and 
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Rehabilitation, Resource Provision, and Selection Processes further informed this 

step in the Responding process. For example sub-theme a) understanding issues and 

processes, indicated some confusion about the process of allocating a rehabilitation 

person resulting in cases where no-one appeared to be managing the rehabilitation at 

all. 

7.5.3.1 Trust and Ownership 

The importance of stakeholder choice in allocating support person/s was highlighted 

by sub-themes b) Ownership of prevention and rehabilitation and c) Trust in support 

roles. Sub-theme b) highlighted the benefits of choice in allocating a support person, 

including being able to match compatible personalities and the required strengths for 

individual cases to achieve positive outcomes. This supported the approach taken in 

operational areas where cases were allocated according to RRC factors, such as 

experience, and injured worker factors, such as needs. Local decisions about who 

should provide rehabilitation affected trust in support roles, especially when the 

RRCs substantive position was in the same office as the injured worker’s position. 

The other problems with rehabilitation co-ordinators that we have here 

now is they’re your colleagues. … 

… You really need to have some, more independent person to do that 

sort of thing.  

7.5.3.2 Resource Provision 

Focus groups made a number of points about the allocation of support person/s in 

relation to support role staffing and resources. These included the workloads of some 

RRCs, the need for access to advice from more qualified or experienced people if 

required and the distribution of workload among support roles, further emphasising 

the need to consider RRC factors in the allocation process. Two focus groups offered 

suggestions about making better use of trained PSOs to assist overworked HSOs and 

RRCs. There was also some discussion about providing support for RRCs in 

managing challenging cases or heavy case loads.  

They’re all around, and it’s just that no one’s using them [i.e., PSOs].  So 

there’s an underused resource that, that the service should be actually 

thinking about it a little bit more I think and if nothing else, training them 

to maybe take on a few more roles or to assist a rehab officer 



 

185 

7.5.3.3 Selection Processes 

The focus of Selection Processes with regard to the allocation of a support person to 

an injured or absent member was on the process of recruitment for support roles. If 

both RRC and injured worker factors were to be considered in the allocation of cases, 

then the initial recruitment process would have to be more focused on aptitudes and 

attributes that were likely to meet the rehabilitation needs of a region. Non-volunteer 

recruitment into RRC roles eliminated choice, about providing and receiving support, 

for the RRC and the injured worker. Participants from one region explained that 

senior officers were required to co-ordinate the rehabilitation for other injured senior 

officers, as well as for ‘difficult’ cases in neighbouring districts. 

I’m going to be given rehabilitation roles for people, who are outside of 

my district, because that’s what they want, people on my level.   

7.5.4 Lodge WCQ claim 

The process of lodging a WCQ claim was only discussed by participants who had 

been affected by stress or injury. There was no mention of this from support people 

or decision makers. This step in the responding process was dominated by 

relationship themes and their impact on claim lodgement, focusing on stigmatisation, 

confidentiality, and stakeholder understanding of issues and processes. The main 

concern raised by the IMWP was about the unclear timeframes for claim lodgement 

when there was no well defined injury event. 

7.5.4.1 Organisational Culture 

The general organisational climate provided some insight into individual decisions 

about lodging a claim with WCQ, affecting the timeframe issue raised in the IMWP 

documents. The organisational culture was seen as stigmatising stress claims, 

negatively impacting claim lodgement with the consequence of further delaying 

rehabilitative interventions. 

I was so reluctant to go down the stress path because of the, you know, 

the stigma attached to it and in the end I just thought well I can’t solve it 

myself.  

7.5.4.2 Trust and Ownership 

The three Trust and Ownership sub-themes raised numerous confidentiality issues. In 

the context of claim lodgement, the emphasis was on lack of trust in the 

confidentiality of people in QPS support roles. The perceived lack of confidentiality 
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associated with the WCQ claims process, affected individual decisions about 

submitting a claim.  

The accountability isn’t there, because any WorkCover claim or 

whatever, well the service have to know about it – there is no 

confidentiality at all in terms of that.  

7.5.4.3 Understanding Prevention and Rehabilitation 

Stakeholder understanding of issues and processes was discussed as a significant 

factor in individual decisions about lodging a claim, further delaying claim 

lodgement. Increasing understanding about the impact of stress and about workers’ 

compensation processes was suggested to make people more willing to lodge a claim.  

I go out on stress, but what happens then? So I think there’s kind of, 

there’s an ignorance part of it as well because you, you might think oh 

well yeah, there’s something wrong but what, what is the impact? What’s 

going to be the bigger impact upon me if I decide to put my hand up and 

say that I need a bit of a hand? 

7.5.5 WCQ eligibility decision 

WCQ eligibility issues were discussed by focus group participants, who had lodged a 

claim, as well as by decision makers, but not by the participants in direct support 

roles. Workers’ compensation eligibility decisions were primarily discussed in the 

context of psychological injury claims and the implications of claim rejection for 

affected members and the QPS as an organisation. IMWP documents indicated 

concerns about unclear decision timeframes, tensions between the QPS and WCQ in 

some regions, unclear transition processes between claim rejection and internal 

support mechanisms and potential case closure based on claim rejection rather than 

issue resolution. 

7.5.5.1 External stakeholder involvement 

Sub-theme b) Insurer, regulator and public mandates, clearly involved the most 

information regarding WCQ eligibility decisions, confirming indications found in 

IMWP documents about dissatisfaction with WCQ in some areas. Several focus 

group discussions highlighted the differences in claims decisions between physical 

and psychological injury, the varying individual support needs from the Human 

Service Officer (HSO) and the impact of WorkCover Queensland (WCQ) assessor 

experience on decisions made. Many participants indicated general dissatisfaction 

with WCQ, including injured workers, members in direct support roles and decision 
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makers. Whether decision makers were happy with WCQ claims decisions depended 

on the region they were in and whether the assessor was internal or external to WCQ. 

Particularly negative experiences were reported with inexperienced and external 

assessors, and with psychological claim rejections based on exclusions in the Act. 

… the psychiatrists and the psychologists will say – ah yeah, you know, 

yes he suffered this and yes it is a work related injury, but … The union 

has fought for years to get rid of that part out of the act that says “that it 

is managed reasonably by the service”. 

7.5.5.2 Prevention and Rehabilitation Systems 

QPS rehabilitation processes varied for compensable and non-compensable injuries 

as demonstrated by both the process maps and the focus group discussions. The lack 

of proactive intervention outside of the workers’ compensation claims process was 

one of the issues raised in connection with workers’ compensation eligibility 

decisions.  

… if WorkCover don’t accept it? Do you say well, there’s one less claim, 

as soon as they wave the magic wand and go – oh we don’t accept it – 

then the QPS just goes; oh, OK you’re fine. There’s nothing wrong with 

you. 

7.5.6 QPS internal and other support decisions 

The QPS internal decision about addressing psychological or other support needs 

was made parallel to the WCQ eligibility decision. This part of the Responding 

process was primarily discussed by participants with their own stress experiences 

and by participants working in remote locations. These decisions were 

predominantly affected by the theme Understanding Prevention and Rehabilitation. 

In addition, semi-independent organisations associated with the QPS were suggested 

as playing a potential role in providing support for affected members outside of the 

workers’ compensation process. 

7.5.6.1 Understanding Prevention and Rehabilitation 

Stakeholder understanding of issues, processes, roles and responsibilities all featured 

in the QPS internal support decision. This understanding related to identified issues 

with WCQ decision timeframes, relationships between key WCQ and QPS 

stakeholders and transition issues between claims and support decisions. 
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a)  Understanding issues and processes 

Heeding doctors’ advice about health issues, understanding the impact of distance on 

support needs and providing information to families of injured or ill workers factored 

into decisions about providing support from within the organisation regardless of the 

workers’ compensation claims process. Whilst these factors were considered 

important, they were often ignored in practice. 

… you’re pulling kids out of school … A lot of these small communities 

have part time work, there may be another job, so they’ve got to take 

time off so, there are major psychological problems not just for the 

member, but for the immediate family as well that need to be addressed 

as it’s going to affect rehab. 

b) Understanding roles and responsibilities 

The HSO role was provided as an example of providing individualised and holistic 

support for QPS members and their families depending on their psychological and 

other support needs. These extended to practical things like ensuring injured workers’ 

pets were cared for during hospital stays.  

The HSOs can be extended to um, to look at a more holistic approach to 

the wellbeing of um the staff and to their immediate families.  

7.5.6.2 External Stakeholder Involvement 

Focus groups suggested that semi-independent organisations like Legacy
51

 might 

play a role in providing support to injured workers and their families, partially 

addressing the identified transition issues between claim rejection and other support, 

especially for psychological injuries. Legacy was viewed as being uniquely 

positioned with members who have extensive policing experience, but no longer 

active in their policing roles. This combination of experience and independence was 

seen as potentially beneficial to both providing direct support to individuals and 

providing advice to supervisors. 

I don’t know whether they would want to have their role extended but 

they seem to be … have it together and there’s a lot of people that are ex-

police that are involved.  

7.5.7 Initiate interventions  

Interventions initiated at the end of the Responding process included general internal 

support, HSO support, Early Intervention Treatment Program (EITP), Rehabilitation 

                                                 
51

 Legacy is an organisation whose members are often retired police officers. Legacy utilises 

donations to support the families of police officers killed in the line of duty. 
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Case Management (RCM), Sick Leave Bank (SLB) financial support, or QSuper 

insurance coverage for accepted sickness absence. Facilitating access to interventions 

was most affected by trust and ownership issues, as well as stakeholder 

understanding of rehabilitation issues, processes, roles and responsibilities. External 

stakeholder involvement and resource provision also played a part at this stage. 

7.5.7.1 Trust and Ownership 

Policy practice gaps in the process of initiating interventions played a role in both a) 

Trust in the organisation and b) Ownership of prevention and rehabilitation. This was 

linked to procedural barriers to initiating EITP and RCM, the administrative 

workload of injury management co-ordinators, and the limited knowledge of 

rehabilitation and support processes for key stakeholders such as RRCs and 

supervisors. 

a)  Trust in the organisation 

One participant spoke about deferring to the legislation in communicating 

intervention decisions to stakeholders and another noted that early intervention was 

being done as well as possible within the resource and legislative limitations. Policy 

practice gaps were seen as negatively affecting trust in the organisation and the 

effective implementation of rehabilitation interventions with constructive support 

from supervisors.  

I police the rules that are set out in the WorkCover Act and the Workplace 

Health and Safety Act. They are the two Acts that I follow, right? I don’t 

make those rules, but here is what it says, you take it the way you want it, 

but my advice to you would be to do this, so I don’t have any problems. 

b) Ownership of prevention and rehabilitation  

The disconnect between rehabilitation policy written in State Headquarters and 

remote regional realities was one example of factors impacting local ownership over 

prevention and rehabilitation initiatives. Participants commented on the impact of 

distance on stakeholders working together to initiate interventions, as well as unclear 

boundaries between local and central responsibilities. Ownership was also raised in 

the context of individual choice in intervention decisions. 

I guess the difficulty you’ve got then is our main rehab person is X 

kilometres away in [Regional HQ], so do they talk to them? Or do they 

talk to us and then we talk to them and then the triangle starts, you know, 

so you’ve either got difficulties there in just trying to get the process 
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going by the distance, communications, where the person has to go for 

the medical treatment. Where none of these things would happen in 

Brisbane, none of them would happen. You would all do it in one office 

sitting together, we can’t do that here. 

7.5.7.2 Understanding Prevention and Rehabilitation  

The effectiveness of the process of initiating interventions was affected by 

stakeholder understanding of issues, processes, roles and responsibilities, again 

pointing to the IMWP finding that training about rehabilitation and support processes 

for key stakeholders was limited in most regions. RRC availability and ability to 

provide relevant information to injured workers was also a contributing factor. 

Furthermore, the diversity of roles and responsibilities of individuals and stakeholder 

groups noted in IMWP documents provided an explanation for some of the confusion 

evident within focus group discussions. 

a) Understanding issues and processes 

Knowing about the option of having an advocate present in meetings to talk about 

rehabilitation and support was raised in the context of key family members 

understanding and supporting interventions. Several focus group participants were 

not aware of the availability of key services, such as intensive case management. 

I didn’t know I could take my wife in and she was left out of the loop. 

Well, she was putting up with, you know, me not being able to cope.  

b) Understanding roles and responsibilities 

Unclear understanding about who needed to do what to initiate formal services, such 

as intensive case management, was evident in one focus group discussion. The 

streamlining of processes and clarifying responsibilities was suggested to facilitate 

intervention rather than complicating it.  

… in the streamlined processes to make sure everyone understands, not 

only their responsibilities, and what people all do but, that the processes 

make, you know, for those responsibilities to fall into place.  

7.5.7.3 External Stakeholder Involvement 

The involvement of WCQ in the intervention process was described negatively by 

many focus group participants. This was also evident in some of the written 

responses to the IMWP survey. The initiation of rehabilitation interventions in the 

context of a WCQ claim was compared to the rehabilitation provided for injuries 
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acquired during military activities to highlight the deficits of the State workers’ 

compensation system. 

I tell WorkCover I have no confidence in them whenever I have to talk to 

the stupid case officers, because they go so slow. 

It’s just the way it is. They’re an insurance company. 

Exactly. Whereas when I’ve been injured on reserve exercises the DVA, 

are totally different to WorkCover.  

7.5.7.4 Resource Provision 

Finally, support role staffing and resources required improvements to more 

effectively facilitate access to support and rehabilitation interventions. IMWP 

documents noted the limited capacity of RRCs to contact injured workers due to 

workloads and rosters, as well as the high administrative workload for roles such as 

the IMC. Onerous processes, such as that required to initiate EITP further 

compounded time constraints. People in support roles working directly with injured 

workers reported documentation requirements and unclear role boundaries as 

limiting factors in initiating the required interventions.  

I still do the letters for early intervention, intensive case management um 

and those sorts of things and I have finally convinced the HR manager … 

that I don’t do HR stuff.  

7.6 Map 3 - Intervening 

The steps on Map 3 (see Figure 7) focus on providing support and rehabilitation to 

affected individuals and indicate the lack of clarity concerning a number of processes. 

Simultaneously, timeframes and processes for achieving RTW, RTW maintenance 

and optimal resolution of injury and/or illness issues became increasingly unclear 

during the intervention steps on Map 3. All themes commented on intervention and 

RTW processes. Stakeholder involvement and monitoring reduced around the time 

of RTW resulting in unclear RTW maintenance outcomes. The links between each 

step on Map 3 and the focus group themes are further described in the remainder of 

this chapter.
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7.6.1 Intervention and support services 

Absence/recovery intervention processes continued from the initiation step at the end 

of Map 2. These sometimes separate and sometimes overlapping paths provided 

varying levels of rehabilitation, other interventions, treatment and support. The 

IMWP documents identified concerns about the limited time for support roles, 

unclear timeframes for intervention processes, and lack of monitoring of 

interventions. Focus group discussions about the intervention processes covered a 

broad range of issues. Six of the seven themes and 13 sub-themes commented on 

intervention and support processes at this stage. Organisational Culture featured 

strongly in the pre-injury/absence and early reporting processes and again during 

final return to work and return to work maintenance processes, but was not linked to 

the intervention and support services step at the beginning of Map 3. 

7.6.1.1 Trust and Ownership 

All of the trust and ownership sub-themes impacted on intervention and support 

service provision, highlighting the importance of individual trust and stakeholder 

ownership of rehabilitation processes. Some of these discussions related to the 

IMWP suggestion that the quality of RRC work be more closely monitored. Trust in 

the organisation and in support roles was also affected by the potential outcome of 

medical retirement at this stage. 

a)  Trust in the organisation 

Trust in the organisation affected intervention and support processes in a number of 

ways with discussions indicating that injured workers believed that the QPS only 

provided rehabilitation to meet insurance requirements and that this resulted in some 

people with injury or illness not being rehabilitated and returned to work. The 

perceptions of injured workers were supported to some extent by discussions 

between support role and decision-maker participants. There were calls for the 

increased utilisation of independent advocates, such as union representatives and 

family members, to support injured workers as well as for more consistent adherence 

to existing policies and procedures.  

It’s [i.e., procedures] all there, but it’s structurally and infrastructure wise, 

we’ve got, we’ve got it all there in black and white. What it needs is 
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somebody with a bit of gravel in their guts to say this is how it’s going to 

be from now on – state wide – this is the rules you’re going to follow. 

 

Furthermore, the role of managers in building trust with both injured workers 

and with members in rehabilitation roles was recognised as important to facilitating 

successful rehabilitation. Suggestions included increased monitoring of management 

accountability for rehabilitation and addressing the issue of unresolved industrial 

relations disputes being shifted into the rehabilitation area. 

The senior sergeant in the district structure could ring up the OC of the 

station say – senior constable X is off, what have you done about it? – 

and they could say he’s a bludger – X is going through a …..and that’s 

all very well, but don’t forget that I’m going to have to give a report to 

the district officer about it, and give a report to [Name] and the AC about 

what you’ve done about it – please go and talk to him.   

b) Ownership of prevention and rehabilitation 

Focus group participants from remote areas raised concerns about their lack of 

involvement in rehabilitation decisions made for their staff via Regional and State 

Headquarters. These decisions excluded local knowledge from decision making and 

reducing the local sense of ownership over rehabilitation processes.  

That’s a decision from people that have no bloody idea what is going on 

out here. That person should be getting [Local] help that is from me or, 

from an outside source in [Town]. Not by telephone. Um, so the decision 

that was made, and it’s all part of rehab, is absolutely wrong for that 

person. Um, and they’re the sort of things that don’t help. Where they 

need to say – well, hang on, what’s the possible, what’s the specialist in 

[Town]? 

c) Trust in support roles 

Injured workers reported some extremely negative experiences with people in 

support roles and called for more informal support from colleagues rather than from 

people representing the QPS. From an RRC perspective the issue of maintaining 

confidentiality in line with legislation in the face of pressure from management was 

raised as a concern impacting on rehabilitation.  

He wanted him to tell [Name] what certain things were going on with an 

injured worker.  And this rehab co-ord said I can’t tell you that. And he 

said I’m HR you’ve got to tell me that. 

7.6.1.2 Understanding Prevention and Rehabilitation 

Stakeholder understanding of their roles and responsibilities was a factor in 

achieving the co-operation required for successful rehabilitation outcomes, which 
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would positively affect the intervention timeframe issues identified by the IMWP. 

The issue of injured worker rights and responsibilities during their absence from 

work was raised with emphasis on injured workers’ responsibility to participate in 

the process of achieving functional recovery. 

I think that perhaps there could be some more expectations of officers 

that are off work. …  

In reality it does happen like, rehab sometimes protects them and they 

need to probably be facing their issues. 

7.6.1.3 External Stakeholder Involvement 

External service provision played a significant role in the success of rehabilitation 

processes. Questions raised about service provider understanding of the QPS context 

provided one explanation for excessive timeframes for service provision and the 

often unclear transitions from intervention to RTW. Positive comments were made 

about the benefits of external service providers, such as CRS Australia, GPs and 

Psychologists, from the perspectives of injured workers and support people. The 

latter group also commented on the importance of the providers understanding the 

QPS context to promote successful rehabilitation outcomes. A major concern about 

external service providers negatively impacting on the absence/recovery process was 

the transience, and therefore indecisiveness, of doctors in rural remote areas. This 

prompted calls for access to doctors in major centres to achieve timely rehabilitation 

outcomes.  

The doctors were going out on rotation and giving absolutely nothing in 

[Town]. No one, none of them were prepared to make the tough 

decisions about treatment, um, or diagnosis because it was all about; oh, 

well I’m not going to be here in 3 months time and they were just 

continuing on seeing them and it was like, well, that was another case 

where we had to take matters into our own hands and say; well, this is 

just, we’re going nowhere, um, we’ve got to get him to Brisbane to get 

someone who can make an, a decisive move. 

7.6.1.4 Resource Provision 

Intervention processes were affected by several resource issues for support roles, 

remote areas and the organisation as a whole, reflecting the IMWP data, which 

identified issues such as time poor rehabilitation and support staff, inadequate 

workload management, and highly variable timeframes for intervention processes. 
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b)  Support role staffing and resources 

The recovery process was found to be affected by lack of support role staffing and 

resources. Four of the focus groups identified issues with Human Service Officer 

(HSO) workloads and their sometimes limited availability. Similarly, discussions 

about Rehabilitation and RTW Co-ordinator (RRC) workloads led to calls for more 

dedicated RRCs. Participants from rural and remote areas added that a dedicated 

district RRC would still have to be supported by police officers playing a part-time 

RRC role more locally to accommodate the distances between stations in some 

districts. 

If there was a dedicated person who, assumes that role, that handles the 

cases for the district and has the flexibility and the time and the vehicle to 

be travelling around and doing this type of stuff that we could do rehab 

better. 

 

In other groups, the suggestions were more focused on supporting the 

existing part-time RRCs by rostering shifts to allow time for the duties associated 

with this role. Participants agreed that allowing time for RRC duties was limited by 

the demands of substantive duties in most areas, even where the AC was supportive 

of the regional RRCs. 

c) Rural and remote resourcing  

Three focus groups spent considerable time discussing the impact on absence and 

recovery processes from a lack of rural and remote community resources. They 

highlighted the lack of medical services in remote areas, but also noted issues with 

the quality of services and in some cases the transience of doctors in remote areas. 

Suggestions to improve intervention timeframes included investing in the 

rehabilitation of injured members in remote areas early to decrease RTW timeframes.  

Lot of places are not equipped for, for rehab. Even medically they don’t 

have physio and things like that but, they have contact, they’re isolated, 

they can talk to a person by phone as to what’s happening with their job. 

d) Miscellaneous resource issues 

Other organisational resources impacted on and were impacted upon by the recovery 

process. For example, having independent doctors and specialists visiting remote 

areas was suggested as a way to promote rehabilitation outcomes in remote 
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communities. Investing in rehabilitation interventions was seen as cost effective 

because it promoted RTW outcomes and reduced compensation costs. 

The only way that [i.e., accurate assessment] could occur would be if 

there was a centrally located pool of doctors from Brisbane who don’t 

know the people out here, who come out and make completely 

independent assessments. … 

I’m the one that gets billed for time lost (laughing) it’s money well spent, 

you know. 

7.6.1.5 Selection Processes  

Selection processes provided some insight into the impact of stakeholder agendas, 

such as promotion, on the recovery phase. The IMWP documents identified issues, 

such as the need to monitor the quality of RRC work, and the potential outcome of 

medical retirement, which were linked to support role selection and promotion 

processes. There was some discussion about recruiting the right people for support 

roles to have a positive impact on rehabilitation processes rather than people taking 

on these roles to improve their CVs and future promotion opportunities. Similarly, 

members seeking promotion sometimes used their rehabilitation roles to look good 

on paper rather than genuinely supporting injured individuals to achieve optimal 

outcomes.  

… pushing me towards taking a medical retirement / sick leave uh, um 

option and I didn’t want to do that, I wanted to stay in. And ah, but he 

was pushing that and it was like what’s, you’re doing that so you look 

good in front of this other fella – this inspector so you’ll get a big pat on 

the back because they can upgrade your position to senior sergeant.  

7.6.1.6 Prevention and Rehabilitation Systems  

Three systems sub-themes were linked to the intervention processes at the beginning 

of Map 3: a) Support role co-ordination, b) Leadership responsibilities, and d) 

Rehabilitation processes, each making suggestions to improve the quality of the 

contact with absent members during the recovery phase. Legacy was provided as an 

example of a good support model that could be extended to rehabilitation processes, 

which would also address the workload issues identified in IMWP documents.   

a) Support role co-ordination 

The right person needed to contact the injured worker at the right time to promote the 

rehabilitation process. This was suggested to ensure that absent, ill or injured 
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members were not confused about the purpose of support roles nor left without any 

contact for extended periods of time.  

The only time I’ve got a phone call was when um, their doctor, I had to 

go see their doctor, and um, my barrister at the time said nup, don’t go. I 

had a phone call – oh hi it’s dah dah dah – I haven’t had a chance to meet 

you, I’d only been on WorkCover, well, nup, I’ve been under 

WorkCover, not on WorkCover for three months, right?  

b) Leadership responsibilities 

Interference from superiors was a concern at a number of stages in the process, 

including during recovery where some contacts between supervisors and absent 

members was described as counter-productive, supporting the need to monitor the 

quality of all interventions. 

You need someone, but not the hierarchy. My officer in charge came 

over that day to go to the doctor, he was told to come over to tell me I 

had to go to the doctor’s. … 

7.6.2 Return to work 

The return to work (RTW) stage of the Intervention process focused on job 

accommodation issues associated with graduated return to work. This stage of the 

Intervention process was discussed by all focus groups and linked with all four of the 

relationships themes (Organisational Culture, Trust and Ownership, Understanding 

Prevention and Rehabilitation, and External Stakeholder Involvement), as well as 

with two of the three process themes (Resource Provision, and Prevention and 

Rehabilitation Systems). Both IMWP documents and some focus group discussions 

indicated tensions with external stakeholders, such as doctors, as well as tensions 

with internal stakeholders, such as Officers in Charge (OICs), at this stage. 

7.6.2.1 Organisational Culture 

Both the general organisational climate and fragmentation within the culture affected 

the RTW process due to tensions with internal stakeholders such as OICs and co-

workers making the RTW process difficult and affecting timeframes and outcomes.  

a) General organisational climate 

Within the graded RTW process in an alternate position, stigma and gossip in the 

workplace and negative assumptions from management were reported as having an 

impact on recovering workers with psychological injury, endangering the RTW 
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process. Creative approaches to RTW were suggested as a way forward for the whole 

organisation to improve RTW outcomes. 

I have also been involved with the PSO side before they even started then 

I was with a very pro-active … think-ahead boss back in 1986 and he 

used to bring people back gradually even for a cup of tea, even then.   

b) Fragmentation within the culture 

One of the barriers to graded RTW, especially for hidden injuries, was identified as 

the perceptions of co-workers who perceived preferential treatment for the person on 

a graded RTW program as unfair. 

Depending on what you can do with them [i.e., people on rehab], because 

everyone lives under the same difficulties. It can affect morale, because 

everyone else starts saying; “well, if they don’t have to go out in the pub 

fight, why do I?”   

7.6.2.2 Trust and Ownership 

Trust and ownership issues had a significant impact on the RTW process, creating 

tensions between injured workers and management in particular, which was also 

identified in the IMWP documents.  

a) Trust in the organisation           

Injured workers reported utilising organisational policy to force action on RTW 

processes when management was trying to block a graded RTW. Managers 

acknowledged the importance of doing the right thing by injured workers to promote 

RTW and to protect the organisation.  

‘There’s no need to be talking civil action. We will support you and your 

family and we will assist this person get back to work’ - and all the rest 

of it. So if there’s an expression of our value of an individual through our 

rehab program, but there’s also an organisational protection 

responsibility. 

b) Ownership of prevention and rehabilitation 

In the context of ownership, injured workers’ and supervisors’ opinions about the 

causes of failed RTW diverged, but both groups suggested more effective 

communication as the solution. Injured workers reported a lack of consultation to 

promote involvement in making decisions about their RTW and suggested that RTW 

on suitable duties should be negotiated and mutually agreed for an optimal outcome. 

I didn’t feel comfortable telling someone this isn’t what I want to do, and 

you have to sit there and sit there and you’ll stew and you’ll get worse 
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and you may need more medication and you’re just going to go off on 

stress leave again that’s it. It just doesn’t help at all. 

 

On the other hand, some members in leadership roles reported cases of 

injured officers not wanting to RTW in a timely manner, seeking medical advice to 

delay RTW and not being honest with stakeholders such as the treating doctor. It was 

suggested that the solution laid in effective communication among all stakeholders 

and that injured worker preferences for service provision had to be balanced with 

organisational needs. 

c) Trust in support roles 

Balancing the need for information to promote RTW and confidentiality was affected 

by a lack of trust in support roles and perpetuated a lack of trust between supervisors 

and injured workers. Senior officers intimidating junior staff into returning to work 

was also raised as an issue of trust. 

I think we’ve always found a problems with um, people come back on 

light duties and they say there’s a level of confidentiality on what they 

can do, like, we’ll have it explained here and someone says – no I’m on 

light duties – but they could go out in a car to do a particular job but then 

they’ll just say – no, I’m on light duties.  

7.6.2.3 Understanding Prevention and Rehabilitation 

To achieve a successful RTW, several stakeholders needed improved understanding 

of the processes, roles and responsibilities associated with this step. These 

stakeholders included the injured worker returning to work, management and direct 

supervisors, rehabilitation co-ordinators and HR staff, and co-workers. Discussions 

in the context of this theme supported findings from IMWP documents about 

variable and excessive RTW timeframes, tensions with internal stakeholders, and 

systemic barriers to RTW. 

a) Understanding issues and processes 

Stakeholder understanding of the issues associated with stress and injuries, as well as 

the processes required to achieve RTW was raised in numerous ways. Participants 

spoke about senior police not understanding the demands on operational police, 

which resulted in low levels of support for RTW and unrealistic expectations of 

officers returning to operational duties. As the RTW process was quite dependent on 
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support from supervisors, it was suggested that this lack of understanding needed to 

be addressed. 

There were also questions about boundaries between rehabilitation and 

permanent re-deployment from the perspective of rehabilitation co-ordinators, which 

suggested a lack of clarity about the parameters of the RTW process. Similarly, there 

was a lack of clarity around graded RTW parameters for injured workers, who 

requested more direction about job tasks and psychosocial challenges in order to 

succeed in the graded RTW process. Other stakeholders in the workplace, such as 

co-workers and supervisors, also needed more information about the RTW process to 

be able to accommodate the limitations prescribed on suitable duties plans. Injured 

workers and rehabilitation co-ordinators recommended more creative approaches to 

finding RTW options for people requiring suitable duties, as well as more honest 

communication regarding RTW decisions and the limitations of accommodations.   

And to be realistic, like because I’m off on stress leave and I want to go 

back and maybe I want to go to the water police – I have no skills in 

water policing – is that realistic? 

Maybe being told straight to your face look, is it realistic or not or, what 

can we do to help you facilitate that or this is what you look at. If that’s 

what you want to do then maybe we’ll try and work something to get you 

there.  

b) Understanding roles and responsibilities 

Unclear rehabilitation co-ordinator role boundaries and injured worker 

misconceptions about their roles and responsibilities detracted from the focus on 

RTW. 

It’s not only the bosses I think that are dinosaurs on some occasions; it’s 

the actual person that is coming back and they think it’s their right to go 

wherever they would like to go and stay there without going through a 

proper process and understanding where we want them to come back to. 

7.6.2.4 External Stakeholder Involvement 

Whilst external stakeholder involvement was often seen as beyond the control of 

QPS members, there were several suggestions about improving external stakeholder 

relationships to promote RTW. These included making appointments to speak with 

GPs about cases, putting preferred provider agreements in place, allocating a 

regional point of contact within the QPS for external stakeholders, and getting 

involved in local host rehabilitation committees with other government departments. 
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These strategies would address the IMWP identified tensions with external 

stakeholders and improve RTW timeframes. 

a) External service provision 

Delayed responses from specialists, doctors being too busy to have contact with the 

QPS rehabilitation co-ordinators and doctors’ lack of understanding of police work 

affecting RTW certification, were discussed as issues impacting on RTW processes. 

There were several examples of GPs providing medical certificates for work absence, 

which were then contradicted by specialists, indicating that RTW could have 

commenced sooner. Participants from rural areas in particular suggested putting 

agreements in place with doctors who understand the QPS context. It was suggested 

that a local single point of contact within the QPS might promote the working 

relationship with doctors in a region.  

I’ll say there’ll be one liaison officer within the region, who’s designated 

to liaise specifically with all the medical practitioners involved in the 

process instead of having three or four come in from different directions 

for a different patients wanting information. Surely they must sit back 

and say; well, hang on, you know, how is the QPS managing all this? 

Yes they signed the forms and what not, behind the desk and that, and 

we’ve got one person contacting them. This is the person they liaise with, 

they know that person, they feel comfortable dealing with that person, 

and there will be that free flow of information. 

b) Insurer, regulator and public mandates 

Small community expectations of their local police officer represented a social 

mandate making it difficult to adhere to a graded RTW program. 

There’s an expectation that he can provide a response, and there’s an 

expectation that he may have to do his work which the doctor’s 

certificate doesn’t allow him to do, and that can adversely, unless these 

people leave their division, there’s an expectation from their divisions 

that they will perform the policing role that they’re paid to do no matter 

what their personal circumstances are.  

c) Cross departmental linkages 

An example of a local host rehabilitation committee for government departments to 

assist each other with host placements indicated a number of under-utilised options 

for graded RTW in other government departments. However, it was also noted that 

hosting injured workers from other government departments within the QPS was 

very difficult due to the required security checks. 
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It’s a policy for us to, we can actually move people from QPS to the 

education department to mow grass or the… 

Does anyone else know about this? 

No. … 

… it’s a brilliant idea and it looks nice on paper, but for the amount of 

bullshit, we’ve got to get someone in to file, say from the correctional 

centre to the police service, the amount of security we’ve got to get, to go 

through before he can come through our door and file – his 6 weeks 

would be up. 

7.6.2.5 Resource Provision 

Three of the four resource sub-themes were linked with the initial return to work step 

in the intervention process indicating systemic barriers to providing suitable duties 

and to setting up RTW programs. This was a particular challenge in rural and remote 

areas. 

a) Human resource management 

General staffing issues had different impacts on operational police officers and non-

sworn staff returning to work. For operational police there were barriers to 

accommodating restrictions, especially for longer-term functional restrictions. The 

civilianisation of non-operational positions was discussed as reducing the options for 

non-operational return to work (RTW) for officers. The use of supernumerary 

positions to support a graduated return to work process was dismissed as too 

expensive. For non-sworn staff, there were suggestions for more flexible approaches 

to RTW in alternate locations and roles. Rehabilitation and RTW processes were also 

seen as a measure to address some general staffing issues by effectively utilising 

staff on modified duties.  

He was plain clothes Monday to Friday until four and if he had to go 

home because his arm was too sore we just let him go home.  But he did 

all our press files, all our investigation files that needed statements taken 

and stuff like that.  We could get him in to do that sort of stuff.  And that 

was from a personal injury, it wasn’t workers comp. 

b) Support role staffing and resources 

One of the challenges rehabilitation co-ordinators faced in setting up an 

accommodated RTW, was the time required to gather the information and gain 

approvals. There were suggestions that easily accessible job descriptions might 

streamline the process of finding a suitable alternate role.  
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… the rehab co-ordinator to start off with, she went out to have a look to 

see what was available, and we came back and it was a matter of sitting 

down with her and the co-ordinator to start with.  And they sort of came 

up with an acceptable list from both sides. Then they have to go to see 

someone out of these areas to say look, will you take them? So there was 

a bigger consultation group by the time we got around to it and then 

you’ve got to go back to the personnel officer, the rehab manager who 

then goes to the AC and ask…  

c) Rural and remote resourcing 

Three of the focus groups discussed the impact of rural and remote resource issues 

on RTW in detail. The absence of physically accessible buildings and a lack of non-

operational suitable duty options in rural areas meant that injured or ill police could 

not RTW until they were fit for operational policing or they felt pressured to return 

to full duties before being fully fit. Even when the member was able to work fully or 

partially, medical assessment and treatment required long absences from work due to 

the distance to get to specialists and rehabilitation providers. 

If we want to go somewhere for a rehabilitation matter, it takes five hours 

to get there, the visit, and then five hours to get back.  

7.6.2.6 Prevention and Rehabilitation Systems 

Improvements to several systems issues were suggested to increase the rate of return 

to work. These included a) Support role co-ordination, b) Leadership responsibilities 

and e) Return to work processes. These discussions suggested opportunities to make 

the initiation of RTW processes less onerous, to strengthen collaborations between 

stakeholders, to reduce systemic barriers to RTW, and to improve outcomes. 

a) Support role co-ordination  

There was one suggestion that having an RRC from outside of the command would 

make them more independent and able to advocate for RTW opportunities. 

If you had a rehab officer outside of your command, who will make it a 

lot more smoother … 

Or even just question the um, the personnel officer and say but why can’t 

this person do that [i.e., alternative duties]? 

b) Leadership responsibilities  

Participants in direct support roles to injured workers reported issues with superiors 

interfering in the RTW process. Solutions included making the potential legal and 
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other consequences of that interference clearer and having more senior police 

officers in charge of rehabilitation.  

Where inspectors are in-charge of rehab. …  

It would be easier for an Inspector to pull up a senior sergeant or another 

Inspector or even have a word to a Super. Yeah that’s right, than an AO 

or a HR manager for the region. 

e) Return to work processes 

Systems barriers to RTW were raised a number of times across the focus groups. 

Organisational structures and inflexible RTW processes were seen to prevent 

successful RTW outcomes in some cases. This included barriers to back filling the 

substantive position of an injured or ill member needing to move long-term to a 

different position and transfers not being given for rehabilitation reasons.  

My personnel officer said that well, you can put in a lateral transfer – we 

may or may not support it. I thought well, thanks very much. So I 

remained where I was, and now my immediate boss who was the chief 

lieutenant of [Operational area] was very, very supportive and I was very 

lucky that way. But in the end it was me making an application for [a 

transfer] to go somewhere else that actually got me out of that area. 

Otherwise I would still be there as a person who still has a substantive 

position at another area that they can’t fill so they’re down one person 

until whatever extended period of time, so they can’t back fill it.  

7.6.3 Return to work maintenance 

RTW maintenance was affected by Organisational Culture, Understanding 

Prevention and Rehabilitation, External Stakeholder Involvement, and Prevention 

and Rehabilitation Systems. This final intervention step was reported in the IMWP 

documents as receiving limited attention. If successful, this step would result in issue 

resolution, but how this was achieved was often unclear. 

7.6.3.1 Organisational Culture 

Both organisational culture sub-themes provided examples of barriers to RTW 

maintenance for psychological and serious injuries. This was linked to the lack of 

procedural mechanisms to ensure RTW maintenance and resolution of issues. 

a) General organisational climate 

The punitive culture was reported as having a long-term impact on recovered injured 

workers with a history of psychological injury, negatively affecting RTW 

maintenance.  



206 

The boss giving like an AO3 more power over me, little things, this was 

about a roster, you know and I just altered it and she said something, then 

the sergeant sort of stood up and said something, so after being yelled at 

by a police officer, who didn’t like me, … so I stood up and just 

screamed at him.  

b) Fragmentation within the culture 

A lack of unity between sworn police and unsworn staff created attitudinal barriers to 

maintaining an injured police officer in an administrative role long-term as an 

alternative to medical retirement. 

For a lot of police officers, there’s this gulf between AO’s who belong 

down here, and the police who belong there.  And it’s wonderful that you 

do all my typing for me and look after me and everything else but, I don’t 

want to ever be an AO because I’m better than that.     

7.6.3.2 Understanding Prevention and Rehabilitation 

Similar to the initial RTW step, the need for stakeholders to understand issues, 

processes, roles and responsibilities was presented as a significant factor in RTW 

maintenance, especially for people who had experienced a psychological component 

to their injury or illness. In particular, it was suggested that all stakeholders within 

the workplace needed a better understanding of the long-term nature of mental health 

issues to support long-term RTW maintenance. In addition, rehabilitation co-

ordinators indicated a need for improved understanding of where the rehabilitation 

process should stop, more flexible views on what the RTW goal should be, and 

clearer delineation between rehabilitation co-ordinator and HR roles at the end of the 

RTW process. These views were supported by IMWP data which indicated unclear 

monitoring timeframes and responsibilities. 

a) Understanding issues and processes  

Focus group participants flagged the need for stakeholders to understand long-term 

maintenance needs for people with mental health issues, which continued to impact 

on RTW maintenance. This included people with a history of psychological ill health, 

their co-workers and supervisors recognising the signs in workplace behaviour and 

taking action to maintain psychological functioning. Understanding mental health 

issues also extended to transferring this information between workplaces within the 

QPS for the purposes of preventing relapse. 

I’ve gone to a different command now. And they have no idea about my 

history – at all. So, you know, I got asked to go to the morgue the other 
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day, and ah, which was fine, I didn’t mind going out there, but the drama 

was out there feeding lost souls on rehab. 

 

Some rehabilitation co-ordinators felt that any sustainable RTW on full time 

hours should represent the end of the rehabilitation process. It was suggested that   

the organisation should be more flexible about RTW goals if permanently modified 

duties made the RTW more sustainable. 

b) Understanding roles and responsibilities 

Rehabilitation co-ordinators raised questions about the limitations of their role in 

RTW maintenance and at what point HR processes should take over. 

That’s part of my role as the co-ordinator - until they’re back in the 

workforce, completely… or they’re retired medically on site, when it gets 

to that point HR take over.  

7.6.3.3 External Stakeholder Involvement  

Insurer priorities were raised as a further barrier compounding the identified lack of 

QPS processes to ensure RTW maintenance. Insurance payouts in lieu of continued 

medical intervention to improve function were criticised as one of the barriers to 

long-term RTW maintenance.  

I could barely move my neck and my arms, that was what I wanted fixed 

up. So offering people money and then, as part of the process, but then 

it’s like if you take that, well, the problem is still there.  

7.6.3.4 Prevention and Rehabilitation Systems  

Of the five systems sub-themes, the last two made references to the RTW 

maintenance step, indicating a lack of follow up further substantiating IMWP 

findings. 

d) Rehabilitation processes 

Some participants felt that their ability to maintain RTW was affected by early 

cessation of support and rehabilitation processes, which suggested that when a case 

was closed the stress issue ceased to exist. 

Yeah, you’ll see- after 12 months you’ll be ‘fine’ because that’s when 

WorkCover starts, starts putting you before the bulls and start, and say 

here’s eight thousand dollars, have a good life – go buy some medication. 
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e) Return to work processes 

The lack of post-RTW monitoring and support was mentioned by several focus 

group participants with injury experiences, especially with a psychological 

component, substantiating the lack of post-RTW follow up evident in the IMWP 

documents. 

I was just thrown back in.    

 

You are left to your own devices. 

7.7 Conclusion 

Process data suggested that return to work maintenance leading to case closure with 

full resolution of injury and/or illness related issues was the ideal end point for injury 

management processes in the QPS. However, integration of results from the focus 

groups and IMWP indicated that this ideal was rarely achieved, due to a range of 

factors including organisational culture, trust and ownership issues, lack of 

understanding, poor external stakeholder collaboration, limited resources, inadequate 

selection processes, and systemic and/or procedural barriers to prevention and 

rehabilitation. The integrated results also provide guidance on how prevention and 

rehabilitation processes could be improved through addressing barriers, streamlining 

processes and optimising outcomes. The next chapter will discuss all of the findings 

of this study in light of the research aims and the literature. 
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Chapter 8 Discussion 

8.1 Introduction 

This chapter explores the results in terms of the aims of the study. This is followed 

by a critical analysis of the success of the AR process used in the study, contributions 

to theory and suggestions for future research. 

The main aim of this research was to develop and implement a process for 

identifying an effective occupational rehabilitation system conducive to the large 

organisational environment of the QPS. Specifically, the four sub-aims were to: 

1. Identify prevailing issues related to stress and injury in the QPS and the 

efficacy of current occupational rehabilitation processes. 

2. Explore potential solutions to the identified issues from the perspectives of 

QPS stakeholders. 

3. Analyse existing processes, linking them with identified issues and solutions 

to demonstrate opportunities for the development of a more effective 

occupational rehabilitation system for the QPS. 

4. Describe a process of developing an effective occupational rehabilitation 

system that may be applied to comparable organisational contexts. 

8.2 Issues identified 

The first sub-aim was to identify issues related to stress and injury in the QPS and 

the efficacy of current occupational rehabilitation processes. The police ‘context’ 

was identified as the primary factor affecting stress and injury. This context included 

the nature of the police culture and organisational climate; job and organisational 

characteristics; and training and knowledge. In relation to rehabilitation processes, 

the main issues included inadequate stress management processes; poor experiences 

with rehabilitation procedures; and gaps between policy and practice. These issues 

reflect extant police stress literature, emphasising tensions between interpersonal, 

relational, human factors on the one side and organisational, structural, procedural 

factors on the other side. 
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8.2.1 QPS contextual issues 

One of the contextual issues impacting stress, injury and rehabilitation within the 

QPS was the prevailing police culture and organisational climate, which were 

characterised by tensions between camaraderie and intolerance for weakness, as well 

as tensions between operational and non-operational staff and between 

commissioned officers and lower ranking officers. The QPS police culture and 

organisational climate were partially related to common personality characteristics of 

its members, including positive characteristics such as strong teamwork and shared 

humour. However, perceived intolerance for any signs of weakness was also evident, 

making it difficult for injured workers to identify as ill, jeopardising early 

intervention and extending absence from work. Members of the QPS reported that 

stigma prevented them from seeking assistance early and lodging claims. Injured 

workers felt less valuable to the QPS and to colleagues. Police personalities have 

been found to include natural suspicion, increased alertness to danger, solidarity with 

other serving officers and bravery (Kappeler, et al., 1994; Prenzler, 1997; Skolnick, 

1996). Injury or disease translates to no longer being an active serving officer, no 

longer being seen as brave and not being able to stand alongside colleagues in the 

face of danger. These signs of weakness stand in contrast to the accepted behaviour 

of police officers. As a result of the QPS culture, some internal support providers 

advised affected members to seek help outside to avoid damage to their future 

careers within the QPS, demonstrating that these perceptions went beyond the 

experiences of stressed members. The perceptions were so ingrained in the 

organisational culture that they had a significant impact on organisational 

rehabilitation processes due to the lack of reporting of stress and injury. These 

findings are supported by other studies, which found that occupational stress and 

rehabilitation are impacted on by organisational culture and climate, particularly in 

terms of how members of that organisation behave and expect others to behave 

(Cotton, 2004; Muchinsky, 1997). 

Police working personalities are developed in the context of the paramilitary 

organisational culture, the divided organisational subcultures (officers and staff) and 

the nature of their duties (Parsons & Jesilow, 2001; Perez & Shtull, 2002). 

Subcultures were also a feature of the QPS culture, dividing operational from non-

operational officers, sworn staff from administration, and higher ranks from lower 
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ranks.  This attitude affected rapport between internal support providers, who were 

often non-operational staff in administration roles or at lower ranks, and injured 

members, who were often sworn operational police officers or at higher ranks. 

Rehabilitation and return-to work co-ordinators (RRCs) were often Sergeants or 

below, making it difficult to provide support and advice to injured officers. Police 

personalities and organisational culture appear to influence each other in a reciprocal 

manner, suggesting that the QPS subcultures need to be understood from both the 

personalities and culture perspectives. 

Job factors and organisational characteristics also impacted on the health and 

wellbeing of QPS members. Job factors included unrealistic work demands, lack of 

resources and support, repetitive work lacking in challenge and interest, and 

inadequate financial remuneration, which reflect the findings of other studies listing 

police job factors such as inadequate equipment, unsuitable co-workers, unfair 

workload distribution, inadequate supervision, unclear work roles, and shift work 

(Gershon, et al., 2009; Maguen, et al., 2009). Organisational characteristics creating 

problems for QPS members included internal conflicts, hierarchical structures and 

promotion procedures, job security threatened by health concerns and job demands. 

Demanding jobs that lack individual control and flexibility, such as the job demand 

control factors reflected in the hierarchical structures of the QPS, are often the most 

stressful (Gershon, et al., 2009; Spooner-Lane & Patton, 2007). These factors were 

exacerbated by unreasonable community demands and negative public opinions of 

the QPS. 

Organisational factors, such as stress and fatigue due to staff shortages, 

limited job control, staff conflict, autocratic management, unfair performance 

appraisal, workers’ compensation tribunal hearings and police culture, pose health 

and safety risks above and beyond the risk of critical incidents in policing (Mayhew, 

2001). Furthermore, poor relationships and lack of internal communication play a 

significant role in occupational stress (Kop, et al., 1999; Stinchcomb, 2004). 

Numerous studies also indicate that work environment stress, rather than critical 

incidents, best predict perceived stress, PTSD symptoms and other health problems 

(Gershon, et al., 2009; Maguen, et al., 2009). Organisational stressors and the 

negative public image of the police have also been found to magnify the impact of 

critical incidents faced by police officers (Brown, et al., 1999), suggesting that QPS 

job factors and organisational characteristics need to be understood and addressed. 
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Occupational stress literature suggests that distress results from a lack of 

compatibility between the stressed individual and their work context 

(Diamantopoulou, 2002; Humphrey, 1998). Identified job factors and organisational 

characteristics were reported to have caused injury and prevented successful 

rehabilitation and return to work within the QPS, supporting the findings of Maguen 

et al. (2009), who acknowledge that policing is stressful and results in both physical 

and psychological symptoms. QPS issues with job factors, organisational 

characteristics and individual attributes were further exacerbated by the chronic lack 

of time and resources for RRCs. However, studies also suggest that support roles and 

organisational factors, such as role clarity and a supportive work environment, are 

essential to protect individuals from developing mental health conditions as a result 

of police stressors (Argentero & Setti, 2011; Patterson, 2009), providing some 

explanation for the extent of the issues with stress and injury experienced by the 

QPS. 

Inadequate training about injury, illness and rehabilitation for QPS 

stakeholders led to ineffective processes and poor outcomes. External providers 

though trained and qualified, were still ineffective in their work with QPS members 

due to their lack of knowledge about the QPS context and their lack of access to 

relevant information, which hampered efforts to provide goal-focused services. 

There was a perception that HSOs were not an appropriate source of support for 

members with stress, due to a poor understanding of policing roles, inexperience and 

lack of confidentiality. PSOs required higher-level skills for complex conditions, 

especially psychological injury. Training for QPS RRCs was limited to a three-day 

competency level course focused on complying with the Workers Compensation and 

Rehabilitation Act. RRC training did not include specific information about physical 

and psychological injuries, rehabilitation skills or injury management strategies, 

making it particularly difficult to provide rehabilitation support for complex stress 

related issues.  

In general, there was superficial understanding about injury, illness and 

rehabilitation within the QPS, which resulted in quick fix, non-individualised and 

inflexible approaches to rehabilitation. QPS members were found to have a lack of 

knowledge about stress, injury and internal support services, which also limited their 

utilisation of PSOs, HSOs, Chaplains, RRCs and supervisors. Members in key roles, 

such as RRCs and superiors, often took a workers’ compensation claims 
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management attitude focused on judgement and punishment, rather than having an 

injury management focus on sustainable return to function. Organisationally focused 

approaches to stress are thought to benefit more employees than individually focused 

approaches (Caulfield, et al., 2004), contradicting this claims management approach 

to rehabilitation within the QPS. High support staff turnover, lack of knowledge, 

poor consistency and accountability, unfavourable rehabilitation coordination and 

loss of rehabilitation knowledge within QPS were some additional consequences of 

inadequate training, further exacerbating the issues for injured workers and the QPS. 

8.2.2 Efficacy of existing QPS processes 

Stress management processes within the QPS were characterised as ineffective due 

to the widespread lack of understanding about stress, which tended to escalate the 

existing stress-related problems. This included failure of the QPS to recognise, 

respond to or prevent critical incidents. Whilst organisations cannot control all 

critical incidents and negative life events, they can provide the environment to buffer 

against the impacts of these factors (Maguen, et al., 2009). For the QPS, this suggests 

that whilst police officers will be affected by critical incidence in their roles, 

dismissing these issues as unavoidable is not an appropriate organisational response. 

Stress results in reduced job satisfaction and satisfactoriness and decreased 

quality of life for the stressed staff member, immediate co-workers and the 

organisation as a whole (Graves, 1996; Mayhew, 2001; Stinchcomb, 2004). Physical 

health is also affected by chronic stress, increasing the risk of other occupational 

injuries to both the stressed individual and co-workers working closely with that 

individual (Dollard, 2003). Stress warning signs in the workplace were being ignored 

or hidden by QPS stakeholders, increasing the risk of secondary consequences such 

as reduced physical health. Furthermore, stigma and fears that claims for 

psychological injury would be detrimental to career prospects, led to excessive and 

secret use of medication delaying effective stress management. Ineffective coping 

mechanisms, such as avoidance, are strongly related to perceived work stress and 

health outcomes, such as anxiety and burnout in police officers (Gershon, et al., 

2009), suggesting that the QPS would benefit from early detection and management 

of stress. QPS rehabilitation interventions usually only commenced after a claim was 

lodged, negating timely intervention. Ineffective stress management processes 

resulted in humiliation and withdrawal behaviours of QPS members. This was also 
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related to limited acknowledgement of environmental factors and an excessive focus 

on individual causes of stress and inability to cope. 

Experiences with rehabilitation processes within the QPS were characterised 

by a lack of adherence to injury management principles, such as maintaining the 

occupational bond, stakeholder collaboration, understanding of the experiences of 

injured individuals, demonstrating respect, minimising the risk of adversarial 

relationships and proactive prevention of workplace issues. Despite the significant 

body of evidence implicating organisational factors in the cause of occupational 

stress in policing, prevention activities (such as initial and ongoing police training) 

have continued to focus on operational dangers, leaving police officers ill prepared 

for organisational stressors (Kop, et al., 1999; Stinchcomb, 2004). Perceived 

hierarchical barriers within the QPS resulted in fear about confronting superiors with 

problems, which meant that damaging attitudes towards issues such as stress, as well 

as injury and illness prevention, rehabilitation and return to work were not addressed. 

There was a lack of contact between injured members and the QPS and a lack 

of trust, causing withdrawal from the work context and reduced motivation to return 

to work, suggesting a break down in the occupational bond
52

 between affected 

members and their work context (Kendall & Muenchberger, 2009a). Widespread 

negative attitudes to psychological problems within the QPS manifested in bullying 

from supervisors, lack of support from the workplace, stigma, lack of confidentiality, 

and lack of openness about rights, responsibilities and options, damaging the 

mutually beneficial relationship between the QPS and injured members. The lack of 

respect for individuals led to humiliation and withdrawal from the damaging 

environment. Problematic workplace relationships of this type have been associated 

with reduced organisational and individual wellbeing resulting in stress and poor 

problem solving skills (Zeidner, 2005).  

Inadequate support for injured individuals and rehabilitation personnel was 

also related to managers not being supported by higher management. Managers 

therefore experienced conflicts between assisting injured members and meeting other 

demands of the organisation. There was poor communication with external service 

providers and inadequate information for providers to effectively assist QPS 

members. Lack of information about return to work options, and confusion about 

                                                 
52

 The occupational bond is the mutually beneficial relationship between the worker and the 

workplace/employer (Bruyere & Shrey, 1991; Shrey & Olsheski, 1992). 
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QPS procedures and stakeholder roles further hindered successful rehabilitation and 

manifested in inconsistencies across regions, ‘empty policies’ absent from practice 

and lack of consistency between services offered. The identified inconsistencies 

particularly disadvantaged staff in rural and remote areas. 

In summary, the contextual and process issues described above suggest that 

solutions need to be sought in both overt processes and policies, and less tangible 

interpersonal factors concerning organisational culture, climate, characteristics and 

understandings about stress. To resolve the identified issues, a balance needs to be 

found between interpersonal and organisational needs.  

8.3 Perspectives and potential solutions 

The second sub-aim of this study was to explore potential solutions to the identified 

issues from the perspectives of QPS stakeholders. Solutions were focussed on two 

areas: relationships and organisational processes. Relationship solutions included 

improving the organisational culture, addressing trust and ownership needs, 

increasing understanding of prevention and rehabilitation, and more effectively 

involving external stakeholder. Organisational solutions included the provision of 

resources, improving selection processes, and developing more effective prevention 

and rehabilitation systems. 

Improved communication was identified as an overarching need, to address 

both interpersonal and organisational issues. The solutions generated by QPS 

stakeholders sought a balance between interpersonal and organisational needs with 

an emphasis on trust and power dynamics. There were repeated calls from a broad 

range of QPS stakeholders for more effective communication to address 

interpersonal trust and power issues, as well as more transparent and responsive 

processes to address systems trust and power issues. 

8.3.1 Interpersonal trust and power 

Communication was identified as a major factor in developing solutions because of 

its relationship with interpersonal trust and power dynamics in the QPS. The 

organisational culture was built on hierarchical structures creating top down power 

dynamics in a high-risk work context, a situation which ordinarily requires high 

levels of trust between members of the organisation and their superiors to work 

effectively (Zolin & Hinds, 2004). This suggests an imbalance between the need for 
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high levels of trust between QPS members and an organisational culture and 

structures that create barriers to this trust, weakening the occupational bond. To some 

extent, this was counteracted by strong identity-based trust
53

 between members 

within sub-groupings, such as operational officers in a geographic area. The strong 

identity trust within sub-cultures, however, also added to the natural suspicion of 

police personalities towards ‘outsiders’ (Kappeler, et al., 1994; Prenzler, 1997; 

Skolnick, 1996), such as administration staff, superiors and the workers’ 

compensation insurer. The identity trust also affected people who experienced injury 

or illness, as they became ‘outsiders’ to the prevailing macho culture.  

Based on the premise that reason and emotions influence each other 

(Nooteboom & Six, 2003), it becomes clear that emotionally challenging life events 

such as injury or illness will affect thought processes in injured workers. Trust and 

power dynamics therefore need to address both the emotional wellbeing and the 

knowledge needs of the affected individual. It was apparent in the QPS that 

interpersonal trust and power dynamics need to be more balanced to ensure members 

who experience injury or illness do not feel excluded from their work context. QPS 

stakeholders made it clear that the organisational culture needed to be more inclusive 

both for injured members and for all members to trust that they would be looked 

after if something were to happen. Maintaining interpersonal trust in the benevolence 

of superiors would increase willingness to report health concerns early, as well as 

allowing members a level of power and self-determination commensurate with their 

levels of responsibility and risk as operational police officers. Police health literature 

suggests that this trust in the benevolence of superiors would increase job satisfaction 

and improve the mental wellbeing of all members (Graves, 1996; Mayhew, 2001; 

Stinchcomb, 2004). 

Building trust at the organisational culture level, as opposed to the individual 

relationships level, requires the perception of leadership integrity and benevolence 

(Dirks & Skarlicki, 2004). The organisation itself can become the focus that allows 

members to develop shared understanding and goals. A charismatic leader with 

entrepreneurial vision may establish this focus in some organisations (Nooteboom & 

Six, 2003). In the QPS this focus could be its clear purpose to ‘serve and protect’ the 

people of Queensland. The other factor could be the police working personality, 
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 This type of trust is based on members identifying with the group and therefore expecting other 

members of the same group to be trustworthy (Darley, 2004)  
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which includes solidarity with other operational police officers as well as natural 

suspicion of ‘outsiders’ including management (Kappeler, et al., 1994; Prenzler, 

1997; Skolnick, 1996). These factors may explain why so many QPS members 

stayed with the organisation for years despite their long-term significant concerns 

about the organisational culture and lack of trust in their leadership. Changes to the 

organisational culture, from the prevailing ‘macho’/ paramilitary environment, would 

positively impact on injury prevention and early intervention efforts, encouraging 

members to not only stay with the QPS, but also remain positively engaged with the 

organisation. 

Research conducted with large employee groups across Australia and 

literature from the past 20 years indicates that organisational climate cannot be 

ignored in efforts to reduce the fiscal and human costs of occupational stress (Bell, et 

al., 2003; Cotton, 2004). Addressing the punitive culture observed within the QPS 

was identified as necessary to prevent general bullying, particularly of injured and 

recovering workers. Removing the barriers to career progression and providing 

support for recovered injured workers was also suggested, especially for those with 

stress injuries.  

The organisational culture was seen as a cause of members’ hesitation in 

reporting stress related issues, which limited the organisation’s capacity to respond to 

problems and implement effective and early secondary prevention and rehabilitation. 

Improving the climate (and eventually the culture) of an organisation requires 

supportive leadership, peer support, and a shared understanding of goals and 

experiences, which contributes to a positive work environment conducive to good 

mental health and employee motivation (Bell, et al., 2003; Cotton, 2004). These 

manifestations of interpersonal trust were undermined by gossip and stigma in the 

QPS, especially with regard to stress. Individual right to privacy and dignity was 

often unnecessarily compromised, but there was also a sense of not really knowing 

how this should be addressed. Questions were raised about how realistic it was to 

expect support for rehabilitation and return to work from stakeholders who were not 

informed about the nature of the injury or illness. These tensions between personal 

concerns and relevant information required for rehabilitation processes suggest the 

need to improve levels of trust and shift the focus from gossip and stigma to effective 

communication promoting stress prevention initiatives and rehabilitation outcomes.  
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QPS stakeholders suggested a shift from an inflexible to a more supportive 

organisational climate, even though this was seen as difficult to achieve. For example, 

limitations of the supportive leadership program in an inflexible environment were 

identified. Similarly, a lack of openness and honesty within the QPS was identified 

as an issue that needed to be addressed to create a healthier environment and better 

industrial relations and workers’ compensation outcomes for the QPS. For example, 

legislation and formal policies created barriers to utilising informal knowledge about 

demonstrated leadership skills to openly address poor leadership behaviours with 

supervisors. 

Differing perceptions about physical and psychological injuries, rural/remote 

and metropolitan regions, junior and senior ranked staff, and sworn and unsworn 

members of the QPS created tensions within the organisational culture. Military and 

police cultures can promote workplace bullying, targeting those who do not conform 

to behavioural expectations. This behaviour has been found to both cause stress and 

encourage officers to suppress signs of stress, which is then rewarded as 

‘professional behaviour’ in policing organisations (Lobel & Dunket-Schetter, 1990; 

Morris & Feldman, 1996; Parker & Szymanski, 1998; Winslow, 1998), making it 

difficult for the organisation to prevent and respond to occupational stress. To 

address the impact of this culture, rehabilitation in police organisations requires the 

commitment of members of the organisation at all levels, as well as a combination of 

individual and organisation focused interventions (Giga, et al., 2003). To achieve this 

type of organisational unity, participants suggested that all members must be open to, 

involved in and actively supporting organisational change to ensure its success. This 

suggestion also incorporated the need to accept that unique cultures within QPS areas 

must be considered in changes to rehabilitation systems, particularly in rural and 

remote areas. Accepting stress at all levels of the organisation was seen as an issue 

that required further work, especially in terms of the organisation as a whole 

grasping the enormity of the problem and responding adequately to it.  

In addition to the suggested shift in the overarching organisational culture, 

trust between individuals within the QPS, as well as between individuals and the 

organisation needed to be improved. These trust issues were related to an identified 

need to increase individual and local ownership of prevention and rehabilitation 

initiatives and to restore the balance between interpersonal and organisational needs. 

Trust and ownership issues also emphasise the need for participation of all members 
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in prevention and rehabilitation initiatives. Organisational research recognises that 

building trust at the individual relationships level requires a shared identity between 

supervisors and supervisees and ongoing co-operation between them (Dirks & 

Skarlicki, 2004), which is inherently difficult within the hierarchical structures of the 

QPS. There was extensive cynicism regarding organisational commitment to 

individual wellbeing, especially among the longer-serving members, which led to 

suggestions that members needed to clearly see changes being implemented in the 

QPS to trust that it was committed to making improvements. Broad engagement in 

stress and injury prevention and rehabilitation was seen as important to improving 

the wellbeing of QPS members.  

Members at all levels should be involved in strategy development and 

supporting health, wellbeing and rehabilitation initiatives, especially Assistant 

Commissioners. QPS members identified that there needed to be a visible 

commitment from management to support organisational change, personalised 

communication regarding proposed improvements, and allocated funding for health 

and wellbeing initiatives. Supportive leadership played a significant role in members’ 

trust in the QPS in both positive and negative ways. Members in management 

positions suggested that some leaders needed to be made more aware of their 

obligation to ensure the wellbeing of their subordinates. 

Despite a desire of QPS stakeholders to address these issues there were 

examples of initiatives being blocked at higher levels of the organisation, which led 

to frustration at the lack of support for ideas coming from less senior members. 

O'Donnell (2000) states that lack of worker involvement in these areas reduces the 

potential for prevention and rehabilitation. Schurman and Israel (1995) speculate that 

failures in the implementation of organisational management strategies to develop 

healthy organisations could be attributed to the fact that change was not managed 

with the participation of the workers. Involvement of all levels of the organisation 

was considered important for any successful change affecting QPS prevention and 

rehabilitation, including public demonstrations of support for rehabilitation 

initiatives from the Commissioner and Assistant Commissioners.   

A number of accountability issues were raised by stakeholders. For example, 

QPS members needed to know what they could expect if a member was injured, 

including who was responsible for each stage in the process. Managers raised the 

same accountability issues as injured workers, but from the perspective of 
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organisational responsibility and protecting the organisation from future legal and 

financial liability for injured or ill members. Proposed solutions to accountability 

issues included the addition of reports about injuries and rehabilitation initiatives 

within the Operational Performance Review processes, more consistent 

implementation of existing policies and practices, and greater emphasis on advocacy 

options to increase the trust of members in their own organisation. The suggestion to 

include stress, injury and rehabilitation in the Operational Performance Reviews of 

senior members was in line with other suggestions about getting injury and 

rehabilitation information more directly to the Commissioner, with less filtering as it 

moved up through the hierarchy. Consistent psychological testing procedures were 

recommended, informing members upfront of the requirement for regular re-

assessment over time and in certain roles. Caution was recommended to ensure that 

changes designed to improve accountability and increase trust were also sustainable 

over time and across regions. Sustainability included being able to respond to 

psychological test results with the necessary illness prevention and rehabilitation 

supports for individuals identified as at risk, as well as considering the potential 

unintended consequences of changes made. Consistency was also suggested in QPS 

implementation of policies and practices across all areas of the organisation and over 

time. Examples included more consistent support for members experiencing illness 

or injury rather than privileging some individuals and more politically sensitive 

circumstances over others, as well as more consistent implementation of 

organisational rehabilitation policies in different regions. 

Healthy organisations re-focus the responsibility for health to the 

organisation, but simultaneously give more control to workers by encouraging their 

participation in change management, job re-design, open communication, and 

understanding of the political or economic constraints within which the organisation 

operates (Cartwright & Cooper, 2011; Henry, 2005). The control paradox suggests 

that more control from the organisation leads to less effort from the employees 

(Kramer & Cook, 2004; Miller, 2004). Accordingly, the QPS would benefit from 

giving members more control and ownership of prevention and rehabilitation 

initiatives. The Women’s Advisory Group (WAG) was provided as an example of 

positive changes that could be achieved by a grass roots level group with support 

from the Commissioner. The value of local knowledge to ensure the success of 

policy implementation, prevention initiatives and rehabilitation processes was also 
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identified. Rural and remote areas acknowledged the need for regional and 

professional support even when local ownership could be fostered. However, 

participants agreed that they did not want additional support and resources or more 

formal processes at the expense of good informal support structures and effective 

communication between stakeholders. This is in line with findings about hierarchical 

employment relationships that suggest that employees are willing to increase 

voluntary effort in exchange of a decrease in monitoring from the organisation 

(Miller, 2004). 

Trust research has established the significance of face to face contact in both 

increasing and decreasing trust (Zolin & Hinds, 2004). The importance of local and 

team ownership was raised in discussions as a way of increasing trust in support 

roles. Having rehabilitation co-ordinators (who were also police officers) rostered, as 

part of a team would give them opportunity to build rapport with their team members. 

In addition, team leaders would develop a better understanding of each member of 

their team and be in a position to provide support if required. Similar to the way team 

rostering provided support to individuals and raised the profile of rehabilitation, 

clusters of stations could promote local ownership and solve local problems 

positively in rural and remote areas. Personal ownership, including choice and 

individual management of rehabilitation, was also seen as a necessary improvement, 

especially in terms of involving injured workers in mutually negotiated decisions 

about rehabilitation and return to work. To avoid decreasing trust as a result of direct 

contact (Zolin & Hinds, 2004), it was thought appropriate that injured or ill workers 

had some choice about who supported them. It was also suggested that contact with 

absent members be carefully considered on a case-by-case basis, taking into 

consideration the needs of the affected individual. Benefits of having choice to 

include external people in the rehabilitation process were noted, provided they had 

some understanding of the QPS context. Balancing organisational needs with injured 

worker self-determination was raised by members in rehabilitation and in 

supervisory roles. Members in rehabilitation and management roles suggested 

company doctors and treatment providers should be engaged as a solution to 

ensuring interventions were focused on achieving return to work within the QPS 

context, as well as insisting that injured workers have direct contact with QPS 

rehabilitation staff, rather than through a spouse or partner. 
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Trust in internal rehabilitation and support providers hinged on choosing the 

right people for these positions, highlighting personnel selection issues. An example 

was provided in the suggestion that PSOs needed adequate maturity to provide 

acceptable support to experienced officers. Providers needed to establish rapport 

with members prior to any injury or illness occurring, thus paving the way for a 

successful intervention if required. Identified concerns about trust in internal 

rehabilitation and support providers re-enforced the need for some choice in whom 

people could speak with in times of need. The potential benefits of the PSO and HSO 

network, particularly in terms of preventing escalation of stress and other issues, 

were significant in the QPS context. It was therefore important for members to know 

how to access PSOs to provide some support before minor issues evolved into more 

serious concerns. Researchers have suggested that initial positive interactions may 

establish stable trust relationships between individuals who have otherwise limited 

face to face contact (Zolin & Hinds, 2004). 

A review of existing systems was suggested to determine if information about 

injured members could be kept more confidential, as well as to explain 

confidentiality issues to them. This was considered to be an important factor in stress 

and other issues being reported before they became more serious rehabilitation 

matters. It was noted that existing state legislation required rehabilitation co-

ordinators and human services officers to maintain confidentiality, but that this was 

still an issue in practice. While it was acknowledged that the organisation needed to 

know some information in the interests of safety, it was stressed that injured and ill 

members should be informed about this obligation to encourage informed consent 

and cooperation and to maintain individual trust in the rehabilitation and support 

providers.  

Knowledge includes perceptions, understanding, values and emotions, and 

trust is developed as a result of learning (Nooteboom & Six, 2003). The need for 

pragmatic and educational communication to promote understanding about 

prevention and rehabilitation within the QPS included how information was shared 

among individuals across the entire organisation. QPS stakeholders identified a need 

for (a) information about the prevention and rehabilitation of physical and 

psychological injury and illness for specific members of the organisation, such as 

officers in charge; (b) supervisors to be more informed about stress issues, 

prevention and rehabilitation to undertake their role in making decisions and 
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providing support for staff; (c) clearer boundaries between industrial relations issues 

and rehabilitation; (d) injured workers to better understand rehabilitation procedures, 

and the roles of PSOs, HSOs and RRCs; and (e) more information and support for 

the families of injured and stressed members, as well as for the families of members 

working in isolated areas. 

There was also consideration for various support roles to work in 

rehabilitation teams, including circulating different roles within the team, sharing 

responsibilities, increasing understanding of different roles and promoting 

camaraderie. Such interaction leads to shared mental models and identity based trust 

(Nooteboom, 2003; Nooteboom & Six, 2003), suggesting that QPS rehabilitation 

teams could be useful to individual rehabilitation and support providers to deal with 

some of the challenges faced in these roles.  

Officers in Charge (OICs) of a team, managers and rehabilitation co-

ordinators were seen as needing more understanding about stress, prevention and 

rehabilitation to achieve early detection, effective intervention and successful return 

to work. For example, supervisors should have the ability to detect early signs of 

stress to prevent the escalation of mental health issues to dangerous levels. OICs 

needed to understand signs of escalating stress in staff members recovering from 

psychological issues, as well as understanding and supporting different coping 

mechanisms. Most importantly, OICs should be aware of the psychological history 

of staff to be able to manage the risks, especially if the regional HSO was not close 

enough to monitor this directly. Participants also noted that OICs and HR managers 

required more information about their role in rehabilitation processes, including 

understanding the rehabilitation needs of the more common genuine cases, rather 

than assuming that most injured workers were malingerers.  

People in support roles needed more knowledge and skills to effectively 

manage rehabilitation, including more clarity about where rehabilitation ends and 

permanent re-deployment begins, more advanced people management skills and 

more effective communication. From the perspective of rural and remote members, 

decision makers at regional and state headquarters should better understand the 

unique rural and remote contexts for injury prevention and rehabilitation. People in 

support roles in rural and remote areas sought acceptance from regional and state 

management that providing support to members in rural and remote areas sometimes 

requires flexibility such as changing recreational leave plans to accommodate 
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circumstances that arose. Rehabilitation in rural and remote areas also required 

timely practical support and understandable information from the regional injury 

management co-ordinator.  

Providing confidential advice to members before they made the decision to 

report health concerns was suggested as a way of reducing their fears about 

accessing support. Another suggestion to encourage reporting was to ensure 

members were aware of the PSO network, including how to access them for advice 

or for referral onto the HSO if required. Personal injury experiences could be shared 

with members new to the QPS to ensure that they would know what to do if they 

experienced a psychological or physical injury.  

There were calls for a more holistic and comprehensive understanding of 

psychological issues, including personal stressors. This is consistent with research 

that showed whilst both individual and organisational factors influenced the 

development of vicarious trauma, the focus of intervention remained on affected 

individuals (Bell, et al., 2003). Within the QPS this was highlighted by the 

comparisons with physical injury which members found easier to understand and 

therefore address at the work environment level. Practically useful website 

information designed for members without regular rehabilitation experiences, 

including flow charts, contact details and useful links, was suggested as a resource 

for anyone to access. Furthermore, such sites should be regularly promoted to all 

members so all stakeholders could feel more informed and confident in the 

rehabilitation process.  

Understanding and realistic expectations of return to work was an issue for all 

stakeholders. More creative return to work strategies was required, with clarity about 

the requirements and processes for all stakeholders when injured workers returned to 

the workplace. Advice to injured workers about what to expect during the return to 

work process and education for others in that workplace would allow for more 

realistic expectations and more positive return to work experiences. Realism entailed 

a more flexible definition of return to work to get positive outcomes rather than 

risking a failed return to work.  

Information about the health and safety of members and psychosocial support 

for the families of members was seen as essential, especially in rural and remote 

areas where the family lived with the police officer in a house doubling as the town 

police station and were, therefore, directly aware of the risks involved in policing 
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tasks and had limited ability to stay in touch while the officer was out. Informing 

families of injured workers about rehabilitation processes and involving them as 

stakeholders with permission from the affected member was suggested as a measure 

to increase the success of rehabilitation.  

PSO, HSO and RRC roles needed to be clarified and borders between HR and 

rehabilitation had to be more clearly defined to reduce confusion and increase the 

benefits of interventions. In remote areas support roles included more diverse tasks 

than in metropolitan areas adding to the workload and making the roles more 

complex and difficult to define. Understanding the rights and responsibilities of 

injured members included calls for more commitment to and clarity about the 

requirements of rehabilitation for both injured workers and the organisation.  

Bell et al. (2003) suggested improving the management of workplace stress 

injury via strategies addressing things like the work environment, job specific 

education, group support, supportive supervision, and resources for self care. Each of 

these strategies is relevant to the needs of QPS occupational rehabilitation systems. 

In the context of training and skill development, the need for additional support role 

training, as well as more job-specific and more frequent (i.e., more than six monthly) 

operational training was suggested to prevent injury, especially for high-risk actions. 

Participants felt that one day training was not effective, suggesting that training 

should to be repeated. Examples included skills training and the supportive 

leadership workshops. To increase the positive intended effects, it was suggested that 

training be taken more seriously and for skills training and supportive leadership to 

be repeated.  

Trust is known to be more difficult to establish in high risk contexts (Zolin & 

Hinds, 2004). QPS research participants suggested that training should also be 

integrated into responsibilities, such as risk management for supervisors, as well as 

being included in annual review processes. Most participants agreed that single, one-

day workshops for supportive leadership were not adequate and that there should be 

more emphasis on human behaviour, how to get the best from staff and how to 

recognise stress. Additional training for rehabilitation co-ordinators in particular, as 

well as for PSOs, was also suggested to maximise their effectiveness. Suggestions 

included training to improve their understanding of psychosocial issues, and to 

improve understanding of QPS specific processes, as well as more regular group 
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meetings to share ideas and build skills relevant to their support and rehabilitation 

roles. 

External stakeholder involvement in rehabilitation for QPS members required 

communication with organisations, communities and individuals outside of the QPS, 

particularly in relation to prevention and rehabilitation interventions. This is 

consistent with research that suggests that successful return to work rehabilitation 

programs include workplace focused components, as well as continually reviewing 

and improving relationships with external health providers, especially medical 

specialists and rehabilitation providers (Briand, et al., 2008). In line with the 

workplace focus, suggestions to improve this situation included the provision of 

more induction training about the QPS context to local doctors and service providers, 

to contract providers for QPS rehabilitation work, and to increase the use of 

independent medical assessments for questionable medical certificates provided to 

QPS staff. Further it was suggested that single point of contact be used, such as the 

injury management co-ordinator or the HSO, to maintain contact with the doctors for 

all cases in that area.  

8.3.2 Systems trust and power 

In addition to interpersonal trust and power issues there were also discussions about 

systems trust and power from the perspectives of QPS stakeholders. Systems trust is 

based on the structure of support mechanisms, role definition, leadership, hierarchy 

of reporting, and resource distribution. Systems trust includes faith in proactive 

responsive and effective mechanisms to prevent and manage injury or illness when 

required.  

The systems injured workers interact with include the financial compensation 

system, health care system and the work environment (Briand, et al., 2007, 2008). 

Some QPS decision makers and rehabilitation co-ordinators were satisfied with their 

experiences with organisations such as WorkCover Queensland (WCQ), but many 

QPS stakeholders were not. Systems with a potentially more positive influence over 

QPS rehabilitation included host employment networks and Legacy. Host 

employment with other government departments was seen as both a challenge and an 

underutilised opportunity to maximise rehabilitation outcomes, with some positive 

reports about local collaborations between rehabilitation co-ordinators from different 
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government departments to increase the pool of return to work options. Legacy
54

 was 

seen as an organisation that could play a more significant role in supporting members 

experiencing psychological problems. Participants also suggested that the Police 

Union could collaborate with the QPS on injury and illness prevention initiatives.  

In relation to human resources, there were calls for staffing levels to be 

increased across all areas of the organisation to relieve workloads, as well as for 

additional efforts to reduce attrition by increasing care for QPS members. Directly 

related to physical injury and psychological ill health, additional human and material 

resources were seen as a way to prevent primary and secondary injury by reducing 

the workloads on individuals, increasing opportunities to work in teams, and 

providing equipment to enhance operational safety. There were also calls for 

increased support role staffing levels, such as Rehabilitation Co-ordinators (RRCs), 

Human Service Officers (HSOs), Peer Support Officers (PSOs) and Human 

Resource staff (HR) to reduce attrition of staff as a result of stress and injury. Finally, 

there was some acknowledgement of the need to consider the lack of community 

resources and services in remote areas, increasing the requirements on the QPS to 

provide these resources and services directly to staff in remote communities to 

maintain health and wellbeing and therefore capacity to work. 

 Balancing resource provision provides an example of balancing 

organisational and interpersonal needs. The injury prevention and rehabilitation 

issues demonstrate issues of trust and power and the need for effective 

communication for the organisation to understand individuals and for individuals to 

understand the needs of the organisation. Addressing workload balance, including 

adequate variety and appropriate distribution of workload, is one of the strategies 

listed by Bell et al. (2003) to maintain wellbeing within organisations. A general 

increase in staffing levels was identified as necessary, especially for operational 

policing and in country areas. However, some participants felt that overall staffing 

was adequate although poorly distributed. QPS stakeholders generally agreed that 

having staff on leave or on rehabilitation had a significant impact due to the minimal 

staffing models used in most areas of the QPS. This was particularly accentuated in 
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 “The Queensland Police Legacy Scheme is an independent charitable organisation, established in 

1971 to assist eligible dependent families of deceased Queensland police officers; police officers 

whose spouse/partner has died and police officers who are deemed to be suffering from an 

incurable/terminal illness” (Queensland Police Legacy Scheme, 2010, para 1). 
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rural and remote areas where staff numbers were already distributed over large 

geographic areas.  

More effective recruitment strategies to get the right people for the job, as 

well as more effective job specific training were identified as necessary to reduce 

attrition. Solutions to improving staffing levels to decrease the risk of stress and 

injury therefore needed to consider both internal and external factors. The impact of 

the labour market on QPS recruitment further accentuated human resource issues 

through competition resulting in a loss of good candidates to other police 

organisations and the military, leaving less suitable candidates for the QPS to employ, 

which further increased injury, stress and attrition risks. Internal recruitment 

processes were unable to keep up with staff attrition further perpetuating the cycle of 

inadequate staff numbers and members leaving. There was a suggestion to revisit the 

relieving pool system, which the QPS had in the past, where relieving staff from 

major centres were sent out to other areas in the region when required.  

Furthermore, in order to address staffing numbers in remote areas, the QPS 

would need to broaden its recruitment criteria as well as incorporate the requirement 

to move staff around the state into Enterprise Bargaining Agreements. More effort 

and resources were required to reduce attrition of experienced staff, which was seen 

as a waste of both human and fiscal resources. There were calls to break the cycle of 

low staff numbers contributing to high workloads and stress, increasing the risk of 

injury and resulting in high levels of attrition. There were also some suggestions for 

more creative rehabilitation strategies to retain both injured workers as well as 

members needing more flexible work arrangements within the organisation. There 

was general agreement about the benefits of team rostering to boost morale, but most 

also agreed that it presented some challenges for the rostering of the available human 

resources, especially in the context of minimal staffing models. Similarly, part-time 

and rehabilitation rostering presented both benefits, such as the flexibility to keep 

people at work, and challenges associated with rostering other staff to accommodate 

these special needs. 

Resources for self care, such as counselling, support groups or other 

resources, have also been identified as important to maintaining well being within an 

organisation (Bell, et al., 2003). QPS members indicated that addressing the need for 

adequate support role staffing and resources was important to meeting health and 

safety and workers’ compensation legislative requirements, to reduce the costs 



 

229 

associated with injury and illness work absence, to provide adequate support to 

prevent stress issues from escalating to psychological injury and to optimise 

rehabilitation and return to work outcomes. Apart from calls for more HSOs and 

PSOs, stakeholders also considered the notion of having dedicated PSOs rather than 

officers and administrative staff, who performed the PSO role on in addition to their 

substantive duties. Investing in PSOs and HSOs was seen as cost effective due to 

their role in preventing escalation of stress issues. Calls for more RRCs, WHSOs, 

HR and administrative support were often discussed within the same context. This 

included the need for more dedicated, rather than second-hat roles, both in the 

interests of meeting the requirements and challenges of rehabilitation work, 

especially for workers’ compensation claims, as well as to free up operational police 

officers to do their substantive work more effectively. Time allocated on the roster 

for RRC work was often difficult for members with other substantive positions, such 

as operational police officers, but seen as important to get return to work outcomes 

and to also leave some time for health and safety initiatives. The regional Injury 

Management Co-ordinator (IMC) played an important role in providing support and 

advice to part-time RRCs and Officers in Charge.  

Having a designated district rehabilitation co-ordinator in remote geographic 

areas was suggested as way of reducing the load on operational staff and having 

someone focus on rehabilitation rather than on multiple other roles. Anticipated 

challenges for a full-time district RRC included excessive caseloads, driving 

distances, not being on-site and the costs associated with having someone dedicated 

to this role. This debate led to a consensus that dedicated RRCs would be beneficial, 

provided they received local support to manage the workload and distance issues. 

This consensus represented a solution for a range of prevention and rehabilitation 

issues, including the pressures associated with rehabilitation responsibilities being 

added onto substantive roles, the quality of rehabilitation interventions, and the role 

conflicts impacting on rehabilitation and return to work decisions.  

The consequence of the absence of community resources increased the onus 

on the QPS to provide them, which was seen as an additional expense in remote 

regions. The lack of community resources and distances in rural and remote areas 

had to be factored into decisions made about rehabilitation processes and costs. It 

was suggested that investing in rehabilitating injured members quickly would 

prevent longer-term problems and costs. QPS stakeholders raised questions about the 
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positioning of rehabilitation in the context of resource implications and broader 

organisational issues, including members’ need to understand of the costs associated 

with long term absence and failed return to work. Solutions to reducing long-term 

absence and attrition included providing more local rehabilitation, as well as 

ensuring access to medical services in major centres to facilitate early effective 

intervention. 

Additional communication measures in rural and remote areas were needed to 

compensate for distance, isolation and lack of community resources, as well as to 

increase opportunities to recognise early signs of mental health issues. More satellite 

phones or an effective radio network were suggested to address some of the 

communication issues in remote areas. Suggestions for rural areas also included 

having 24-hour regional hotlines to take pressure of smaller stations, providing 

additional resources for psychometric testing and intervention, and exploring an 

expanded role for Legacy to support injured or ill officers. Group support strategies, 

including social support and debriefing opportunities, were also suggested by Bell, et 

al. (2003). Finally, investing in specialist doctors to make early assessments of 

serious injury or potentially long-term illness facilitating early decisions about 

rehabilitation goals was considered more cost-effective than having people on long-

term sick leave.  

Communication played a significant role in making QPS selection processes 

transparent, effective and therefore accepted by members of the organisation. 

Procedures needed to be faster, because the QPS was losing the best candidates to 

other organisations, and the criteria for general QPS recruitment had to be reviewed 

to address the human resource needs of all areas of the QPS. More job information 

was required up front so potential recruits understood the demands and realities of 

the job before they signed up. Criteria and procedures for general QPS recruitment 

also needed to be reviewed to get better recruits and selection should include psycho-

metric testing. Selection criteria needed to more closely reflect population 

demographics and the required skill mix in the QPS. There was a perception that the 

current criteria seemed to favour people who would expect promotion and who 

would not remain in general duties any longer than necessary further accentuating 

the existing human resource issues for operational police.  

There was some acknowledgement of the need to get numbers in to address 

staff shortages, but also that accepting unsuitable recruits was increasing the rate of 



 

231 

injury and attrition and negatively impacting on existing members of the organisation. 

Recruiting people from rural and remote areas was flagged as a potential solution, 

but partly dismissed due to the perception that there were limited numbers of suitable 

candidates in these areas and the concern that policing in low population areas was 

fraught with conflict of interest stressors for members who had grown up in that area. 

The recruitment of unsuitable candidates was a major concern in country areas where 

isolation required officers with strong attributes for independent work.  

Testing was also suggested for specialist areas and as an ongoing monitoring 

tool. More honest information was to be provided about the general operational 

duties expected of all new recruits. Furthermore, it was recommended that upfront 

and clear information about the expectation that officers do country service be 

provided during the initial recruitment process. There was some acknowledgement 

that this was difficult in times when the QPS could not get enough recruits. 

There was broad agreement that support roles needed to be filled with people 

who had the most suitable people qualities to provide effective support and 

rehabilitation rather than people who were using the role for their resume or who 

were required to take on the role by an OIC.  Suggested selection criteria for support 

roles varied slightly, but empathy, genuine interest, goal focused, good organisation 

skills, maturity and life experience were key factors raised. Choice should be a factor 

in support role recruitment, with volunteers selected for their genuine interest and 

relevant qualities for the roles. There were discussions recognising the maturity of 

senior members as a benefit to support roles. However, there were also concerns 

about high-ranking PSOs and RRCs intimidating injured or ill members needing 

support. Organisational research acknowledges that trust in hierarchical 

organisations is difficult because power relationships between superiors and 

subordinates is by definition unequal (Kramer & Cook, 2004). 

Suggestions focused on increasing the leadership skills and personal qualities 

criteria for promotion in order to achieve a more supportive leadership profile in the 

organisation. This is in line with Bell et al, (2003) acknowledgement of the 

importance of supportive leadership in maintaining the wellbeing of staff. In addition, 

it was suggested that senior performance reviews and promotion include criteria 

about demonstrated people management skills. It is recognised that trust in leaders 

makes teams more effective (Dirks & Skarlicki, 2004). However, it is not always 

clear how to develop that trust given the different implications of the types of trust in 
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hierarchical organisations. Relationships-based trust is dependent on shared identity 

between followers and leaders and requires direct contact over time. Character-based 

trust on the other hand is based on perceptions of fairness and competence and 

therefore requires less direct contact, but a more established leadership reputation 

(Dirks & Skarlicki, 2004). 

Participants suggested that support, rehabilitation and leadership roles should 

be further clarified and more effectively co-ordinated to streamline prevention and 

rehabilitation systems. The effectiveness of these systems depended on 

communication about those processes to gain support and engagement from 

members. Comparisons were drawn with the debriefing processes used in 

Emergency Services, suggesting the QPS consider more structured approaches to 

responding to members’ experiences of traumatic events. For rehabilitation, an 

additional case management role was one suggestion to increase the cohesion 

between the numerous stakeholders involved in rehabilitation. To promote return to 

work, there was a need to resolve restrictions in moving people around within the 

organisation. The organisational structure and geographical challenges of the QPS 

were acknowledged as needing flexible and creative solutions to systems change in 

different areas of the organisation. Caulfield et al. (2004, p. 149) “suggest a paucity 

of published information regarding what works with occupational stress 

interventions in Australia”. Whatever the changes made, it was important for the 

QPS to demonstrate their efforts to members via effective communication. 

It was suggested that roles be more clearly defined and that different support 

roles work together instead of in isolation. This included the need for consultation 

between different support roles to make sure injured workers were neither 

overwhelmed with numerous contacts nor left completely unsupported. It was 

suggested that contact with injured workers should be organised to ensure the most 

appropriate person made contact at the most appropriate time depending on the 

individual needs and circumstances. Having an effective and well-organised PSO 

system was seen as an essential prevention tool, especially for the purpose of 

preventing the escalation of stress issues. Similarly, organising rehabilitation roles to 

minimise role conflicts within local hierarchies and therefore maximising the 

freedom to promote good return to work outcomes was viewed as important. 

Concerns were raised about officers in charge moving a staff member from an agreed 

return to work position to address operational needs without consultation with 
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rehabilitation staff, approval from the doctor or an understanding of the legal 

implications under the workers’ compensation legislation. Several participants talked 

about the impact of the poor people management skills of some supervisors 

impacting on the wellbeing of members. Similar to points made about promotion 

processes, there was a need for performance evaluation and promotion to include an 

assessment of people management skills, rather than just operational skills. 

Participants in rehabilitation roles suggested that consultation with the officer in 

charge wanting to change the position of the returning worker should be a 

requirement, to ensure a changed return to work plan was negotiated to meet both 

rehabilitation and staffing needs if possible. Another suggestion was to put a senior 

sworn officer in the regional HRM role or in charge of rehabilitation. This would 

integrate policing experience with human resource management and achieve a more 

applied understanding of the prevention and rehabilitation needs of the staff in a 

region for the purposes of staffing decisions. 

Primary prevention discussions included ongoing data collection and 

evaluation of the common causes of stress, injury and attrition to improve prevention 

systems and strategies for serving members in the regions and recruits going through 

academy training. This evaluation needed to include qualitative indicators in addition 

to the commonly emphasised quantitative indicators. Upon identifying a problematic 

area for injuries and illness, the issues should be followed up and addressed in 

consultation with local managers. Simpson (2004) recommends systematic 

organisational assessment of risks considering all levels, including the whole 

organisation, work groups and individuals, to effectively address organisational 

needs. 

QPS stakeholders identified a lack of systematic debriefing processes that 

were automatically initiated and adequately resourced was considered a significant 

gap in the prevention of subsequent psychological issues. Related emergency 

services were provided as an example of a debriefing system that demonstrated a 

level of care from the organisation not experienced in the QPS. Research suggests 

that a supportive work environment protects police officers from developing PTSD 

symptoms and other mental health problems, by providing a compassionate context 

within which critical incidents are processed. Workplace cohesion and morale and 

strong leadership improves role clarity and job engagement and protects against the 

effects of stress (Maguen, et al., 2009). Furthermore, the workplace mediates 
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between negative life events outside of work and PTSD symptoms. It was therefore 

concluded that whilst the organisation cannot control critical incidents and negative 

life events, it can provide the environment to buffer against the impacts of these 

factors (Maguen, et al., 2009). 

8.4 Developing effective occupational rehabilitation systems for 

the QPS 

The third sub-aim of this study was to analyse existing injury prevention and 

management processes, linking them with identified issues and solutions to 

demonstrate opportunities for the development of a more effective occupational 

rehabilitation system for the QPS. In linking the process descriptions and maps with 

previously identified issues and solutions, four key issues became apparent: 1) there 

was not enough emphasis on creating a healthy organisational environment capable 

of identifying and addressing the health needs of members; 2) the organisational 

climate and trust issues resulted in under- or delayed reporting of health concerns, 

especially if they were stress related; 3) in responding to and addressing injury or 

illness there was more focus on documentation and processes than on individual 

needs; and 4) there was too much emphasis on reporting and a comparative lack of 

emphasis on achieving sustainable return to work outcomes
55

. Despite these issues, 

there were localised examples of effective practice and many suggestions from QPS 

members about opportunities for improvements across the organisation. These 

findings indicate reciprocal interaction between social structures/processes and 

actors/people creating both tensions and opportunities for change.  

Consistent with the systems thinking framework utilised throughout the 

current study
56

, structuration theory provides a useful framework for understanding 

the findings specifically related to sub-aim 3. The theory of structuration states that 

people follow and/or support social structures and that structures influence people 

and their practices - this is known as the duality of structure (Bryant & Jary, 1991; 

Giddens, 1982; Stones, 2005). Applying structuration theory to the QPS implies that 

the actions of agents, such as RRCs, are at least in part determined by their ‘internal 

structures’, including their perceptions of the context (QPS rehabilitation) and of 
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their power within that context. These internal structures may or may not be accurate, 

but will influence the actions of the RRC and will contribute to the social structures 

within the organisation (Stones, 2005). Recruiting people not suited to the RRC role 

and then not training them therefore leaves them to respond to rehabilitation issues 

based on their limited understanding and perceptions, adding to the existing 

inadequacies of the QPS rehabilitation context. 

People following the rules implicit in a social system are not only influenced 

by the system, but also sustain and influence the system in turn (Poole & McPhee, 

2005). In organisations the parts of systems impact on people and vice versa 

suggesting a constant dynamic between interpersonal factors and institutional factors. 

With regard to stress for example, people are viewed as living systems within 

environmental systems, such as the QPS, with the various components influencing 

each other (Kenny & McIntyre, 2005) and creating the organisational wellbeing 

context. The need to get the balance between personal and systems trust and power 

within the QPS right is evident, suggesting that cultural, contextual, relationships 

issues need to be addressed, as well as organisational systems and processes. 

Effective occupational rehabilitation systems require interaction between 

interpersonal factors and organisational processes. Based on the analysis of existing 

processes, the data integration from the focus group themes and relevant literature, 

these factors are looked at within each stage of the injury process and 

recommendations are made for changes at each component of the system. These 

stages include pre-injury/absence, reporting, responding and intervening. Throughout 

the rest of the discussion about developing effective occupational rehabilitation 

systems for the QPS, structuration theory is used as an underpinning framework to 

explain issues in the injury process. The application of structuration theory in this 

context is evident in the recommendations made, which address interpersonal factors, 

established social structures and the actions of QPS members, as well as the 

interactions between them. 

8.4.1 Pre-injury/ absence context 

Processes that were in place prior to an injury or sickness absence occurring, include 

the selection and training of key support roles, injury management awareness 

training provided to members, and data management processes. The pre-injury 

contextual factors created significant barriers to trust in support roles, affecting 
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members’ willingness to report health concerns and participate in rehabilitation, and 

therefore delayed rehabilitation processes and jeopardised the quality of 

rehabilitation outcomes. QPS contextual issues impacting stress, injury and 

rehabilitation were related to the climate and culture, job and organisational 

characteristics, and training and knowledge. A comparison of the findings and 

relevant literature suggests that the QPS climate, culture, subcultures and police 

personalities can and should be understood and addressed to reduce tensions and the 

risk of stress, and to improve the identified issues with stress reporting, injury 

experiences and rehabilitation outcomes. More detailed understanding of job factors 

and organisational characteristics could be utilised in improvements within the QPS 

that would counteract the sometimes unavoidable operational risk factors, especially 

those causing mental illness such as PTSD. Reducing work environment stressors 

and improving organisational support mechanisms will reduce the development of 

serious mental illness, despite the operational risks. Finally, improved training and 

knowledge for key QPS stakeholders and providers will stem the escalation of stress, 

reduce the impact of injury and improve the outcomes of rehabilitation. The 

contextual issues identified therefore suggest several areas for improved injury 

prevention, stress management and rehabilitation in line with both specific QPS 

issues and relevant literature. 

There are several potential improvements to be made to develop more 

proactive and strategic injury and illness prevention initiatives. These include better 

injury management data collection and utilisation processes, and more strategic 

absenteeism management. The recording and utilisation of information about injuries 

in the Case Management Database (CMD) needs to be consistent with clear 

allocation of responsibilities for entering data to ensure accurate and comprehensive 

data entry. The CMD can then be used to provide useful statistics to the regions to 

promote local primary prevention initiatives and to improve rehabilitation processes. 

Furthermore, Operational Performance Reviews can include meaningful injury 

management data to assess and improve the rehabilitation performance of regional 

leaders, improving accountability and local ownership of prevention and 

rehabilitation. This is in line with the recognition that evidence-based health 

interventions within organisations require a shift from an individual focus to a focus 

on the systemic conditions created by the dynamic interactions among individuals, 

management and organisational contexts (D. Harrison, 1999). 
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In terms of strategic absenteeism management, the regional Absence 

Management Committee should be more focused on the management of overall 

absenteeism, rather than reviewing selected cases, which is also the role of the 

regional Core Rehabilitation Group and the case management teams. These groups, 

as well as individual roles such as the Assistant Commissioner, Chief Superintendent, 

district officers, union representative/s, Human Resource Manager, Human Service 

Officer and the Health and Safety Co-ordinator, focus on reviewing extended sick 

leave and rehabilitation cases from initial reporting to return to work. The AMC 

could therefore shift its focus to playing a significant role in primary injury 

prevention. 

In terms of RRC recruitment and training, the QPS has opportunities and 

some examples of good practice, which could be expanded. More effective 

recruitment processes, support and training are required to break the cycle between 

established rehabilitation structures and agents, such as RRCs, which currently 

perpetuate existing issues and practices. The qualities of the RRCs selected in an area 

are important to promote members’ trust in support roles and subsequently affect 

members’ decisions about reporting health concerns.  Personal qualities of RRCs 

should include a genuine interest in providing rehabilitation support and achieving 

good outcomes for all stakeholders, as well as maturity and strong communication 

skills to build rapport and work with injured members and other stakeholders as 

required. RRCs need to be able to share information, promoting other members’ 

understanding of roles and responsibilities to enhance collaborative rehabilitation 

processes and positive outcomes. Existing examples of effective recruitment process 

include individuals submitting an expression of interest for the RRC role, which is 

assessed by senior management and rehabilitation staff in consultation with the 

relevant supervisors and Officers in Charge. Improved recruitment processes need to 

be underpinned by support for existing RRCs and other strategies to make the role 

more desirable for members with the sought after qualities for the role. To meet the 

needs of both injured members and the organisation to achieve better rehabilitation 

outcomes this would also include allowing adequate time and resources for the role.  

RRC training needs to go beyond the basic understanding required for 

certification under the workers’ compensation legislation, adding rehabilitation skills 

and a strong understanding of the QPS rehabilitation context. Training should be 

provided both within the QPS context as well as skills development opportunities in 
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rehabilitation outside of the QPS context, increasing the knowledge of RRCs as well 

as providing opportunities for ongoing professional development. In addition, 

mentoring and support from more experienced RRCs, Health and Safety Co-

ordinators and the Injury Management Co-ordinators, as well as time and resources 

would allow RRCs to work more effectively and increase members’ trust in support 

roles and willingness to participate in rehabilitation processes. An existing example 

of good practice is the quarterly meetings for all RRCs in some regions, which could 

be expanded on with regular local meetings (quarterly or six monthly) for RRCs in 

all areas to discuss claims and obtain professional supervision. 

Generally, better awareness of stress and injury management processes for all 

QPS stakeholders would improve the social structures and actions of members to 

increase trust in the organisation and understanding about prevention and 

rehabilitation, reducing the negative influence of stigma. Increased awareness 

requires time, resources and genuine interest in training to create a context where 

individuals feel more comfortable in reporting stress and participating in QPS 

rehabilitation processes. Providing IM awareness training can therefore have a broad 

and far reaching impact on injury prevention and rehabilitation outcomes in an 

organisation like the QPS. Well accepted and effective initiatives can, in turn, 

stimulate interest in injury management awareness training. 

Existing practice in some areas that could be expanded includes providing 

information about IM at committee, leadership and RRC meetings, as well as 

conducting regular training for key stakeholders (such as Commissioned Officers, 

Officers in Charge, Sergeants, Administration Officers and RRCs) in the early 

detection of injury/illness and reporting processes. Information sessions should 

include policies such as notifying health related absences of five consecutive days or 

more. IM awareness training can help to build a more positive injury and illness 

prevention and rehabilitation culture and re-build trust in the organisation. This 

would encourage people to accept support and rehabilitation and to reduce attrition. 

Specific strategies could include making DVDs with the Commissioner talking about 

the importance of stress prevention and rehabilitation. A further suggestion to 

improve trust in the organisation includes making senior members responsible for 

addressing these issues in their areas.  
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8.4.2 Reporting 

Injury and illness reporting processes are affected by the organisational climate, trust 

issues, as well as understanding of stress and rehabilitation processes. The needs and 

experiences of injured and ill individuals therefore need to take precedence over 

formal procedures to increase members’ willingness to seek help for stress or other 

issues impacting work capacity. However, there is a disconnect between the 

emphasis on QPS procedures and systems for identifying and notifying absence, 

injury or illness and the simultaneous impact of interpersonal factors on individual 

decisions about reporting injury or illness. Training to recognise stress and strategies 

to compensate for geographic isolation are required to identify absences and initiate 

earlier rehabilitation. Once a rehabilitation need is identified, stakeholders need 

simple clear processes to fast track reporting and initiate support, especially when 

there is no workers’ compensation claim to guide the process. 

There needs to be a general improvement in members’ willing to report stress 

and other health concerns, by addressing interpersonal factors, such as gossip and 

stigma associated with psychological injuries in particular. Widespread gossip or the 

perception of gossip is an example of the influence of social norms on 

communication within organisations (Poole & McPhee, 2005). To reduce this 

additional stressor for absent individuals, social structures that condone gossip or 

perpetuate the perception of stigma need to be understood and addressed. In addition, 

organisational stakeholders sharing information to promote rehabilitation processes 

need to be able to do this legitimately without being accused of breaching 

confidentiality. Gossip and stigma may be addressed by initiatives addressing 

absenteeism from an organisational perspective, including strategies targeting the 

stigma associated with illness absence. To achieve an increase in the rate of reporting 

of stress and other illness, such strategies would have to be approached in a 

supportive manner and be combined with making leaders more accountable for their 

people management skills and preparing the leaders of the future for this aspect of 

the role. Non-judgemental support and information about processes, such as lodging 

a workers’ compensation claim, would also encourage people to report stress 

symptoms and get help early rather than trying to manage them secretly. This would 

require advertising the availability of support people, such as PSOs, ensuring 

accessibility, as well as clarifying the confidentiality requirements of all support 
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roles to promote trust. Meeting individual needs by having a range of people and 

roles to choose from is also important to encourage the early identification of issues. 

In addition to individuals seeking help, the QPS requires better systems for 

early identification of stress and wellbeing issues. More strategic absenteeism 

management strategies include identifying non-consecutive absence patterns that 

might point to early signs of stress, training for supervisors to identify and respond to 

issues before they escalate, and improved secondary prevention systems, including 

risk management and debriefing after traumatic incidents. These changes require a 

shift in the prevailing social structures that expect police officers to get on with the 

job regardless of what they have experienced. If the damage is psychological, 

individuals should receive appropriate care and treatment, such as mental health first 

aid
57

. People in support and supervisory roles need work structures that allow them 

to get to know staff to be able to detect potential stress and rehabilitation issues, and 

respond before early signs of stress escalate to serious psychological injury. An 

existing good practice example of these work structures, which could be extended to 

other areas, is team rostering. This work structure allows supervisors to work on the 

same shifts as their team members on a regular basis, creating more supportive social 

structures, which will give supervisors the opportunity and insight to respond quickly 

and appropriately to signs of distress. 

To reduce the impact of industrial issues being shifted into rehabilitation 

processes, supervisors need training and support to strengthen their people 

management skills, identifying and addressing industrial issues early before they are 

out of control. They also need to recognise early signs of stress and obtain 

appropriate help to deal with stress issues. Strategies to manage both industrial issues 

and early signs of stress are particularly important in remote areas, where face-to-

face contact with other officers is often not possible. Processes to promote earlier 

identification of issues potentially requiring rehabilitation intervention or support 

should also include secondary prevention systems, such as risk management 

assessments and debriefing opportunities for members who have traumatic injury and 

stress experiences to identify potential stress reactions and to intervene early. There 

needs to be a shift in attention from paperwork and statistics regarding injury 
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prevention to practical interventions to identify and address issues. Easily accessible 

and visual information, such as flowcharts and user friendly web pages would 

streamline processes for members needing support and other stakeholders who play a 

role in identifying issues and providing early intervention. 

Once an injury or illness absence is identified, the QPS requires more 

effective and streamlined processes for managing the additional reporting procedures, 

such as formally informing the core rehabilitation group and appropriately involving 

relevant stakeholders, such as the supervisor of the injured worker. This requires 

improved support role co-ordination, clear roles and responsibilities, as well as a 

standard email address and clear membership criteria for regional core rehabilitation 

groups. Furthermore, relevant stakeholders need to understand the issues experienced 

by an injured worker and their part in the process of providing support and 

rehabilitation. This in turn means that stakeholders, such as supervisors and RRCs 

need reliable access to knowledgeable staff, such as a regional IM Co-ordinator, who 

can convey easy to understand and practical information about stress, injury, 

prevention and rehabilitation when it is required. 

The decision about who is to contact the absent member needs to be earlier 

and should follow the individualised approach, already utilised in some regions, to 

promote trust in the organisation and in support roles with due consideration for the 

needs of the affected individual and the attributes of the stakeholder making contact. 

The ‘hierarchy of contact’ approach needs to be significantly modified to be more 

conducive to achieving positive outcomes, allow for case by case needs, and ensure 

that supervisors do not contact an absent subordinate if that has the potential to create 

conflict. 

8.4.3 Responding 

QPS processes for responding to injury, illness and absence could be improved by 

removing the distinction between compensable and non-compensable cases; 

streamlining processes and clarifying responsibilities for responding to injury, illness 

and absence; and focusing on achieving optimal outcomes and addressing individual 

needs. Both external and internal factors influence organisations, creating tension 

between people and processes. Whilst compensable cases tend to have some clear 

processes driven by the workers’ compensation authority, they create complexities in 

other organisational processes, such as the transition from the workers’ 
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compensation decision to internal support mechanisms. Feedback loops between 

components of systems, such as workers’ compensation and an organisation, support 

the interrelatedness and emergence of systems thinking (Flood, 2010; Ison, 2008). 

However, feedback loops within the QPS need to be clearer and less weighted 

towards workers’ compensation requirements, to achieve an effective system that 

addresses individual needs regardless of whether the needs are compensable or not. 

An increased focus on achieving optimal outcomes for both affected individuals and 

the organisation is required throughout the responding process.  

At the initial contact with the absent individual, an increased focus on 

addressing needs will reduce the risk of a non-compensable case being dismissed as 

needing no support at all. Similarly, when a workers’ compensation claim is rejected 

by the insurer internal support options should still be considered, because a workers’ 

compensation claim may be rejected based on eligibility criteria even if the 

individual needs support for an illness that affects their ability to work. For example, 

a drop in the number of mental stress claims has been linked to jurisdictions 

tightening up on what is accepted, thereby reducing claim numbers but not the 

incidence of stress (Safe Work Australia, 2009b, 2011). More proactive intervention 

outside of the claims process and would increase members’ trust in the organisation 

that they will be looked after if injured or ill. 

Occupational diseases include all employment-related diseases which result 

from repeated or long-term exposure or which are the result of a single traumatic 

event where there is a long latency period (Australian Bureau of Statistics, 2006, 

section 15.9). This definition puts mental stress in conflict with the workers’ 

compensation system that looks for a clear work related causal event. Disability 

management, on the other hand recognises that employers benefit from addressing 

injury, illness and absence, whether they are compensable or not (Ceniceros, 2010; 

McDonald, 2010), suggesting that the QPS would benefit from shifting its focus to 

addressing needs rather than whether an illness is compensable or not. A focus on 

addressing needs would reduce the impact of workers’ compensation decision 

timeframes, increase QPS control over transition processes from claim rejection to 

internal support mechanisms and therefore reduce the impact of claim rejection on 

both the affected member and the QPS. 

Streamlining processes and clarifying responsibilities for responding to injury, 

illness and absence is suggested to facilitate intervention and is required to increase 
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trust in support roles and in the organisation, increase local ownership of 

rehabilitation, and improve rehabilitation outcomes. This should include simplifying 

processes for interaction with external stakeholders like the workers’ compensation 

authority and streamlining processes to initiate the Early Intervention Treatment 

Program. The effectiveness of the process of initiating interventions depends on 

stakeholder understanding issues, processes, roles and responsibilities, so training 

about rehabilitation and support processes for key stakeholders is required. More 

regular and more effective communication between stakeholders is needed to shift 

the established social structures and increase clarity about roles, responsibilities, 

processes and timeframes. Clarity about ownership of rehabilitation between regional 

headquarters and local areas would reduce internal tensions, increase collaboration 

and make more efficient use of human resources. Trust and ownership also needs to 

be addressed at the individual level, by allowing for some choice in allocating 

support person/s and avoiding conflict of interest situations, such as when the RRCs 

substantive position is in the same office as the injured worker’s position. To achieve 

good rehabilitation outcomes, RRC case loads need to be more effectively distributed 

according to capacity and access to advice from more qualified or experienced 

people should be provided as necessary.  

Policy practice gaps in the process of initiating interventions need to be 

closed to ensure a fairer system worthy of trust and individual ownership of the 

rehabilitation process. This requires more constructive support from supervisors, 

reduction of procedural barriers to initiating the Early Intervention Treatment 

Program and rehabilitation case management, a more manageable administrative 

workload for injury management co-ordinators, time on the roster for RRC duties, 

and better understanding about rehabilitation and support processes for key 

stakeholders such as RRCs and supervisors. In rural areas, local ownership and more 

effective processes require a closing of the gaps between rehabilitation policy written 

in State Headquarters and remote regional realities.  

Overlapping functions of the regional Absence Management Committees, 

regional Core Rehabilitation Groups, the case management teams involved in 

individual cases, as well as the Sick Leave Bank committee in some cases, need to be 

clarified to reduce role confusion. This would allow rehabilitation personnel to act 

more quickly to respond to individual needs, especially if staffing and resources are 

adequate. The AMC could have a more strategic emphasis. In terms of responding 
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processes, it could consider how to shift the existing questions about the cost of 

initial resource provision to questions about the ultimate cost effectiveness of 

rehabilitation outcomes. 

Responding processes need to be more focused on achieving optimal 

outcomes and addressing individual needs. The initial direct contact with the affected 

member needs to be earlier and more effective in a lot of cases to gain an overview 

of the affected member’s needs and achieve a successful return to work. This 

requires fewer barriers to reporting, and more time and training for the RRC role, as 

well as opportunities for individuals to indicate their satisfaction with the support 

process. Injured workers need to be directly involved in communication about the 

rehabilitation process throughout. Promoting individual ownership of rehabilitation 

has been established as important (Buys & Randall, 2009), and would include 

mechanisms encouraging feedback about support processes. Good communication 

with the absent person early in the process helps them to understand issues, processes, 

roles and responsibilities, and promotes their constructive participation in the 

rehabilitation process. This requires the RRC to be available to provide accurate 

information about rehabilitation in the QPS context. Early and effective contact with 

the absent individual is an opportunity to re-establish or maintain the occupational 

bond, address tensions and reduce stressors (Kendall & Muenchberger, 2009a). If the 

initial contact is delayed or ineffective due to lack of time or excessive focus on 

paperwork, the whole rehabilitation process is jeopardised creating more work for 

QPS stakeholders in the effort to get the rehabilitation process back on track. 

Once the rehabilitation needs are determined decisions should be focused on 

addressing these needs to achieve the goal of return to function and promote trust in 

the organisation. The importance of initiating relevant interventions early is well 

established in occupational rehabilitation literature, so resource and other barriers 

need to be addressed. Doctors’ advice about health issues should be heeded despite 

operational priorities. In rural areas the impact of distance on support needs should 

be factored into decisions about providing support from within the organisation 

regardless of the workers’ compensation claims process. HSOs have skills to provide 

individualised and holistic support for QPS members and their families depending on 

their psychological and other support needs, but they have limited time especially in 

rural areas. This could be addressed by making better use of trained PSOs to assist 

overworked HSOs and RRCs. 
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The benefits of choice in allocating a support person include being able to 

match compatible personalities and the required strengths for individual cases to 

achieve positive outcomes. This approach is taken in some operational areas where 

cases are allocated according to RRC factors, such as experience, and injured worker 

factors, such as needs. In addition, semi-independent organisations associated with 

the QPS could play a role in providing support for affected members outside of the 

workers’ compensation process. Organisations like Legacy
58

 might play a role in 

providing support to injured workers and their families, partially addressing the 

identified transition issues between claim rejection and other support, especially for 

psychological injuries. Legacy is uniquely positioned with members who have 

extensive policing experience, but no longer active in their policing roles. This 

combination of experience and independence is potentially beneficial to both 

providing direct support to individuals and providing advice to supervisors. 

8.4.4 Intervening 

Intervention processes are more focused on care, support and rehabilitation for the 

injured worker than the preceding processes. However, interventions are affected by 

tensions between interpersonal factors and organisational processes, leading injured 

workers, as well as some members in support roles, to believe that the QPS only 

provides rehabilitation to meet insurance requirements and that this results in some 

people with injury or illness not being rehabilitated and returned to work. 

Organisational processes to counteract these beliefs include improving the quality of 

the contact with absent members during the recovery phase via more effective 

support role co-ordination, leadership and rehabilitation processes. The right person 

needs to contact the injured worker at the right time to promote the rehabilitation 

process and to ensure that absent members are not confused about the purpose of 

support roles nor left without any contact for extended periods of time. Early and 

ongoing contact between key stakeholders is a feature of successful return to work 

programs (Briand, et al., 2008). 

The various absence/recovery intervention processes need to be more focused 

on the well-established principles of effective rehabilitation, especially for people 

with mental health problems. For instance, a holistic bio-psychosocial approach with 
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multidisciplinary input, cognitive behavioural therapy and organisational 

interventions has been found to be effective in improving mental health and 

promoting successful return to work (Campbell et al., 2007). Provided specific 

organisational needs are addressed, appropriate individual interventions are provided 

and stakeholder participation strategies are effectively implemented, well integrated 

return to work programs have been found to be effective for a range of conditions 

(Briand, et al., 2007, 2008; Tjulin, et al., 2009; van Oostrom, et al., 2009; Wald & 

Taylor, 2009). 

Organisational interventions need to be more closely monitored to ensure 

efficient timeframes and the quality of RRC work promoting positive recovery. This 

requires RRCs with a genuine interest in supporting injured individuals to achieve 

optimal outcomes. It also requires more full-time RRCs or more rostered time for 

part-time RRCs, as well as support for RRCs to maintain confidentiality in line with 

legislation in the face of pressure from management. Furthermore, the role of 

managers in building trust with both injured workers and with members in 

rehabilitation roles is important to facilitate successful rehabilitation. Suggestions 

include increased monitoring of management accountability for rehabilitation and 

reducing unhelpful interference from superiors during recovery, as well as 

addressing the issue of unresolved industrial relations disputes being shifted into the 

rehabilitation area.  

In addition to more effective support from RRCs and supervisors, increased 

utilisation of independent advocates, such as union representatives, family members 

and Legacy, is suggested to support injured workers as well as for more consistent 

adherence to existing policies and procedures. Members in rural areas also need 

better access to treatment providers to achieve timely rehabilitation outcomes. For 

example, having independent doctors and specialists visiting remote areas is a way to 

promote rehabilitation outcomes in remote communities. Investing in rehabilitation 

interventions is cost effective because it promotes RTW outcomes and reduces 

compensation costs and external service provision plays a significant role in the 

success of rehabilitation processes. However service providers need a good 

understanding of the QPS context to reduce the sometimes excessive timeframes for 

service provision and to streamline transitions from intervention to RTW. It is 

therefore suggested that QPS stakeholders work more often and more effectively 
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with providers such as CRS Australia, GPs and Psychologists, especially in stress 

cases. 

Interventions aimed at RTW focus on job accommodations, including 

modified work tasks and work organisation, to promote graduated RTW according to 

worker capacity (Briand, et al., 2007, 2008). Creative approaches to finding RTW 

options for people requiring suitable duties, as well as more honest communication 

regarding RTW decisions and the limitations of task accommodations is suggested as 

a way forward for the whole organisation to improve RTW outcomes. Easily 

accessible job descriptions might streamline the process of finding a suitable 

alternate role. Van Oostrom, et al. (2009) found that facilitating injured workers and 

supervisors to develop their own consensus-based solutions to return to work barriers 

is effective in identifying obstacles and practical solutions. The roles of supervisors 

and co-workers in a successful return to work process are vital, especially when 

mental health problems are involved, but these stakeholders often lack the 

knowledge and skills required to fulfil this role effectively, jeopardising the return to 

work outcome (Briand, et al., 2007). As the RTW process is quite dependent on 

support from supervisors, it is suggested that QPS supervisors be well informed 

about RTW processes. If a worker cannot initially RTW within the QPS due to a lack 

of suitable duties, for example, a local host rehabilitation committee for government 

departments may be able to assist with host placements. 

A favourable work environment is particularly important when returning 

workers with mental health issues to the workplace (Briand, et al., 2007), but 

workplace interventions also have to be feasible in practice (Tjulin, et al., 2009; van 

Oostrom, et al., 2009). Implementation of return to work programs within 

organisations requires active participation from key stakeholders, such as injured 

workers and their supervisors, as well as time, ongoing communication and 

reflection (Tjulin, et al., 2009; van Oostrom, et al., 2009). It is therefore suggested 

that the QPS promote effective communication among all stakeholders and that a 

balance is sought between injured worker preferences for service provision and 

organisational needs. Boundaries between rehabilitation and permanent re-

deployment need to be clearer and injured workers need more direction about job 

tasks and psychosocial challenges in order to succeed in the graded RTW process. 

Improvements to support role co-ordination, management support and return to work 

processes would make the initiation of RTW processes less onerous, strengthening 
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collaborations between stakeholders, reducing systemic barriers to RTW, and 

improving outcomes. Other stakeholders in the workplace, such as co-workers and 

supervisors, also need more information about the RTW process to be able to 

accommodate the limitations prescribed on suitable duties plans. 

Whilst external stakeholder involvement is often beyond the control of QPS 

members, there are opportunities to improve external stakeholder relationships to 

promote RTW. These included making appointments to speak with GPs about cases, 

putting preferred provider agreements in place, allocating a regional point of contact 

within the QPS for external stakeholders, and getting involved in local host 

rehabilitation committees with other government departments. These strategies 

would address the tensions with external stakeholders and improve RTW timeframes. 

In rural areas in particular there is a need for agreements with doctors who 

understand the QPS context. It was suggested that a local single point of contact 

within the QPS might promote the working relationship with doctors in a region. 

RTW maintenance needs more attention to achieve complete resolution of 

issues. In some cases the organisation should be more flexible about RTW goals if 

permanently modified duties make the RTW more sustainable. For psychological 

and serious injuries there is a particular need for procedural mechanisms to ensure 

RTW maintenance and resolution of issues. Such mechanisms could include systems 

to detect a re-emergence of health issues early and to restart the rehabilitation 

process quickly to ensure continued work functioning. Long-term monitoring, 

especially for psychological illnesses, would be beneficial. The rehabilitation case 

management process could continue a bit beyond full RTW to ensure final resolution 

of the issues and the Core Rehabilitation Group could extend its overseeing role to 

monitor the sustainability of the RTW. 

Similar to the initial stages of RTW, the need for stakeholders to understand 

issues, processes, roles and responsibilities is a significant factor in RTW 

maintenance, especially for people who have a psychological component to their 

injury or illness. In particular, all stakeholders within the workplace need a better 

understanding of the long-term nature of mental health issues to support long-term 

RTW maintenance. This includes people with a history of psychological ill health, 

their co-workers and supervisors recognising the signs in workplace behaviour and 

taking action to maintain psychological functioning. Understanding mental health 

issues also extends to transferring this information between workplaces within the 
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QPS for the purposes of preventing relapse. In addition, rehabilitation co-ordinators 

require improved understanding of where the rehabilitation process should cease, 

more flexible views on what the RTW goal should be, and clearer delineation 

between rehabilitation co-ordinator and HR roles at the end of the RTW process. 

8.5 Developing effective systems: Applying AR in other 

organisations 

The final sub-aim of this study is to describe the process of developing an effective 

occupational rehabilitation system that may be applied to comparable organisational 

contexts. A primary conclusion of this study is that for an occupational rehabilitation 

system to be effective it must be developed with input from the organisation and with 

an understanding of that organisational context so it is context specific. Action 

Research (AR) is one approach that achieves this outcome, because it promotes 

shared learning between members of the organisation and the researcher, allowing 

for a mutually driven process of developing occupational rehabilitation systems that 

will be accepted and effective within the organisational context. Participatory 

approaches, such as AR, involving external analysis of internal organisational 

knowledge have been found to promote collaboration, organisational learning and 

innovation, especially if there is prolonged engagement (Ortiz et al., 2008). An AR 

approach, such as the one used in this study, involves a number of processes and 

characteristics that are effective, including: 

 Development of relationships and consultation between members of the 

organisation and the researcher; 

 Development of an intimate understanding of the organisational context, 

needs and background relevant to the management of injury; 

 Understanding specific issues impacting on injury management processes;  

 Generation of potential solutions to the identified issues from the perspectives 

of a broad range of organisational stakeholders;  

 Description and mapping of existing injury prevention and rehabilitation 

processes;  

 Integration of data with a focus on potential solutions and their links to 

existing processes; and  

 Transfer of knowledge derived from the AR process back to the organisation.  



250 

This type of process is also consistent with the consensus-based disability 

management models that have emerged in the literature that stress the importance of 

involving all stakeholders, particularly workers and management, in the development 

of occupational rehabilitation systems (Buys & Randall, 2009; Ceniceros, 2010; 

McDonald, 2010). 

8.5.1 Building consensus and understanding the organisational context 

This study involved extensive and ongoing consultation with the participant 

organisation over several years, adhering to the central principles of stakeholder 

participation in the research process and the incorporation of local knowledge (Genat, 

2009; Greenwood & Levin, 2007; van der Riet, 2008). A strong relationship between 

the producers and users of knowledge is important to successful knowledge transfer 

into practice (Williams et al., 2008) and this collaborative relationship was 

established early with QPS stakeholders and maintained through research design, 

data collection and analysis. Implementing strategies, such as consultation, to 

identify issues affecting the organisation maximises opportunities for change (de 

Lancer Julnes & Holzer, 2001). A key reason for utilising AR to promote ownership 

of the research findings for QPS members was that the failure of rehabilitation 

programs within other organisations has been related to the lack of acceptance of 

programs by workplaces (Lambropoulou, 1995; Tjulin, et al., 2009). It can therefore 

be assumed that other organisations facing similar challenges and having similar 

goals to the QPS would also benefit from adopting processes that build consensus, 

ownership and a shared understanding of the organisational context. 

Communication problems often hold back organisational change (Kendall, et 

al., 2001). AR addresses this issue by emphasising ongoing communication and 

ensuring stakeholders are instrumental in decisions about the research process, 

including data collection mechanisms such as individual interviews, focus groups 

and process analyses. Building consensus and understanding the organisational 

context involves ongoing communication between the researcher and the 

organisation, as well as promoting communication between members of the 

organisation, a process which has been found to promote organisational learning 

particularly when it is based on the disciplines of team learning and systems thinking 

(Senge, 1994). Organisational systems are more complex than individual 

components or processes, so communication between members of the organisation 
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across roles, levels and geographic areas is essential to promote learning at the 

organisational level. 

8.5.2 Understanding the issues 

To develop solutions that may be utilised across the organisation, issues need to be 

understood from a range of perspectives within the organisation. In the early stages 

of this study it was found that members of the QPS were more willing to be open and 

honest with external researchers than representatives of their own organisation, 

especially within the safety of an individual interview covered by a research ethics 

agreement. This observation is reflected in the findings about members’ concerns 

regarding the QPS culture and climate, job and organisational characteristics, stress 

management processes, poor experiences with rehabilitation procedures, and gaps 

between policy and practice. 

Organisations experiencing similar issues to the QPS are likely to need 

external researchers to collect information about the issues experienced by members 

of the organisation to encourage members to feel safe and be honest about the issues. 

For other organisations that are experiencing similar challenges, individual 

interviews conducted by external researchers are one effective approach to eliciting 

information about contentious issues and personal experiences. Action research is 

helpful in that it is based on team work involving internal and external stakeholders 

(Greenwood & Levin, 2007) and it promotes employee participation in identifying 

issues affecting injury prevention and rehabilitation efforts (Randall & Buys, 2011).  

8.5.3 Generating solutions 

Focus group discussions and feeding findings back to the QPS Injury Management 

Working Party are two approaches utilised in the current study that promoted shared 

understanding between members of the organisation, which has been found to lead to 

an improvement in the organisational climate (Cotton, 2004). The teamwork 

approach of AR is ideal for promoting this shared understanding. Intentionally 

gathering data from all levels of an organisation through focus groups facilitates 

members owning and accepting changes to occupational rehabilitation systems, as 

well as promoting the sustainability of changes (Harder & Scott, 2005; D. Harrison, 

1999). The focus group facilitation process provides a safe context for participants in 

similar roles, such as injured workers or rehabilitation and support providers, to 
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contribute their views. External facilitation allows participants to explore issues and 

solutions, and contribute more actively to promote change. Whilst focus groups are 

not as ‘safe’ as individual interviews, they have the benefit of promoting group 

learning and stimulating debate around a topic thus generating more creative 

solutions to the identified issues. 

Generating solutions to identified issues requires members of the organisation 

to be ready to move from the issues to the solutions. This research process 

demonstrated that whilst there was a desire for solutions there was also an ongoing 

need to discuss the issues creating some barriers to the development of solutions. 

This seemed in part due to the previous experiences of participants, many of who 

were long serving members of the QPS. For example, caution was recommended in 

implementing the outcomes of the Injury Management Working Party (IMWP) and 

focus groups, based on negative past experiences where changes were made with 

good intention, but resulted in secondary negative consequences. From a systems 

perspective, an ideal solution in one component might cause imbalance and problems 

in another, because all of the parts have to work together (Emmanuelides, 1997; 

Flood, 2010; Marion, 1999). This suggests that any organisational change needs to 

be approached with an awareness of the potential secondary impacts on the broader 

organisational systems and that these need to be monitored, and that organisational 

change takes time and ongoing communication. 

 In summary the AR process represented in Phase 2 of this study has several 

implications for comparable organisational contexts, including:  

 Solutions to identified issues need to be developed collaboratively if they are 

going to contribute to ongoing organisational change;  

 Development of solutions requires input from across the organisation to 

promote widespread ownership of the solutions;  

 Members of the organisation need a safe context to generate potential 

solutions; and 

 Processes used to generate solutions should be seen as a starting point for 

ongoing organisational change, and need to include a mechanism for 

developing shared understanding and ongoing dialogue across all components 

of the organisation.  
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8.5.4 Documenting processes and integrating data 

Occupational rehabilitation systems involve processes and understanding how these 

processes are implemented in practice helps to contextualise the identified issues and 

potential solutions. While findings in the form of themes are helpful in providing an 

in-depth understanding of the experiences and perspectives of stakeholders, they are 

limited in their practical utility for knowledge transfer back to the organisation. It is 

therefore useful to translate this data into process descriptions and process maps, 

which visually represent the interface between processes and people (Damelio, 1996), 

to more clearly represent  injury prevention and rehabilitation processes.  

Knowledge translation requires integration and simplification (Choi, 2005), 

as well as strong collaboration between the producers and users of knowledge to 

ensure integration of findings into practice (Williams, et al., 2008). Utilising process 

maps as part of this study allowed for visually accessible presentation of research 

findings thereby promoting integration of data and knowledge transfer back into the 

organisation. Process mapping has been found to improve organisational functioning, 

provided key stakeholders can understand and relate to the information provided by 

the process analysis (Matsumoto, et al., 2005). This requires direct input from the 

key stakeholders to promote ownership of the final product (Matsumoto, et al., 2005). 

Other organisations should also consider the use of process mapping to gather input 

from key stakeholders and promote stakeholder collaboration. 

8.6 Contributions to occupational rehabilitation theory 

Although the purpose of this study is not to develop new theoretical approaches to 

occupational rehabilitation and stress, this study demonstrates that there is a need to 

integrate theory from other disciplines to inform approaches to practice. In this 

context a number of relevant concepts from the organisational literature have been 

utilised to inform this study and guide interpretation of results, including healthy 

organisations (e.g., Cartwright & Cooper, 2011), occupational stress (e.g., Caulfield, 

et al., 2004), managing organisational change (e.g., Sankaran, et al., 2009), 

organisational values (e.g., Cunningham, 2001), organisational sociology (e.g., 

Davies, 2003), organisational communication (e.g., Poole & McPhee, 2005), trust 

and power (e.g., Nooteboom, 2007), and organisational culture (e.g., Wallace, et al., 

1999). These approaches can be used to strengthen extant models of occupational 



254 

rehabilitation and stress, and thereby address the limitations of these models in 

relation to the management of stress in organisations such as the QPS. Examples of 

this include stakeholder collaboration, employer driven systems, integration into 

organisational cultures, and addressing organisational factors in occupational stress.  

 Stakeholder collaboration is a well-established component of occupational 

rehabilitation approaches, including the disability management (DM) model (Buys & 

Randall, 2009; Ceniceros, 2010; McDonald, 2010; Tjulin, et al., 2009; van Oostrom, 

et al., 2009). For example, research about effective occupational rehabilitation 

strategies has established the importance of stakeholder collaboration, such as case 

conferences and strategies directly involving supervisors and injured workers in 

developing return to work solutions (Briand, et al., 2007, 2008). Elevating 

stakeholder collaboration from this individual case level to the organisational 

planning level, the DM model also promotes stakeholder collaboration in developing 

DM strategies to create healthier organisations. The results of this study suggest that 

even more emphasis should be given to stakeholder collaboration, by stressing the 

importance of developing partnerships between the organisation and external 

stakeholders, such as researchers, to further promote ownership of solutions by all 

parties and enhance theory practice integration. In this study, the involvement of 

external researchers enhanced the trust relationship by encouraging participants to be 

open and honest in sharing their views in focus groups, thus enhancing 

organisational communication among stakeholders and addressing the reciprocal 

interaction between QPS rehabilitation structures and the actions of QPS members in 

following and creating those structures as proposed by Poole and McPhee (2005). 

This level of stakeholder collaboration contributes to organisational learning and 

change, and evidence based practice, as well as practice informed research further 

enhancing the existing occupational rehabilitation models. 

This study demonstrates that AR and process mapping can be used to extend 

employer driven occupational rehabilitation systems. The literature review identified 

a gap in the theory about how effective occupational rehabilitation systems are 

developed within organisations. Action Research incorporating systems thinking and 

utilising process mapping provides an example of how this can be done. Process 

mapping is traditionally used in the engineering and construction industries (Damelio, 

1996; Dickens, 2007; Langley, 1999; Matsumoto, et al., 2005; Winch & Carr, 2001). 

The application to mapping rehabilitation processes is new and demonstrates its 
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potential as a more people focused tool to compare espoused with actual 

rehabilitation processes and as a data integration tool. Data integration as a method is 

usually limited to mixed methods integrating qualitative and quantitative data 

(Bazeley, 2003; Boeije, 2010; Creswell, et al., 2003; Currall & Towler, 2003; 

Erzberger & Kelle, 2003; Morse, 2003). However, the current study has 

demonstrated the utility of data integration to strengthen qualitative research, derive 

additional meaning from separate data sets, more effectively integrate the phases of 

AR and promote knowledge transfer back to the organisation. Sankaran et al. (2009) 

assert that a combination of AR and systems thinking is effective in managing 

organisational change, especially when the organisation has complex human activity 

systems incorporating multiple perspectives. In using this approach to research and 

organisational change, employers gain additional resources to develop their systems 

by collaborating with action researchers without losing control over their processes, 

strengthening the employer driven focus of occupational rehabilitation models such 

as DM. 

Organisational culture, social structures and communication cannot be 

ignored in any organisational change process (Bell, et al., 2003; Cotton, 2004; Poole 

& McPhee, 2005; Wallace, et al., 1999), including the process of improving 

occupational rehabilitation systems. For example it has been found that it is not 

enough to implement theoretically effective occupational rehabilitation strategies 

within an organisation; the strategies have to be feasible in practice, acceptable 

within the organisational context and owned by key stakeholders (Tjulin, et al., 2009; 

van Oostrom, et al., 2009). Successful implementation of new occupational 

rehabilitation strategies therefore require ongoing communication, support, training 

for stakeholders, and sufficient time for full integration within the organisation 

(Tjulin, et al., 2009) and existing social structures (Poole & McPhee, 2005). This is 

evident in the current study, which exposed the underlying trust and power dynamics 

within the QPS, providing additional insight into the complexities of developing 

effective and sustainable occupational rehabilitation systems within existing 

organisational cultures. These complexities also highlight the importance of effective 

communication across all areas to build interpersonal and systems trust and manage 

power dynamics (Dirks & Skarlicki, 2004; Kramer & Cook, 2004; Miller, 2004; 

Nooteboom, 2007) to reduce workplace stress, promote rehabilitation, and optimise 

organisational structures. 
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The significance of organisational factors in creating and preventing police 

stress is evident in the literature (Caulfield, et al., 2004; Stinchcomb, 2004). This 

study provides specific examples of such factors supporting the need to address them 

to manage occupational stress. For example, it details the contributions of the 

organisational climate, sub-cultures and police personalities to identifying stress, 

seeking help and returning to work. The findings extend to examples of people in 

rehabilitation roles advising police to seek help outside of the organisation to avoid 

the impacts of existing social structures, demonstrating how ingrained these 

interpersonal factors are. Rather than just obtaining treatment outside of the 

workplace, the healthy organisations literature recommends the creation of a context, 

which promotes good health and wellbeing (Cartwright & Cooper, 2011).  It is 

suggested that the organisation take responsibility for organisational factors 

contributing to stress and engage members to facilitate change via open 

communication (Henry, 2005). This approach empowers members of the 

organisation and utilises the expertise of workers, responding to their needs 

(Cartwright & Cooper, 2011; Henry, 2005). The healthy organisations literature can 

therefore contribute to the improved management of occupational rehabilitation and 

the development of occupational rehabilitation systems that will be accepted and 

owned by members of the organisation.  

While ecological approaches to defining stress and providing rehabilitation 

have some resonance with organisational theory and systems approaches they still 

tend to be focused on individuals rather than the dynamics of the relationships 

between organisational structures and stakeholders. Ecological perspectives describe 

stress as a process originating in environmental demands, which if perceived as 

threatening, will lead to psychological responses (Kenny & McIntyre, 2005). If the 

process continues over time, biological and behavioural effects develop (Gordon & 

Schnall, 2009). Rehabilitation processes therefore address both individual and 

environmental factors, but still focus on fitting injured workers back into their 

organisational context, recognising that environments take more time to change than 

individuals. However, systems thinking in organisational sociology recognises that 

organisational health and individual health are closely connected (Davies, 2003). 

Evidence-based health interventions within organisations require an increased focus 

on the systemic conditions created by the dynamic interactions among individuals, 

management and organisational contexts (D. Harrison, 1999). The findings of this 
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study therefore support the notion that organisational factors need to be addressed 

within occupational rehabilitation models for them to be effective. 

8.7 Future research directions 

There are several areas to be considered for future research directions following from 

this study. Early discussions with the QPS indicate that an on-line prioritisation 

process using the QPS intranet may be a next step in further refining ideas generated 

by this study, allowing all QPS members to participate in prioritising suggestions for 

future improvements to systems and practices aimed at reducing occupational stress 

and improving occupational rehabilitation. The process mapping could be repeated in 

group sessions with key QPS stakeholders to develop new maps guiding QPS 

rehabilitation practice in line with proposed changes. Any new maps developed can 

be sent to all operational areas of the QPS for consultation to refine the maps and 

promote ownership of new processes. In terms of methodology and studies with 

other organisations, the utility of process mapping and data integration for 

rehabilitation research needs to be explored in more detail to map existing processes 

and promote knowledge transfer back to organisations. Process mapping should also 

be considered to develop new processes with direct stakeholder input, followed by 

data collection to determine its usefulness to improving occupational rehabilitation 

systems in practice.  

Further consultation with the QPS about implementing changes 

recommended by this study could lead to research to determine the effects of those 

changes. In line with continuing to build organisational ownership of changes, such 

research could use techniques such as Goal Attainment Scaling for the QPS to track 

its own progress against mutually agreed and clearly defined goals. Using Goal 

Attainment Scaling and other methods data could be collected to determine if the AR 

approach is actually effective in improving rehabilitation outcomes, including factors 

such as earlier reporting of injury and illness, member satisfaction with services, 

improved return to work rates and ultimately decreased workers’ compensation costs. 

In addition to assessing how AR has improved rehabilitation, another study could 

utilise appreciative enquiry expanding on the concept of healthy organisations and 

positive psychology (Cartwright & Cooper, 2011) to further assess what is good 

about the QPS rehabilitation concept as a basis for building on organisational 

strengths.  
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Potential limitations of this research identified in the Method chapter include 

the researcher participation effect, participants responding in what is perceived to be 

the socially desirable way, the lack of input from stakeholders outside of the QPS to 

this study, and the limited generalisability of this research. These limitations were 

partially mitigated by methodological strategies such as acknowledging the extent of 

the researcher participation effect, participant checking and thick description. 

However, to further reduce the impact of the researcher being directly involved in 

focus groups, future studies with the QPS or other organisations may include 

additional methods of triangulating and checking findings, such as the online 

prioritisation process suggested earlier in this section. Participant checking processes 

could also be extended to include more participants or to add the views of the 

broader groups represented by participants. Future research may also gather data 

from other stakeholders, such as WCQ and external treatment and rehabilitation 

providers, to better understand the strengths and weaknesses of QPS occupational 

rehabilitation systems in comparison to other organisations. 

Undertaking research with a range of other organisations in policing and in 

different industry sectors using AR should be conducted to examine the 

generalisability of this approach. For example, it would be useful to examine its 

utility to developing effective rehabilitation approaches in other paramilitary 

organisations, as well as in sectors such as manufacturing, education and retail in 

Australia. The current study found that organisational culture and structure play a 

significant role in occupational rehabilitation systems, so it would be relevant to 

understand these organisational factors in similar and different organisations. In 

paramilitary organisations, such research may reveal additional strategies to 

effectively manage workplace stress in hierarchical organisations. In other industry 

sectors with very different organisational cultures, similar research would highlight 

opportunities for different approaches to promoting participation and achieving 

sustainable occupational rehabilitation strategies. Overall, studies with other 

organisations could further develop understanding about the application of AR to 

build consensus, address specific organisational needs for effective occupational 

rehabilitation systems, generate ownership and sustainable solutions, and promote 

knowledge transfer back to the organisation to effect changes in practice. This would 

benefit both occupational rehabilitation research and practice, creating stronger and 

more reciprocal links between the two areas. 
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In addition, cross-cultural research is recommended to see if this type of AR 

process has relevance and if it needs to be modified in other cultural contexts. Some 

cultures may have quite different views about collaboration, which would affect the 

AR process. Research with policing organisations in Asian or European countries 

would add to the understanding of managing workplace stress in other cultures with 

different organisational and social mandates imposed on police officers. It would 

also extend knowledge about developing occupational rehabilitation systems in 

organisations that work under completely different insurance and social security 

imperatives. Once research has established the validity of an AR approach in other 

cultures and different legislative frameworks, it could be expanded to completely 

different sectors within those countries.  

Finally, research is required in the area of ‘theory development’ in 

rehabilitation by further examining and integrating knowledge from fields such as 

organisational theory. This could include exploring organisational rehabilitation 

systems as an indicator of communication and trust and power dynamics within the 

organisation. For example, the findings of this study could be compared with the 

experiences and perceptions of QPS members not involved in rehabilitation to 

determine if similar trust and power dynamics are evident. This comparison would 

provide an indication of the extent to which organisational rehabilitation systems 

reflect the broader trust and power dynamics in the QPS. Additional studies that 

explore the range of areas in which organisational theory might influence the 

development of occupational rehabilitation models could also be conducted. For 

example, research could explore organisational communication, learning and change 

theory for additional stakeholder collaboration strategies to further enhance 

occupational rehabilitation systems and address the identified feasibility challenges 

to implementing stakeholder collaboration strategies within organisations (Briand, et 

al., 2007, 2008; Tjulin, et al., 2009; van Oostrom, et al., 2009).  

8.8 Conclusion 

It is evident in Australia that there are ongoing challenges for the management of 

workplace stress stemming from workers’ compensation and organisational systems. 

Rising costs associated with workplace injury and illness, especially as a result of 

mental stress, indicate the need for research that focuses on the specific occupational 

rehabilitation needs and practices of large organisations, taking into account the 
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complex interactions between individual and organisational factors. In policing 

organisations, there is a particular need to consider the organisational climate and 

culture and to address these with input from all levels of the organisation. It was this 

context that led to the current study. 

 It is evident from the findings that AR provides a viable process for large 

organisations to work with researchers to develop effective occupational 

rehabilitation systems addressing the needs of the organisation and its members. The 

AR process appears to have utility in promoting organisational and individual 

ownership of the solutions developed from the findings, providing the basis for 

sustainable organisational change. Systems thinking provides a useful framework to 

understand and incorporate the complexity of large organisations and the macro-

systems they work within. It contributes to data collection and analysis by 

encouraging the researcher to understand the components of organisational systems 

and how they interact to create the social structures and organisational climate to 

influence occupational rehabilitation processes. The phases of this research utilising 

different data collection and analysis methods have contributed to the in-depth and 

broad understanding of organisational systems and the organisational climate, 

simultaneously contributing to organisational change via the shared learning process 

between research participants and the researcher.  

 The findings of this study emphasise the tensions between interpersonal 

factors and organisational factors and suggest that solutions need to be sought in 

processes and policies, as well as interpersonal factors concerning organisational 

culture, climate, characteristics and understandings about stress. Effective 

organisational communication is required to address both interpersonal and 

organisational issues and achieve a balance between the two. It is evident that 

effective communication is necessary to address interpersonal trust and power issues, 

and create more transparent and responsive processes to address systems trust. 

Occupational rehabilitation systems within large organisations like the QPS would 

therefore benefit from an increased focus on existing knowledge about organisational 

communication processes and trust and power dynamics found in the organisational 

literature. 

 Existing social structures within the QPS and the actions of stakeholders 

involved in rehabilitation influence each other to create and maintain the existing 

rehabilitation context. This context includes significant opportunities for further 



 

261 

improvements such as: creating a healthy organisational environment capable of 

identifying and addressing the needs of members; improving the organisational 

climate and interpersonal trust to increase reporting of health concerns; responding to 

and addressing injury or illness with a focus on individual needs; and achieving more 

sustainable return to work outcomes. However, to address the reciprocal influence 

between structures and people and to get the balance between personal and systems 

trust and power within the QPS right, both cultural, contextual, relationships issues 

need to be addressed, as well as organisational systems and processes. Effective 

occupational rehabilitation systems therefore require insight into interpersonal 

factors and organisational processes to address established social structures and the 

actions of members, as well as the interactions between them. 

 Overall, this AR process has contributed to improving occupational 

rehabilitation systems for the QPS to manage workplace stress injury and has the 

potential to do the same for other organisations experiencing similar issues. The 

phases of this study have been successful in developing and implementing a process 

for identifying an effective occupational rehabilitation system conducive to the large 

organisational environment of the QPS, establishing the basis for further research 

into organisational systems to address injury, illness and stress prevention and 

rehabilitation.
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Appendix A: Focus group invitation 

The following document was provided to focus group participants in the week prior 

to their attendance at their focus group session. This framework was based on data 

from the 2004 interviews and was used to facilitate each of the six focus groups.  

 

Info sheet: 

Topics for Focus Groups 

We will discuss three main topics in the focus group; prevention of injury (both 

physical and psychological), the rehabilitation process and the return-to-work phase. 

Each topic will be discussed on three different levels; organisational level, job 

characteristics and the general context of policing. You will find an explanation of 

what we would like to discuss within each topic below. We have also given some 

examples in the table to demonstrate the levels.  

 

Example issues within each topic 

Topic Issues 

1. Prevention Recognition of stress; early intervention.  

2. Rehabilitation 

Process 

Support for injured workers and support providers; stress 

management, attitudes and strategies used; attitude about injured 

workers; attitude towards service providers; communication; 

difference between policy and practice; confidentiality; the role 

of the Rehabilitation Coordinator; understanding about injury, 

illness and rehabilitation within the QPS. 

3. Return to 

Work 

Modified job tasks; knowledge about QPS among external 

service providers. 

 

Definition of levels of analysis 

Level Definition 

Context (macro 

systems) 

Factors that influence the nature of policing work (e.g., funding, 

politics, society, media, etc.). 

Organisation 

(climate and 

structure) 

Training, knowledge & education about available services and 

stress, as well as of service providers and support people; 

organisational characteristics; structure; management of staff. 

Job Job characteristics such as nature of work, circumstances and 

demands.  

 

Example questions for discussion 

 Organisation Job Context 

1. Prevention What can be 

changed, on an 

organisational 

level, about the 

position and 

execution of injury 

prevention in the 

QPS? 

What can be 

changed in the 

work 

circumstances of 

QPS members to 

prevent injuries? 

What external 

demands of 

pressures (e.g., 

public opinion) can 

be changed to 

reduce injury in the 

QPS? 

2. Rehabilitation What can be 

changed in the 

How can the 

rehabilitation 

How can the 

cooperation 
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rehabilitation 

process in the QPS 

to improve 

outcomes? 

process better 

respond to QPS job 

characteristics? 

between QPS and 

external service 

providers/ 

WorkCover be 

improved? 

3. Return to work 

(RTW) 

How can the 

return-to-work 

phase be better 

organised, timed 

and structured? 

How can the 

problem regarding 

(the lack of) 

alternative duties 

be solved? 

How can QPS 

work 

collaboratively 

with other agencies 

to improve RTW 

outcomes? 
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Appendix B: Focus group moderator guide 

Introduction: 

“Welcome, thanks for coming. Griffith University has been involved in research with 

the QPS for several years. Previous research projects have identified how 

rehabilitation has been implemented in the QPS and has identified some issues that 

need to be addressed. Since then, new QPS services have been implemented to 

promote the health and wellbeing of QPS members. The next step in the research 

process is to develop specific strategies for improving rehabilitation systems for all 

occupational injuries (physical and psychological). 

We are running four expert-panels consisting of QPS members who have 

experience with rehabilitation. We will to collect the ideas about solutions to 

rehabilitation issues from all four groups, analyse this information and combine it in 

a summary report for the QPS. The process is confidential in that there will be no 

names or other recognizable characteristics of members of these expert-panels 

reported by the researchers in any way. To ensure confidentiality for every member 

of this group we also ask that you keep the information from this session within these 

four walls. We will audiotape the conversation to ensure that everyone’s views are 

considered in the data analysis. The tapes are only used by us (researchers of GU) for 

the purposes of this research and will be erased afterward transcribing. All written 

records will be kept in a de-identified way under lock and key.  

It is important that only one person speaks at any one time so we can 

understand everyone’s input. We are interested in everyone’s opinion and we are not 

here to judge anyone’s opinions nor to come up with a final answer at this stage, but 

to collect as many ideas and suggestions as possible.”  

 

Introduction of members: 

“We would like you to introduce yourself shortly to the other participants. You are 

free to decide what you want to tell about yourself.” [Start with an introduction of 

ourselves] 

 

Process: 

“We have a total of about 3 hours for this session, 2 hours of which will be for the 

actual topic, which is not very long for a complex subject like injury and 

rehabilitation in the QPS. Therefore it’s important to not to stray from the main aim. 

We are here to gather your opinions about how injury issues and rehabilitation in the 

QPS can be improved. We are not here to identify problems in the rehabilitation in 

the QPS. That has been done in the past years and these findings will be used to 

facilitate today’s discussion. We would like you to discuss how the rehabilitation can 

be improved given the problems we illuminated for you. These problems are 

collected due to interviews and surveys in the past. We don’t judge this data, we just 

telling you what we revealed from QPS members in the past. Are there any questions 

at this point? 

Ok, let’s start then. If you have any questions or concerns during this session, 

please feel free to ask”.  

 

Topics for discussion 

- Job and organisational characteristics impacting on injury prevention and 

rehabilitation (findings - unrealistic demands & long working hours; 
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promotional conflicts & negative public opinion; challenge, interest & 

variety of work; helping the community; job security; financial 

remuneration)  

- Rehabilitation procedures and experiences, such as communication, 

attitudes, organisational structures and support for IW’s and support 

providers. (Findings - response lacked trust, openness and respect, leading 

to exacerbation of difficulties & withdrawal from the job;) 

- Stress management, including prevention, attitudes and strategies used. 

(findings – unexpected & intense nature of stress; build up of stress over 

time; stigma; excessive use of medication; humiliation, embarrassment & 

withdrawal; ‘treacherous’ response to stress; ) 

- Organisational climate and working personalities, including attitudes and 

how they impact on prevention and rehabilitation. (findings – teamwork; 

humour; camaraderie) 

- Relationships between policy and practice, including consistency across 

regions. 

- Training, knowledge & education about available services and stress, as 

well as of service providers and support people. 

 

 Job characteristics.  

- There are some characteristics of police work that impede optimal 

rehabilitation. Members of the QPS described their work as 

overwhelming and stressful due to lack of resources and job 

conditions. They described unrealistic demands on the police, long 

working hours (60-70 hour weeks), hierarchical or promotional 

conflicts, public image, and constant repetition. These circumstances 

are often the (partial) cause of the injury and when a worker returns in 

the same circumstances he will fall back. 

- The RC position is assumed over and above an existing role in the 

QPS. According to the policy, a RC should have sufficient rostered 

time to enable rehabilitation case management duties within required 

timeframes. RCs described a chronic lack of time and sources to fill in 

their job. 

 

 Problems in the rehabilitation procedure.  

- Communication. All different parties described a lack of contact 

between injured worker and QPS. This leads to withdrawal from the 

job and injured workers are not motivated anymore to return to their 

occupations. There is also lack of contact between external services 

providers (psychologists and GP’s) and the QPS. GPs and 

psychologists don’t know what the procedures of the QPS are, 

regarding injured workers, and who to contact within the QPS. And 

even when there is communication with the QPS, this communication 

is poor. These external service providers described problems in 

getting necessary information about the injured worker. Due to this 

lack of contact and information, GPs and psychologists can’t assist 

the injured workers in the best way. I.e., they would like to know 

what kind of temporary work is available for injured employees 

during their rehabilitation process. 
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- Attitude against injured workers, especially those who are suffering 

stress or other psychological illnesses. These members have to deal 

with bullying and threats from direct supervisors, lack of support from 

the work place, stigma, lack of confidentiality and openness, and lots 

of gossip. This leads to feelings of humiliation and embarrassment 

which resulted, when poorly handled, in withdrawal. 

- Structure. People are afraid to confront someone higher up in the 

organisation with their problems because of the divide in ranks. 

- Managers don’t get support from higher management levels which 

make them feel caught between assisting the injured worker and the 

demands of the organization. 

 Managing of stress 

- Build up of events, warning signs that were ignored, failure of the 

QPS to appropriately to recognise and respond to or prevent the 

constant flow of critical incidents. 

- Stressed or injured workers were feared that the lodgement (or even 

the indication) of a claim for psychological injury would be highly 

detrimental to their career prospects. The main interventions during 

the rehabilitation process first start after lodging a claim. This means 

that the opportunities of early intervention are lost. 

- QPS seeks the cause of stress leave in the person instead of the 

organization. The feeling of stress is the result of factors that cause 

the stress and how the person is coping with these factors. To reduce 

the level of stress there should be interventions at both, the level of 

the organization and the person. 

 Training and knowledge 

- Not all services (PSO, HSO, Chaplain, EIS, EC, OIC, RC) are known 

by all members and not all are used by injured workers. For example, 

RC is not used by 30% of the injured workers. 

- Knowledge of the HSO’s. Members described that HSO’s were not an 

appropriate source of support for QPS members who experienced 

stress. It is apparent that this due to a poor understanding of policing, 

inexperience and lack of confidentiality. 

- Knowledge of the PSO’s. PSO’s require more skills to enable them to 

deal with complex conditions (i.e., psychological injury). This was 

noticed not only by injured workers but also by the PSO’s. 

- Knowledge of the RC’s. The only training a RC receives is a 3 days 

course. This is insufficient to provide good assistance to injured 

workers. RC’s lack the training required to effectively manage 

complex injuries (i.e., psychological injury). The RC training should 

be more comprehensive in regard to understanding rehabilitation 

strategies and the principles of injury management and it would be 

beneficial to include practical application. 

- Understanding about injury, illness and rehabilitation by the QPS. The 

rehabilitation process in the QPS was described as being “quick fix 

focussed”. This superficial approach was considered inflexible, non-

individualized, blame focused, judgemental and punitive. Members 

described poor understanding of the impact of an injury which 

resulted in ignorant attitudes and intolerance towards injured and ill 

members. 
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- High turnover. Support staffs have a high turnover, resulting in a lack 

of consistency and accountability as well as unfavourable 

rehabilitation coordination. This high turnover leads also to a loss of 

knowledge within the organization. 

-  External service providers (psychologists and GPs) were not familiar 

with procedures in the QPS. 

  

 Police culture 

- Stigma. Members are afraid to lodge a claim or seek rehabilitation 

assistance because they are afraid of the stigma that attached to it. 

From the moment that they lodge a claim they feel less valuable to the 

QPS. Some service providers within the QPS advise injured members 

to seek help without noticing the QPS because it will damage the 

career of the injured member. The perceived intolerance for 

“weakness” in the QPS made it difficult for many injured workers to  

be identified as having been injured or ill. If this step is not made, the 

rehabilitation process cannot start. Opportunitiesduring early 

intervention were jeopardised as consequence to extended periods 

away from the workplace; absence due to fear of stigmatisation and 

ridicule. This is recognised by injured members and internal and 

external service providers. 

- “Them and us” mentality. QPS services providers experienced 

difficulty in effectively facilitating the rehabilitation of injured 

operational members when they themselves were non-operational, 

administrative or holding a lower rank. The “Them and us” mentality 

rendered the management of illness and injury difficult. RC’s often 

held rank of Sergeant or below. 

 Gap between policy and practices 

- There is a large discrepancy between policy and practice. Members 

describe “empty policies” - those being the many apparent policies in 

theory though absent from practice. Besides that, there is a lack of 

consistency described between services offered from region to region 

with rural areas in particular that are suffering. 

 

Wrap-up 

Summarize the collected data briefly. Ask if members agree with the 

summary and if we missed imported issues. 

 

Closure 

Express thanks and request again for confidentiality. Ask if there are any 

questions left. 
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Appendix C: IMWP Questionnaire sent to each Region 

1. Describe your injury and absence management reporting processes.  
This should include your notification process and timeframes (e.g. email after work 

related injury/5 days non-work related sick leave) and who receives and actions them. 

 

When does the Health and Safety Co-ordinator (Injury Management) become 

involved in the co-ordination of sick leave absences? 

 

2. Case management 
Who assigns the allocation of a case to a rehabilitation and return to work co-

ordinator (RRC), what factors are considered when allocating the RRC and who 

monitors the RRC’s injury management workload? 

 

Who has overall co-ordination of each rehabilitation case? 

 

Describe your early intervention strategies, including who contacts the employee and 

when and how this is recorded. 

 

What case management approaches are used, in particular the make-up of the case 

management team, who is involved, process involved and the decision-making 

responsibility? 

 

What is the process for over viewing the information provided on medical 

certificates and medical reports? 

 

What is the process for identifying the requirement for a medical report from either 

the treating doctor or an independent? 

 

Who formulates the questions asked in correspondence to doctors? What background 

information is provided? Please provide samples of questions and information 

provided. 

 

Please comment on the quality of the medical reports you receive. 

 

Do you have a specific central budget allocation for injury management for i.e. 

medical reports, OT’s assessments, external rehab providers or other allied health 

professionals as required? If not, who pays for these services for non-WorkCover 

claims? 

 

Where employees are diagnosed with a psychological condition (either work related 

or not) who are the stakeholders in the management of any absence and what is their 

role in each case? 

 

Do you have a formal follow up process to support members once the rehabilitation 

case is closed (for serious physical and psychological injuries)? 

 

Who does this and what are the timeframes involved? 
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Do you have any process of recording this follow up? 

 

Do you provide management and members with any training or awareness sessions 

in relation to injury management? If yes, who delivers, when and to who? Please 

attach a copy of the training programs. 

 

3. Early Intervention Treatment Program 
What is your process for the Early Intervention Treatment Program (EITP)? 

 

What role does the RRC play in this? 

 

Who provides the documentation? 

 

4. Injury management data collection 
Who has the responsibility for maintaining the Case Management Database? 

 

Do you have any other recording processes for injury management in your Region? 

 

What statistics are specifically generated for the OPR’s in relation to absences, injury 

management, workers compensation or associated issues? 

 

5. Absence management 
What role does your Absence Management Committee play in the management of 

rehabilitation? 

 

Who attends and what is discussed at your Absence Management Committee? 

 

Is information that is discussed shared outside this committee, and if so to whom? 

 

If you have a terms of reference for your AMC please attach. 

 

6. Rehabilitation And Return to Work Coordinators 
How many RRC’s do you have in your Region/Command/Division? 

 

How are the participants selected? 

 

Is extra internal training or mentoring provided to the RRC’s; if yes,  

 What is the type and frequency of training and who provides it (please attach 

copies of the training programs); 

 Who provides the mentoring and how? 

 

Do you have any monitoring and support mechanisms in place for the welfare of the 

RRC’s? 

 

Do you hold regular rehabilitation or injury management meetings apart from the 

AMC? If so, how frequently and what is discussed? 

 

7. General 
Please provide feedback or comments on any aspect of the present QPS injury 

management systems, policies or procedures. 
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Appendix D: Ethical clearance 
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Appendix E: Additional quotes from Phase 3 data integration 

1 Pre-injury / absence quotes 

1.1.1 Organisational Culture 

Includes sub-themes a) General organisational climate and b) Fragmentation within 

the culture. 

a) General organisational climate 

Maybe we need somebody going around, you, you know you’ve got the 

Commissioner, the Assistant Commissioner, some of the hierarchy and 

they’re standing there and they’re actually giving talks on the dangers of 

stress.   

 

It is important that mental health generally … is promoted so that people 

are more willing to recognise that depression is real, anxiety is real and 

other stress related things are real and they’re very easily prevented. 

 

Stress related things, how it affects an organisation, how if it’s, me, if, if 

the organisation manages itself much better with the open door policy, 

blah, blah, blah, it takes the stress away from people, people are more 

productive, people aren’t taking sick leave just because they may not be 

stressed, … 

 

There’s so much bullying out there and the women at our last conference 

were saying that it takes years to change this – this hierarchy bullying 

thing … 

 

… maybe some other focus group or consultative process can be 

undertaken to ensure that everyone’s, you know, to reduce the stigma of 

this, this stress or whatever that if it’s brought to the forward then they 

know and they realise that this is just an ongoing thing we have to deal 

with it like we have to deal with break and enters, or we’ve got to deal 

with something else?  Just to reduce the stigma.  And um, just to, to make 

it a bit easier for people [i.e., to ask for help] too.      

And start to ask some fairly challenging questions, particularly of how 

senior managers deal with some of their subordinates, OC’s of stations, 

OC’s of [Unit], some of those people are pretty tough and fairly high 

handed.  

 

They [i.e., people management skills] are a particular group of skills.  

And before it can get compounded in some areas is that number 1 you 

need some nice, solid, not terribly emotionally reactive people skills to 

deal with what you deal with on the streets, and, ….. in my mind if you 

make them too soft and warm and fuzzy – you’re never going to survive 

out there.  They need to have a reasonable degree of thick headedness, 

you know. So when they come into the office, how do you, how do they 

need to adjust to who they’re being out there with who they are in here.  
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I’m not a, not the best and most recognised entry to this group but I think 

a lot needs to be done, but in particular in the QPS, it’s the police culture, 

that’s, oh well a perceived culture that’s not necessarily true, but it is 

perceived that way by new members, that they’ve got to be macho.  And, 

if you don’t mind me saying, it’s been the women who are out there 

trying to be macho to show that they’re tough.  They step right out of the 

academy, they’re green behind the ears, wet behind the ears where, as 

[Name] said we’re understaffed they get chucked out on the job and so 

they’re not going to let their feelings show.  

 

… very little flexibility in their attitudes, won’t engage in a discussion 

with a constable, particularly one like [Name] talking about that’s got a 

bit of life skills, that perhaps will challenge them in a way that they feel 

is inappropriate given more than likely the fact that they’ll be a longer 

serving member that came in when the culture was quite different.   

 

You know in fact I think there are so many young people um, and again, 

um, you gave an unfortunate earlier example, but I would say that [Name] 

is a good example in the sense that he’s come up through the ranks, he’s 

achieving in his rank, his current rank, under the selection processes that 

we have [i.e., focused on operational skills] um, and his interests are such 

that’s brought him to this table, and that he has an interest in rehab. If he 

were some of these other characters that I’m talking about, he wouldn’t 

be here, you wouldn’t be interested.  Um, but it’s a little bit topical in my 

mind at the moment because we have um, two major WorkCover stress 

issues on at the moment and they’re related to a commissioned officer, 

who is no longer with us, but this fellow has a history that I know of for 

fifteen years, because he was trying to get into that region for a long time 

as a young detective and the older blokes who knew him kept him out.  

And that went on for a long time.  And it was all because of his people 

management skills.  He was known to be divisive, even within his own 

working groups, when he finally got promoted and into a particular 

position he divided those for and against and it’s just been a mess and it’s 

gone on and on and on.  And it’s classic example of things that are going 

right across the state. 

 

I think you’ll find that um, for one, both [OIC] and myself are both 

prepared to face the same issues. We don’t expect people to um, do 

anything that we wouldn’t do ourselves, and we quite willingly slept on 

the ground under the stars, just as other police have done.  Um, we 

certainly have mates and good friends out here and we’re quite um, 

conscious in making head way with the others that we tolerate exactly 

what they tolerate. In fact well, sometimes I know we do it a little harder 

than they do so they do have no reason to complain.  Furthermore the 

new form that we’re, as I was saying earlier, the new form of 

communication, … everybody realises that everyone else is working and 

living under exactly the same conditions. 
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I’m sort of more in on commenting on the new generation of officers that 

are coming through.  They just seem to be different to the officers from 

years ago.  And I am wondering if they are… for that, you know, happy 

and friendly environment we’d have to look after everyone but, they’re 

out on the front line, doing a hard yard, you know you can’t make the job 

free of horrors.   

 

… under the current legislative structure that approach [i.e., generic 

objectives written around people management for promotion – from 

preceding discussion] is illegitimate.  And and we play it with a straight 

bat and that’s my comment to all my OC’s – you know, we get a problem, 

we get some older detectives that like to be a bit devious, no OC 

mentioned of course, (laughter) and my current one who’s a very ethical 

man, and we just have this understanding between us, when it comes up, 

we’ll deal with it openly. … 

… we play it back with a straight bat and everything can be seen – he’s 

won two show cause notices in the supreme court in the time he’s been 

with us and it’s all because everything is open and transparent.  Now to 

use that informal information, we’ve got to devise, we’ve got to actually 

orchestrate the capacity to get that information open and transparent and 

legitimate.   

 

Now if we do that [i.e., address poor people management skills], openly, 

then we can withstand criticisms.  If we change our legislative base and 

we change our policy base … 

… I think that’s a key, a key element of actually addressing absenteeism, 

chronic stress claims, dealing with those who are very genuine, and 

really need our support, and also those who aren’t genuine.   

b) Fragmentation within the culture 

There’s an endemic problem within the culture, in QPS in relation to 

stress or whatever, and um, all they’re doing at the moment is what they 

have to in order to ensure their insurance claims are, are covered.   

 

… psychological injury is a difficult one because there is a culture, not 

just within the police, but in, generally.  Um about ah, mental issues, 

mental health issues, um, so overcoming that is going to take time.    

 

And my mate 2 years later, he had a melt, then he had a meltdown, so 

he’s off on stress. Then the other bloke, he’s on tablets to keep him going.  

No one’s investigated, no-one’s fixed the problem.  And you’re going…. 

….It’s all happening in one region…. 

In one little, one little district station, it’s only a small district….   

 

The processes through education are just slow to get on with it so, well, 

we’re pretty much right when along those lines of the physical sort of 

stuff, and the psychological, all that sort of, well that’s, I don’t think 

that’s something that can get picked up on straight away, that’s a case of 

– through intervention of other people sort of thing.  But then on the 

physical side of things we’re right.  … 
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… providing that informal support.  It’s not written down anywhere, no 

one wants to go down that track, obviously some are going to whinge 

about not being able to buy McDonalds today.  You just have to say; well, 

we don’t. We have our own store to buy stocks, or the advantages of 

being here in our generation, we eat real food just like they do out there 

and ah, um, I think that…what will happen is … 

There is, now I’m not saying it’s unique to [District], there’s no doubt 

that there are other stations around the state and other districts as well um, 

but, it is very different to the, to the Brisbane area where, because you 

can’t drive off down the road for that last three hundred kilometres or 

ride, I mean we have those distances out here.  So, the fact that you don’t 

go to the movies is not a big deal because you can’t go to the movies.  

1.1.2 Trust and Ownership  

Includes sub-themes a) Trust in the organisation, b) Ownership of prevention and 

rehabilitation, and c) Trust in support roles. 

a) Trust in the organisation 

That’s probably why we are [over speaking] don’t come to these things, 

because if they know, that you’ll probably do a great report and 

everything will be great but once the service gets it it’ll just go [sound] 

and it’s no budget, no staff and everyone knows, this has happened, stuff 

like this has happened before, nothing changes and it keeps going down 

the sewer and they won’t, they won’t change things. 

 

To sell it [i.e., rehabilitation] to all those who are remotely seated you 

actually have to go out there. … Now, if for instance the Commissioner 

was able to get, how many AC’s has the centre got? 

Seven. 

Get the, thinking in the right, this is the Commissioner, the right way, 

thinking rehab is a great idea to prevent them, the problems we’ve got. 

And we’re not going to keep on moving until you’re in rehab. Because it 

wastes that valuable human resource that we’re wasting. We get those 

seven people and then we get the OC’s dut, dut, dut, dut ,dut, all the way 

down, then you might get people such as me going OK the system might 

change, it might work.  

 

Realistically if the QPS wants to do something positive for people, retain 

people, uh with experience in their specialisation, be it as a general duties 

copper, or as a whatever, uh, because realistically we do specialise 

whether you’re a general duties copper, or a prosecutor, scientific 

whatever, … Um, until the hierarchy says “we are supporting and we’re 

looking for changes” You’re not going to get us people and our, the 

people we’ve worked with believing it. 

 

… until it starts happening from the deputy down then um, what’s the 

point? … 

… You know it’s really quite ridiculous. So they want us to do what they 

say, but they don’t want to do it themselves.  
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You’re not going to have credibility if you go out there with, again, I’m 

sorry, unsworn personnel, you’re going to have to have a group of people 

go out there, it could be also the Chaplin, it could be also the um, you 

know, a sergeant or whoever. And it comes to just addressing them 

informally and just saying this is what we’re looking at, it has got support 

and then that has to be then followed up by the hierarchy to say, we’re 

not bullshitting you. 

 

In twelve years that was the first I had ever heard a commissioner speak. 

And the next surprise came home, because I’d seen the commissioner on 

TV, and I really felt like I’d met him. …  

And they use that strategy for QPol. They’ve done DVD’s of the 

commissioner reintroducing the whole system and showing his support to 

it. …  

And, and that should be the commissioners way of (unclear) making 

video’s every month and, and you don’t have to see it, but if you want to 

they can just stress that the video can go on at lunch, and which they 

probably would. But the video, the, then the video’s, the DVD’s not 

available, and even a photo’s not available, so, then you get, as I said to 

you, out there, it’s marketing. And they’re not marketing very well.       

 

But I was in an area where I wasn’t supposed to be, kidding myself that 

they think of their own specialist and he said he thought I should be 

removed from where I was. Now 12 months later I was still in that area 

and I’d ring up and say you know, “YOUR doctor has said that I 

shouldn’t be there” and then before the workplace health and safety 

officer left, in about 3 days because she resigned and went to emergency 

services, um, she insisted that they move me, but it took 12 months on 

their recommendation. 

 

Yeah, well sometimes he [i.e., OIC] won’t do it [i.e., support 

rehabilitation], but if they know the Commissioner’s on board, … 

And they say well, you’re personally accountable for these people, what 

are you doing about it? Not just give me the figures, what are you 

actually doing about it? 

Qualitative indicators. 

 

… I think healthy cynicism with where it’s at now. Um, because you just 

see these things happening all the time and it’s obvious that somebody 

has got all these problems and the service and WorkCover gets out of 

things on a technicality. 

 

It [i.e., rehabilitation] needs to be pumped up to be as important as 

regular stuff in returning people to work. 

It needs to be owned by the OC I believe. It needs a better profile, a 

better reputation.  

 

We went to a conflict management workshop on the [District] and there 

wasn’t one person above the rank of senior sergeant in the room. There 

wasn’t one inspector or above.  



298 

 

May I suggest that we get 360 evaluations to get a correlation [i.e., about 

leadership qualities] as well? 

I think that 360 is a great idea but then if you’ve got smaller units where 

you say you’ve got a small JAB. 

What’s 360? 

It’s getting feedback from people above & below you. 

 

Nothing’s changed over the last 23 years. Yeah, I shouldn’t say nothing, 

um, but fair dinkum, why should after 23 years I’ve spent the last 12 

months wandering under a black cloud wondering “what the f**k am I 

doing this for?”, um, so it took 22 years to get to that point. I know full 

well that in five years time that if someone ends up in the same situation 

it’s not going to be any different. So that’s why I think you don’t get 

responses to these sorts of e-mails. 

Cynicism’s the exact word …..You sort of go “oh yeah, as if”. 

, I mean they know … 

…below the arm and like I can sit down and think that there’s a bit of a 

message with QComp, it’s all for stats and I mean it’s all, it’s got a lot of 

other tangible benefits but it’s all for fact and the hierarchy are only 

worried about the OPR’s, the Operational Performance Reviews, and it’s 

more to do with their, all to do with their budgeting and that. And then 

some dark flyers, when I was off I was counted sick leave, the first thing 

out of anybody’s mouth is when I was going to the office to just check in 

and so I was on the MAT is “well, when are you coming back to work?”

  

And then the trouble is you get these fools in the hierarchy who are still 

like I said to you before, you know like you have the deputy 

commissioner that says well, what do I need to absolve me of the 

qualifications that I’ve forced everybody else to get but I only passed 

grade 8? You know so what message does it send to everybody else? 

 

But, unless the people on the ground in whatever their position is, you’re 

never going to – the cynicism that becomes endemic – is endemic in the 

ranks in the QPS. Um, will just keep on going. Um, and it’s an awful 

situation to see a young 21 year old guy pushing it, wanting to go out 

there and play and in 6 months time problems…(unclear)…. 

And it’s an awful situation for me as with 20 plus years experience 

saying to someone you’re a bloody idiot for joining. What do you want to 

join it for?  

And, it’s no good meeting new people as academics um, and, no 

offence. …  

 

Um, it’s a system, if you three people, or whomever, rocked up to 

[Town], and you got all the coppers from as many of those little stations 

out there to come into [Town], for half a day, and you three got everyone 

talking and say it ends up that a bunch of coppers were sitting here, 

they’re going to go away and say well, that’s a great theory. What’s 

going to happen in 6 months time? … 
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… And we’re getting to that point where it, you know I’m thinking it 

might fix the problem. 

And make sure like, coppers actually seeing it work, like, actually if 

someone does get, hit a bloody hurdle, they go well, let’s look, let’s see 

what they do to look after that person. And if they do the right thing by 

John, well, OK this is starting to work it out. Coppers are being very 

cynical I think, they’re, we’ve heard all this crap before and when they, 

when they see it in person, and working, then they might embrace it. 

They’re so used to the service, of just giving lip service to so many 

things and then no tangible change has happened, you’ve got to actually 

see tangible change um, before you’ll go – oh yeah well, oh, well you 

know, I, I might give that a go if I get injured again, hurt, or then if I get 

injured, you know then maybe there is some kind of credibility to the 

process. 

 

And there’s, there’s nothing like an impression, now I worked Palm 

Island in the …, in the mid-eighties and ah, at the time Mr Lewis came 

up and his off-siders, and it was just totally out of the blue, and even if 

he’s there for just 10 minutes or 15 minutes, it certainly does raise, it 

does definitely raise the morale of people that are there. So that’s why I 

think it needs to start from the top and they need, people need to be, 

there’s always going to be cynics of course, and I’ll probably be one of 

them, until, you know a couple of years down the track and then shit, 

someone’s actually done something about this. …  

The biggest thing that I’ve seen of impressions is, and um, that, the 

supportive leadership is, and they’re all made to go, but one of the things 

that really hit me was they had a video of the commissioner saying a few 

words. And I went, wow. 

So that was impressive? 

 

It’ll be a blessing if we get more funding for staff but for the problem to 

be gone – it will never happen. …  

I think the problem solved is a problem grown too. 

 

But then there’s that, there’s that um, difference between what they 

actually say we should be doing and what they do 

They do it to cover their ass. And it comes back to accountability at an 

executive level and that’s why we don’t…. 

… for insurance….. 

Yes, that’s right – cover your ass. 

 

I think it needs to go right to the very top of the system so at the OPRs, 

the commissioner and the deputies say to the OCs what’s going on with 

rehab, why are there cases in whatever town they want to nominate. 

Because you’re opening up, at least keep an eye on us all and collect all 

our own stats, and then they can get that information, we should be 

giving it to them as well, because … 
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Yeah, and unfortunately we just see it all the time. So then, they’re going 

to, they go and see and what we should be doing and what they’re 

actually doing. … 

They say all these things and realistically the um, hierarchy can come 

back and say we have supportive leadership program and (laughing) and 

we can say yes, no problem. I did the supportive leadership program, I 

was senior sergeant. I did um, MDP and I can honestly say that I did the 

supportive leadership program because I was told to (laughing) like every 

OC was told to. Um, [Name] asked me before what it was like. But I like, 

I don’t remember it, I know I did it in 2003 I think it was, I remember 

going back to my section saying we’re now a caring sharing unit [said in 

sarcastic tone]. 

But, my point is these things, these processes are there but we do them 

because we have to. And they’re there to protect the butt of the QPS 

because who are the executives answerable to? Not the people that we’re 

all working for. 

No 

The Government. 

That’s right. 

Ah, so they only do that to reduce the premiums because 

(unclear) ….when I found out what our premiums are now - I was 

horrified. 

Quite big isn’t it? 

It is. When I was suing the service for my stress injury – that was brought 

up by crown law, they brought up – oh well we’ve got these things in 

place - it didn’t matter. It was nothing for the situation I was in but it’s 

another thing they throw up, they throw up as a defence oh you went to 

this, this thingo and learnt all about stress and you got something in your 

pay packet one time – I think Oh what? It’s about stress and oh yeah oh, 

there’s a poster of it in your station there – you’ve got peer support. 

 

The person who doesn’t want the sex change but also wants time off 

because he’s just not feeling well is unable to bring his case to anyone, 

but because of the profile and the nature of the other injury, or the other, 

the other issue, one is outweighed. So there doesn’t seem to be a lot of 

consistency in that way. And, and it was only brought to their attention 

because of the profile and the effect it was going to have on the QPS. So 

yeah, you can have whatever you want. 

 

OPR, it’s an extras management thing. I read, something in 2002 it was 

mentioned but, … nothing yet. 

But then I was going to say, we’re going to have a commissioner and his 

hierarchy that questions the OC and says oh, look at this, so many claims 

in Gladstone, so many in Rockhampton, so many in Mackay, what’s 

happening? (Overspeaking – unclear) … and he’s got to explain why, 

and give a reason why all these people are going out on stress. 

It should be in the current OPR’s, under the HR areas. 

 

… anybody with half a brain can take a stand back from the situation and 

go – how can you say that’s reasonable management? You know, it’s … 



 

301 

You just got a brochure in your pay packet mate, that’s, that’s how they 

do really, really do it. 

 

We just have to be able to identify what’s going on and be able to talk 

about the measures we’ve got in place that’s actually supporting those 

that need support and identifying those that are um, not genuine. So I 

think it, I think it’s an opportunity as well as a time for a lot more finesse 

to be put into the, the internal assessment and evaluation processes and 

that’s where, are some of these high earning people and people with 

ambitions to go higher – what are you actually doing? Let’s identify what 

you’ve done in your own station and your own CIB and in your own 

region and district – what are you actually doing that’s, that’s producing 

a positive outcome. Now they do it for break and enters, they do it for 

burglaries, they do it for um, speeding and all the rest of them on the 

highway, we should be doing it for our own people.   

So you know, you’ve go the, even the top – the cream, not being, at the 

rank such that they weren’t at the conflict management workshop. 

  

b) Ownership of prevention and rehabilitation 

So I sort of wonder whether the creation of these type of monitoring 

groups which are maybe managed and officiated by a level that is below 

the executive … to identify these problems at an early stage and in a 

form that I think a lot of general police officers are quite willing to 

unload. A lot of it is just whinging and bullshit. But there are – if 

someone can filter through those – and there’s some mechanism to filter 

through those and identify the real issues and then follow that process 

through – with an executive and then provide the feedback. 

 

There needs to be a group that has some teeth doesn’t it? …  

To be a group that has to be acknowledged by the Commissioner as 

important. 

 

No, if, if it comes down from the bottom (over speaking) it will never be 

supported. It has to come down from the top …  

One of the girls that started that part-time module, the only way she 

could get it off the ground was if her OC rode with her. And his name 

had to be on it all the way up otherwise she wasn’t allowed to go 

anywhere with it.    

What we’ve done in Cairns a couple of years ago was introduce the 

teams. Where you get five teams in generals. In generals we bring a 

couple of sergeants and they’re supposed to have you know, 15 or 18 in 

each team and they work every shift together. …  

They socialise together, they hang out together, and it’s really good. 

 

We’ve had to push the rehab process into the stations and the sections 

and make it part of the responsibilities of the OC’s in those areas, and 

then through them back up through the chain of command that goes on 

the table of the regional management conference and where as I said 
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before, it needs to be then part of the agendas for the um, the OPR 

process for the Commissioner. 

 

If you’ve got enough PSO’s, then people will avoid the ones that are no 

good anyway. … 

That’s why it’s good to have plenty, and across the genders, the ages and 

the ranks. 

 

It’s organisations like that (e.g., WAG) that can identify those coal face 

issues that general members are experiencing. It won’t be identified by 

you single HR…HSO that’s up in north Queensland. …  

It won’t be identified by any specific….peer support. …  

 

We’d been running these meditation schemes – sessions for 6 months. 

And getting huge – I can show you the e-mails, huge productivity gains – 

HUGE. And um, I looked at my boss; he looked at me and said ah, it’s 

just not worth it, so we cancelled it [i.e., due to interference from 

above]. …  

What a load of s**t. I was so angry, and I thought I’m not going to go 

and get stressed and have a heart attack so I walked away from him. 

But initiative, initiative from within doesn’t seem to be supported. 

For him to come up with the crap that he’s come up with…. 

 

See, the way you could put this in, my chief superintendent wanted to do 

a wellness program. So I did all the reading, did a report and placed it on 

his desk because it, wanted it me be in, right? So, if you approach 

someone at the top, and said this is all part of the wellness program, great, 

and that’s why I did the meditation sessions because I could see the need 

and I put it under the wellness concept. And everybody went along my 

chief super, my inspector, even my manager because I kept sending the 

e-mails of the people who told me I was getting good productivity out of 

them. But, just one person sent the HSO, the psychologist, the academic 

trained person had enough clout. Yeah and I couldn’t believe it. But if 

you put it under a wellness heading, which they’re trying to get in, it, I, 

might see it works, because it’s under a heading which HR super and 

HRD he wants to do it. And um, you know, and we were thinking of 

getting tai chi people in and all sorts of people so, being an initiative 

person I just went and did it. It’s great. 

 

So then they’ve got a team there. 

It is easier for them, a sergeant on that. He came in half way through 

2002, so it’s been in for – it’s coming up 4 years it’s been in. And I’d say 

morale in the teams has gone up because of it 

And they’re accessing the sergeant see, you’re having as a rehab co-

ordinator, having problems with paperwork or just wondering how they 

are or, how did they get hurt or what’s happening. The sergeants know so, 

you know, you can talk to them or you can get them, send them an e-mail 

and say you know, can you talk to so and so about this?  

 



 

303 

Every 4 weeks we have to do an extra 8 hours to make up the, for your 

lost time. But, in a team, you’re still in a team. And well, I was in a very 

big station at one stage and very big teams area, and it worked. I’m a big 

fan of it – it’s awesome. I think it works well and [District], they’re just 

going, their stress problem there is huge. They’re in teams and they’re 

sort of camaraderie there is up. 

And it, that really helped a lot. …  

 

It’s that regional remote problem and it’s southern thinking, and some of 

the thinking actually comes from Canberra, not just Brisbane, I mean that 

the police service is funded from Brisbane but, um but yeah, it needs to 

be looked at as you say by, well what’s different about the place and the 

people? 

 

We’ve got police officers out there to keep us all safe. And that, that is 

what is needed to be remembered. These are our own guardians, these are 

the law enforcers. It should not be called the Queensland Police Service, 

it’s a police force and it’s what we need out there, and police officers 

need to be that. They need to know what they are. 

 

We have a whole range of um, you know, the communities and ah, the 

unions, from their perspective, in looking at preventative issues, like on a 

regular, or look at issues which may result in injury of any staff member 

on a regular basis and ah, certainly from the perspective of a district like 

ours ah, we would look at those generally, those are local issues as 

opposed to organisational issues. One view of those local issues is that at 

some point the organisation supported us through our regional offices, 

but generally any issues, … any issues that came along with them, may 

not be resolved at all for them. Any issues need to be looked at on a local 

level. 

 

And the AO’s as well. So, the idea is that ok, they won’t go talk to 

Johnny because he’s a bit of a rough, young bloke, but they might talk to 

Mary because she’s quiet and gentle or vice versa, you know, they don’t 

want to talk to Mary because she’s too muddley, but they’ll talk to 

Johnny because Johnny’s a good old boy and he’ll talk to them about the 

stuff, it just depends. 

 

There are going to be injuries and what it needs is um, a geo-centric 

response, a location specific response rather than a something that is 

being worked in Brisbane, and it won’t work out here. 

c) Trust in support roles 

… and the last thing I am going to do is go and talk to them [i.e., young 

PSO’s] about policing problems that are going to like, like cancels my 

service, you know it’s like what? …  

It’s got to be like, a senior person who has a good humanitarian type 

attitude. … 

… But he was one of those people that anyone – anyone at all could talk 

to. Whereas the OC at our station at the time – so many officers wanted 
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to knock him out – kill him because he ran that place like Gestapo, like, 

you could not speak. If you went to speak, he would say, shut up, you 

will listen, do what I say, or I will have you charged. 

 

… younger in service officers now aren’t that afraid of coming in to see 

somebody where my vintage well you don’t come in and do that kind of 

thing and that’s just an attitudinal thing, but the younger ones are.  

 

And so I’ve decided to try to get into rehab, because I’d had it. I’d had a 

firsthand look at it. But sometimes I wonder if those persons really have 

the heart to do it. 

To do the rehab thing. 

 

That’s the other thing too because say, a PSO who’s 22, see I’ve got a 

problem, I’m 50 something (laughing)…what life experience have you 

got? …  

… Who can be positive. 

Yeah. 

Who can look after your interests and not be sort of QPS …  

 

And bugger everyone else they step on to get there, you know, so. …  

I’m willing to do something like, I still, I still unofficially counsel people 

who have stress and tell how it, how I, how it affected me and what to 

look out for and things like that. I’ve got no qualifications, I’ve got no 

other, sort of, caps for me or anything like that, but I can, I can do that. 

You do. 

Yeah, I can do that. And I think people can relate to that because you’ve 

been there. You’ve done some hard yards, you did it tough and you’ve 

come back and I think they will listen to you and what you have to say 

and bounce things off you, you know? 

 

The staff that have issues know you are the PSO they will come and see 

you. They’ll come into the watch house, I use a sheet for example and 

they’ll use it as an excuse, they’ll say do you have that sheet and you 

know they have issues, and you’ll say so what’s the problem, so it’s a 

good icebreaker that, I am really surprised now, that the staff there are 

getting a lot more engaging it’s not only the … 

 

Yeah and it all depends where you are, I know years ago in [District], 

there was no such thing, everyone was tough, they were all tough, they 

were all drunks and all divorced [laughing], but now I know [District] 

now because of its PSO network and because of the HSO … it’s changed, 

it’s changed because it had to, so one of the preventive things is looking, 

watching, looking and recognising problems before they start and that is 

what PSOs can do if they are trained properly. 

1.1.3 Understanding Prevention and Rehabilitation 

Includes sub-themes a) Understanding issues and processes, b) Understanding roles 

and responsibilities, and c) Training. 
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a) Understanding issues and processes 

And that’s why I did that thing [i.e., brief overview of the rehabilitation 

process]... I thought well that could be given to the constable, first year 

constable. 

 

I put it on wall posters, I send e-mails, and I put it in the orientation book. 

What more can you do? But they still come with, well, I didn’t know I 

had to report it, I didn’t think it was serious, I thought I’d get better. 6 

months down the line, it’s too late to say to WorkCover, I’ve got a really 

sore back and I was hurt back in January.  

 

If we’re looking at preventative strategies and look, some of this is really 

personal stuff, and so, as life skills, maybe, might be possible I guess is 

education. Like if we give them education at entry level and throughout 

life skills and then they could cope with their jobs …  

I would worry that we focus too much on clinical reassurance that we’ve 

got them covered and we forget about the interpersonal support that they 

need to be able to do this job as well as just checking at an arm’s length 

that… 

If we focus on education it needs to be focused on certain areas. I think 

there’s divergent roles out there that police officers need to be ready for 

at different times in their careers and they get their education as they go 

through. 

 

Psychological resourcing would probably be a real key that whether we 

talk about recruits or whether we’re talking about guys in special ops or 

we’re talking about rehab co-ordinators or station managers or anyone, 

we resource these people with skills pre, post, during.  

 

Then also in the classroom I’ll be giving them something that I’ve got 

there, I’ll say this is what you’re going to have to do, and give them a 

hand out that they can put in their notebook…  

Because I am just amazed that as soon as everybody started to hear that 

I’d organised a list that they revised, everyone was coming to the 

[Workplace] to get that list. So I had to take it up to [Name] and said 

listen, we have to get this really ratified quickly because everyone wants 

it. And I thought well, maybe we need to start, you know, right at the nut 

of the problem which is the academy.  

 

For them it’s hey, right we will bring in, we will ensure that all the HR 

managers from now on will understand what they will need to do. Not 

what you as a rehab person needs to. … 

… This is the person’s job that they’re confined to. That’s how it works. 

Management don’t get taught that. 

 

For the number of times I get called in by my OIC and he’ll say – tell me 

about this, what do I need to know, what do I need to do – what do we do 

here? But it indicated that he doesn’t have a real understanding of it at all. 

And I think that’s what is scary. 

 



306 

Whatever sort of system you’ve got, you’re always going to have a 

percentage in the service and there might be one in the whole service 

that’s going to milk it. And you will never ever get around… 

And we can’t target a system to those few. 

No that’s right. 

You know we can’t, because 99% are all genuine, the problem is that 1% 

really make it hard for the genuine cases. 

That’s right. 

If it wasn’t what it is, like, my boss knows he’s got a malingerer there, 

well, there’s a malingerer there. 

That’s the one that stays in his mind. 

Yeh and without the personal knowledge of the person, which probably 

goes back further than the OIC it’s unlikely to go chop and change. You 

never have that knowledge. They’re thinking, you know, they’re tarring 

them all with the one brush. It’s like if you get a ticket from a copper and 

he gives you bad attitude, all police are bad. 

 

Something in respect to as far as prevention is concerned, work, 

workplace, we are a unique and dynamic work organisation in that we 

actually don’t have one workplace that, would um, you would be 

confined to? You know, he’s got the staff working in recognised 

workplace within a work unit, and then they have to go out and visit in an 

8 hour shift, you know, probably 20 maybe 30 or 40 different locations 

which become work places for those doing their job and are those work 

places outside the control of the QPS? 

 

Other ones could be adapted to go anywhere, but the thing is, while 

somebody’s been through rehab a couple of times … They get to know 

what they’ve got to do because the first or second time could be 

absolutely ….  
It’s all back to the OIC’s. 

And back to the academy and training as well. For instance, and going to 

the very beginning of this and to where it starts with an injury and a 

WorkCover claim, either – I don’t know how many times out at the 

academy and I’ve spoken to our new senior sergeant about it – these 

young people coming through in the first years, they have no idea. 

They’ve never been, I don’t think they’ve ever been warned that they 

might get hurt out there and this is what you do about it. They come to a 

station, they get misinformation from somebody who’s probably never 

been hurt or whatever. And they’ve asked – can we not have some sort of 

segment covering that? The answer is – why tell them something they’re 

going to forget? It’s not immediately necessary for operational policing 

skills, at all, they’ll find out when they need it. 

A lot of them go to, well I’m going to the academy. 

 

So there’s … 

I’m in an opportunity now. I’m going to the academy on the applied 

policing thing for a week in 2 weeks time, and one of the first things, 

well I figure, we’re going to, I’m going to take them for a walk down a 

memory garden where all the police that have been killed, to explain to 
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them, this is real, you know? You’re looking at real people who were just 

like you who stood where you have stood and this sort of stuff. 

 

I imagine there would be a base education and then, particularly if 

they’re in a particular area then the critical incidents education is like 

you’re going to feel like this for the next week or two and then the people 

in the like rural stuff like, in remote stations, it’s just a different set of 

rules again. To trauma, we’re seeing people to, through similar, um, 

unhappiness with the family, through isolation, they feel isolation. 

 

I guess my concern would be that we get a little too black and white and 

concrete and outcome focused and forget about the personal stuff which 

is just as valuable. 

 

What they’re saying is that there’s a, there’s a lot of stress on the spouses 

in places because they, they get dispatched to jobs which could be risky, 

it might not be safe for them, their communications are limited and their 

spouses know what they’re going to, what they are up to and it places a 

lot of stress on them as well. 

b) Understanding roles and responsibilities 

At the moment the QPS have split up my role, not just my role, but every 

co-ordinators role in every region. We now have, well I am pretty excited 

about getting an injury management person on board after all these years 

of doing it myself, that person will be on board, I’ll be workplace health 

and safety, workplace health and safety is still answering to the HR, so 

can anyone please tell me how workplace health and safety has any 

connection to human resources?   

c) Training and skill development 

They are trained at the academy, but then once they are sworn in they 

have to wait 6 months before they have to do it again. 

 

It’s enough training but, as with any job um, experience counts for 

everything. So, if you’ve got an officer who is a first year or a second 

year, they’re obviously not going to be as skilful, have the same ability to 

assess situations as someone with say ten, twenty years service. 

 

People are protected from what our job really is in the training 

environment, for whatever reason. And there obviously is a reason for 

that but, being protected from what our job really is and then when they 

get out to do what the job really is, they tend to struggle with it, the 

things that we have to do. 

 

My point is these things, these processes [e.g., supportive leadership 

training] are there, but we do them because we have to.  

 

The reason the supportive leadership program came up is because people 

know that this stuff has to be considered and the only way they can come 

to grips with it is, because we’re still dealing with an in house boys club, 
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to a large extent, although there’s some ladies in with the boys, and they 

say – oh well, we can’t really deal with this very well, let’s have a 

supportive leadership program or let’s get this little group over here who 

are planning or whoever they are to come up with this nice touchy feely 

thing as [Name] has just said, it’s a one off … 

 

One day doesn’t change behaviour. One day is confirming the ones that 

are doing it well and makes them feel really good about the fact that 

they’re doing it well. What it does is gives the appropriate words to the 

ones who aren’t doing it well. …  

Because at the end of the day, despite the leadership …  

the leadership niceties, and so forth, when they go back into the station 

and they’re still subject to that authoritarian, hierarchical, inflexible 

attitude and structure. 

 

So, the supervisor must be aware for a range of things, not only for PD 

but also an education process and it can be built into the DETO’s – um, 

DETO’s annual program, with, the other managers have probably got it 

as well but, we have a um, an anti-discrimination and harassment 

program as part of the DETO’s training program on every year. 

 

It just shows you the PSO network it needs training it needs to be taken 

more seriously, and it is now being taken seriously by the hierarchy but 

it’s just that concentrated, we do a lot of training up there now with 

PSO’s which is really good. 

 

Or you could have one who has only ever done physical injuries and 

suddenly they get a psych and they go – gasp! Now what? – you know, 

they don’t know. But also too like, they do a magic three days to become 

a rehab co-ordinator and that doesn’t tell you anything about QPS 

process. It tells you how to read legislation. It doesn’t tell you how to 

write a suitable duties plan or, you know, if you can, talk to doctors, and 

you can actually disagree with what the Dr said surprisingly enough.   

 

Now there is no training for supervisors – Sergeants, senior Sergeants, 

whatever or anyone on human behaviour and how to respond to give 

positive and negative strokes to people so they’re human beings and if 

you give a person a positive stroke, then they will respond increasingly 

better.  

 

And if they’re, at least if the people that are giving them [i.e., the leaders] 

the feedback then are cottoned on to what’s being going on in the 

training then they can actually say to them – well OK, in this course this 

is what, this is what was talked about, how are you implementing that 

into your area? – and then they have the data that they will actually, 

that’s not coming out. You may think you’re doing that, but, the data is 

showing something totally different – what’s going on, why do you think 

that’s happening? 
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I think it’s got to come through, when I had my spiel about more training, 

for example we do POST and fire-arm training, POST is Police 

Operational Skills and Tactics. We are required to do that training at least 

once every 6 months along with fire arms, now your are wrestling with 

drunks, sometimes our city beat crew would be doing it a couple of times 

a shift but … 

… and see how it goes and say you are going to be doing this. … They 

get a refresher once every 6 months. It’s only just been this semester that 

the [Place] training office has been given approval from the inspector in-

charge of all of this to run real life scenarios. For example, one of the 

instructor staff for example will be lying on the ground and no-one could 

see the rubber knife under his chest, and so you come into the room and 

you think oh no he will not get up until the very end when the rubber 

knife was produce, and this was, and they do 3 scenarios, but it is going 

to be evaluated at the end of this year, but no-one else in the state does it. 

How often do they do that? 

Well it’s just started this semester, first semester this year it’s been given 

approval, but otherwise they wouldn’t do it.  

 

People with a lot of dealings with the public is, people that we’ve never 

met before, so we don’t know what sort of threat they pose to us. But, in 

saying that, we’ve been training on each 6 months in operational skills, 

communication, things like that. 

 

Well within the first three weeks [at the academy], take [new recruits] 

down the morgue and stick their head inside to see a dead body for one 

thing. That doesn’t happen anymore. …  

 

It’s all very nice in theory. 

Yeah. And the badies in the system can hide behind that. And they can 

write it off as a legitimate management action. 

Or they go because it supports what they do, but some of us have got 

branches of 260 people that can force people to go.  

It is said that you must go and when you get down to those last couple of 

training courses then you will go. …  

So, on paper everybody above sergeant level has good leadership skills. 

Because they attended the workshop, yeah. 

So they either go because they’re interested, or they’ll go so they can put 

it on the resume. I attended, and I … 

Or on their QPA they can say that they have given their staff… 

The organisation can legally say, we have provided you with the training 

– tick (overspeaking) 

That sounds like cynicism. 

No? [said sarcastically] 

It came out of the stress management working party that training was 

required, so that’s where it came from. But training as a one off, I don’t 

believe was what the stress management working party was 

contemplating. …  

It was called for discussion around that table but how it came, comes out, 

it comes down to doing a training course, but when you do training, 
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you’ve got to have some policies for it and for training it’s got to tie in to 

is what I’m talking about. You can’t just run a training course and say – 

now we’ve done our bit. 

All we’re effectively doing is ticking a box. 

The intent is good, but it doesn’t change the organisation, and we get 

that …pattern…yeah, it’s out of context. 

We’re talking major organisational change. …  

But putting a training course in place isn’t major organisational change. 

Well the problem is that AO6 level and above is meant to go. So you go 

along and the management go, well if an AO6 goes…..(overspeaking) 

but then I see what the management’s not doing is implementing what 

they’ve learned at that training day. 

 

There’s an important element of education in there and it’s education not 

only of the, the, being the right thing to do, a fair thing, a reasonable 

thing and an entitlement that we would like if we were injured, but it’s 

also an education of about their role as risk managers in the 

organisation. … 

 

You have to know what you can and can’t do, you have to understand 

what a HSO does for a start, and you then have to know when you can’t 

take it any further, there’s all sorts of, it fraught with a lot of danger. 

 

Um, you get a lot of rehab co-ordinators who don’t understand that, um 

and I think that there’s a need, you now not only to do the three day 

course that gets you your certificate but also, it needs at least another day, 

where you can talk about you know, what it really means, the nuts and 

bolts of things. Um, look we’ve recently done that in [Region] which was 

really beneficial, a lot of them came … I didn’t know we were supposed 

to do that – or – I didn’t realise that it would actually be that straight 

forward or you know. I never knew that about being a rehab co-ordinator. 

It’s almost like needing some claims management type training. 

 

We’ve made a lot of progress. Um, we’ve got a lot more peer support 

officers and um, I’ve just started on the training um, with them and um, I 

will be looking at a lot of that psycho-social and emotional well being 

type issues for them. Um, and um, so that they can respond to that.  

 

So I give the [Name] effect which is you expect better and you’ll get 

better. Um, and I’m here, with recognition for stress I’m um earlier as I 

mentioned there’s no set guides for supervisors which are, hate to say it 

but should be compulsory to recognise, um stress, and have people like 

me who can say well look this is what you can recognise um, and there’s 

um, these are strategies to do it, to press them and be caring, there’s no, 

you should be working for a caring atmosphere or concept not sort of 

culling the weak and actually we’ve all copped that. 

 

If you’re going to do training, people come and say – yeah, I’m doing a 

good job, I’m doing what’s required of me, I’m a great manager. – but, 



 

311 

the people around them are going to be saying – well, no, that’s not the 

case. So, again, you can’t just do the training on its own. …  

1.1.4 External Stakeholder Involvement 

Includes sub-themes a) Service providers, b) Insurers, regulators and mandates, c) 

Other government departments, and d) Semi-independent organisations.  

a) External service provision 

They need the medical sector to see them and they be advocates of a kind. 

 

How do you reckon we could bring about cultural change in the QPS that 

members themselves would be willing to stick up their hand and say “I 

need some help, I have stress”. 

b) Insurers, regulator and public mandates 

… and through that the views and perceptions of the organisation and 

how tough we’re going to be with some of these situations and so on. So 

again it comes back to linkages, there’s just so many linkages in the 

rehab process that, we’re all going to need a sub-committee from here to 

go away and plan it all out and put all this into effect. I know it’s got a bit 

of potential ideas and to say it.  

 

And there should be PR value in there as well, because if we’ve got a 

dissatisfied work force then we’ll have repetition of [Town], where the 

minister and the commissioner put the public profile … There’s all sorts 

of ramifications that are part of the really big picture, and I think that our 

senior executive needs to understand all the things we’re talking about 

plus the social perception of the organisation. 

d) Semi-independent collaborations 

We have a whole range of um, you know, the communities and ah, the 

unions, from their perspective, in looking at preventative issues, like on a 

regular, or look at issues which may result in injury of any staff member 

on a regular basis. 

1.1.5 Resource Provision 

Includes sub-themes a) General staffing, b) Support role staffing and resources, c) 

Rural and remote resources, and d) Other resources.   

a) Human resource management 

Staffing at number one. Big ascent for stress levels because you’re doing 

double work load and you’re not getting lunch breaks, …  

… as we’re trying to do two or three jobs at once and if you fail or stuff 

up, the QPS give you dirt because you stuffed up and they don’t care 

about your trying to handle three things at once. 

 

It [i.e., understaffing] stuffs up the rehab process, but it also pre-disposes 

people to injury. 

And creates stress. 
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I am running on 60% without my sick leave and maternity leave I am 

talking vacancies. … like you said you don’t have enough people to put 

on the street so then you put people on overtime and so then you are 

flogging that body until that body either falls over or gets injured, so at 

the end of the day, you are not saving anything you are losing people 

more and more because of the low staffing levels. 

 

So, unless we can actually address um, the vacancy management process, 

we will never actually get to a point where you could say across the state 

that there’s a reasonable stability in our staffing numbers. So, that we can 

accommodate absenteeism, um, in um, various locations ... See, our 

vacancy problem is an issue which is causing some real difficulty in 

actually keeping the rest of the troops going when another two or three 

might drop off the roster. 

 

And then if you do go then again, you’ve got the problem with fellas that 

are on the road – they’re going to have to pick up the slack.  Because 

these debriefs might go for a couple of hours or whatever. 

Can’t impact on the budget with overtime. 

 

If it’s obvious to the, I guess to the district officer that these people are 

not going to be able to function in that, for whatever reason, whether it’s 

medical, whether it’s themselves or whatever, then they will get pretty 

well transferred out straight away. Um, the problem is of course is that 

they don’t get replaced … you were talking before about the long term 

people and build up of stress and things like that, I sometimes wonder 

whether we would just be better off accepting that some people will not, 

just don’t want to be here [i.e. in rural remote area] and won’t function 

here and, by being here they’re probably being negative towards 

everybody else anyway and just bite the bullet and let those people go.  

 

What we’re talking about is the communications side of it, as far as 

families are concerned is that over a period of time were able to contact a 

central point that can advise them of the situation and how everything’s 

going, how it’s progressing. Then there’s no stress and no reason to leave.  
 

He’s created three inner districts inside of his district. Those three inner 

districts have like a cluster of stations that the senior sergeant of the main 

station there at [Town], he might look after – he looks after 6 little 

stations all around his main station – he approves their leave and their 

relief. … 

So he’s pulling from, all three of his stations to relieve. 

 

What you need, what you really need rather than a supply teaching is like 

a core group of people who are like state traffic for example who go 

where they’re needed um, you know for a few weeks at a time so you 

night have a QPS supply branch or something like that where you know, 

they’re full time officers, they keep up with the training like type of thing 

but um, going out as well, that are prepared to go where they’re needed. 
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They’re not looking at it [i.e., cost-effectiveness] in the right way, they 

are looking at it as they would have to supply 7000 tazars – well that’s 

not the case. In the case of a watchhouse or a car crew the supervisor on 

the road could have a tazar, you don’t need dozens of tazars issued to 

everybody, and then eventually one day in the future, I wish this 

probably would happen, just to get it to a level where we are not losing 

members to sick leave through something that could be fixed.   

 

your starting….I’m an administrator I’ll be in there at 7.30 and my first 

and only break will be lunch at 2.15, if I’m lucky, without a break.  I 

mean I have to stop in the middle of serving someone if I’m on the 

counter to go, to go to the toilet.  Like I’m “excuse me”, run to the toilet, 

you know. … we just seem to always make do with bloody, lack of 

public resource for staffing 

 

You know like there were police officer’s who were meant to be there, 

we’re supposed to have people helping us, they’re just like, there’s not 

enough police… 

If you worked the front then, in the months I worked the front counter I 

was still chasing up um, files that I had to deal with 18 months later,… 

 

Most of the larger stations up our way their manning level, on the 

staffing model is the minimal staffing model, so if anyone goes sick or on 

leave there is no one in to replace them, so they are taking someone from 

another station, where if they worked to the maximum staffing model 

which of course is more resourcing so those little problems wouldn’t 

occur. 

 

To my mind though the more significant problem that’s led to this 

absenteeism issue and lack of support within stations, and that’s the 

actual vacancy management process. Um, this is, the actual, one of the 

outcomes of the Fitzgerald inquiry was to completely discredit the 

directed transfers so, we can never go back there. … 

The directive transfer process, where people just got, a notice in the mail 

– you are directed to transfer to Cairns – just like that. So, we have to 

look at other ways to achieve a movement of people around the state. 

And to my mind the only way to do that is, is through the industrial 

negotiation process, and EP5 is coming up. Now, I’ve worked in a couple 

of places and they’ve just come up and said – it’s too hard, I don’t want 

to go and speak to the union, I don’t want to get tough, I don’t want to do 

anything. 

 

There’s no slack within their numbers. … 

Every little thing impacts [on staffing] worse and worse. … 

And even when, we manage our leave correctly. … 

… any abilities to move staff around gets killed by, by you know, this 7, 

this simple number of 7 having issues. Now, that issue may be related to 

injury, it may be ah, maternity leave, it may be, it could any range of 

things um, which come upon us, you know? And, that causes that sort of 

grief. … 
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It all comes down to bucks. 

 

A lot of our problems is that our officer safety type things, that um, 

within the district are um, department numbers may not allow us to send 

as many people to attend an incident that we, as we may want to in an 

ideal situation. So a lot of it is, comes back to training on our ability to 

assess risks and things like that. Um, just for example, at the watch house, 

we may, um, move prisoner’s out and say well, two people can move one 

prisoner. But ah, some of the times that prisoner could be quite violent, 

um, there could be a lot of um, factors that um, determine how we move 

that person, whether we can do it safely. 

 

It’s [i.e., communication in rural and remote areas] an area of stress. It is 

a major concern …yeah, the communication…for the whole district.  

 

And then you have got the part-time police that you have to draw up a 

roster as well. You fill half a position and not the other half and they 

want Monday, Tuesday and Wednesday to work and they don’t work late 

shifts or night work, which means someone that works the day shift has 

to work the night shift. 

 

When you’ve got a station like ah, [Town], a 24 hour station ah, 20, 20 

odd staff, if you get a couple of people go off on light duties on a rehab 

plan, they have to work Monday to Friday 8 to 4, so all their counter 

parts, they’ve got to do the graveyard shifts, the late shifts, it puts them 

all under stress, under pressure, and it runs down through the family, it 

comes back to the roster clerk, through management, why am I working 

all these bloody late shifts?  

 

So if we’ve got this reserve of retired and semi-retired police, you’re 

talking about that same group that really don’t want to be in the cars, 

really don’t want to be wrestling drunks and be out on the street. 

Those who are about to retire are a much higher rank and 

therefore, we really don’t want to go…. 

Unless we’re not going there yet, I mean, I’m saying retired but, it 

doesn’t have to be age retired, it can be retired because they want to go 

onto something different.  So you could have them in the younger ages. 

 

But, I don’t think you can equate the military reserves concept to a police 

reserve. I mean, the very core of the problem to my mind is, it’s not their 

physical skills, it’s they’re evidence skills. We have a group of people 

that aren’t full time operational people, that aren’t up to date with all the 

legislative changes and they just can’t go and arrest someone. They’ll 

stuff it up and we’ll have a civil action on our hands. So, to my mind that, 

it’s that, that arrest process and detention process it’s lawfulness that’s a 

real problem. 

b) Support role staffing and resources 

I’m a peer support officer. … 

I’ve had one job I think um, in 2 years.   
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So the PSO’s are absolutely important ah, not only to have them but to 

have a cross section of them in terms of age, gender, rank, etc, and 

experience but also to make sure that they’re properly trained and that the 

training is ongoing. 

 

You don’t want to be recruiting more officers as PSO’s, you only want 

one or two that can do the job and that’s all they do. 

 

… so they’ve got really serious about it and now we’ve got full time 

training cells to do firearms training. I can see eventually the same thing 

happening with our [i.e., OH&S & rehab] area – it’ll be a cell, that’s 

solely devoted time to doing this function. 

 

We need support, people are paid, work place health and safety officers 

are paid to make sure that the environment is save, they’re trained. 

 

They’re there to look after you with their rehab officer.  Now half the 

time people don’t even see them – at all.    

c) Rural and remote resourcing 

I was just saying that with those that those that have satellite phones are 

being called on, they can provide that inter-communication from 

wherever they are, they can get things to work. The problem is, not 

everyone is getting issued with a satellite phone. 

 

So that, that they only give them to some of them. … 

… if we have a proper communication network set up, there’d be no need 

to buy sat phones, you’d just be doing it on the radio network. 

d) Miscellaneous resource issues 

The problem is that once you start looking at that [i.e., psychometric 

testing], it is exactly what you said, you can’t just do it once, or then 

you’ve got the whole issue of what you do with a person who’s identified 

as at risk.  

 

We’ve got so much glare coming in when our doors open from all the 

cars, you know parked outside, like it’s blinding.  We’ve had people 

walk in with guns, machetes and you don’t know they’re there – they 

could be staring you in the face … 

Well, you don’t until they’ve actually put them on the counter and say, 

they’re handing them in, luckily – they’re not going to kill someone.  … 

And do you know what the solution was?  We had an e-mail come down 

and say we have permission to wear sunglasses on front counter.   

What?? 

Now, how unprofessional is that in a government organisation?  For your 

clientele, and not all of them are scum, to walk in and you’re going oh 

good afternoon – in your sunglasses … 

Find the cheapest way that you can to fix a huge problem. 
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1.1.6 Selection Processes 

Includes sub-themes a) Initial recruitment, b) Support role recruitment, and c) 

Promotion.  

a) Initial recruitment and orientation 

They um, the injuries were caused because they weren’t fit so ah, and 

there was no like, then they have a yard stick that you have to achieve to 

actually get out of the academy. But some people were barely meeting 

that to get in, but because of the need to recruit heaps of recruits. 

 

What’s happening is that they are getting some really suitable recruits but 

they are not prepared to wait 12 months. The QPS is one application, the 

navy is another, the law firm might be another, I mean they are being 

snapped up, we are losing really high quality recruits because our 

recruiting system is lagging. 

 

…they’ve moved away from having 19 and 18 year olds coming out of 

school and then they’ve had people with tertiary education or trades so, 

so you get coppers who are say 40 or 45 who are a first year constable 

and they’ve been a builder or they’ve been an accountant, for basically, 

the last 20 years and all of a sudden you’re put them in a position where 

there are attending domestics and they are getting abused or they’re 

arresting drunks and there’s crime so it’s a massive um, change for them 

really and some of them adapt well and some of them don’t … 

 

There were times when you, um, you, you, you go to recruit panel 

interviews and you’d say you’re not suitable and you’d see them at the 

next intake. 

  

And that again goes back to police recruiting. We’ve got that many 

examples now of suitable applicants, male and female, many of them 

now with law degrees are waiting up to 11 to 15 months to be processed 

through to the police academy. … 

… and so slow the only ones that are waiting on are, there are two sides 

to it, you get the really dedicated recruit that really wants to become a 

police officer and they become really good police officers, or the ones 

that just aren’t very … they will just wait. Or they don’t get picked up by 

someone else. If recruiting is an issue, it really is an issue. And these 

vacancies that we have got it never seem to improve over the years and 

I’ve always seen the connection between the low personnel cap and 

recruiting. 

 

I think that what, what, [Name] was saying about the need for a different 

style of selection process at the front gate of the academy is very 

important. Um, bearing in mind as well though we’ve also got to have 

people who are going to get into the rough and tumble of being coppers, 

and at the end of the day we can’t forget what the base role of the police 

is. That terribly critical control of our, aspects of our community. And 

people do have to have a bit of a tough outlook, and some have to be 

employed, but perhaps because they’re leaning that way and may not 
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ever get to higher rank, I mean they may not have particularly high 

expectations of them. But that’s just a reflection on society as a whole, 

and I think we have to, again I suppose bring in a degree of finesse as to 

how we select those people …  

 

I think the first point that I’ve seen and I’ve seen for a long time is that 

our selection processes are not up to scratch. … 

… And I think that’s a major one. … 

There are measures out there that can determine whether a person is 

susceptible to trauma or whether or not they’ve been exposed to trauma 

that will then put them at potential risk down the track. We don’t have 

anything like that. 

 

Policing’s a hard job to have to do and just not everyone is capable of 

doing it. 

 

We’re selecting people that we’re not checking to see whether or not 

they’ve got previous trauma in their lives, so that when we then employ 

them and put them into an area where there is high level of trauma – 

potential trauma, we’re not selecting out for that. We’re actually bringing 

them into positions where they’re going to be put under great pressure 

again. 

 

There are assessment tools available to give a general picture, not so 

much as a diagnosis but a general picture of whether somebody is 

suitable but, … 

… if you like um, so they won’t seek it, so, the idea is that yeah, 

prevention in terms of screening and also in terms of ongoing assessment 

when they’re put into a job like child protection or the Aboriginal 

communities which I deal with, we have got a process in place now to 

screen people there and to put in ongoing assessment to see how they’re 

going in those areas. 

 

… drumming them inside the morgue let them see the real life because, 

the problem being they don’t see it at the academy and they come out 

here all brave and whatever else and they’re introduced to a scene um, 

they’re going to try to keep it inside so they’re not, if they’re with 

somebody seeing it, so that they won’t be seen to be weak. 

b) Support role recruitment 

… is that people are simply, you know, a – congratulations you’re the 

rehab co-ordinators - that are actually looking now at more, having a 

recruitment activity for our rehab co-ordinators so that, like the PSOs, 

where we actually give them, making sure that these are the right sort of 

people for the job. 

 

The ‘firees’ have an extended course before they are even told that they 

can be one, yeah, they can be one, that is not the training for one, that’s a 

2-week sort of study at you to see if you can handle it to be a higher level 

PSO. 
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I like the idea of um, making rehab co-ordinators a little more like PSOs, 

where you choose them for their skills, um, and it’s not only about 

empathy all that type of thing they need to be good at paperwork, um, 

and they need to be good time managers as well. 

 

They [i.e., PSOs] volunteer to do the course, it is a volunteer position, 

there’s no extra for it except for a few dollars. … 

It’s put out to everybody to apply, and then the applications come in and 

then we, that is the management and myself that’s included look at it. 

 

When you tell someone they’ve got to do it as opposed to people 

volunteering for it, um, you know, I’m prepared to go to the next 

rehabilitation coordinators course that I’ve been told I’m doing, and it’s 

the last thing I need. 

 

You’ve got to be a special sort of a person to be a rehab co-ordinator. I 

don’t care what anyone says, you have to have some ability to talk to 

people and understand where they’re coming from. Right? Fully 

understand it. And, for some reason or other, the district officer 

sometimes will say – yep, you, you, you and you will all go do the rehab 

course. 

 

You know I applied twice to do the rehab co-ordinators course coz I 

thought I had something to offer and I’ve been there and done that and I 

got passed over by some new guy who just arrived at the station and 

obviously for his EPA’s or promotional exam and I thought hang on, I’m 

not doing it for my own benefit, I’m doing it to help someone, but after 

applying twice, I thought well, stick it. 

I agree. I agree, I’ve applied once before and got passed over and, I’ll try 

it again and see if it happens or not. 

We’re damaged goods though – that’s the problem.   

 

You know, you’ve really got to bend over backwards for them [i.e., IW’s] 

and ... 

… and be my rehab co-ordinators and I’m sitting there going, oh. 

… and those people are still with us and still being sent along to the 

training sessions and you know that no one’s going to go and speak to 

them.  

 

Well a mixture of things, but empathetic, but at the same time being goal 

focused that we are trying to get the people back to their pre-injury job 

and um. Sometimes you’ve got a rehab co-ordinator who really can’t 

cope with what the injury that they’re actually dealing with so, just 

looking at making sure you’ve got a good skills mix. 

 

um, people more suited to it tend to be those that are a bit more mature, 

again, if you’re a balanced person. They’ve got life experience, they may 

have qualifications from tertiary institutions, they are generally balanced 
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and they therefore can act in a fairly reasonable and fair manner, based 

on a suitable knowledge and skill base. 

 

And we see a lot of the conies at the station um, that have got PSO’s that 

jump on the bandwagon and do all these great courses to build their 

resume and the last thing I am going to do is go and talk to them about 

policing problems … 

It’s almost like mentoring role. It’s got to be like, a senior person who 

has a good humanitarian type attitude.   

 

… it’s the recruiting of PSO’s that really needs to be looked at. When it 

first came out, it was just something to put on your resume. True story, 

there are a few up in our area that you would just not want to go near. 

When it initially came out it was just a resume building certificate, I have 

talked to our chief super and HSO about it and … 

 

… and so I might say – well, that person seems ok – but one of the 

managers might say – no, [Name], no they’re a talker and they’re…- a 

this and a that and they put him aside. On the other hand, um they might 

say – well this person’s good, people just go to him or her because 

they’re nice and easy to talk to – so, so there’s a selection process but, it 

starts as a volunteer. 

 

I don’t think by using part time people, and can I say that a lot of these 

people are being told they have to do it? 

c) Promotion 

… there tends to be this focus on the job rather than the other skills 

someone’s bringing to the position. So, it may well be that there has to be 

almost generic objectives written around people management. 

 

And in consideration, I wouldn’t like this committee to lose sight of the 

fact that we really need to go back and address some core selection 

procedures within the promotional system. And put into PD’s now, and I 

had this discussion in the office the other day, put into the PD’s the 

criteria that says – that demonstrates people management skills and 

demonstrates a history of being involved with rehab and all this type of 

thing.  

 

My personal belief is that is the performance management system needs 

to be adjusted in several areas and one of them, is to actually take a 

person to one side and say – your people management skills are appalling. 

You treat staff like you treat potential offenders. You can’t do that. 

You’ve got to have more finesse, you’ve got to have more discerning 

capabilities, so when you come back into the station you’re dealing with 

a young constable or whoever it might be, the admin staff, then you 

acknowledge their rights, their dignity, their entitlement to reasonable 

behaviour. And it’s only by you having a track record of that will you go 

beyond this rank. – and we need to be able to say that to people and again 

that’s a part of our culture that needs to be considered. The commissioner 
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needs to be told, and the commissioner will probably listen, because 

you’ve got AC’s that are hard bent now and say – we need assistance that 

identifies people who are inclined to be excessively authoritarian, 

excessively unreasonable, and actually sit down and say – and legitimise 

that we need to change the Act – and say that this is going to be written 

down as your performance assessment. 

1.1.7 Prevention and Rehabilitation Systems  

Includes sub-themes a) Support role co-ordination, b) Leadership responsibilities, c) 

Prevention systems, d) Rehabilitation systems, and e) Return to work processes.  

a) Support role co-ordination  

… especially the older operational police who have got a few issues and 

they won’t talk to anybody about it, that’s when the PSO can come to the 

fore and training PSOs now is really important, it’s a really serious 

subject, where we run a course, … 

c)  Prevention systems 

When a person leaves they have to go through a process of unloading. 

Um, there doesn’t seem to be any mechanism to review that and to come 

up with any solutions to any problems that are consistent to the hundreds 

of people that are leaving. So, you need to look at it from within. 

 

But going from the legal side of it to the actual dealing with the – what 

the problem was. So they started off there by getting the co-ordinator, she 

did spend a lot of time pulling it all together and getting it so that we 

were getting these people in, sorting out what the issues were and getting 

them back on deck so that they would be sworn in. …  

 

… it said no, we’ve had no-one [i.e., on rehab]. Well, in actual fact, 

we’ve had probably a dozen and it was, and you see, they don’t know 

that down in Brisbane if things are covered up. And things were being 

covered up at the high level. 

 

You’re not dealing with the problem of why this stress is and putting a 

band aid on it. …  

We mentioned before that with all these things, there are no mechanisms 

to identify why these problems are there at the minute. There’s nothing 

there. And there’s no accountable cause in relation to that. There is a ah, 

an endemic problem within the QPS which is stress. And that’s not being 

managed properly at the moment. 

 

… they were getting an inordinate amount of recruit injuries from the PE 

because they changed the standards of the, and you know like I will flog 

the PE they don’t do any really except for what they’ve got to do to pass. 

Basically they’re unfit. You could walk in unfit and walk out at the same 

level of fitness at the end of the 6 months you were there basically. So 

ultimately when there’s sort of this, you know in between phase of where 

we were at and where they were going um, they were, people would 

come in and they’d get thrashed and in a couple of weeks they’d have 
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like the shits of being sorted out, and they’d be off, what, on WorkCover 

- and so cases and cases of it mount up so they’d just have like particular 

individual officers managing the rehab but they didn’t have a rehab co-

ordinator. … 

… She was a trained rehab provider? 

Yep. 

Privately recruited when she was sort of brought on by inner 

management so now there’s a permanent rehab co-ordinator’s role at the 

police academy specifically for that.  

2 Map 1 – Reporting quotes 

2.1 Absence and/or injury  

2.1.1 Organisational Culture  

a) General organisational climate 

I think if you hear it [i.e. gossip], it’s not easy for you to say, I’ve just 

heard what you said, it’s not true, and don’t go talking about it anymore.  

To be up front and you show them that. 

 

It’s unrealistic to think that, in part, that you can have a major issue at 

work, and people not to know about it and talk about it. 

 

But you can’t stop people [from gossiping]…. I think then when visiting, 

“Does anyone know what’s wrong?  And maybe it’s just the medicine, a 

mental failure”, you cannot stop that.   

 

…and they talk behind your back as well. 

You normally find that when you have people that are fairly confident 

and stuff anyway, they wouldn’t be saying that in front of you anyway.   

That’s right. 

You know, because you know you have 90% chance of knowing what’s 

fair dinkum and what’s not. 

Well, it’s like the old rumour fest isn’t it?  If you ask them, well where 

did you hear that?  They’re just, oh I did.  No, no, give me a name, and if 

they don’t know who it was then they’ve started the rumour obviously. 

  

have their own speculation about it.  It’s unrealistic to think it’s never 

going to happen because it is going to happen – you can’t, it’s just not 

possible because something’s changed and everybody’s picked up on that 

change…… 

It’s human nature. 

So, it’s not realistic to think that you’re going to have um, that people 

aren’t going to speculate about you anyway.  You can’t, if it’s a 

confidential matter you can’t put out information anyway, so then, that’s 

when all the…. 

And it is all speculation. 

Yeah, yeah it all is in the staff.  It’s always going to be the way. 
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Physical injury stuff I think is OK. 

2.1.2 Trust and ownership  

Includes sub-theme c) Trust in support roles. Sub-themes a) Trust in the organisation, 

and b) Ownership of prevention and rehabilitation not represented in discussions 

about the initial absence or injury event. 

c) Trust in support roles 

I really don’t know them, like I know them well enough that, but I don’t 

know enough about them to be able to say – oh, that’s good is it? 

 

That’s another side to that which is important though and that is that um, 

confidentiality, confidential matters, basically are kept confidential, 

there’s not as many leaks as people would like to think.    

 

I think that a lot of rehab problems come from not a critical incident, 

because you sort of put a set time and you know, and expect your 

problems after that. It seems to be brewing outside of that, from the 

stresses of work, and home and things like that and some of those types 

of work, … 

 

I’m not saying that there probably aren’t breaches of confidentiality, but, 

in a lot of discussions that I have with officers, ‘is this true, has that 

happened, is this happening?’ and it’s all just something they’ve heard on 

the floor. 

We really have to keep perspective here, is that our core staff in the 

general duties side of things are young single people that all live in the 

one form of accommodation. …  

So they’re here for 8 hours then they’re in their accommodation with the 

others sort of thing so, …  

They work for 8 hours with one staff member, then for 16 hours they live 

with the rest of the coppers out the back. 

2.1.3 Understanding Prevention and Rehabilitation 

Includes sub-themes a) Understanding issues and processes, b) Understanding roles 

and responsibilities, and c) Training. 

a) Understanding issues and processes 

… a little bit without us having to inform them about what can and can’t 

be done, what, what steps have got to be taken. 

Like, when we do our re-accreditations, we did that course down there in 

[Town] in about March, we picked up some basic folders which would 

um, flow charts and those sorts of things, like the processes and that, and 

that’s very easy for us and we had working models to do that, but if your 

average street cop or, um, you know, some else out in a station out, out 

here, there’s really no reference to the process that you have, no tools.  

 

If they’ve got a heavy case of depression, it may not be so noticeable and 

that can create some problems.  
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See that’s the thing with mine, it come on like that. It was slowly 

building, I didn’t realise the signs, suddenly I just thought, oh, I’m 

getting a bit cranky lately, but it come, it hit me like straight away, and 

that’s been other people’s thing, it’s a, it’s, it goes on and on and on, it 

doesn’t, it can be so quick, it’s so, and something snaps, you’ve one job 

too many and that’s it and you lose it. 

 

I wish I was like that, you know, no one wants anything that they’ve got. 

But everybody is different, you might have a person who suffered from a 

heart attack, you might have stress and um, suffer a complete breakdown. 

You know? So everybody’s different, and you might have stress and go 

to the gym and just punch the punching bags so you feel great. You know, 

everybody’s different, and that the police, they don’t realise that up the 

top, everybody copes differently. 

 

The other thing is too, to, which also needs to be looked at in the big 

picture is that stress may not just come from the work place. But that it 

can be from home it can be anything and work or combined and not just 

say one trigger, and of them the trigger is not a major event. Um, human 

beings are designed to handle major catastrophes, we can handle 

earthquakes and plane crashes and all that sort of thing, but if you drop 

the soap twice in the shower you come apart. And that, that’s that PTSD 

coming in.  

 

I know what you’re saying and I agree that we have to look at a good um, 

page where a good page, page where, a good format and what not, but, 

even so, I think we need to, maybe arrange an email or something needs 

to be sent out so that people are aware of these sites exist. Um, a couple 

of younger trainees that I’ve had interested recently, I’ve just had idea, I 

wouldn’t even know to go to the bulletin board and look up any HR 

issues if I wanted to know about something. And unless they’re spoon, 

spoon fed the information, um, or directed on where to get the 

information, they sort of just, walk, you know, blindly in. Or, through the 

process, just like. It’s fine if they ask, but we are limited in what we can 

tell them. 

2.2 Identify absence/injury 

2.2.1 Organisational Culture  

a) General organisational climate 

The attitude of police is – no.  I’ll be right – she’ll be right – I won’t 

discuss it.  Um, is very obvious in my kind of child protection that, fellas 

don’t talk about those sorts of things.  We’ve lost one recently through 

the that kind of um, thought process if you like or that way to deal with 

it…but fortunately for that person they recognised the issue and got out 

of it. And sought help when they did, whether it was good timing or not, 

earlier would have been better.    
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They see you as a weak link in the chain if something, you know you 

should battle on even if your arms and legs are hanging and dragging on 

the ground. 

The mentality is that you choose to be like that [i.e., needing support]. 

 

…not be afraid of, of rehabilitation as a stigma … 

Not at the low level, well, at the low level, but also at the high level.  

You know sure, it’s a fact of life that we’re always going to have people 

on rehab.… 

It’s a part of business, and it’s just the way it is. 

 

Like the psychological effects of dealing with young children who are 

being sexually abused or emotionally or whatever, or even deceased, 

obviously that’s an ongoing sort of a thing.   

 

From my perspective, the time that I’ve had in the organisation is there’s, 

there’s two aspects to absenteeism issues and one of them is those that 

can handle the work, and with those that can handle, or can’t handle, the 

organisational climate.   

b) Fragmentation within the culture 

It’s treating you all as it’s a joke. … 

… And that’s the way that I have been treated.  We need that, that 

recognition of stress.   

2.2.2   Trust and ownership  

a) Trust in the organisation 

Um, that old 80:20 rule that 20% of your staff take 80% of your time - a 

lot of the time and they just think – “nup, can’t be bothered, too hard.  Go 

away” – I think that’s probably the case, and … 

c) Trust in support roles 

Most of the people here have all done a lot of rehab in their careers or 

whatever, but, there’s a lot of people out there that are taking anti-

depressants and all this sort of stuff and we don’t even know. 

 

They’re [i.e., PSOs] trained people for you to go to, if you know who 

they are in your station, to talk over a problem with. 

 

I wouldn’t go to a Chaplin. That’s just me, you know?  

 

I believe the HSO is meant to document a lot for cases where as, the 

police Chaplain that I was talking with the other day, that any 

conversation he has, he is not bound to document it. So that’s why a lot 

of people now go to the Chaplain because he does not have to document 

it. 

 

That’s not trying to blanket the, like all HSOs like that because I have 

had really good experience with some, but I have a lot more confidence 
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because I think of the confidentiality and the reporting – or the non 

reporting factor related to the Chaplains. 

 

That it’s clear – it’s stated that if there’s any conflict of interest or any 

conflict to, or anything that has occurred that is contrary to that then 

they’re liable for it. Know what I mean, so that at the moment there is no 

clear-cut guidelines that I know of.  

 

They’re all listed on the web site if you, if, that if, that they’re exactly 

what [Name] was saying. There is a PSO too – who are they? Unless you 

actually knew to be directed to see them. 

To trust them. 

To get the list of PSO’s that are within your region or command, then 

you wouldn’t know who to come to. 

 

But that’s mostly incidental. 

There does need to be a range of options doesn’t there? 

Yeah, hmmmm. 

Not everyone sits well with a Chaplin, not everyone will sit well. 

 

A lot of other people that I’ve had, um, interaction with at my station and 

outside of my station, um who were in a similar position and they just did 

the blanket thing is just oh I’ve got no confidence in that HSOs going to 

deal with anything. 

 

They were saying no, I don’t trust the HSOs. I don’t want to talk to them. 

So there must be a feeling, or some evidence for that, some … 

Sometimes there’s a reason. 

Yeah, yeah, maybe there is somewhere, but even if there isn’t, there’s a 

feeling. That they’re not trusted with the information. 

 

Well, I hate them [i.e., Chaplains] as everybody would know, anybody 

that’s employed by the service and who is acting on behalf of the service 

has a responsibility to report any information that they become aware of 

back to the service. Disclosure, they have to know. Um, if you take the 

case let’s say that I’m seeing dead people and not feeling all that flash, 

well, they can’t treat me, they don’t have to supply them with a service in 

fact. They only have to supply them with 30% until the grim’s over. The 

interesting thing in play is the thing that’s in play with the service. You 

tell them what happened, well I’m telling you what happened. 

You don’t, you not going to go down, the only one problem is you don’t 

want to go down and talk, step and put a label on all your freedom, 

you’ve probably got something that you’d say or not all together, but it 

just doesn’t happen. There’s no point telling them. 

2.2.3 Understanding Prevention and Rehabilitation  

a) Understanding issues and processes 

I don’t know how managers who aren’t trained or don’t have expertise in 

these areas are ever going to be able to diagnose people with 
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psychological illnesses or even, I think I’m quite fearful of people who 

are trying to do it in that they may do more harm than good.  

 

That’s easy stuff because that’s medical issues and then you go to your 

build up of stress and things like that. Well, for a start, when you’re 300 

klms away, how does anyone pick that up?  

 

As a manager, and I’ll defend the managers in the sense that saying is 

that there’s trained people who spend time and time again trying to 

diagnose people with mental or psychological illnesses, and even then 

can’t agree on it themselves whether they exist or don’t exist or what 

they are. So I think it’s unrealistic to expect managers in a working 

environment to be able to diagnose people with the illnesses unless, 

unless it’s a very, very overt illness which is usually going to be 

something quite catastrophic in the sense of how it manifest itself. So, … 

… So, I’m not sure how, where we can go from there so that all we can 

do is ask people or advise people to go and get, to see if they need help or 

talk to other people and so again, you’re getting back to that self 

diagnosis, well, if you’re that sick maybe you don’t know it anyway. But 

I don’t really know the answer to trying to, I don’t really know the 

answer to trying to um, identify people in very, very early stages of these, 

of these things. I just think, I don’t know how you would deal with it as 

an organisation. 

 

You know, how do, how do you pick that up talking to people on the 

telephone or on their computer? It’s really the only communication you 

have with anyone so, any stress that is building up, how do you know 

that? 

 

Once you get past that initial hurdle where you’re like, will I won’t I, will 

I won’t I, and even though you’ve like, you really, if you want to get help 

you’ve got to go down that path, I think you get over the initial hurdle 

where you’re kind of worried about it all. You really need somebody 

who knows how it all works and who you’ve got some kind of, um 

confidence in that they won’t go – just run, that as soon as you say 

something they go running off and say, well this person is going to be a 

problem. Um, when really you’re still kind of – which way am I going to 

go? …  

… um, you just feel like you are floundering. 

 

2.2.4 Prevention and Rehabilitation Systems 

c) Prevention systems 

Unless you actually um, are, are tagged on the back of an operation and 

you just go by default yourself, there is no clear process for identifying 

with any regularity any requirement for a debrief for a person who goes 

to dead bodies and …  
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uh, of all sorts of descriptions. And not only dead bodies, you’re looking 

at children who have been molested and burnt and used as ashtrays – 

whatever. Um, rape victims and all sorts of um terrible things, um, there 

was never any process put in. … It should be a pre-requisite that these 

things are done regularly, or – upon request. 

And timely too…. 

… But with coppers, they all pitch in and go back to what you were 

doing and maybe next week we’ll get around to it. And then they’ve got 

all that time to work on it, all that stress working on these people, you 

know.  

 

There are debriefs that go on I know like I’ve been involved in lots of – 

major investigations and there are um, debriefs that go on that are 

initiated by usually a co-ordinator of those projects or those, those 

investigations. And if you’re lucky enough, and you haven’t finished 

work or aren’t, or are at work the day they’re going to be done, then you 

can go. Yeah, if jobs permit. …  

With the projects – sorry – what seems to come out is that, um, what I 

thought of before was that it comes down to individuals. It does, was, and 

that, um, unfortunately, if you’re lucky to have a good boss. 

2.3 Inform core rehabilitation group 

2.3.1 Prevention and Rehabilitation Systems  

a) Support role co-ordination 

It’s isolated it, and there’s no-one co-ordinating, like, there, there’s 

people going to the chaplains, there’s some people going to a peer 

support officer, and there’s some going to a HSO. No, one doesn’t know 

what the other is doing unless they come together so, if there’s no-one 

co-ordinating that. 

2.4 Discuss with stakeholders other than the IW 

2.4.1 Trust and ownership  

c) Trust in support roles 

We’re better off to have rehab officers who go out of the central office. I 

still have a problem with a PSO telling me what my psychological 

problems are, and he’s bound to reveal certain information to the service.   

 

A lot of these roles are being served by officers within a certain area. 

PSOs, HSOs, special recruitment officers, rehab officers, WH&S etc. 

 

… like - Johnny Blogs’s mother is dying of cancer. And he needs to be 

there, he’s the only kid that she has got – so the common sense 

information must be given is ah, as [Name] said if um, ah, if somebody 

has got you know, a bad back or whatever it might be, it needs to be 

recognised that that information is a tool of safety. It’s not just throwing 
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information out saying – ooooh did you hear about Johnny? He’s got a 

bad back. – it, it’s for safety reasons. 

2.4.2 Understanding Prevention and Rehabilitation 

a) Understanding issues and processes 

If we were to bottle [Name], what is it? … 

I just think, I’d tend to understand that and people not usually involved in 

the rehab process, I just think that I understand what she’s told me more 

easily than perhaps other people. Um, she seems to relay the information 

on to me very easily and I can understand what she says, and then work 

out a step by step process in getting the job done.  

 

I think, um, [Name] is feeling probably a little bit more accessible, for us, 

as rehab coordinators. 

A lot more inquiries that I have now um, I’m not meaning to mention 

[Name]’s name, but, and I know that their roles vary, … 

And I know he’s got, and I don’t even mind if [Name] was standing here, 

just, it varies across the sort of information that I get from [Name], and 

it’s probably a little bit more formally delivered than when he would 

convey it to me, but a lot of it in e-mails and getting him probably on the 

phone at times was hard, but [Name] just seems to be able to convey the 

information when required as a bit more user friendly. …  

So I think they’re, that now is a position that has been a big stepping 

stone for us to get information across. … 

… I think she just understands people like myself. We don’t beat around, 

this process very often, you know, we might stumble in and we need 

things explained in a certain way, but yeah, that’s probably a good way 

of summing it up [i.e., talking the same language]. 

 

Is it something that should be addressed or is addressed with the person 

going on rehab, explaining that, it’s got to be done – look, you realise 

that everyone’s going to ask you what’s going on? What do you want to 

tell them? …  

I’m coming from a management point of view that, and from my point of 

view, … 

 

Is that something that you discuss with that person first to try and prevent 

this kind of problem, perceived problem [i.e., confidentiality] that you’ve 

identified.   

 

… Well, there’s ways of doing things, I mean, getting aside from any 

major physical injury and stress or injury like a broken leg, but, 

psychological illness, injury or an internal illness like cancer or whatever 

it might be, there’s ways of putting enough information across to 

management or whoever’s, you know, the relevant party without 

divulging the personal problems. 

Exactly. 

2.5 Decide who/how to contact the IW 
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2.5.1 Trust and Ownership  

a) Trust in the organisation 

I know I’d call it ‘touchy/feely’ stuff but it’s simple respect you as a 

valued member and I know you are missing and give us a yell if you 

need anything, it can be that basic. It’s just, we’re still here and we still 

know you exist. I think that’s important too. There’s a lot of damage 

that’s done to people who go off on rehab is (overspeaking) is about 

being cast out. 

 

Especially when it’s an organisational issue, when the organisation is at 

fault, then stuff the organisation. I have worked for them for like 25 years 

and I put in a guts effort and I put my family on hold and stuff it, they 

haven’t given me a phone call to say – how you going? 

Yeah. 

And that’s sometimes where we need to learn to take the person out of 

things because often, I don’t know, the contact or how well someone is 

how the contact is maintained and how well people are actually treated 

through the rehab process a lot of times it will depend on who that person 

is. 

Absolutely. 

 

What I’m saying is that they’re upset and they’re angry and whatever 

else and um. … We not only should be looking after these people 

because that’s an entitlement that they have, but it’s also the 

responsibility that the supervisor has.  

b) Ownership of prevention and rehabilitation: 

My feeling would be that some of us, not only go to work because work, 

police work is stressing them out, the last thing I’d be doing is going to 

the police station and going to police functions or involving themselves 

with police officers, that’s just, my way of thinking, um, it’s not to say 

that they, they’re the options, I know with the last case that person was in 

constant contact with the PSOs and HSO all the way through that twelve 

month period which ended in that officer being medically retired, so, I 

think, and informally going around knocking on the door and you really 

have to ask the person if they want it or not. 

And we see the injury in that person, or you have a chat with his wife 

about it; do you think it would be appropriate for us to come visit; and 

her saying to us; no; we prefer it if you didn’t visit. 

Whereas a pretty good example of present physical injury, people 

continued to telephone him, to find out how he was going and he was 

quite interactive still with the rest of the staff um, so I think yeah, you do 

have to hand pick it. It is very much like [Name] said, a case-by-case 

evaluation if you see it that way. 

2.5.2 Understanding Prevention and Rehabilitation 

b) Understanding roles and responsibilities 
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I don’t know, do they [i.e., regional HR/rehab] want us [i.e., local OIC’s] 

to communicate with people [i.e., IW’s], or do they not?  

 

Come back there again, who’s like looking after you? Um, because I 

know like I, when I’ve been off on stress, the first time there was just 

hopelessness, and the second time, and even though I, I had no doubt, 

like my old senior sergeant now is want, wanting to get to inspector, he’s 

still, ran, like interference between the hierarchy and myself, because 

I’ve been off for like ages and I, like the district officer down here – oh 

you should just go round and see how he is – he said you’re not going out 

to his place when he’s off on stress leave. You know and it’s just, you 

know, what are they thinking? …  

Well I don’t have a problem with the rehab co-ordinator 

having…(overspeaking) not, not ..(unclear) I don’t have a problem. 

Yeh, rehab should. … 

… So that, what can we do about this? 

The rehab co-ordinators – do you feel that they have under their belt all 

these strategies? …  

No, no, no. 

 

Put it to them, do they want us to or do they not want us to? Because I 

think, having tried to communicate with people and, yeah well, getting 

information doesn’t really work for me. 

2.5.3 Prevention and rehabilitation systems  

 b) Leadership responsibilities 

… in front of her … year old mother – they arrived there unannounced. 

The mother was taken to hospital because she was … What would they 

have done if she had died on the spot? And this woman’s on stress. 

3 Map 2 – Responding 

3.1 Seek information / assess needs 

3.1.1 Trust and ownership  

 b) Ownership of prevention and rehabilitation 

I guess that’s something that I feel is quite valuable to make sure that the 

rehab co-ordinators are the right sort of people and the only other 

comment I wanted to make was we were talking about it, the contact with 

members that I suppose, one of the barriers that we, we come up against 

is that we have a husband and wife team both being police officers, you 

can’t tell us, that we have to deal with this, that you’ll have one member 

saying - you can only talk through the partner – and that is a real trap we 

fell into in a couple of cases where we were maintaining contact through 

their request with the other partner and they actually went their separate 

ways, we then have this partner saying – but you never contacted me – 

and so we actually consciously changed the way we’ve done things to 

say to test that – is the doctor saying you know, talk to the partner, we’re 
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saying – well, no we’d rather talk to, we’ll talk to you, but we will not – 

so I guess, for us there’s been some challenges and things that we’ve 

learnt in injury management I guess we, we’ve still got a way to go but 

we feel we’ve made some situations better.  

3.1.2 Understanding Prevention and Rehabilitation 

a) Understanding issues and processes 

I just went to a presentation last week at the industrial relations branch in 

respect to the grievance process and that’s now being sort of written in, 

and it made it very clear, like, everyone in the room knew exactly what 

they were talking about and I got back to the office and actually had an 

instance where an officer was actually off and the name’s come up before 

and that’s usually not a good sign, so this person had actually rung my 

injury management person and said – well, no one’s contacted me. – now, 

and one attempt had been made to ring that officer the day the officer 

went off sick but there’d been no follow up because … 

and it gets harder and harder the longer it is left… 

….he was seen as a problem person and I said – well, you’ve got to take 

that person out of it and also keep all the people informed – like, they 

didn’t let us know that attempt had been made to contact him so, so when 

the officer rings up and goes – you don’t give a damn about me, I’ve 

been off for a week and no one’s called – there’s not that communication 

or we haven’t supported each other and let each other know who’s 

attempted to make contact and that sort of thing. 

 

I am not dealing, as I say, with K-Mart employees that, that can go 

elsewhere. Um, and I don’t deal with the, with the victims or the 

prisoners, I deal only with the police. 

3.1.3 Resource provision 

b) Support role staffing and resources  

Monday mornings you’ve generally got four or five people that have 

been hurt at the weekend and it, it’s the same amount of paperwork for a 

hurt pinkie as for a broken leg.   

3.2 Decide next steps 

3.2.1 Trust and Ownership  

a) Trust in the organisation 

Are we talking about injuries in general or are we talking about just work 

related injuries? In the sense that like, some of our long term injuries in 

rehab happened outside of like, like [Name] was playing football. …  

Even though things like that might mean three months or four 

months. 

That’s what most of them are. 

Yeah well, that’s right.  
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3.2.2 Resource provision  

c) Rural and remote resourcing 

I think one of the things is problems with reality or the way that they’ve 

looked at them and sorted it out is that you can fly somebody from 

Townsville or Cairns or down to Brisbane for 100 bucks, and once again, 

from here… 

You’ve got to come back. 

Yeah, 800 dollars is nothing…. 

And um, that’s a lot of money. And then you, you’ve got your number 

crunchers down there saying – cost, cost, cost.  

… and um, so, that needs to be overcome.  

3.3 Allocate support person/s 

3.3.1 Trust and Ownership  

b) Ownership of prevention and rehabilitation 

We’d probably have more confidence in them [i.e., external 

providers] … 

… Certainly, [Internal RCO] probably got more brains and intelligence 

than someone that we’re coming in to use where confidentiality could not 

be breeched. 

 

… and we all have different personalities, that they were just stuck with 

me and that was it. I felt sorry for the poor buggers actually. Um, yeah, 

because they didn’t have that choice. But we’ve certainly changed a lot 

of our systems now to improve that. 

 

I suppose. Yeah, definitely. 

[Disagreeing] Now, I don’t know that’s … otherwise you wouldn’t see 

him. Because with him there’s a lot better issue. 

 

They either had me or me. Whereas at least now, because we’ve got 

more trained, they can have someone else within the area. And um, I 

mean that must have been hard for some people because we don’t all 

agree, … 

c) Trust in support roles 

So, I’m going to be trying to bring someone back on line, from [Town], 

[Town] or [Town] and I’m just trying to find the one like I had and bring 

them back to the mission I had here, which is more important. 

 

Where they’re in your own work environment and they’re having input 

into your rehabilitation package and knowledgeable of whatever your 

particular issue is um, and there’s either conflict or confidentiality being 

breeched um, and a lot of it has to do with getting the wrong personalities 

as rehabilitation controllers in that they do have a specific problem. 

3.3.2 Understanding Prevention and Rehabilitation 
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a) Understanding issues and processes 

A lot of um, there’s a very um, sort of lack of understanding amongst 

police here of the process, … 

 

I’ve got a crook knee, I can’t come in – they’re not put on a rehab plan. 

Ah, they go back and do the duties they were doing and you sometimes 

question well, - why is this person back here doing these duties? Then 

he’s not, then he is, then he’s not. And ah, who’s managing this person’s 

rehab? 

3.3.3 Resource Provision  

b) Support role staffing and resources                        

I am the Rehab Coordinator … in the last 12 months I have been given 

some support staff as additional rehab coordinators but up until then I 

was doing it on my own with nearly 200 staff.     

 

If I got to a stage where I was having problems, that’s where I call on my 

regional injury manager to step in …  

…and also in personality, like, when I was the only person there, they 

had no choice as me as rehab co-ordinator. 

 

… and I will say to her – hey look, I seem to have a problem here, are 

you able to come in on this one with me?  And yeah, I will seek that 

support if I find that I’m finding that I’ve just got that little bit of 

difference there and … 

3.4 Lodge WCQ claim 

3.4.1 Organisational Culture  

c) General organisational climate 

… and then when I finally decided to go down the proper WorkCover 

path and then at the end of it I wondered why the hell I even bothered 

because it was you know a waste of time, but it was, the, again it was the 

stigma thing.  I think um, especially when I think when constables and 

senior constables when you get a bit of service up I think you, you’re 

more worried about it – what affects you in each shift.   

3.4.2 Trust and Ownership  

c) Trust in support roles 

You’ve just got to know who’s answerable to who and your rights to 

anonymity and know well that there’s (unclear) 

Well, when it comes down to it, … 

So you know… 

And there can’t be. 

There can’t be. There never will be and that’s just the way it is.  

3.4.3 Understanding Prevention and Rehabilitation 
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a) Understanding issues and processes 

When I started realising that it [i.e., stress] was becoming a problem and 

I needed to, get out … extricate myself from the problem I didn’t know 

where I was going to go with it coz I was alright, you know. 

 

Until you go through it [i.e., WC claim] and actually have a decent rehab 

co-ordinator – which are like hens teeth, um, then you just don’t know 

and that’s part of, I think that’s part of the mystery of it because, people 

are, if people knew I think they’d be a bit more, they wouldn’t be so 

hesitant to go well this is happening. 

 

Having gone to doctors for strain, stress and physical injuries myself and 

knowing how pathetic the service are, whenever I’ve had people in my 

QPA group that I’ve seen have the same dramas as me has given me a 

better insight to be able to look and get in and say look what, say where 

you’re at – you’ve really got to you now get in and put in a WorkCover 

claim if it’s work related and this is the steps that’ll happen because it’s 

all a bit nebulous and no-one knows. 

 

I think it’s once you kind of get to like a middle management level where 

you kind of a vanity basis – you’ve seen what it’s like [i.e., stress, WC 

process & stigma] – you kind of understand where, what’s happening to 

a certain degree up above you but you also kind of understand where 

you’re at with what’s below you. Then you kind of, you kind of know 

what some of it is left over from market forces, for want of a better term, 

are there impacting upon people? And so you’re probably in a better 

position to say well, let’s give them some options.  

 

I didn’t know I could do that [i.e., claim for an aggravation] and I failed 

in my, my second claim because I didn’t know I could do that, it was 

continuing from the first one and no one told me.  

3.5 WCQ eligibility decision 

3.5.1 External stakeholder relationships  

b) Insurers, regulator and public mandates 

I really think that’s why they’re known as the doctors for QPS. Any 

physical injury – they’ve been OK. It’s difficult at times but they’ve 

always looked after us. But any psychological injury associated with it, 

even though, well, even … 

 

It all depends on the experience of the assessor. I’m getting rubbish 

accepted, and if someone can’t get a psych claim in through the front 

door, they tack it on to a secondary to a minor physical injury and then 

it’s automatically accepted, and it’s being investigated, but we’re not 

having any wins. 

We’re finding that the WorkCover employees are better than the external 

assessors. … 
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… We go to a lot of trouble to provide the WorkCover assessor with a 

list of names to be interviewed and the ones that aren’t terribly confident, 

barely scratch the surface and the ones that are will look into it. … 

We’ve been very pleased in recent times that the ones that are 

questionable are being scrutinised very closely by WorkCover. 

I don’t think the relationship with WorkCover is a problem, I’m quite 

happy with them knocking claims back, as I said before there’s HSO’s, 

when a case is genuine it stands on it’s own merits. That’s fine, 

WorkCover will accept them without any problems. It’s the ones that are 

questionable that WorkCover are scrutinising and are really thoroughly 

talking to the claimant. 

 

You see, Peter Beattie came out and said that, I can’t remember exactly 

but, workers’ comp weren’t going to acknowledge stress claims. And, 

and it was in the paper. And that’s the time that I went through and I had 

none of it, no chance. 

 

WorkCover are, to my mind showing a trend of if they can’t see a 

reasonable time limit between a traumatic incident and a claim being 

accepted, it may be arising from an organisational issue, they won’t 

accept it. And we’ve got a few issues on at the moment where 

WorkCover have declined to accept a stress related claim on the basis of 

an experience that’s been called on that is some years old and others, 

with very similar circumstances but where the critical incident is much 

closer in time. 

 

I think um, as our HSO recently said herself, that the claims that are 

genuine don’t need her support, don’t need her intervention I should say, 

not support, um, the ones that aren’t are the ones that are calling on her to 

support them. And there are those that um, are clearly self justified and in 

their circumstances and all the rest of it, and stand alone, they don’t need 

any additional factors to be considered. I think WorkCover are actually 

starting to maybe look at it more um, cynically? Um, they’ve had a long 

time serving the police service now and they’re probably a lot more able 

to discern that something might be questionable and they look a little bit 

more deeply. … 

… In our area they seem to call on various people to be assessors. We’ve 

got one who’s a failed solicitor and he’s just absolutely hopeless – just 

woeful. And um, so we have a lot of trouble, our injury management 

people up there. 

3.5.2 Prevention and rehabilitation systems  

d) Rehabilitation processes 

And it seems everything seems to hinge around as soon as WorkCover 

closes the case, and they close the rehab file, and then 

they ….(overspeaking)….and it’s all good, and they never speak, … 

 

3.6 QPS decision about psychological and other support needs 
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3.6.1 Understanding Prevention and Rehabilitation 

a) Understanding issues and processes 

Their wife and children can’t visit every day in hospital if they’re 2000 

kilometres away. So, that’s got to be taken into consideration, so, we’ve 

got these respite houses etc. but in cases like that … 

 

There’s no support for your family at all. Even, like I had something that 

was fairly up front where I received a bullet wound – my wife had no 

counselling – nothing.  

 

You wouldn’t ignore the doctor that says these are the symptoms, this is 

what you have to look out for with your workers, and you know they 

have every, they educate everybody so that you can go “I feel unwell”, 

I’m not well, you go OK I’ve got a problem here, you need to be moved, 

we need to look after you.  

 

There was, there was maybe one or two in the vehicles. My wife didn’t 

know. 

Um, and that could be related to any sort of stress injury there needs to be 

because as I’ve just said, I’ve known blokes who are stressed at work to 

cap their wives and kill them you know? Because the, their wife is on 

their back “what the f**k’s wrong?” and you can’t talk to them because 

they don’t know what’s going on at work so there’s no extended like, 

they say that police in, I know a lot of coppers who are more of a family 

but, in terms of the organisation there is no, there’s definitely no family 

involved it’s like a business like anything else and uh, even the language 

changes now to it is business. 

b) Understanding roles and responsibilities 

I think yes [i.e., the police can learn from Defence], I do believe that. 

 

Out here, I have to, I’ve got to look after the members’ dogs, you know, 

and their cats and make sure they’re all ok you know, because if you 

desert them you’re not doing a thing. Um, so I think the HSO’s could be 

um, better defined if you like, as to what they do. 

3.6.2 External Stakeholder Involvement  

d) Semi-independent collaborations 

Sometimes maybe a manager may listen to an outside person who’s been 

in the system [i.e., ex-police] on, and um, you know, without feeling 

threatened … 

 

I got onto the Legacy people just recently, and ah, to try to get onto their 

board, and um, they are, they fly under the radar all the way through. 

They seem to have a really good way of dealing with ah, legacy issues 

and other issues, you know like, people who are, or family member 

whose ah, husbands, wives, whatever have died on the job, and they 

support um, their family through certain processes and things like that. 
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… whereas you know, if he’s an inspector and I’m an inspector and, and 

[Name]’s got a problem um, [Name] comes to me and then I talk to you 

he feels threatened. But as an outside person who, who’s got a bit of 

maturity and that comes and talks to him, without causing a problem, he, 

he might, he might not feel so threatened. 

3.7 Initiate interventions 

3.7.1 Trust and Ownership  

a) Trust in the organisation 

I think what is being done [i.e., early independent assessment and 

intervention] as well as, or what can be at the moment with the 

framework we’ve got, meaning the provisions of the Police Service 

Administration Act and the human resource management manual and 

given the time and money. 

 

… and that’s another big problem that we chaps at rehab have as rehab 

co-ordinators, that they don’t know what’s in the HR manual. … 

Their actual role’s written down for an OIC, … 

… It’s fine to have it in black and white that this will do and this will do 

and this will do, but you always hit personalities.  

 

I am there to look after the police officers with this hand and the AOs on 

that hand, and what my advice that I give to the police officers comes 

straight out of the Act, so they are not arguing with me, so it’s like trying 

to argue with a police officer about going through a stop sign, he doesn’t 

make the rules, he polices the rules, that is exactly what my job is as a 

rehab person or as a safety person. 

 

… there’s duties of an OIC – they’re all written there. It just needs to be 

added. It’s a part of co-ordinating HR. 

We’ve even got a regional policy in regards to what a district rehab 

officer is supposed to be doing. 

Right. OK. So it’s all out there. But there’s gaps though isn’t there? 

We should just do it. 

b) Ownership of prevention and rehabilitation 

That’s why it’s very difficult for people to write policy in Brisbane about 

every, you know the policy on these things because out here it doesn’t 

work. 

 

When a policy is drafted in Brisbane, there’s, I mean, just, by sheer 

numbers it’s going to be drafted towards the top of the population in 

Brisbane, to the South East, but, it needs to be flexible enough for the 

area like this or for up north to be able to say – well, what works there 

doesn’t work here, we need to do such and such. – and um, in terms of 

um, people on rehab here, ah, the internal resources are pretty good but, 

with rehab officers, myself, the PSO’s, etc. um, certainly, ah, the health 
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professionals and the other allied health professionals out at [Town] 

leave a little bit to be desired, um, but, we’ve got to be able to work 

around that and, as I say, not simply be directed by Brisbane to accept 

somebody here if that’s going to be detrimental to the, that person to 

come back to work here.  

 

Yeah, but they select that person. 

Yeah. 

They can go to anyone? 

Yeah. 

In the early intervention they can. 

In intensive case management I think there were preferred providers. 

3.7.2 Understanding Prevention and Rehabilitation 

a) Understanding issues and processes 

You have some kind of case management service that is apparently 

available. … 

Do we? 

Apparently we do (laughing) 

 

So I think you need a system where if my wife could be there too, and 

my brother, or my sister or a family member – that is quite OK. You 

know someone to sit with, when we’re talking to the rehab person. 

Because it, it, it mellows the rehab person I know it would be, you know, 

because you get those other dynamics, and they’re not left out of the loop. 

They’re your only support. 

b) Understanding roles and responsibilities 

Thankfully we haven’t used that very often [i.e., intensive CM]. …  

Have you seen how many letters there are involved in this crap? 

 

The process I think is, from my perspective, is convoluted, it, it could be 

streamlined. Um, I think we’ve got to streamline it in a way where 

everyone can understand. And probably the other thing would be, … 

… The processes would stand for us out, not saying that anyone’s not 

trying to do the right thing, it’s just sometimes the, the, the filing doesn’t 

work. 

3.7.3 External Stakeholder Involvement 

b) Insurers, regulator and public mandates 

Once you been through the mill once, and you know how WorkCover 

operate, … 

 

They couldn’t do more for me, um and ah, it’s ….  

Very different – it is. 

3.7.4 Resource provision  
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b) Support role staffing and resources 

You cannot tell me that anybody that has another job can do the rehab 

properly because I’m telling it now, I cannot do it myself and I’m doing 

it full time.   

 

… because if I did I would go and sit in there with him and do HR stuff. 

Right it took me 3 years to convince him. Now he does the sick leave 

bank, now he does, and this is where [Name] and them are probably 

getting swamped and this is my point where does it stop and I reckon 

they are sucking on the energy of rehab coordinators. You know at the 

regional level, because they are using them to do HR functions.   

 

There lies the problem because somewhere along the line, somebody’s 

butt’s going to get kicked through the Court for not doing up the case 

notes or for not getting the document signed in order 

or …..(overspeaking)…because the case notes are so important. If you 

leave a phone message, and you know, no one there, write it down. I 

mean the exact time. 

4 Map 3 - Intervening 

4.1 Absence/recovery process 

4.1.1 Trust and Ownership 

a) Trust in the organisation 

I don’t think they are serious about rehabilitation. They’re only taking it 

on because they have to ... , which is unfortunate because you are going 

to get people who are going to leave the job.   

 

I think it’s sometimes about what management doesn’t do. Um, the 

problem may have having a bit, you know have been created by a lack of 

action or intervention or managerial guidance it becomes a, or deemed to 

be a rehab issue or a rehab co-ordinators probably isn’t addressing the 

problem or you now, they’re having time off or whatever, and you get to 

a point with the person where it, you get them as far as you can with the 

rehab and it not necessarily being a rehab process that is require but 

that’s what is used. Um, and then you can’t go any further, you’ve 

reached the, a point where the situation isn’t resolved entirely um, and 

unless there’s managerial intervention in an appropriate format um, then 

it’s never going to resolve.  

 

Because there’s an insurance claim involved, there’s money involved and 

it’s like, for example, um, a bank when it gets robbed. The only reason 

they have CC [i.e., closed circuit] TV’s in there is because of insurance 

and if they didn’t have them in there they wouldn’t get insured. It’s the 

same for QPS, … I don’t think there’s a lot of um drive to stick with 

anyone healthy, 
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Maybe you need someone [i.e., to be involved in a case conference], 

almost like, you know with the union where you get, like the 

administrators elect a representative, … 

See someone in the union would, is someone who’s not going to take any 

crap. 

 

I believe that maybe a system where if I want to like, have a friend here, 

or my wife, you know? I know now my wife had been in a rehab meeting, 

that person wouldn’t have been such a bitch. … 

Because she had to come and meet my doctor, a totally different person. 

 

We need a standard for the section of rehab in every region seems to be 

different, you know we’re all working out of the same book but, people 

interpret it differently. 

Every conference I get up made …for the last….that I’ve been here, I 

said, … every rehab person, every region is a ship, and it’s 

essential…..metro north, metro south and we’re all going in all heaps of 

directions and the managers sit there and say; that’s very good lads, now 

who’s next? Because they don’t want to get it and run with it. It’s too 

hard - too hard.  

 

Don’t we all agree, it’s already written down? And there’s no point going 

back and saying that this needs to be changed and that procedure … 

No – just get it out there. 

It’s all there. What we need to do is get somebody to get their hand up 

the back of the puppet and say – read that, right, that’s what you do. 

Just this sort of coaching that you were talking about, is that a useful 

thing? You know, where an OIC can actually say – what do I do next? 

Give him a ring, how do a talk to him, or I’ve got to ring him, how do I 

do it? …  

They’ve [i.e., management] got to be open to it [i.e., coaching].  

 

And rehab by definition means that it will have an end. You don’t rehab 

someone for 5 years um, generally. You know, without the continuing 

improvement and that type of thing and this is where some of the things 

just, either they fall through the cracks or if, you get a status quo 

happening or something then all of a sudden something else happens and 

it’s like – well, what are you picking on me for? You let so and so stay 

where they are for – you know however long whereas if it had maybe 

ended and the rehab clearly finishes and the managerial, or management 

action then starts and has a resolution then the situation will truly be …  

b) Ownership of prevention and rehabilitation 

It just happens without any consultation with us [i.e., local management] 

at all in terms of what may be good bad or indifferent. …  

And I guess, and it’s probably the right way to go but, the, I guess the 

individual is always looked after over the top of the organisation. Like 

the organisation actually involves a lot of other individuals too now, I 

sometimes think that, like, I’m not sure that the balance they’ve got there 

is right.   
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Everyone’s waiting for him to come off rehab (laughing), but these are 

the things that happen. You know, it a, that’s what, I find as a manager 

with this rehabilitation process we don’t have, we have absolutely no role 

whatsoever, now that could be just here because we’re so far away from 

[Regional HQ] where the rehabilitation people are and our work place 

health and safety people are but, we’re pretty well told what’s happening. 

 

I think rehab has been, in this case, directed by [Regional HQ] and then 

Brisbane in one particular case, we’ve got a person here that is back of 

light duties and is supposed to be, it’s a psychological injury by the way 

and they’re supposed to be getting outside help and they have got, and I 

won’t say because I think that it is wrong but, they have got two of those 

counsellors with somebody that only knows them in [Regional HQ]. And 

I’m not sure where it is, it doesn’t matter and they won’t tell anyone. 

Telephone counselling in a case like that is about as good as watching Dr 

Phil … 

c) Trust in support roles 

How much is this problem with rehab officers though? … 

Here you’ve got a person who is supposed to look after you and she’s 

pushed you to suicide.  

 

Yeah it might be a big problem but she’s just another person you know? 

And she, she forced me, well, you know, I got to the thinking why not 

blow up the entire building. I told you how I did it – it’s bloody simple, 

but to her …. You know what I’m saying to you? 

 

I’ve just had an admin, an administrator that found a body, she um, she’s 

been a mess, that’s the one they went around to say to her, and saw her in 

front of her mother, um, so, suddenly, at one stage you always feel like 

you’re the only person out there, and you feel awful but, then if your 

colleagues come along and give you support, and it just needs one person 

to start off with, How are you going? … 

… Um, and, and then, and I’ve been able to do that with her, and in, you 

know, I’ve said – oh, I had a cup of coffee with [Name] – oh how’s she 

going? So then before you know it, half a dozen other girls want to go 

and have a coffee and a chat. 

 

A phone call. Are you doing OK? Is there anything I can do? Would you 

like to meet me for a cup of coffee? 

Someone you trust, not some bloody spy, you know?  

 

One of the main points that my HR brought up for me not long after I got 

back after all that time was about rehab co-ordinators don’t have 

confidentiality. And my immediate statement to him was – when did they 

change the Act? And he said, oh, is it in the Act? I said, yes it is in the 

Act. I said you’ve got to lock your files away, you’ve got to, you know 

you can’t talk out of school, that’s in the Act. You know, and you’re a 
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rehab co-ordinator, you should know. What was happening was that he 

rang up one of my rehab co-ordinators that was in another district, … 

… I’ve got to know that. No you don’t know that. And that’s where it 

come from. I had probably 12 to 18 months of trying to convince him 

that it’s not our job to go and blab to him. 

4.1.2 Understanding Prevention and Rehabilitation 

b) Understanding roles and responsibilities 

I think that some officers that are off work probably could have a bit of 

an input, but they’re safe because they’re on rehab and they have a 

medical certificate and that. 

They hide behind it. 

Yep. 

4.1.3 External Stakeholder Involvement 

a) External service provision 

Well, I know well in our case up in the [Region], we’ve got a clinical 

psychologist that we use. She is brilliant because she’s, I suppose, well 

aware of the aspect of her profession as it relates to policing. And it’s a 

little bit different, but no, she’s great for that. The problem is using other 

outside resources that aren’t really that knowledgeable of the internal 

aspect of policing.  

 

I had a lady from the Commonwealth Rehab Service – she was fantastic. 

… took me through thinking processes and that’s what fixed me up.  

 

I reckon they [i.e., GP’s] are good. …  

I had an independent psychologist, I went to who, he was very good. He 

knew the police system … 

 

Unbelievable. 

They put me onto her. They said go and see this lady. She was fabulous 

and she really fixed me up. And through, … 

I completed it, and I was alright from then on. OK, she was great. Don’t, 

whatever those thinking processes were she got out, focussed, but she 

was a good lady to do it with. 

 

Mine was really …  

Yeah, I had a fabulous one. 

Very good. 

So linking with GP’s is something that has to happen more - less? 

More I think. 

I reckon more yeah. 

… knew the particular person, because he’d had people from, you know? 

 

We had an officer who didn’t see the same doctor twice, because … 

 

So what do you think about external providers? 
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As long as they’re bound by the confidentiality. …  

I think it’s a great thing. Um, but then you’ve got the problem, well if 

they don’t understand the ah, the QPS aspect, or any, for that matter any 

sort of large beaurocracy ….if they’ve never had any experience with it, 

hopefully someone would have went in and, with Queensland Health and 

understood it. So, then ,yeah, without an understanding of sort of, 

bureaucracy, and the power, the power trips that some of our managers 

do go on, then you might, you’ve really got to source your provider well. 

Yeah. …  

… Policing, from the, the civilian staff to the officers themselves is still a 

very closed and different place to work. But it changes all the time. So 

it’s a little bit different to the, to your, large a like Coles Meyer to even 

the fire service or even the ambulance service. 

4.1.4 Resource Provision 

b) Support role staffing and resources  

Our HSO, you know there’s one and she’s working her ass off and I 

know that and I’ve had some dealings with her and I find her really good. 

 

With some rehab co-ordinators, this is an add on role and they’re already 

really busy people and they don’t necessarily have it, and the 

organisation makes claims that – oh you know, AC’s will provide time 

for rehab co-ordinators to do their work – well, they don’t.  

 

If you’re able to be rostered one or two shifts per roster just to 

concentrate on your files in rehab. That would be a huge change. 

 

Um, and in that 12 weeks they [i.e., HSO] agreed to see me once and 

only because I decided to go down that WorkCover path.  And then I got 

put off for another 6 weeks and never saw her again.      

         

You remember that they [i.e., QPS part-time RCOs] are doing other jobs 

as well.  Their case load, some of them might have two or three on rehab, 

or maybe just one.  And they have other functions they have to perform 

as well and some of them [i.e., RCO’s] might also be panel convenors, so 

they’ve got panels to do or whatever.  And so it’s, it’s really quite 

difficult.  And they try their best. 

 

I was the safety / rehab co-ordinator for the whole region, I was doing the 

hands on rehab, I was making sure they were doing the paper work, I was 

doing everything for them, and right, dead set, I was running around in 

circles, I was passing myself on the way back. It is, it was, as it is that 

busy of a job, it’s a shocker. And I don’t think people outside this room 

could begin to get a hold and grip on it – of how much work’s involved 

in rehabilitation. … 

And you can’t do rehab when, like to do your rehab properly as a 

[substantive role], as a one hundred other things that I do, I can’t do my 

rehab properly, I can’t be out there with the people. The only way you’re 

going to get good communication and get people back to work is to visit 
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them, is to be in contact with them, to support them - you run out of time. 

You finish up doing it after hours, weekends, and in the end you get to a 

stage where you burn out or you go hey, I can’t do this anymore. 

 

Dedicated would be good in many cases. 

 

You know, a district co-ordinator would be fine, provided we could still 

support them with our, ah, police officers doing rehab around the district 

- especially with that day to day, that distance factor.  

 

It is coming back to rostering, like you said you’re a rehab co-

ordinator, … 

 

We’re very lucky to have a very supportive assistant commissioner who 

actually does support rehab co-ordinators. I won’t say that that 

guarantees that they get time, in addition, but what it does mean that the 

work that the rehab co-ordinators do is actually quite valued within the 

command. 

 

I think it’d be great for each district to have a designated rehab 

coordinator – that that’s their job.  You know, It’s not an ‘add on’ to 

someone. You know, the trouble is the further west you go the more hats 

people have to wear, they’ve got this add it on, add it on, …, now 

fortunately, you know I’ve got absolutely wonderful people out there 

who just do amazing work with minimal support, with just, you know, 

just minimum of everything and yet, they produce these amazing results. 

c) Rural and remote resourcing 

If somebody who could relieve you for a period of time where you could 

be rehabilitated by using a larger area or just not going to work until you 

were better, then that takes the stress off you and stress off the 

operational side of your station. 

  

We’re fairly well looked after, with our accommodation, and our 

equipment resources, I’d hate to think that that would drop, simply 

because we’re going to change and put all our money into relieving 

squads coming out here, because that 95, 98% of the staff will suffer for 

that. 

 

 I don’t know that there’s ever even been enough accommodation if the 

injured person is living in a police house and you want to send somebody 

in to help in running the station, where are they going to live?  

 

I’m saying is that whilst, whilst rehabilitation is important, and that 

people are worth spending money on, um, I’ve got to be, you’ve got to be 

realistic about what we can do for them. 

 

So, it’s things like that as well. Then there’s the, the medical attention 

and other attention and ah, and some of these small stations they’ve just 

got the flying doctor’s come in once a month on the clinic run. Um, so 
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you know, so we, out here it is very different, the distance and the 

amount of services um, and certainly our major incident care is with the 

flying doctors service and it’s all good and wonderful but, in terms of 

rehab, again, it’s a nightmare. 

 

You know, this is Queensland secluded police stations, so if they need, 

let’s say with a break and they need to contact physio then we have to … 

it, and quite often they just send them to [City]. 

 

The GPs down here are very, they’ve seen things that can happen out 

here, they’re not, probably up to a certain standard that they can say; well, 

he’s got back to work um, let’s make a proper assessment of anything 

that might be wrong with you and get yourself back to work; and like 

[Name] said, they will err on the side of caution, certainly with the 

transient ones coming through, again it’s not easy for them to say when 

and how long you want off. … 

So it’s a bit, probably a qualifications and skills coming from that as well. 

d) Miscellaneous resource issues 

Not based on how they’ve seen them for the last fifteen years or anything 

else - purely on what they’re told. Now that’s obviously going to cost a 

significant amount of money and the financial strain may be prohibitive. 

 

I’m asking for a specialist doctors to come out here within a week of 

them being assessed so that the specialist can make an independent 

assessment and finally say; look, now that person can come back to work; 

or; this person needs one month and that’s about it; or this person will 

never, ever be right; um, and those calls need to be made.  

 

The money that they use and, like money is, is volunteered, like I provide 

money for Legacy and a lot of other policemen as well, but mainly their 

structure, or they, they could provide some advice, possibly in this 

situation because, you know they’re not only dealing with people who 

are killed on the job, but people who have committed suicide and other 

things and they have to follow that up. 

4.1.5 Selection Processes 

b) Support role recruitment  

If you are committed to actually making a change, and that’s why, I’m 

quite happy to do rehab work. … 

You can give your best efforts rather than someone who’s doing it 

merely for a promotion or for advancement.   

 

I’ve tried to but, well, as has been said before, I feel that I know what’s 

happened to people and I can at least provide some empathy towards 

their problems. I might not be able to because of work commitments be 

like your sent, sometimes hamstrung to, to give then the value that they 

need – assistance that they need. 
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c) Promotions  

The situation is not resolved. I have one, my ah, rehab person who was 

bucking for promotion and wanted to be, look good in the eyes of the 

district officer, all my mates would come around, how you going mate? 

Stick with the routine and then he comes around later with a print out 

from the computer about getting out of the QPS straight down on with 

because I was in form on the district officer’s side anyway as a union rep 

and it was pushing. 

4.1.6 Prevention and Rehabilitation Systems 

a)  Support roles coordination 

What’s the role of the rehab officer? (laughing) …  

Yeah, good clerical roles. 

Yeah, we’ve got to try to be clerical, that’s not the experience of a rehab 

officer. 

Yes, their training is very clerical. 

Very rigid….(overtalking) 

I don’t know what they do because I’ve been off 12 weeks this year for a 

knee injury I got in January and I haven’t seen a rehab officer yet. …  

At the moment they [i.e., RCO’s] are now are recording, they, they are 

there to a) in the, get you in the insurance process and to b) get you back 

to work. … 

Otherwise you get phone calls from blokes higher up and that half the 

time people can be away for four or five weeks or so and they’ve had one 

phone call. … And um, she hadn’t had the chance to meet me.– ah, der – 

you’ve walked through the same building every day and um, he said I’ve 

heard you’re not going to go to the doctor. But that’s not why he rang of 

course. It was going to cost them $800 to say did you go and I said no 

I’m going – oh, oh I heard you weren’t, and I said good on me. …  

That was the only contact he had with me in three months. 

b) Leadership responsibilities 

I rang the barrister’s, the solicitor, who said put him on the phone, and 

suddenly he went to jelly, oh mate, … suddenly I was his mate he said 

I’m only doing that because I’ve been told to come over here, he said if I 

was in her shoes I’d be just looking after myself. … 

If we could have a system where there was some advocates who are 

independent. 

d) Rehabilitation processes. 

… it’s a model [i.e., Legacy] that works. And they do provide a good 

support for people. 

4.2 RTW 

4.2.1 Resource provision  

a) Human resource management 
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Civilianisation takes away so many potential rehab areas. 

 

And dare I say it, but the organisation I don’t believe really has the 

capacity to continue to accommodate people that can’t be engaged to 

undertake operational policing. Because it’s not in, 90% our, I mean, that 

is our core business. 

 

That’s all money. 

… where once upon a time they did move people into supernumery that’s 

not actually happening at all anymore. 

 

I certainly think it’s [i.e., rehab] underutilised. … 

… So every time something came, he wasn’t working the front counter, .. 

 

I’ve worked rehab in reverse. Right? So instead of working rehab with 2 

hours a day and working up to your 8, you know how they’re pregnant 

here at 8 hours a day, I’ve had a plan worked out where they’ve come 

down to 2 – 3 hours a day and that saved their sick leave, and they’re still 

back at work and they’re on reduced hours until they finish.  … 

Because otherwise what happens of course is that they go off sooner.  

 

What would have to come out of it is kind of a non-operational work is to 

actually put someone in an alternative role. … 

What it means is that a definite catchment of police positions and how 

positions currently undertaken by police officers that civilians could 

actually do. So in doing that you’re actually reducing the especially in 

the regions, the number of options you can have for rehab… for the 

potential to return to work for some people. 

 

Pressure on them…yeah. 

On the person who’s doing a full job. 

So is there any instance where someone might go in on a supernumery?  

No, that would never happen. 

 

I’ve got one on rehab, worker has just been away from our station since 

last November, she could perform alternate duties at a different section 

where she obviously prefers to our station and trying even though I got 

her back to 5 days a week.  I can’t get her back to our, to our section – 

it’s just -  I tried to get her to return to work when she came back in last 

month – but we bring her back, and she was happy with it but because of 

it, the contact with her, the doc knocked it back. And it extended her 

current for another six months.   

 

… we had one bloke who, who, was on long term sick leave, from a 

personal action he was judged sick and couldn’t work general duties, but 

we had him at the station Monday to Friday, you know he could work 6 

hours and he had a, we knew he lost his arm through it – bad blood 

transfusion and…..and so he um, we had him doing all our fraud 

investigations.   
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b) Support role staffing and resources 

It’s time consuming. Yes this is a big thing – time consuming. It took this 

lady days to pull it all together. … 

… there was no list to say well, these are the duties of, these are the 

positions that could be available within the region.   

c) Rural and remote resourcing 

Some of these stations are, they are like elevated, so even without a 

wheelchair, even with a gammy leg, we’ve got problems just accessing it. 

 

Say if the injury is occurring here like a broken leg, could they work and 

run the radio? But in [Town], you go and the next station’s 16 hours 

away, there’s only 100 people in that whole town, they can’t go to work 

and run the radio down there, it’s pointless them being there.  

 

General duties is the core work that occurs out here. And there’s really 

very, very limited options for people who can’t perform general duties.

  

 

This is a fairly modern building but, we’ve got wheelchair access, it 

would be one of the very few in the outback that does have this, that’s 

just a common one. 

 

It basically comes back to a resources issue where you get bombarded to 

go back to work early, or to work on your own, before the injury is gone.  

 

There’s solutions [i.e., to providing suitable duties] there but they are not 

cost effective because the stations are probably relocating that person to a 

much bigger centre like Townsville, or Cairns, Brisbane for the sake of 

an injury. 

 

We’ve only got a number of certain duties that are performed out here 

and generally, those duties have got to be performed by a police officer 

who can perform general duties. 

 

… divisions being single officer or two officer stations. At best they’ve 

got two bullet proof vests in there, one alco-meter, one radio, I mean, you 

can only count ten radio’s so many times to make sure they’re all there. 

 

Now, in Brisbane, he could possible go to a specialist and something 

would take one hour or two hours to see – is this an issue, is it not an 

issue – here, it will take a week. Because they have to fly to another area 

or, drive to another area to get just an appointment, and to be treated to 

see if there is something wrong, now that hasn’t even taken into account 

that there is something wrong, the waiting time period, or any time 

period that we’ve got to put that person out of work, you know? 

4.2.2 Prevention and Rehabilitation Systems 

a) Support role co-ordination 
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I think, so they wouldn’t be cao-taoing to the HSO and they wouldn’t be 

cao-taoing to the district officer. They’re totally disassociated from it and 

they might, I don’t know, maybe they’ll be able to manage your rehab a 

bit more, a bit easier and be able to fight a little bit more. 

b) Leadership responsibilities 

They [i.e., OIC’s] just think that they can step in if they don’t like what I 

have done and go ‘I don’t want him there I want him there’, or they will 

pick a person, they are rehab, on return to work, they are on light duties, 

well I can utilise him there I have a hole there, whether it is appropriate 

or not is another matter.  

 

I would ask of such person would he be willing to front the doctor in 

court … 

If that’s the way you want to go sir, I am quite happy to as long as you 

can put it in writing for me.  

 

Because as she says we can have people like the district officers and an 

OC who is sometimes very good but sometimes they just want somebody 

doing that job, they see this person is surplus, they don’t see them as an 

injured party returning to work and needs to be cared for, they are seen as 

surplus, they are not on the road so we can use them here. 

… would you be prepared to go to court, would you believe the injured 

worker saying he should be sitting there or the doctor who says he should 

be sitting over there? … 

I am not going to argue with the doctor. 

 

The other thing is that I had an Inspector come up to me only last week, 

‘an inspector should be the human resource manager’. … This guy has 

been in the service he knows what it is about, he is the one that has done 

all of the hard yards, he knows all about police work, not some AO … 

So in fact that may address some of the issues that you are talking about. 

e) RTW processes  

I can see a lot of flaws in the system and I can see where people slip 

through the cracks and aren’t really helped back into the workplace as 

maybe they should be and they aren’t supported while they are off and I 

think any improvements that we can make would be great.     

 

Well, unless you get an advertised position. You know, which is even 

rarer. So a lot of times you’re hamstrung because you, you remain within 

the command that you’re, that you can’t actually function within. 

 

I see the system when people do come back from rehab or my role 

mainly is. We should be detecting this before it gets to that stage but 

unfortunately trauma injuries you can’t do anything about but other 

injuries and other illnesses you can and facilitating people back into the 

workplace and helping them while they are off. 
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You can’t go outside that command unless you apply to the sub-

committee if you’re sworn, sorry, and um, on merit well they will say 

well, yes, this is supported by the service, we’ll give you a lateral transfer 

to here because you want to develop yourself and you thought that you 

need this other development because you can’t stay here anymore. And 

that’s very rare. 

 

Well, there doesn’t seem to be, there just doesn’t seem to be a QPS 

policy that is specific in managing [RTW], and um, other than the 

guidelines that we’ve already got that we know is managed to a certain 

extent but, but, to support people under rehab – there’s nothing there at 

all. … 

I didn’t want to be forced out even after I was shot. I didn’t want to be 

forced out and then, then the same thing, the pressure was put on to say 

look, it might be time for you to move on. And just take the money and I 

didn’t want to do that. 

… And what else am I going to do there? You’re just a floater. 

4.2.3 Organisational Culture 

a) General organisational climate 

And they send you somewhere and treat it [i.e., stress] as if you, got an 

infection, or a disease, and they don’t want to go near you. 

Honestly… and they look at you and you’re sitting there and they won’t 

talk to me – “will someone tell me how to do this job?”   

 

It comes back to that chief mentality that the hierarchy had, well, if you 

don’t want to work for me why would you work anywhere else? 

 

It’s not that people don’t want to work, um, and it’s just part I think the 

energy of putting them in the position where they can.   

 

They don’t think it’s unrealistic to think that, in part, that you can have a 

major issue at work, and people not to know about it and talk about it, 

have their own speculation about it.  It’s unrealistic to think it’s never 

going to happen because it is going to happen – you can’t, it’s just not 

possible because something’s changed and everybody’s picked up on that 

change…… 

It’s human nature. 

b) Fragmentation within the culture 

“I don’t feel that, I don’t feel that amazingly strong myself anymore.” … 

I think also it depends on the nature of the illness.  Um, if it’s, I guess if 

it’s someone who sprained their finger, or who’s broken an arm or 

something like that and you can see an end date to it, it’s fairly, fairly, 

well it’s maybe a little longer than a month for a broken arm.  … 

Then there probably are things that in the short term you could do. ... 

The problem with psychological injuries is that, no matter what you do, 

you never see them bleed…     
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That [i.e., restricted duties] sometimes then can create I guess, some of 

those other negative things that you spoke about earlier where you’ve got 

maybe people walking around, not, seen by other people to be 

not…doing very little indeed and being paid exactly the same money as 

these people are getting paid to work weekends, night work, … 

4.2.4 Trust and Ownership 

a) Trust in the organisation 

But the realities are, we’ve got all these policies – we operate under ALL 

these policies. 

We cover everything. 

QPS pays lip service. 

But people don’t know how to use them in their favour. 

That’s right. 

That’s the problem. 

The management do though. 

 

I mean I’ve read the policies – they were fabulous to work with, I said I 

want to come back to work. And they freaked out, because where are you 

going to go? See once you come, on, off, you’re away and you come 

back and you’ve been on rehab, so he says go and see so and so, the HR 

manager and he went straight on the phone so quickly – ring so and so to 

say [Name]’s coming down & find out what he’s going to do. And ‘so 

and so’s’ sitting there going, um, um, like, um ,what are we going to do 

with you? 

 

And we can say down the track well, or before some tribunal – yes. 

Everybody got training in anti-discrimination so it’s not our fault. It’s 

their fault.  – and um, it’s the same sort of thing with rehab I think in a 

sense that we’ve got to be aware that if we don’t look after these people, 

we put the organisation in a culpable position. So it’s not only an 

entitlement they [i.e., injured workers] have, and it’s something then we 

can also show to their spouse, that - yes we do care. Now, there’s no need 

to be that angry. 

b) Ownership of prevention and rehabilitation 

Well, it’s in my own opinion that it shouldn’t be choice of that person 

that they go to the people, if it’s work related, and it’s about them coming 

back to work, and they say – oh well, I don’t want to go to that 

psychologist, I want to go to this one - because that one happens to be 

their sister-in-law and will give me an easy go. That’s not good enough.  

 

I think probably the greater risk to that would be the officer taking 

advantage of the situation, knowing; well, I can sit here and bludge 

basically while my job is being done; and there’s no pressure being put 

on them [i.e., to return to work]. 

 

When we were asked to say, well what do you think you would like to do? 

I didn’t shirk, I was back to work within 2 weeks of being shot. OK a 
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couple of things happened later on down the track, um but there was no 

committed consultation or anything. 

 

It’s [i.e., return to work on suitable duties] got to be agreeable 

Yeah, yes. 

Mutually agreeable. … 

It’s dependent upon your personnel officer who might say, well no, that’s 

not agreeable with us. …  

Well, what about here – well no I can’t do that or what about here, well, 

no, I’d like to do this …is there any way to accommodate that?  

 

When that somebody that’s going to assess them from the point of view 

of being a police officer, not just being a client. 

 

The mines, they tell you which doctor you can go to, and which 

psychologist to listen to, they will engage the outside help that if it comes 

to rehab they use their own people. 

Because they need to know, they need to know if somebody can go down 

underground, …  

And everyone’s assessed off that same model then. 

 

It’s the operational type that come back to work who, we probably um, 

we’ve um, probably got more employed, with us, whether they might be 

telling us the truth, when we, specifically ask them questions to mould 

their return to work, um, documents, or they’re not being honest with 

their treating doctors um, if they sometimes can get a bit of a conflicting 

thing, including information from a doctor, say, of what they can and 

can’t do as what they’ve told us or what we’ve heard, um, and you know, 

it can all affect the time in getting back to work. And we can’t get all the 

accurate information then. 

c) Trust in support roles 

Senior sergeants and inspectors have their place, they should be able to 

understand the process, yet I’m not sure if they always make the best 

rehab co-ordinators. Um and they shouldn’t be using intimidation tactics 

to get connies back to work. Um, which is what’s happening in some 

cases. 

 

So basically we need to know if somebody’s on rehab. You can’t stop the 

concert by putting out correct information that is not breaking a person’s 

confidentiality – that’s important. Um, and the ah, the idea of the PSOs, 

HSOs and others not keeping confidentiality is more a myth than reality. 

Um, and I can only speak from here and it stems for myself and the PSOs 

here, so I know there are leaks occasionally but, it’s not a generalised 

thing and somebody needs to realise if they break a leg and there in here 

on light duties and they’ve got their leg in plaster, people are going to 

notice that.  

4.2.5 Understanding prevention and rehabilitation 
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a) Understanding issues and processes 

They are police personnel, and when they’re called onto a job out there, 

then they’re a soldier, and when they’re taken out of it by physical or 

psychological or both injury, it’s much more complicated. 

 

We do need to get those higher level people engaged in the rehab process. 

 

They don’t seem to have any comprehension of what the guys are doing 

out there on the street or even really want to know. They are up there in 

their little ivory tower, they have made their promotion and they are not 

involved with it anymore so they don’t have an understanding of the 

injuries or the length rehabilitation required or graduated return to work 

and perhaps the ability to ever go back on the street and there are a few 

of those around. 

 

In the returning to work process, there’s no education of the person 

returning to work, look we know that you’re going to be stressed, we 

know that there’s, but also be aware that these other people around you, 

perhaps they’ve been informed, perhaps they haven’t, but you are aware 

before you get back, rather than sitting there thinking, who knows that 

I’m, I’m off my tree? 

 

No direction and you know everyone wants direction. They want some 

parameters with which to work with. They know, well this is my job and 

especially on rehab I feel, in my experience, I need to know these are my, 

these are my parameters. So I don’t have to worry about anything else 

that’s associated, outside of my parameters to worry about. 

 

And if you ask, well then you could put up a list of whatever they could 

do and some people will just, just won’t do anything or protest. And 

some people will go out and do things and they’re not supposed to and 

you don’t know that. 

 

I’ve identified like, half a dozen place here where people can go, to 

identify them, I mean, we’re always looking. I’m in the communications 

section so, we’ve got civilian radio operators. And I’m not saying that 

everyone can do that job, that there’s police jobs in there that they could 

do to assist our staff numbers. … 

We look for people who are on maternity leave. You know like, within 

the command, because if they’re on WorkCover, a lot of the other 

regions don’t really want to take them on board as well, because if 

something did happen then that’s on their insurance gain so, we’ve 

looked to see within the command for who’s on maternity leave and they 

can’t fill those positions. And then we’ve normally got 12 months or 

something in that spot where we can utilise people. … 

Yeah, because she had a horse background. And you think oh we’re 

better off having her back to work for a few hours rather than not back at 

all, and in the end you’ve got to go and convince the AC that look, they 

can give her these tasks out there as well, but she had to, we had to make 

sure that she understood that it was only very short term. And that’s 



354 

what’s got to happen, you know. It’s like, I’m out here now – I want to 

stay. 

 

I think if you have the full time rehab officers you’ll also need to have 

some other consultative process that they can consult with um, other 

representatives within that, you know, that district or whatever, who can 

give them some valued advice or some feedback as to what is the best 

way of doing this. 

 

And when you say that you have got management who are coming 

through that are not grounded in actual policing skills or haven’t done it 

for a long time, they are not sympathetic to the cause of the injured 

police officer. I’ve had an inspector say to me oh they are going soft, 

they are going soft on me, there was this guy that had, had his foot badly 

run over from the ankle through, it was all ripped and torn. … 

An understanding. I know I don’t know about anyone else, being with 

district officers and inspectors, the senior sergeants because they are not 

out there with them, they don’t have an understanding of the process. 

 

There lies another problem as far as rehab goes, when does rehab stop 

and alternate duties start? 

Or is alternate duties part of rehab? 

That’s right. Is it a combination of – or whatever? 

But we’ve had people on alternate duties for two years – so you think 

that … maybe it’s permanent then? 

 

OK hang on, you’re on rehab. My job as a rehab co-ordinator is to get 

them back to work 8 hours a day, and show me that they can work for a 

period of time without problems. Well that might be a month or two 

months. OK so that’s 2 months you’ve got? Yeah, that person’s done that. 

Oh, but unfortunately he’s working in intel, instead of in a traffic job. So 

then we look at the absentee list and say, is he actually still on rehab or is 

he, or is he actually being moved? 

 

The problem is that police officers aren’t just ordinary public servants 

working in a department. They’re sworn officers here in uniform and 

they carry a gun. They are NOT your bank teller or your, you know the 

person that works at Centrelink (laughing).  

… than somebody that works for the department of health – joke – um, 

and those obviously need rehab, it’s very different. They might be shifted 

from Queensland health to housing or something, that’s no big deal, but a 

police officer in uniform, they’re a trained officer, they’re not, they’re 

not a public servant, they’re not an administrative officer. 

 

And I think that the executive has to be very open and they, they have to 

be realistic, like not everyone is going to be placed, who are in rehab are 

going to be placed where they want to be in order to perform rehab. 

 

The mentality is that you choose to be like that. 
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When I had RSI, really bad I was working in [Department], they say 

you’re supposed to walk away from your computer every half hour or 

something. For anyone that’s ever in [Department] just entering data, 

some of those reports are so big you’ll be sat there for 5 hours. Because 

of the levels of data your entering, because they have to be spot on, 

imagine doing a raid on someone’s place and it’s the wrong address and 

all that, your concentration is very high. So you don’t just get up and go 

oh, I’ll have a bit of a stretch – you would never know where you were 

up to. You have to stay there. You know and so that’s the way, um, they 

treat you with a ‘you want something wrong with you’. 

 

I don’t think there’s any education of those persons returning to work 

either, that they have any idea of the expectations possibly of other 

people, and, and I, you know I’ve, and more I know this probably 

personally that they don’t really care what those other people, and they’re 

not thinking about it when we come back to work, because if brought to 

our attention then maybe we’ll consider it and then maybe, you know 

some problems might be alleviated because of that. 

 

I’ll go away, I’ll come back. Is it realist…tell them – is it realistic or not? 

You know, things like that. Like, everyone would like to do, like I would 

like to do something else, I would like to be the Commissioner for 

example, (laughing) but I’m not going to. An example, oh I want to fly a 

jet, well, that’s not going to happen. 

 

We actually as com-cos, we’ve got two people who are – one blokes on a 

returning to work, and another bloke he’s um, who’s got a crook back 

and who looked like he was being boarded out and we though oh well, 

we’ll have him as a extra. So he’s surplus to out gazetted strength. Um, 

property office is another spot people could go to, and I realise there are 

limitations with what, how much people can list, and how far they can 

stretch on return to work programs, but that’s another spot that I think is 

underused. Even in district and regional offices, um, and even with 

assisting an inspector with station inspections. Is something that, you 

know, and I know internal audit and inspected branch debit sort of stuff 

but, each district has their own, you know, station inspections. And I 

think they’re just some of the things that aren’t … 

One was the communications area down here, and there was nowhere 

really within that centre to rehab that person. You know we’ve sort of 

said now where would you like to go? If you were allowed to dream, 

where would you like to go? And well, what did she say? One of the top 

little areas out in the horse squad, out there. 

Really? 

 

Well, my point is, the inspectors on the board. If they know that 

someone’s bludging on the sick leave bank, and all I say to them is – I’m 

sorry, it’s your money that they’re using. It’s your days you’ve put in 

there. I’ll leave that with you – next minute it’s not supported, you know? 
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In the perfect rehab process they would be educating the work place that 

they’re returning to as well. 

In what way? 

Well, Blogs is returning - you can expect this much or, don’t expect that 

much or that sort of stuff, that’s part of a rehab plan. 

It just, and I know that does happen, but it doesn’t happen consistently, 

yet it does depend on the sort of person you’re talking to and the 

education, and the awareness of the person who is talking to them or the 

training of the person. 

It would be nice if that could happen. 

It would be. 

…and everything, and I mean, don’t know how you can be, how the 

individual concerned would let the rehab co-ordinator know what they 

needed for their return to the workplace and the rehab co-ordinator can 

then have the discussions and something or other. 

We’re finding in places where we’ve got a um, a fair structure of rehab 

officers in place so that the information does seem to get them back into 

the workplace and then it becomes part of the understanding amongst the 

co-workers. 

 

Other workers have to know that this person’s on rehab and they’ve some 

type of condition that prevents them from doing full duties. And for 

safety, they need to know exactly what those are. Look, not exactly, but, 

the general nature of what their restrictions are not so much what the 

injury is. 

 

Some people seem to think, and again and I’m not saying who did, but 

some people who’s [Relative] seemed to think that we can just magically 

move them wherever they like, and give them any job that they require, 

when they know that time is for him, they’re supporting him as a police 

officer. They’re not supporting to um, for to cook meals for the station or 

make sure that the break fridge is full or whatever, they’re supporting 

him to do a job that the community expects them to do and that’s why 

people who have greater life experience who have seen just how hard it 

is to manufacture something to suit a particular individual doesn’t always 

work. 

 

You’re still only looking at ah, a 10 or 12 people that all are operational 

on the road and ah, you don’t formulate a position unless you’ve got facts 

and figures working out how to place a person to make sure that the 

person who is coming back under supervision has got a supervisor with 

them all the time, and the actual policy could be that we ask 

[Neighbouring District]. 

 

I mean, they may be able to do a certain number of jobs, and other people 

are different, depending on what they’re on light duties for. 

Yeah. … Yeah. 

Then that can come back and bite you on the arse for it. 

b) Understanding roles and responsibilities 
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I have been a rehab coordinator for many years and it didn’t dawn on me 

to what was happening to me was that, yes I go out and do the right thing 

I bring him back to work, but all of a sudden my HR manager is saying 

what shit have you got on him that we could get rid of him. Hello, no 

can’t do that – you know. Why not? - surely it’s not all work related, you 

know, no - sorry can’t do that, but you could see what they wanted us to 

be, they wanted us to be two people even though we were rehab 

coordinators, a rehab coordinator is to get the person back to work. 

 

Some HRs have a little trouble upstairs of getting a grasp on where it 

finishes right, but I sort of buck the system really quickly as to when I 

have got this guy back to work, my job as a rehab coordinator is just 

about finished.  

 

… or where they come back to their previous role – they are demanding 

rights and what have you even down to their childcare or what have you, 

I think there is a lot of issues there with the person we’re bringing back 

as well as the service. 

Yeah, it probably suggests the need for more clarity in the process on 

both sides. 

4.2.6 External Stakeholder Involvement  

a) External service provision 

I just have to phone up and make an appointment. I deal directly with the 

GPs, but I find the specialists which don’t co-operate … I’m waiting on a 

workplace checklist for three weeks.  

 

I don’t have as many problems with the doctors. Yeah 

 

When you’re speaking with a doctor and they’re saying – well we’re 

going to risk getting this person back to this job – they have no idea what 

the job is.  

 

There’s been an actual case where the GP actually gave the officer two 

months off. When that officer saw a psychiatrist, the psychiatrist actually 

said the best thing for this person is to remain at work, not to be given 

complete removal from the work place. 

 

You send even them a PD position description and the knowledge of the 

doctor about what it is this person will undertake is often very limited so, 

it requires a high level of um, discussion on the part of the rehab officer 

or on the part of the, letters involved with the HR or the HSO to actually 

explain to the doctors what this all means. But what we, and if you’re 

talking society and greater context, they’re overloaded themselves, so 

they’re having time to talk to us and put aside time um, some of them are 

charging us now just to have, to talk to them over the phone or to have an 

appointment with them just to be able to discuss this sort of stuff.  

 



358 

There needs to be something put in place from the QPS higher level to 

assess and, and um, ah, engage the medical people um, so that they can 

give definite directions and say – right, you can go to doctor Blogs but 

you can’t go to doctor Smith – um, so that doctor Blogs is um, registered 

as a provider with the QPS. 

 

It’s not just lack of communication, it’s lack of understanding of the 

work situation for a police officer. Um, and ah, there is a tendency 

throughout outsourced medical and allied health professionals to take on 

a whole new attitude and say – well, we know what’s best for the client – 

but, if they don’t understand the very concept that um, ah, police officers 

work in then they can make more mistakes especially when it comes to 

their psychological well being. …  

… or whatever it might be. Um, it happens in other organisations um, it 

happens in the military, why wouldn’t it happen in the Queensland Police 

Service? Where ah, doctors are brought in and given a, given a work 

indoctrination. 

 

We’ve got another doctor here, she’s been here for about 15 years. Um, 

long-term police have been here know these doctors very well, we know 

them personally, I think it impacts upon the way we’re being treated, the 

way we are assessed, and the way that they give the time off work, I 

know one for a fact is, it’s just like a blank cheque, I want, I want a 

month off, and there’ll be a signature for a month. 

I don’t think it’s appropriate for those Drs to be treating or assessing, 

policing in respect to WorkCover matters and even in the um, bigger 

stations, that straight away for a month, when it may be a case of, the 

best thing a person could do is be to return to work quickly. 

 

The bottom line is that a lot of the doctor’s out here seem to relieve, they 

are only out here for a couple of months on end and it’s hardly great for 

them one on one. Also, some people just don’t want to come back to 

work. And therefore, they tend to express, what they have, express their 

feelings and injury and illnesses differently to the doctors. Um, and the 

doctor’s obviously going to go on with the information they’ve been told 

by the patients, you know, our observations count for very little, when it 

comes to them doing up their letters for us to do their return to work 

plans, so, the trouble is at that end.  

b) Insurers, regulator and public mandates 

We had people down there helping him out, but he’s still in a division 

where he is living in the community and … 

 

And if, if it, and than can have nothing to do with an injury process, they 

could be in there, they could be in the backyard celebrating a christening 

of their child, but there’s an expectation that they’ll still provide a 

policing response.  

c) Cross departmental linkages 
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I’m on a committee in [Town]. It’s a host rehab type ah, committee and it, 

what it is it’s a number of government departments, we meet every 6 

weeks, we – primarily it came from the department of industrial relations 

in Brisbane. … 

Yeah, but we also have a policy on it. The positions are there – I didn’t 

know about it until about 2-3 years ago when this committee kicked in. 

We were all told – go back look back to your department’s policy on this 

and I said oh Christ, policies – I hate policies, so anyway, I go back and I 

say hang on, here’s my little baby right here. … 

 

But that’s the idea is, is that if they can’t do something, realistically, the 

so called back – and I’m a great believer that I will find something for 

somebody anywhere to get them back to work. I don’t care what it is, I 

will guarantee you I will find something for them. Now, I’ve had people 

from the ambos up there at the same committee telling me they can’t find 

jobs for 4 of their people. And I said, look up the hill, it’s the biggest 

hospital in Australia, send them up there and let them help in the kids 

ward. They’re ambulance attendants, all of them, you know, go to ANE, 

help them out, the nurses are stretched to the eyeballs, help them out. 

You’re talking a pretty significant cultural shift, where departments, can 

work together. …  

Yeah, that’s how we get across to all these and other jobs. 

It’s great. 

And they only go for the expressions of interest that, like for emergency 

services and that. 

The idea, the idea is not only for a rehab purposes as well, but when 

they’re working they may say to you, I never want to come back to QPS 

and I want to be, I’ve always wanted to be a gardener in our old state 

school. Oh, OK well we’ll see what we can do. You know, so you’re 

actually what you’re doing is giving him say 6-8 weeks rehab plan, to – 

if he really likes mowing grass, and if he does, hopefully there’s a 

vacancy there and they’ll take him on. That’s the idea. Unfortunately 

with our system in QPS, can you imagine taking, say a firie or ambo on 

and putting them into the … that area as well? 

4.3 RTW maintenance 

4.3.1 Prevention and Rehabilitation Systems 

d) Rehabilitation processes 

You just see these things happening all the time and it’s obvious that 

somebody has got all these problems and the service and WorkCover 

gets out of things on a technicality. But because the case is closed, the 

magic wand’s been waved and all of a sudden you’ve got no stress.  

e) RTW processes 

It wouldn’t surprise me if a lot of people came back in and simmered for 

ages and I thought I was well, but I wasn’t. 

And I didn’t’ even know it. And no-one, … 
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4.3.2 Organisational Culture  

b) Fragmentation within the culture 

That’s it, they [i.e., sworn police officers] don’t find it [i.e., AO work] 

meaningful, they find it demeaning, and there is still, for a lot of 

people, … 

And that’s you know, that’s nasty and it doesn’t sound very good but that 

is an attitude and you try, even people who are medically retired – unfit, 

they have that option some of them to come back as AO’s  and not many 

of them do it.  

4.3.3 Trust and Ownership 

a) Trust in the organisation 

No one can tell me where rehab stops, because in every region it stops 

here, it stops there, or down there. 

4.3.4 Understanding Prevention and Rehabilitation 

a) Understanding issues and processes 

I went off, I took a day off and next thing, the people in the office said to 

the boss, oh, [Name] did this, so he said, oh, write a memo, so he got four 

memos, he’s called me back in on Monday and I broke into tears, I 

collapsed. And then I knew I wasn’t well.  

 

And this is like a couple of years later. So, I had and he goes shit and 

then he was, more caring and I just, I couldn’t believe it that I did, still 

had it, and I can come back after rehab. …  

They weren’t, they didn’t know. And the guy that yelled at me, he’s not 

well either. … 

There was all this shit going on, and there’s one contributor and he, he’s 

yelling at me and I’m yelling back, … 

And every now and then, even after all these years, I do get a glimpse of 

it and I recognise it and I really, I wonder if you ever get over depression 

you know? 

Yeah. 

Even when you are back at work something can just be starting to get to 

teary, just because you’ve been on stress and you wonder whether gees, I 

wonder if anyone knows I was on front counter where I was just so 

stressed with all the spoons, screaming and yelling people up there on 

medication, and you, it’s not easy. 

 

But I’m not out there, sniffing bodies and stuff, but at, in a position 

where I’d be receiving bodies and other things, I said – have you any 

idea, of like, yeah well, of my background? You know? You know, I 

know I’m not going to flip out or just go insane, but, it’s certainly a 

thinking well, that’s an opening for me to make another claim thanks 

very much. And that’s ridiculous. 
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It says get them back to work. Now if that work means sitting over that 

side of the desk for 8 hours a day, then I’ve done my job as a rehab co-

ordinator. 

 

The idea of rehab is to get them back to work, it doesn’t say get them 

back to their own job. 

 

Maybe we need to also be a little bit more flexible about, whether we 

have, I mean, I don’t have a lot of rehab experience, but what the goal of 

rehab is? Returning back to that position? Back to exactly the same? 

That’s right and that’s the part of rehab that I was advised about a month 

ago, is that right? If the district officer is happy for her to remain, if his 

attitude is, well at least she’s back at work 5 days a week –let’s just leave 

it in 6 months, then that’s fine – OK, you’re happy with it. I’ll leave it for 

6 months. I’ll put it on the backburner - but, you know, but if that, I need 

that kind of feedback from him to say - oh well, no sorry, we want you to 

keep trying to get her back to her station - well then, so do we go then by 

what the bosses want as such? 

4.3.5 External Stakeholder Involvement 

b)  Insurers, regulator and public mandates 

They [i.e., claims managers] all seem to focus around oh, I’ve got to 

close the, close the claim and I might just as well close the notes, if this is 

not on going, you know like we, how’s things going? Are you still back 

in Ok and are you managing in your work place alright? There’s none of 

that it’s like, oh well. 

WorkCover said to me, um, they wanted to offer me three and a half 

thousand, and I said no, how does that fix me up? And you know, a 

million dollars wouldn’t fix me up. You know it was the problem.

 




