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ABSTRACT 

The phenomenon of work stress is ubiquitous and has been the source of 

considerable attention over the past few decades. Work stress is a common problem in 

human services, particularly in the area of rehabilitation. The prevalence of this 

problem for rehabilitation has, however, been fuelled over the last two decades by the 

rapid growth of the insurance-based rehabilitation sector in Australia. The expansion of 

this sector has created a major market for rehabilitation practitioners.   

Using a qualitative research paradigm, the current study examined the insurance-

based rehabilitation context in Australia.  Specifically, this study explored the influence 

of this context on the experience of work stress for rehabilitation professionals.  

Although attempts to account for work stress usually focus on the qualities of the 

individual and organizational factors, the current study has responded to the call in 

occupational stress literature to examine this phenomenon at a broader, contextual 

level.   

Twenty-five rehabilitation professionals were asked to provide visual 

representations to illustrate their experience of the insurance-based rehabilitation work 

context.  Interviews were conducted with each participant to elicit a more in-depth 

understanding of this experience. The findings revealed that the insurance-context 

appears to be characterized by inconsistency, chaos, confusion, and a strong focus on 

profit and cost effectiveness as depicted by the themes Maelstrom, Co-dependent 

Liaisons, Implosion of Responsibility, Legislative Pluralism, External Trumping and 

Greed.  The deleterious influence of this context on rehabilitation professionals 

manifested in several ways as represented by the themes Impotence, Cynicism, Going 

Through the Motions, and Betrayal.  A metaphor of a virus was used to provide a 

context for understanding how rehabilitation professionals were infected by the 
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stressors inherent in the unhealthy contextual environment of the insurance sector.  

The results of this study have important implications for informing future 

policy, practice and research within the rehabilitation industry.  Clearly, the health of 

the insurance sector needs to improve to ensure the well-being of rehabilitation 

professionals such as those who participated in this study.  Improved health of this 

sector must include a greater respect for the profession of rehabilitation. Also crucial to 

the improved health of the sector is consistency in legislation and procedures that 

underpin rehabilitation.  In addition, rehabilitation professionals must accept 

responsibility for enhancing their core competencies if they are to inoculate themselves 

against the harmful influence of the broader insurance context.  Strategies to inoculate 

rehabilitation professionals against the infiltration of these contextual stressors must 

include an understanding of business administration and policy.  Finally, the findings 

suggest that unless the health of the sector and the rehabilitation professionals improve, 

poor rehabilitation outcomes are likely to continue to plague the insurance industry and 

the experience of work stress and turnover among rehabilitation professionals will 

remain unacceptably high.   
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CHAPTER 1 
AN OVERVIEW: WORK STRESS AND BURNOUT IN HUMAN 

SERVICE PROFESSIONALS. 
 
 

“If we all worked on the assumption that what is accepted as 
true is really true, there would be little hope of advance” 
(Orville Wright, 1903). 

 
 
 

Introduction 

Work stress is most commonly defined as ‘the harmful physical and 

emotional responses that occur when the requirements of the job do not match the 

capabilities, resources, or needs of the worker’ (NIOSH, 1999).  The issue of work 

stress is ubiquitous and has been the focus of extensive investigations in human 

service workers (Brewer & Clippard, 2002; Dollard, Winefield & Winefield, 2001; 

Guerts, Schaufeli & DeJonge, 1998; Inglehart, 1990).  Less attention, however, has 

been paid to this phenomenon within the tertiary rehabilitation context.  Tertiary 

rehabilitation in this regard refers to the provision of vocational services to people 

with injury or disability who are considered to be post acute and physically 

independent. 

Rehabilitation has experienced significant shifts over the last decade as a 

result of factors such as streamlining and cost containment (Lougheed, 1998; 

Owen, 1992).  These factors have been influenced by a range of social, political, 

economic, environmental, and personal pressures (Chubon 1992; Jones, Fletcher & 

Ibbetson, 1991, Walker, 1999; Walker & Weigmann, 1995), placing rehabilitation 

in a state of constant flux (Arches, 1991; Buys & Kendall, 1998; Chinnery, 

Campbell, Churches, Houston & Prophet, 1995; Parkes, 1990).  Consequently, the 
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work context for rehabilitation professionals1 has become complex, uncertain, and 

demanding, creating the potential for work stress and burnout.   

Further complicating this work environment has been the rapid growth of 

insurance-based rehabilitation in Australia.  Legislative changes over the last 

decade have made vocational rehabilitation mandatory for injured workers and 

those injured in motor vehicle accidents (Hawkins, 1993; Purse, 1998).  The 

impetus for the introduction of vocational rehabilitation was to facilitate an early 

return to work and/or function for injured persons and to reduce the associated 

compensation and social costs (Johnstone, Schopp, Harper & Koscuilek, 1999; 

Wehman, Sherron, Kregel, Kreutzer, Tran, & Cifu, 1993; Wood & Morrison, 

1997).  This change has led to the creation of a complex context where 

rehabilitation professionals must operate within a system that has many conflicting 

demands and does not always support the goals of rehabilitation (Buys & Kendall, 

1998).  Indeed, Barrett, Riggar, Flowers, Crimando and Bailey (1997) found that 

factors such as excessive paperwork, bureaucratic regulations, economic 

restrictions, and red tape were frequently cited as reasons for turnover in the 

rehabilitation arena.   

According to Cherniss (1991), bureaucratic structures and pressures 

contribute to the unique culture of an area and, over time, socialize the human 

service professionals who work within that culture.  Leiter (1991a) suggested that 

the conflicts and pressures that arise as a result of this context might impact more 

significantly on work stress than any other factor.   Not only does such stress have a 

negative effect upon individual workers by increasing their propensity to burnout, 
                                                 
1Note;   In Australia, there is no single title denoting people who provide rehabilitation services irrespective of 
the rehabilitation context (i.e., public, government or, private) (Walker, 1999). A range of titles are currently 
utilized to identify rehabilitation professionals, including case manager, rehabilitation consultant and 
rehabilitation counselor. For the purpose of this thesis, those individuals who provide professional rehabilitation 
services in the insurance-based rehabilitation context will be referred to as ‘rehabilitation professionals’. 
 



 3

but also diminishes the efficacy of service delivery (Powell & York, 1992).  As a 

result, the continuity and quality of care provided are disrupted (Braddock & 

Mitchell, 1992).  For instance, those who experience work stress, but choose to 

remain in their position, are unlikely to perform well in relation to providing 

essential, appropriate, and timely services (McKee, Markham & Scott, 1992; 

Manlove & Guzell, 1997).   As a consequence, rehabilitation outcomes will be 

compromised (Hughes, 2001), and the costs of service provision will be inflated. 

This cost is additional to the enormous cost of personnel turnover that has already 

been identified in the rehabilitation arena (Barrett et al., 1997).  Clearly, work stress 

in this population is a serious concern, irrespective of whether workers leave their 

jobs.   

Despite considerable research into work stress, a corresponding decline in 

turnover of rehabilitation professionals has not been forthcoming (Sonpal-Valias, 

2001).  However, the focus of such research has predominately been on personal 

and organizational predictors of work stress.  It has failed to consider the influence 

of the wider context, even though there has been a recent call for contextual-level 

analyses (Cherniss, 1991).  This demand for a macro-level analysis is based on the 

premise that workers in particular contexts are likely to be more susceptible to work 

stress than others, regardless of their individual characteristics or the nature of the 

specific work environment  (Buys & Kendall, 1998).   

A considerable body of evidence has indicted that the distinctive 

characteristics of insurance-based rehabilitation represent a unique source of stress 

for rehabilitation professionals (Buys & Kendall, 1998; O’Donnell, 2000).  Indeed, 

researchers have suggested that examining the context of stress in the rehabilitation 

sector may enable preventative strategies to be identified (Schmidt, Riggar, 
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Crimando, & Bordieri, 1992).   In a similar vein, Jones and May (1995) claimed 

that human service workers who appreciate and recognize the contextual stressors 

they confront are able to become more proactive at this level.  Importantly, they are 

more likely to be able to manage their own well-being.   

The purpose of the current research is to understand the rehabilitation context 

that has emerged as a result of the growth in the insurance area and to examine the 

influence of this context on work stress among rehabilitation professionals. 

 

Work Stress within Human Services 

 Although work stress and the related issue of burnout are believed to be 

widespread concerns (Buunk, De Jong, Ybema, & de Wolff, 1988; Kendall, 

Murphy, O’Neill & Bursnall, 2000), these concerns are thought to be more 

prevalent in workers engaged in direct human contact than those in non-human 

service areas (Kennedy & Grey, 1997; Maslach, Jackson & Leiter, 1996; Mor 

Barak; Nissly & Levin, 2001; Ratliff, 1988; Rees & Cooper, 1992).  For instance, 

Jones and May (1995) suggested that the potential for work stress was particularly 

high among human service workers because they dealt with negative life issues 

such as poverty, deprivation, abuse, violence, and ill-health.   

The nature of this human service work requires direct and continuous 

involvement with people (Cranswick, 1997) and the intensity of these interactions 

can create or amplify the potential for stress.   Indeed, Schaufeli, Maslach and 

Marek (1993) noted that the interpersonal relationships between workers and clients 

were emotionally demanding and asymmetrical, contributing significantly to the 

incidence of burnout.  Moreover, the human service work environment is frequently 

characterized by financial constraints, high work demands, complex cases, and the 
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need to adhere to, and satisfy, diverse expectations of stakeholders (Dollard, 

Dormann, Boyd, Winefield & Winefield, 2003; Jones & May, 1992; Ratliff, 1988; 

Siefert, Jayaratne, & Chess, 1993).  This situation is exacerbated by the conflict 

between idealistic roles and the harsh reality of the job (Ohlson, Soderfeldt, 

Soderfeldt, Jones & Theorell, 2001).  The tensions and frustrations experienced by 

human service professionals as a result of these factors are likely to precipitate 

stress.   

Work stress has been examined in a variety of human service workforces 

including drug and alcohol counselors (Price & Spence, 1994), child care workers 

(Harrison, 1980), teachers (Schauefli & Enzmann, 1998), social workers (Lloyd, 

King & Chenoweth, 2002), police officers (Kop, Euwema & Schauefli, 1999), 

correctional officers (Dollard, 1996), and nurses (Callaghan, Tak-Ting & Wyatt, 

2000).  Although work stress has also been examined in the context of disability 

services (Corrigan, Holmes, & Luchins 1994; Kruger, Bernstein & Botman, 1994; 

Marini, Pell & Black, 1992), the impact of the phenomenon on rehabilitation 

professionals who operate in the insurance sector has received relatively little 

attention.   

It has been suggested that the work experiences and issues confronted by 

insurance-based rehabilitation professionals are unique and warrant investigation 

(Cranswick, 1997).  Specifically, the climate in which rehabilitation services are 

provided is uncertain and unpredictable and characterized by extensive caseload 

responsibilities, ethical dilemmas, competing job demands, and role ambiguity 

(Flett, Biggs & Alpass, 1995a; Jones et al., 1995; Roessler & Rubin, 1992; Vaughn, 

Taylor & Wright, 1998).  In fact, Kelly and Satcher (1992) described the 

rehabilitation context as a “complex people changing, people-serving system’ 
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(p.119).  Therefore, it is not surprising, that there is a high potential for 

rehabilitation professionals to experience work stress.  Indeed, work stress and 

burnout has been referred to as “a plague among rehabilitation providers and 

rehabilitation’s hidden handicap” (Emener, 1979, p.1).   

 

Turnover in Rehabilitation Professionals 

Although the specific cost of work stress among rehabilitation professionals 

is difficult to quantify, one possible consequence of work stress that can be costed 

is turnover (Flett et al., 1995b).  Numerous studies have suggested that this cost is 

likely to be extensive.  For instance, in the United States, the direct cost of turnover 

has been estimated to be $US 165,000 per year per rehabilitation provider (Barrett 

et al., 1997).  Turnover creates the need to constantly recruit, select, orient, and 

train new employees, which inflates the already high costs associated with intensive 

human service delivery.  The hidden costs associated with absenteeism, decreased 

productivity, and the loss of experience was also significant (Cordes & Dougherty, 

1993; Mitchell, 1996; Roberts, 1987; Ursprung, 1986).   

The negative impact of turnover and stress on clients is both direct, through 

the reduction of funds available to address client needs, and indirect, through 

impoverished workforce quality (Barrett et al., 1997).  For example, work stress in 

rehabilitation professionals has been associated with decreased involvement and 

commitment to the job (King & Sethi, 1997; Lee & Ashforth, 1996).  A stressed 

worker is unlikely to respond creatively to client needs or to empathize fully with 

the client.  This situation will forfeit valuable client and organizational outcomes 

(Day & Chambers, 1991; Frese & Zapf, 1988).   
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Turnover is clearly a major problem for rehabilitation, particularly given the 

high incidence of this phenomenon.  Personnel turnover in rehabilitation services 

has remained relatively high over the last two decades and is showing evidence of 

increasing.  For instance, in early research, Crimando, Riggar and Hansen (1986) 

found that the average turnover rate of rehabilitation personnel in private and not-

for-profit rehabilitation agencies in the United States was 22.6% per annum.  In 

some cases, turnover exceeded 26% per annum.  In the 1990s, researchers also 

found that 20% of rehabilitation professionals left their position each year (Barrett 

et al., 1997).   

 However, a more recent study found that turnover was highest in vocational 

rehabilitation providers and, in some districts, reached 56% per annum (Sonpal-

Valias & Young, 2000).  In contrast, the turnover rate of ‘hands-on professionals’ 

(i.e., psychologists, occupational therapists, social workers) in the disability sector 

was recently found to be approximately 12% per annum.  In Queensland, the 

median turnover rate for the human service industry was 14.7% per annum 

(Queensland Government, 2001).  While still unacceptably high, these figures 

accentuate the extent of the problem in rehabilitation professionals.    

 Given the similar client groups and level of professionalism in the disability 

and rehabilitation industries, a feasible explanation for the discrepancy in turnover 

is the context in which rehabilitation professionals operate.  Whereas current 

disability legislation in Australia enables human service workers greater flexibility 

when working with clients as it espouses the right to choice, participation, and risk 

(see Appendix A.4), the legislation underpinning the insurance-based rehabilitation 

context comprises stringent legislative directives and conflicting demands (see 

Chapter 2).  These conflicts arise from the juxtaposition of economic and political 
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obligations against the principles of rehabilitation (Chinnery et al., 1995), and are 

likely to engender feelings of job dissatisfaction, frustration, and stress in the 

rehabilitation professionals who operate within such an environment. 

Although it cannot be assumed that turnover is indicative of work stress, 

Crimando et al. (1986) found that it was a major catalyst for turnover of 

rehabilitation professionals.  This interesting finding was based on subjective 

opinions of employers when asked why employees resigned which could be an 

inaccurate reflection of the reasons for turnover.  However, other more empirically 

based research has also indicated that high turnover of rehabilitation professionals 

can be attributed to job dissatisfaction, work-stress, and burnout (Bloom, Burkhe & 

Scott, 1988; Cherniss, 1980; Flett, et al., 1995b).  Understanding the factors 

associated with work stress within the rehabilitation context is critical, particularly 

if the professionalism of rehabilitation is to be preserved and optimal client services 

maintained.   

 

Factors Associated with Work Stress 

For the most part, stress research focused on the characteristics of the 

individual.  For instance, research has clearly acknowledged the fact that some 

individuals have a predisposition towards negative thinking, have fewer coping 

resources than others, or an inability to utilize effective coping strategies 

(Netemeyer, 1990).  Despite this focus, many researchers have agreed that both the 

job and the person bring vulnerabilities and characteristics that contribute to the 

stress process (Kenny, 2000).   Although individual vulnerabilities are important, 

there is a growing presence of people in the workforce who already have a 

psychiatric condition or have experienced psychological difficulties in the past.  
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Rather than screening for vulnerability and focusing negatively on workers, 

researchers in the area of work stress have focused on the demands associated with 

work in an effort to ensure that those demands are reasonable for most people (Hart 

& Cooper, 2002).            

Even though jobs differ in the level of demand they place on individuals, 

research has identified a set of reasonably common pressures, role difficulties, 

conditions, and negative events that are likely to contribute to the stress process.  

As Douglas and Bain (1996) noted, work environment factors can be “less fixed 

than personality traits, and….more open to intervention by employers and 

employees” (p.  4).  Therefore it is clearly more fruitful to examine other causes of 

workplace stress, such as job characteristics.   

 
 

Job-Related Demands 
 

A convergence of evidence has suggested that specific job demands act as 

significant determinants of work stress and have the propensity to lead to burnout 

(Cherniss, 1995; Cooper & Payne; 1988; Cox, Kuk, & Leiter, 1993; Hurrell, 1989; 

Quick, Murphy, Hurrell, & Orman, 1992).  These demands include role conflict, 

role ambiguity, increasingly complex clients, reduced participation in decision-

making, unrealistic work-loads, and a lack of autonomy.  Although not an 

exhaustive list, this cluster of demands has been recognized as the most common 

cause of work stress (Carney, Donovan, Yurdin, Starr, Pernell-Arnold & Mallach-

Bromberg, 1993; Cherniss, 1980; Epstein & Silven, 1990; Golembieski, 

Munzenrider & Stevenson, 1986; Kandolin, 1993; Maslach & Jackson, 1986).   
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Role Ambiguity and Role Conflict 

In practice, there is often little congruity between an official job description 

and the worker’s expectations and understanding of the role, particularly within 

human services (Jones & May, 1995).  Role ambiguity has been defined as an 

uncertainty in establishing which behaviors are expected in an individual’s job and 

the extent to which information is accessible to the worker to achieve expected 

goals (Beehr, Walsh & Taber, 1976; Jackson & Schuler, 1985).  A lack of clarity 

regarding correct procedures for performing specific job tasks has also been found 

to result in role ambiguity (Miles & Perreault, 1976).  Although some degree of role 

ambiguity is desirable, because it enables the individual to shape their work role, it 

has the potential to lead to role stress (Handy, 1976).   

According to Ursprung (1986) and Kahn (1978), role conflict is related to role 

ambiguity, which presents when the individual in the work setting has job 

expectations incongruous to those of the organization.  A recent study reported that 

work stress in vocational rehabilitation co-ordinators was clearly associated with 

high levels of role conflict (Flett, Biggs & Alpass 1992).   Other studies, using 

meta-analytic procedures, found that the constructs of role ambiguity and role 

conflict were associated with lower levels of job satisfaction and commitment, 

together with increased anxiety and an increased propensity to leave  (Fox, Dwyer 

& Ganster, 1993; Fisher & Gitelson, 1983; Jackson & Schuler, 1985; Miles, 1975).   

Role ambiguity and role conflict have been shown to increase emotional 

exhaustion and a sense of depersonalization while decreasing personal 

accomplishment (Lee & Ashforth, 1991; Miller, Zook & Ellis, 1989; Siefert, 

Jayarante & Chess, 1991).  For example, a recent longitudinal study of burnout in 

supervisors and managers found that role stress (i.e., role conflict and role 
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ambiguity) was positively related to a central tenet of burnout, (i.e., 

depersonalisation), and that this relationship was mediated through exhaustion (Lee 

& Ashforth, 1993).  It is not surprising, therefore, that these constructs have 

received considerable attention.  They have consistently been identified as 

contributing to negative work-related behaviors and outcomes such as tension, low 

morale, and communication difficulties (Handy, 1976; Miles, 1975, Steers & 

Mowbry, 1981; Ursprung, 1986). 

However, one study found that the relationships between role stress and the 

propensity to leave were negligible after accounting for the effect of job satisfaction 

(Netemeyer, Johnston & Burton, 1990).  Other studies have also indicated that role 

conflict and role ambiguity may not have direct effects on the propensity to leave a 

job (Kemery, Mossholder & Bedeian, 1987).  Irrespective of these findings, it is 

clear that there is some type of relationship between role ambiguity and role 

conflict, and work-stress in human service providers.  Unless, as suggested by 

Cherniss (1980), there is a clear establishment of work roles, it is likely that work 

stress and poor morale will continue to occur in workers.   

 

High Work-load/Work Overload 

Another frequently cited cause of work stress in rehabilitation is workload.  

Extensive studies of occupational stress have consistently found that excessive 

workloads are related to a range of negative physical and psychological health 

outcomes (Barnett, Davidson & Marshall, 1991; Fox, Dwyer & Ganster, 1993; 

Ganster & Schaubroeck, 1991).  In fact, excessive workloads and job demands have 

been found to be primary determinants of stress (Burke & Richardsen, 1996; 

Cordes & Dougherty, 1993).  A recent study found that increased workload was 
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positively related to emotional exhaustion in hospital nurses (Greenglass, Burke & 

Fiksenbaum, 2001).  Although it is important to consider the limitations of this 

study, namely, the cross sectional design and use of self-report measures, the 

findings confirmed previous results in relation to mental health workers (Leiter & 

Harvie, 1996 

Other researchers have suggested that workload indirectly affects personal 

accomplishment because it increases role stress (Lee & Ashforth, 1991; Miller, 

Ellis, Zook & Lyles, 1990).  Price and Spence (1994) used structural equation 

modeling to demonstrate that work overload was associated with high levels of 

work stress, both directly and indirectly.  Indirect relationships were reflected 

through the interference of work on home and family life domains (i.e., taking work 

home).   

Other research has indicated that work overload is associated with negative 

outcomes such as job dissatisfaction, physiological ill-health, and excessive job 

tension (Parry-Jones, Grant, Cadock, Ramcharan, & Robinson, 1998).  Therefore, 

according to Cordes and Dougherty (1993), as the number of clients increases so 

does the amount of professional-client interaction.  Thus, further demands are 

placed on the personal and professional resources of the worker.  Rehabilitation 

professionals (and those in other human service professions) often have little 

control over the nature or length of their contact with clients, or the range of expert 

functions they will be required to implement (Dillon, 1990).  In rehabilitation, high 

workload has been identified as being a major contributor to work stress and 

burnout (see Cranswick, 1997; Flett et al., 1992; Jones, Fletcher & Ibbetson, 1991).   
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Complex Clients 

  A factor that compounds the issue of excessive workloads for rehabilitation 

professionals is the increasing number of complex clients requiring services.  When 

client circumstances are severe, it may be difficult for rehabilitation professionals to 

observe positive changes.  These clients may regularly reappear in the system with 

identical or similar needs, engendering stress for the human service professional 

(Cordes & Dougherty, 1993).   

Indeed, one study found that the inability to help an acutely distressed client 

and lack of observable progress in clients were two significant contributors to work 

stress in helping professionals (Ratliff, 1988).  Human service work, such as 

rehabilitation, is suggested to become particularly frustrating when only minimal 

success is evident (Farber & Heifetz, 1982).  This lack of success can be due to a 

worker feeling overburdened from continuously dealing with difficult and complex 

client problems, such as suicide, depression, or resistance (Rosenthal, 2000).  Other 

studies have found a significant relationship between work stress and involvement 

with low-functioning clients (Lannon, 1979).  This involvement may presumably 

result from the increased time and resources required to work effectively with this 

client group.   

Working with clients who are perceived to be more demanding, yet the least 

in need, has also been associated with stress (Baker & Intagliata, 1984).  In fact, 

Cranswick (1997 found that excessive client demands were the only significant 

determinant of work stress and burnout.  In contrast, after controlling for individual 

staff characteristics in a sample of mental health workers, Shultz, Greenley and 

Brown (1995) found no association between client severity and burnout, or client 

severity and work dissatisfaction.  However, this study was conducted in a small 
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rural setting and should be replicated across other settings before considerations can 

be drawn.   

Irrespective of these discrepant findings, it appears that the complex nature of 

the rehabilitation clients increases the likelihood of work stress.  For example, 

Berle, Haver and Karterud (1994), found that working with survivors of traumatic 

motor vehicle or work-related accidents was especially stressful for health workers.  

According to Stewart and Hodgkinson (1994), workers in this area have reported 

difficulties with feelings of guilt, frustration, and helplessness, particularly when 

they are unable to fully assist these individuals.  Therefore, client characteristics are 

likely to contribute to the experience of stress at work for rehabilitation 

professionals.   

 

Lack of Reciprocity 

A great deal of evidence has identified lack of reciprocity as being another 

significant contributor to the experience of work stress for human service workers 

(Van Dierendonck, Schaufeli & Buunk, 1996; Van Horn, Schaufeli & Enzmann 

1999).  Reciprocity refers to the feeling experienced by workers that they invest 

more in the relationships with recipients than they receive (Truchot & Deregard, 

2001).  This construct plays a central role in human life and social relationships and 

is essential for an individual’s health and well-being (Buunk & Schaufeli, 1999).  

According to some researchers (Van Horn, Schaufeli & Taris, 2001), a lack of 

reciprocity or a disturbance in the balance of the relationship leads to negative 

emotions and, consequently, a gradual depletion of emotional resources for the 

worker.   
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A recent study that examined burnout in Dutch teachers found that perceived 

lack of reciprocity, or inequity in relationships, was clearly associated with elevated 

levels of job stress and the propensity for teachers to experience burnout (Taris, 

Peeters, Le Blanc, Schreurs & Schaufeli, 2001).  Although this study was limited to 

teachers, therefore reducing its ability to generalize to populations where exchange 

relationships may differ, similar results have been found in general practitioners 

(Bakker, Schaufeli, Sixma, Bosveld & Van Dierendonck, 2000), nurses (Van 

Yperen, Buunk, & Schaufeli, 1992), and police officers (Kop et al., 1999).  It is 

likely that rehabilitation professionals may experience a similar lack of reciprocity.   

 

Emotional Labour 

Another significant concern for human service workers is the emotional toll 

that is exacted as a result of continuous and complex emotional interactions with 

clients.  Human service work relies heavily on the ability of the individual worker 

to sustain high frequency and intense personal contact (Cordes & Dougherty, 

1993).  Although these interactions may in themselves be tiring (Rafaeli & Sutton, 

1989), they also require workers to keep their own emotions in check.   

Horchschild (1983) suggested that the management of emotions at work 

requires considerable effort and may, if continuous, be detrimental to the worker.  

She postulated that two specific types of emotional labour were evident in service 

workers.  These were (a) surface acting, which involves the simulation of emotions 

that are not actually felt and (b) deep acting, which involves attempts to actually 

feel the emotions that one wishes to display.  It is suggested both types of acting 

result in severe negative consequences for the worker (Grandey, 2000).  Emotional 

labour is prevalent in police officers that behave according to role expectations (i.e., 
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dependable, calm, friendly, and protective) irrespective of their own feelings.  This 

level of emotional control is taxing on the worker and can foster feelings of 

cynicism, withdrawal, and detachment (Schaufeli & Enzmann, 1998).  Thus, the 

potential for the worker to experience work stress is heightened.   

Maslach (1982) and Gross (1998) suggested that rehabilitation professionals 

dealt with emotionally charged situations on a daily basis.  Although it would be 

beneficial for these workers to adopt an attitude of detached concern (i.e., a blend 

of compassion and emotional distance), it would be difficult, and perhaps 

paradoxical, given the helping ethos of human service work.  It is not surprising, 

therefore, that this repeated need to regulate emotional reactions may lead to 

emotional exhaustion, stress, or fatigue.  In order to cope with these feelings of 

depletion, researchers have found that the workers disengage from the customers or 

clients by objectifying or depersonalizing them (Grandey, 2000).  Workers then 

begin to feel negative about themselves and disheartened about their work to the 

point where there is a diminished sense of purpose or personal accomplishment.   

The work of rehabilitation professionals is strongly client-focused and 

dependent on the development of effective working relationships (Rubin & 

Roessler, 2001).  These interactions are intensive and call for positive emotional 

displays as the rehabilitation professional endeavors to motivate clients towards 

their goal/s.  It is likely, therefore, that the emotional labour inherent in the role of a 

rehabilitation professional contributes to the experience of stress. 

 

Participation in Decision Making and Autonomy 

The inability to be involved in decisions that affect one’s work has also been 

found to add to the experience of work stress (Schaubroeck & Jennings, 1991).  An 
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extensive body of evidence has suggested that non-participation in decision-making 

in the work context can lead to negative consequences such as lowered self-esteem, 

job dissatisfaction, and emotional distress (Beehr & Drexler, 1986; Schauefli & 

Enzmann, 1998; Spector, 1986).  Few decisions in human services are purely 

administrative and most have implications for service providers (Leiter, 1991b).  As 

Leiter pointed out, unless operating procedures within an organization allowed for 

participatory decision-making, the propensity for estrangement between workers 

and the organization was likely to increase.  Indeed, several researchers have 

proposed that enhancing workers’ commitment to organizational goals can be 

achieved by allowing them to exercise control over meaningful aspects of their 

work (Arches, 1991; Dawson, 1989; Manz, 1986).  In a large survey of nurses, 

Revicki and May (1984) found that a supportive organizational climate that 

encouraged open expressions of views, joint decision-making, and collaborative 

problem-solving was associated with a reduction in work stress.  Similarly, a study 

of occupational stress in health care workers found that job strain and burnout were 

higher in jobs that combined high workload demands with low decision latitude 

(Landsbergis, 1988).   

Autonomy is a related concept to decision-making and is defined by Frese 

and Zapft (1994) as the ability “to have an impact on the conditions and on one’s 

own activities in correspondence with some goal” (p.  306).  It has been argued that 

increasing worker autonomy through participation in decision-making represents 

the most important strategy for reducing work stress (Gardell, 1981).  For many 

human service workers, the passage to effective, personally rewarding practice lies 

in maximizing their overall level of autonomy within the organization (Ashforth, 

1989; Jones & May, 1995).  A high degree of autonomy provides opportunities to 
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overcome, alter, or rearrange obstacles associated with one’s work (Bussing & 

Glaser, 2000).   The converse of this situation leaves workers feeling dissatisfied 

with their work context.  Another recent study that examined the construct of work 

motivation in rehabilitation counselors found that those who were satisfied, and 

least likely to consider leaving their position, were those who experienced 

autonomy and challenge in their work (Szymanski & Parker, 1992).  Similarly, a 

study that examined job satisfaction in social workers showed perceived autonomy 

to be a major predictor of job satisfaction (Arches, 1991).  This study indicated that 

workers who lacked autonomy in their work were more susceptible to job 

dissatisfaction and stress.   

 

Summary of Factors  

Although job related demands such as autonomy, participation in decision-

making, high workloads, role ambiguity, role conflict, emotional labour, complex 

clients and lack of reciprocity are well recognized as contributory to work stress, 

particularly among human service workers, work stress and turnover continues to 

plague rehabilitation. This suggests the presence of other less recognized and less 

understood stressors in the rehabilitation industry.  Therefore, a greater 

understanding of work stress among rehabilitation professionals is essential, 

particularly in regard to the development of effective strategies and processes that 

will ameliorate its deleterious influence on these workers and the industry.  Clearly, 

unless analysis of work stress is undertaken at a broader level, this understanding 

will continue to remain elusive.   
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The Need for Analysis at the Broader Level 

An enormous amount of research has been conducted into the job-related 

predictors of work stress.  This research has triggered a growing emphasis on 

workplace health and safety in industry (Bohle & Quinlan, 2000).  However, the 

high incidence of turnover continues to plague the rehabilitation industry.  Clearly, 

job-related factors have failed to account for sufficient variation of stress.  Indeed, a 

study of community health workers by Edwards, Burnard, Coyle, Fothergill and 

Hannigan (2001) found that multivariate analysis accounted for less than 50 per 

cent of the variance in the total stress score.  Although most work stressors reported 

in the literature are considered to be intrinsic to the job (i.e. they emanate from 

within the organization or the particular job role) (Moore & Cooper, 1996), some 

researchers have suggested that factors extrinsic to the organization may contribute 

equally to work stress (Cherniss, 1991).  These factors include the impact of 

political, legislative and economic forces that reside in the broader context.   

Growing concern regarding unacceptable level of work stress and turnover is 

evidenced in the major initiative currently being undertaken by the Queensland 

Government in Australia.  Interestingly, this initiative has focused on the broader 

context of work stress.  In 1999, a Government mandate was passed requiring 

health and human service departments to examine work stress in their industry.  It 

was expected that the identification and implementation of effective management 

strategies would result from this initiative (WorkCover Annual Report, 2001-2002).   

Ironically, these departments have found it difficult to draw effective strategies 

from the volumes of literature on work stress, indicating that the phenomenon of 

work stress remains misunderstood.   
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 Another irony is that a major premise of this initiative has been the need to 

promote effective rehabilitation for stressed workers.  Stressed workers will require 

rehabilitation to assist them to resume their working lives.  However, the context in 

which rehabilitation is provided is fraught with problems that initiate the high 

incidence of work stress and turnover of rehabilitation professionals themselves.  It 

is unlikely, therefore, that efficacious rehabilitation outcomes will be attained for 

other stressed workers.  There is a pressing need for a new approach to the 

understanding of work stress, particularly in the rehabilitation environment.  

Indeed, prominent researchers in the work stress area have emphasized the need to 

more fully understand the influence of the broader context (Cherniss, 1991; Leiter, 

1991a).   

 Context is considered to be an influential and inevitable part of every 

experience.  Individuals cannot choose to be separated from their context (Greeno, 

1997).  In this sense, rehabilitation is defined and determined by its context.  The 

current context of insurance rehabilitation is clearly laden with the potential to 

psychologically damage rehabilitation professionals and promote the likelihood of 

stress.  Contextual conflicts and tensions inherent in this environment are likely to 

contribute significantly to work stress, particularly since the rise of the insurance-

based sector.  The context however, has escaped diagnosis.  If work stress in 

rehabilitation is to be addressed, it is crucial to examine this ‘unhealthy’ context 

more thoroughly.   

 Research into work stress to date has tended to focus on the identification of 

single predictors into the phenomenon of work stress resulting in an insufficient 

explanation of variance.  According to Hart and Cooper (2000), unless a broader 

approach is adopted it will be difficult develop and test more coherent theories of 
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stress at work.  Researchers have emphasized the importance of this understanding 

if the pressures and demands on workers are to be ameliorated.  A broader approach 

to understanding work stress would ensure the development of more effective 

policies and strategies with which to better manage stress at work.   

 Concern must also be raised at the high costs of examinations into work 

stress.  Clearly, research into this area has been extensive and costly but has failed 

to find adequate solutions to the problem.  It is envisaged that by examining the 

broader context of a work environment, such as the insurance-based rehabilitation 

context, a gap in work stress research will be bridged.  Indeed, the current study 

represents an important response to the challenge in work stress research, namely to 

ascertain the symptoms and elucidate the contextual issues that engender tensions 

and conflicts for workers in the insurance-based rehabilitation industry, and, to 

integrate previously disparate findings into a coherent and comprehensive 

understanding of work stress as it pertains to specific work environments 

(Richardson & Burke, 1995). 

                                              

Summary 

Work stress and turnover present a widespread and costly problem for 

workers, particularly in rehabilitation.  Although copious research has focused on 

the demands of the job and organizational environment to explain work stress, it 

remains unacceptably prevalent, suggesting that the current focus of research might 

be inadequate.  This chapter has presented the need to consider work stress at a 

broader contextual level.  Although there is strong evidence to support the impact 

of job and organizational factors, such as role ambiguity and conflict, reciprocity, 

workload, participation and autonomy on the experience of work stress, these 
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factors have failed to account for sufficient variance in regard to this phenomenon.  

This finding suggests that factors beyond the job or organizational demands of 

insurance-based rehabilitation are likely to be important in the consideration of 

work stress.  The burgeoning growth of the compensation insurance industry in 

Australia, in which the majority of rehabilitation professionals now operate, 

provides further impetus to examine work stress at a broader level, particularly 

when turnover is increasing.   

The following chapter articulates this insurance-based rehabilitation context 

to ensure an understanding of the idiosyncrasies inherent in this environment.  It 

then examines the methodological issues that must be addressed in work stress 

research and argues for a qualitative research approach.  The qualitative 

methodology utilized in this study is outlined in Chapter 3.  The emergent themes 

derived from the data are presented in Chapters 4 and 5.  The final chapter of this 

thesis provides a metaphor to assist in conceptualizing and grounding the results of 

the study.  This chapter also discusses the practical implications of the findings for 

rehabilitation professionals who operate in an insurance context and uses the 

metaphor to draw appropriate responses.    
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CHAPTER 2 

OVERVIEW OF CONTEXT, THE QUALITATIVE APPROACH AND 
METHODOLOGICAL ISSUES IN THE CURRENT STUDY 

                                              
“Qualitative inquiry cultivates the most useful of all 

human capacities-the capacity to learn from others” 
(Patton 1990, p.7). 

 

This chapter describes insurance-based rehabilitation in Australia and thus, 

provides the context for this study.  It then discusses the need to employ a 

qualitative research paradigm from which to explore the experiences of 

rehabilitation professionals who operate in this context.  The main tenets of this 

paradigm are presented together with the methodological issues that must be 

acknowledged and addressed in work stress research. 

 

The Context of Insurance-Based Rehabilitation 

To promote an understanding of the context inherent in insurance-based 

rehabilitation in Australia, an overview is necessary.  This overview was compiled 

from three sources, 

(i) The researcher’s extensive experience in the insurance-based rehabilitation 

sector as both a rehabilitation practitioner and in the unique position of an 

industry-based teacher to rehabilitation professionals within this context; 

(ii) Observations of rehabilitation professionals in the insurance context; 

(iii) Perceptions and interpretations from relevant literature and policy. 

In Australia, there is no universal social insurance and rehabilitation system.   

Rehabilitation practitioners are employed in a wide range of settings and respond to 

the differing needs of a range of individuals.  Rehabilitation has been provided in 

three domains, namely, public (e.g., state and federal government funded), private 
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non-profit (e.g., rehabilitation centers and community organizations), and private 

for-profit (e.g., workers’ compensation and insurance-based rehabilitation) (Leahy, 

Szymanski & Mora, 1995).  The nature of compensation and rehabilitation received 

by a person with a disability or injury depends on how, when and where the injury 

occurred (i.e., motor vehicle accident, work accident).  The status of the individual 

at the time of injury will also influence the nature of their compensation and 

rehabilitation entitlements (i.e., worker, self employed, passenger, contractor or 

unemployed). 

Irrespective of the type of agency (e.g., public or private sector) rehabilitation 

services in Australia have undergone significant legislative changes over the last 

two decades (Hawkins, 1993; O’Donnell, 2000; Purse, 1998), resulting in the 

demise of non-profit and social rehabilitation in favor of fixed funding models (i.e., 

managed care) and cost containment.  The demise of the social rehabilitation sector 

is evidenced by the fact that the largest not-for-profit rehabilitation agency funded 

by the Federal Government in Australia is now required to demonstrate its self-

sufficiency by contributing to 70% of its costs.  This self-sufficiency has been 

achieved by competing for fee-for-service work within the insurance sector.   

Historically, workers’ compensation insurance schemes were introduced in all 

States and Territories in Australia in the early 1900’s to combat the high incidence 

of industrial accidents and the associated high loss of work hours due to injury in 

industry.  Although these legislations were all mirrored on English law, they were 

not consistent across the jurisdictions (i.e., across States and Territories) (Industry 

Commission, 1994).  These inconsistencies included differing definitions of 

‘rehabilitation’ and of ‘worker’, coverage entitlements, premium calculation and 

designations of compensable injury diseases (Bohle & Quinlan, 2000; Grellman, 
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1997; Kenny, 1994: Purse, 1998) (see Appendix A).   

Initially, the onus for the cost of these systems rested solely on injured 

workers, their families and the general public predominately through taxes and 

insurance premiums.  Attempts by Governments to reduce this onus resulted in 

restricted entitlements and reduced payments to injured workers.  More recent 

changes to workers’ compensation legislation have seen this traditional focus 

augmented by the introduction of vocational rehabilitation into the system aimed at 

facilitating the early return to work of injured workers (Bohle & Quinlan, 2000; 

Purse, 1998).  As a result vocational rehabilitation is now an integral part of the 

return to work philosophy espoused by workers compensation and private insurance 

entities in Australia (Purse, 1998).  This scheme is now funded by solely by 

employer premiums. 

The other major compensation and rehabilitation arena in Australia is the area 

of motor vehicle accidents.  This arena has followed a similar history to workers 

compensation in that the high economic and social cost of motor vehicle accidents 

has prompted the introduction of vocational rehabilitation into the relevant 

legislation.  Again, each of the five States and two Territories has their own scheme 

governed by differing legislation entitlements and liabilities (see Appendix A.1).  

Across the majority of these jurisdictions, vehicle registrations cover the cost of the 

schemes.   

Both the workers compensation systems and the motor accident schemes are 

predominately fault-based often resulting in lengthy delays in claim acceptance, 

legal processes and commencement of rehabilitation.  Access to common law is 

inconsistent across these schemes with some allowing unlimited access while others 

allow only limited access.  In addition, the interpretation of required rehabilitation 
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is inconsistent across these jurisdictions resulting in confusion for rehabilitation 

professionals who deal with clients from other states.  It is important to note that 

across both workers’ compensation and motor accident schemes, injured 

individuals are required to ‘mitigate their losses’ by accessing rehabilitation.  The 

failure of these individuals to access rehabilitation often results in the termination 

of their claim and their loss of entitlement.  This requirement and its consequences 

place rehabilitation in a punitive model that is not conducive to the principles of 

rehabilitation (i.e., compliance versus voluntary participation) (Rubin & Roessler, 

2000).   

The final market for insurance-based rehabilitation in Australia is private 

insurance.  A vast majority of Australians (i.e., particularly those who are in self 

employment) are unable to obtain coverage for work-related injury or illness 

through the current workers compensation schemes as they are not deemed to be 

‘workers’ under the Acts.  Thus, they seek alternate coverage through wage 

replacement and disability coverage premiums with private insurers.  The private 

insurance arena has also embraced vocational rehabilitation as a strategy to contain 

compensation costs and increase the speed with which claims are resolved.  The 

introduction of vocational rehabilitation into this sector has provided marketing 

opportunities for rehabilitation professionals.   

 

The Impact of the Rise of Insurance-Based Rehabilitation 

The growth of insurance-based rehabilitation across these three sectors has 

created a highly competitive market for rehabilitation professionals, in which they 

are required to contend with many expectations and pressures.  For instance, many 

rehabilitation professionals have been left unprepared for the pace and the extent of 
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the changes that have occurred in rehabilitation, particularly in regard to operational 

models and philosophies.  Traditionally, the majority of rehabilitation professionals 

operated under a social model of rehabilitation, where the central goal was to 

restore individuals to their fullest potential.  In the insurance and private market, 

however, the goals of time and cost effectiveness now dominate rehabilitation 

practice.  Significant and sometimes unrealistic vocational outcomes are expected 

following rehabilitation (Dunn, 2001; Kenny, 1995; Vaughn, Taylor & Wright, 

1998).  These outcome demands have been driven by economic factors, including 

containment of costs and reduction of premiums.  For many rehabilitation 

professionals, the humanistic values they champion are juxtaposed sharply against 

the broad economic and competitive marketplace pressures that dominate this 

context (Clapton & Kendall, 2002). 

Rehabilitation professionals are also required to manage the demands of the 

additional stakeholders introduced into the insurance context.  A recent Australian 

study found a major contributor to work stress for rehabilitation counselors was the 

requirement to continually liaise with, and account to, the many stakeholders now 

involved in the area (i.e., insurers, medical and legal personnel, unions and 

employers) (Mitchell, 1996).  The introduction of these additional stakeholders has 

been found to encourage dyadic or triadic relationships among the different parties, 

often jeopardizing the ability of the rehabilitation professional to establish an 

effective working partnership with the client (Kenny, 1995).  These difficulties 

were acknowledged in a recent submission to the Heads of Workers Compensation 

Authority (1997).  In the submission, rehabilitation professionals perceived the 

compensation system to be dominated by insurers and lawyers rather than by 

themselves and their clients. 
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In this highly competitive market, rehabilitation professionals are also 

required to work in an ethos that clearly conflicts with their traditional values and 

work principles.  Traditionally these workers were trained in, and operated under, a 

human rights legislative base (i.e., Disability Services Act, 1986), where the 

principles of choice, dignity of risk, and participation dominated their professional 

practice.  In the insurance context, these workers are now required to operate under 

strict and incongruent legislative parameters that clearly disallow choice and 

discourage full participation by the individual.  Indeed, Chubon (1991) noted that 

the “constraints embodied in the legislative and bureaucratic underpinnings of the 

vast majority of rehabilitation undertakings” (p.28) are prominent causes of work 

stress.     

Conversely, several studies have found that human service workers who are 

not limited by demands of the funding sources, and who work from a stable 

legislative base, were less likely to experience work stress (Arches, 1991; Flett et 

al., 1995a; Symanski & Parker, 1993).  In New Zealand, Flett et al (1995a) found 

that 19% of rehabilitation professionals indicated the importance of working under 

stable and predictable government policies that reflected the realities of 

rehabilitation.  The relatively high mobility of the Australian population increases 

the need for rehabilitation professionals to engage in the legislative requirements of 

the different systems (Buys & Kendall, 1998).  The fragmented and contradictory 

nature of these systems creates further potential for confusion (Buys, 1996).    

The growth of this insurance-based context, combined with the demise of 

social and not-for-profit rehabilitation, has limited employment options for 

rehabilitation professionals.  Clearly, if they want to continue to operate as 

rehabilitation professionals, they will need to comply within the insurance-based 
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rehabilitation context to some degree. 

The Need to Demonstrate Value 

The requirement for rehabilitation professionals to demonstrate to all parties 

the value they add to the rehabilitation process is inherent in insurance-based 

rehabilitation.  In particular, they are required to demonstrate their capacity to 

reduce and/or maintain costs and to achieve swift and durable outcomes (Hawkins, 

1993).  Rehabilitation professionals struggle to prove their worth in an environment 

highly focused on cost and profit.  Indeed, Chubon (1991) noted that the funds 

allocated for services defined the amount of investment in rehabilitation.  Despite 

excessive caseloads and cost restrictions, rehabilitation professionals are also 

required to contend with considerable pressure to ‘perform’ within heavily 

prescribed time limits (Purse, 1998).  As is widely acknowledged, attempting to 

provide essential and comprehensive services within restricted time frames often 

result in compromised service provision (Arches, 1991; Ortiz & Bassoff, 1988).   

To adhere to these directives, rehabilitation professionals are required to 

challenge, adjust or even forgo their professional values, and in some instances 

their practice competencies, if they are to obtain successful outcomes that suit the 

expectations of all parties (i.e., the client, the insurer, the employer and possibly the 

legal profession).  For instance, a survey of the ethical practice of rehabilitation 

counselors found that they frequently experienced pressure from insurance 

companies to limit rehabilitation services to clients (Mehler & Wodtke, 1990).  If 

rehabilitation professionals are unable to contain the cost and length of service to 

clients, the insurance sector is likely to perceive the rehabilitation professional as 

ineffective and unprofitable.   
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Summary 

Rehabilitation in Australia has undergone significant change over the last two 

decades resulting from the growth of the insurance sector.  The growth of this 

sector has complicated the already complex environment in which rehabilitation 

professionals operate.  According to Vaughn, Taylor et al. (1998), insurance-based 

rehabilitation represents a unique context that is highly stressful for rehabilitation 

professionals.  This context is driven predominately by business and profit 

directives and is highly focused on outcomes.  The rehabilitation professionals who 

operate in this environment have found themselves required to continuously 

conform to these directives.   

Rehabilitation professionals are expected to prove their worth by obtaining 

successful, cost, and time effective outcomes in an environment that clearly fails to 

understand or acknowledge the principles of rehabilitation.  Further, the workers in 

this context are required to attend to the demands of the numerous stakeholders 

who are associated with the insurance sector and contend with the conflicting 

practices and difficulties associated with operating within incongruent policy.  As a 

result of these many conflicting demands and values, along with the fragmented 

procedures within this sector, rehabilitation professionals are placed under 

considerable pressure.  The importance of understanding the influence of this 

context on rehabilitation professionals is, therefore, paramount, particularly if the 

profession of rehabilitation is to be preserved.   

 

The Need for Qualitative Inquiry 

In order to fully understand the influence these broader factors have on 

rehabilitation professionals, it is crucial that a contextual level analysis of the 
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insurance environment is undertaken.  To successfully achieve the level of 

understanding, a qualitative research paradigm is necessary.  Jeffery, Gilner, 

George & Morgan, (2000), Morse (1991) and Strauss and Corbin (1998) contended 

that as a method of discovery, qualitative inquiry is particularly useful.  It enables 

the exploration and understanding of the meanings and experiences of research 

participants in regard to their social worlds.  It is also useful for dealing with 

something new, different or unknown.   

The majority of research into work stress has been conducted from a 

quantitative paradigm.  However, Cooper et al. (1998) suggested that it is extremely 

difficult to obtain adequate quantitative measures of work stress.  These researchers 

asserted that the measurement of stress is somewhat unrefined due to individual 

differences, the complexity of people, and the lack of a generally accepted 

conceptual definition of stress.  This measurement inconsistency was determined by  

Kahn and Byosiere (1992), who identified forty-three different measures of stress 

or ‘psychological strain’ in their review of one hundred studies into work stress.  

This finding illustrates the range of approaches toward the assessment of stress and 

suggests that there is a propensity to use the term loosely.  The deficits in the 

quantitative measurement of stress suggest there is a need to further explore and 

understand this phenomenon.   

Clearly, quantitative research has not acknowledged the importance of 

understanding the complexity of social worlds, such as work, and has failed to 

conceptualize the experience of work stress at a more abstract level.  This failure is 

unfortunate as, according to Laurie and Sullivan (1991), it is important to maintain 

a qualitative component in research in order to understand the complex social 

processes.  Although useful in providing some insights into the determinants of 
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work stress, this research has failed to explore the experiences and meanings of 

workers who operate in stressful work contexts.   

There is little argument that quantitative research paradigms are useful in 

determining and answering questions such as ‘when’, ‘what’, and ‘how many’ 

(Rich & Ginsburg, 1999).  However, they are not able to provide insight into the 

‘whys’ and ‘hows’ of a phenomenon.  Given that the current study sought 

specifically to examine and understand the unique experiences of rehabilitation 

professionals within the insurance context, a quantitative approach would fail to 

provide the depth of understanding required.   

Qualitative research is able to more fully describe a phenomenon from the 

perspective of participants, researchers and readers (Hoepfl, 1997).  According to 

Lincoln and Guba (1985), “If you want people to understand better than they 

otherwise might, provide them information in the form in which they usually 

experience it” (p.5).  Stake (1978) and Eisner (1991) reinforced this reasoning by 

suggesting that qualitative studies provide ‘the voice’.  Rich qualitative data details 

insights into the participants’ experiences and perceptions of the world and 

therefore, are more likely to be in harmony with the reader’s experience.   

According to Denzin and Lincoln (1994) and Patton (2002), qualitative 

research is inductive and uses a naturalistic approach that seeks to understand or 

interpret phenomena in terms of the meanings that people bring to them.  A 

naturalistic approach is ideal for addressing some of the limitations identified in 

previous research into work stress.  For example, the use of pre-determined 

measures (i.e., self report inventories) fail to elicit an understanding of workers’ 

meanings and experiences of the work context.  Further, they do not allow more in-

depth exploration of the influence and interactions of these experiences.   
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Qualitative inquiry of a phenomenon is undertaken in context-specific 

settings and enables intricate details such as feelings, thought processes and 

emotions to be obtained (Grbich, 1999; Mason, 2002).  The focus of qualitative 

research is not to generalize to a larger population, but to gain greater insight, 

understanding, and meaning of the phenomenon or context of interest (Punch, 

1998; Rice & Ezzy, 2000).  Therefore, a qualitative approach was highly suited to 

the intention of the current study. 

 

Methodological Issues in Qualitative Inquiry 

Despite the suitability of the qualitative research paradigm, it does not avoid 

some of the difficulties and inconsistencies that have plagued previous stress 

research.  Accordingly, the major methodological issues that must be addressed in 

stress research are examined.   

Qualitative research has been described as being  ‘soft’ because it fails to 

meet the criteria for rigor against which quantitative research is measured, namely, 

to achieve, or make explicit, standards for guaranteeing reliability, validity, and 

objectivity (Crisp, 2000; Grbich, 1999; Mey, 2000).  Although it is inappropriate to 

judge qualitative research in terms of quantitative criteria, theoretical, 

methodological, and interpretative rigor in qualitative research is essential, 

particularly if the findings are to provide the best possible foundation on which to 

base future interventions or social replication (Rice & Ezzy, 2000).  The rigor of 

qualitative research is determined with reference to the four-point criteria 

developed by Lincoln and Guba (1985), namely,  

i)  credibility  

ii) transferability  
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iii) dependability  

iv) confirmability   

 

Credibility 

According to Krefting (1990) and Rich and Ginsburg (1999), a qualitative 

study is credible when it presents such an accurate description or interpretation of 

the data that participants recognize their experiences in the research findings.  To 

achieve this level of credibility, Lincoln and Guba (1985) recommended using 

member checks (i.e., providing materials such as interview transcripts and research 

reports to the people on whom the research was conducted).  Member checking 

ensures that the researcher has accurately translated the participants’ experiences 

and viewpoints.  This strategy provides participants with the opportunity to voice 

their agreement or disagreement with the manner in which the researcher has 

represented them (Grbich, 1999).   

Another strategy commonly employed in qualitative inquiry to promote 

credibility is peer examination or review (Krefting, 1990).  Although based on the 

same principle as member checks, peer review involves the presentation and 

discussion of the research process and findings with impartial colleagues who have 

experience in qualitative methods.  Both member checking and peer review were 

included as integral components of the methodology.  These strategies were 

operationalised repeatedly throughout the development of the interview protocol 

and analysis of the data (see Chapter 3).   
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Transferability 

In regard to qualitative inquiry, transferability replaces external validity or 

generalizability, which are important concepts in the quantitative paradigm (Punch, 

1998; Seale, 1999).  Generalizability refers to the degree to which one can extend 

the account of a particular situation or population to persons, times, and settings 

other than those directly studied (Maxwell, 1992).  Transferability in qualitative 

research is achieved in three ways, namely: 

i) ensuring that the sampling captures sufficient variation to encourage 

transfer of the findings to other situations; 

ii) ensuring that the context in which the study is situated is thickly 

described to enable the reader to judge the transferability of the 

findings to other situations; 

iii)  ensuring that the level of abstraction of the concepts in the data 

analysis is at a sufficient level of abstraction to permit their 

application to other settings (Krefting, 1999; Punch, 1998).    

 

According to Lincoln and Guba (1985), it is not the researcher’s 

responsibility to provide an index of transferability.  Rather, researchers should 

provide an adequate database to allow transferability judgments to be made by 

others.  In this respect, the current study has ensured a thorough and rich 

description and portrayal of the participants under study and the context in which 

they operated.  To enhance the understanding of the context in which the study was 

situated, the research design required participants to visually represent their work 

context, namely, insurance-based rehabilitation.   
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Dependability 

  Reliability in quantitative research is a central concept in measurement and 

relies on the notion of consistency (Punch, 1998).  This concept assumes that 

replication of testing procedures does not alter the object being studied and that the 

information provided by these measures does not vary as a result of characteristics 

of the indicator, instrument, or measurement device itself (Neuman, 1997).  In 

contrast, reliability in qualitative research emphasizes the uniqueness of human 

situations and the importance of experiences that are not necessarily accessible to 

validation through the senses.  Reliability in this paradigm is assessed by the reader 

and lies in the capacity of the researcher to present a coherent, complete, and 

meticulously checked exploration of all aspects of the topic under investigation 

(Mason, 2002; Patton, 2002).  Lincoln and Guba (1985) proposed that it was useful 

to refer to reliability as dependability.  Dependability still relates to the consistency 

of the findings, but also emphasizes the importance of densely describing the exact 

methods of data collection, analysis, and interpretation.  Thus, the ability to repeat 

the study can be gauged by other researchers (Krefting, 1990).  To further ensure 

dependability in the current study, a detailed description was provided of the 

method of data collection, data reduction/analysis, and interpretation.  In addition, 

variation of methods (i.e., semi-structured interviews and visual representations) 

was employed to enable confirmation and greater depth of findings.   

Finally, in contrast to quantitative inquiry, qualitative research regards the 

researcher as an instrument of the study.  According to Lincoln and Guba (1985),  

“no phenomenon can be understood out of the relationship to the time and context 

that spawned, harbored and supported it” (p.189).  Therefore, the role of the 

researcher in qualitative research is critical in determining whether the study will 
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remain true to the natural setting in which it occurred.  Indeed, Lincoln and Guba 

(1985) claimed that if the researcher failed to become part of the context in which 

the research was being conducted, the outcomes of the study would not be 

dependable.  Validity, therefore, also depends on the ability of the researcher to 

convince the reader that they have rigorously accessed, and clearly and accurately 

represented the social world under study (Grbich, 1999; Patton, 1990).  The 

background of the researcher has been described to allow judgments to be made 

about any possible bias in the interpretations of the data. 

 

Confirmability  

According to Neuman (1990) objectivity was considered to be a strong point 

of quantitative inquiry as it is based on the assumption of freedom from bias in both 

the research process and the product of the research.  Objectivity is often achieved 

by using such research methods as blind experiments and quantification (Punch, 

1998).  However, within the qualitative paradigm, it is not possible either to be 

objective or controlled, given that people change and their social contexts are often 

too complex for numerical description (Rice & Ezzy, 2000; Rich & Ginsburg, 

1999).  This paradigm values subjectivity rather than objectivity and concentrates 

on the meaningfulness of the research findings (Hoepfl, 1997; Neuman, 1997).  

Guba (1981) suggested that in regard to qualitative inquiry, neutrality or objectivity 

should be replaced by data and interpretational confirmability.   

One of the most effective ways for establishing confirmability is by way of a 

replicability audit (Lincoln & Guba, 1985).  The manner in which auditing can be 

undertaken is varied.  Auditing may include perusal of raw data and field notes, 

analysis products, thematic categories, interpretations, and inferences by an 
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independent reviewer.  Audit may also focus on the procedure and design strategies 

of the study (Krefting, 1990).  The purpose of an audit is to enable other researchers 

to arrive at similar conclusions given the same data and research context.  In this 

study, individual coders (see Chapter 3) were used in the analysis and interpretation 

of the data.  In addition, results were provided to participants for verification.   

  

Methodological Considerations of Stress Research 

Despite the volume of research that has been conducted into work stress, clear 

conclusions have remained elusive.  Contributing to this ambiguity has been the 

vast array of methodological problems that have not been adequately addressed.  

Indeed, Kasl (1986) and Ganster (1995) have suggested that as a result of poor 

methodology, potentially incorrect assumptions have been made about costs of 

work stress, and its link to negative consequences.  The implications of 

methodological issues for the current research are examined in this section, namely, 

the difficulties associated with small samples and biases, longitudinal designs 

brought about by the issues of attrition, particularly given the high turnover of 

rehabilitation professionals, appropriate follow up timing and researcher 

involvement. 

 

Sampling Issues 

Despite the growth of the insurance-based rehabilitation sector over the last 

two decades, rehabilitation remains a small sector in Australia.  For instance, there 

are only 600 registered members of the Australian Society of Rehabilitation 

Counselors in Australia, and fewer full members (i.e., those trained exclusively in 

vocational rehabilitation).  Further, rehabilitation counseling is offered in only six 
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universities across Australia and is often part of another course of study (e.g. 

Human Services).  As a result of this small population, sample size is particularly 

problematic in quantitative research.  Due to the small size of this population, 

recruitment for the current study was limited.   

In qualitative inquiry, appropriate sample size is difficult to ascertain.  

Indeed, Sandelowski (1995) suggested that an adequate sample size “is one that 

permits, by virtue of not being too large, the deep, case-oriented analysis and, by 

virtue of not being too small, a new and richly textured understanding of 

experience” (p.183).  Thus, the small population is less problematic in qualitative 

research.  Generally in stress research, sampling bias is an unavoidable problem.  

Voluntary participants are likely to be those who are either less distressed by their 

situation or too stressed to participate in research.  However, because sampling in 

qualitative research is concerned more with the representativeness of the concepts, 

or variation between concepts, that are indicative of the phenomena under study 

(Strauss & Corbin, 1998), the deliberate sampling of stressed or non-stressed 

individuals is not problematic.  Indeed, selection of participants in qualitative 

inquiry should be purposively biased to ensure sampling of diverse experiences.  

Consequently, the possibility of a self-selection bias in this study becomes strength 

(Sandelowski, 1986). 

 

 Longitudinal Versus Cross Sectional Design 

A major limitation in work stress research has been the reliance on cross-

sectional designs.  Designs of this nature undermine the ability to comment on the 

temporal relationships between variables and, subsequently, draw causal 

conclusions (Edwards, 1992; Parkes, 1982; Savicki & Cooley, 1994).  In addition, 
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it has been proposed that the use of a cross-sectional design in stress research fails 

to consider work stress as a dynamic process and, therefore, likely to develop over 

time (Ashforth & Lee, 1997; Golembieski & Munzenrider, 1988; Savicki & 

Cooley, 1994), or that work stress may diminish over time due to workplace 

socialization (Nelson, 1987).  However, longitudinal designs in stress research are 

not without significant drawbacks.  Three major concerns are the lack of clarity 

about appropriate time frames for measurement and the impact of extraordinary 

high turnover that manifests as sample attrition.  Further, the impact of researcher 

involvement must be considered in the design of a study. 

 

Timing 

The timing of data collection points is problematic in longitudinal research.  

Dwyer (1983) maintained that a lengthy time-frame in stress research was 

preferable to one that is too short as the latter may lead to the conclusion that no 

causal effects existed.  Conversely, Zapf, Dormann and Frese  (1996) suggested 

that a longer time-frame is likely to lead to an underestimation of true causal impact 

because of the influence of extraneous factors.  In relation to the appropriate 

temporal spacing of measurements, it is preferable that decisions are based on 

developmental theories (Lee & Ashforth, 1993).  However, there is little theoretical 

work in this area on which to base such decisions.  Difficulty exists in establishing 

time-frames that will effectively examine the development of stress (Frese et al., 

1988).   

To further complicate this issue, researchers have suggested that both the type 

of stressor and its intensity are important in determining time frames.  For instance, 

Leiter (1993) suggested that stressors such as workload might impact immediately 
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upon the worker, whereas the stress associated with the under-utilization of skills 

may have a more insidious effect.  Therefore, optimal measurement intervals will 

differ across variables.  Time-frames in previous work stress research have little 

empirical basis and are likely to have been determined by either arbitrary decisions 

or practical constraints (Cherniss, 1980; Lee & Ashforth, 1993).  Cross-sectional 

qualitative research may shed some light on this issue.  

 

Attrition 

Attrition presents a further concern in regard to the selection of a 

longitudinal design for work stress research (Savicki & Cooley, 1994).  Attrition is 

of particular significance to the current study given that stressed rehabilitation 

professionals are likely to leave their positions as is evidenced in the unusually high 

incidence of turnover.  In addition, Savicki and Cooley (1994) raised the concern 

that workers are highly likely to change positions during the course of a 

longitudinal study.  This attrition may confound the results and distort any 

conclusions regarding the development of work stress.  Frese and Zapft (1988) 

supported this concern by pointing out that rehabilitation workplaces are 

characterized by a lack of consistency as workers move between duties, positions 

and working conditions.  Thus, the issue of attrition becomes highly influential in 

determining the design of stress research.  Unless the impact of attrition can be 

monitored and minimized, cross-sectional research is preferable.  In the current 

study, the limited size of the population exacerbated the risk to the value of 

longitudinal research from attrition.   
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Researcher Involvement 

Researchers need to be aware of the impact their involvement in a stress study 

may have, particularly upon outcome in longitudinal designs.  Long-term 

involvement in a study on work stress is likely to influence the work stress process 

over time.  It is probable that involvement in a longitudinal study may inherently 

alter the experience of work stress.  For instance, researcher involvement is likely 

to impact upon an individual’s ability to cope or, may serve as a source of support, 

thereby influencing outcome.  Repeated contact with a researcher may represent a 

form of therapy for the worker, or might induce stress by preventing avoidance of 

the situation.  Considerable research has indicated that emotional exhaustion occurs 

less often when a worker receives support from a range of work and non-work 

sources rather than from a network concentrated entirely within the work place 

(Leiter & Meechan, 1986).  Many studies have suggested that social support may 

buffer individuals against the impact of stress (Sarason, Sarason, & Pierce, 1990).  

It may also encourage them to appraise their situation differently, which alters their 

capacity to cope and adjust (Lazarus & Folkman, 1984).  The likely influence of 

ongoing involvement will impact significantly on the ‘true picture’ of work stress. 

The concerns regarding the impact of researcher involvement are magnified 

in qualitative research because of the nature of contact and the reduced ability to 

monitor the impact of such contact.  ‘Getting close’ to the participants of the study 

is critical in qualitative research as it enables a personal understanding of the 

subtleties and complexities of their social world (Patton, 1990).  Despite the 

difficulties that may arise from this level of involvement with participants, 

(Krefting, 1990; Marcus & Fischer, 1986), the benefits in terms of depth of 

knowledge are significant.  Therefore, the adoption of a longitudinal design for the 
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current research is not appropriate as data collection over an extended period of 

time is likely to alter the process of work stress.   

 

The Current Study 

This chapter has provided the context for the current study by discussing the 

insurance-based rehabilitation environment in Australia.  Given the importance of 

understanding this specific context, and its influence on the well-being of 

rehabilitation professionals, the utilisation of a qualitative research paradigm was 

proposed.  The aim of the current study was to understand the contextual world of 

rehabilitation professionals.  It will elicit their beliefs, perceptions and experience 

regarding the influence the unique context of insurance-based rehabilitation has on 

their well-being and their work.  Gubrium and Sankar (1994) claimed that 

qualitative research gives a ‘voice to the ordinary’ and is able to make explicit the 

often invisible and unreflected aspects of everyday life.  Similarly, Morse (1991) 

alleged that because qualitative research focuses on individuals’ experiences, it 

therefore provides detailed descriptions of the phenomena not previously explored.   

Given that the current study aims to gather and interpret insiders’ 

perspectives in order to accomplish a rich and more in-depth understanding of the 

insurance-based rehabilitation context, a qualitative research design provides a 

fitting research medium for the present study.  Moreover, as discussed in this 

chapter, a qualitative design will avoid the difficulties associated with quantitative 

research such as small sample size and bias.  The study will not use a longitudinal 

design to avoid problems such as attrition, inadequate timing and the impact of 

researcher involvement.  Qualitative research has much to offer the world of 

inquiry and will clearly contribute to clarifying some of what is unknown in regard 
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to work stress.  The following chapter (Chapter 3) will present and discuss the 

qualitative methodology employed in the current study. 
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CHAPTER 3 

QUALITATIVE METHODOLOGY AND ANALYSIS 

“Human beings, who are almost unique in having the ability to 
learn from the experience of others, are also remarkable for 
their apparent disinclination to do so” Adams (1952 - 2001).  

  

This study comprised an examination of the influence of the broad 

insurance-based rehabilitation context on the experience of work stress among 

rehabilitation professionals.  Given that the subjective experience of rehabilitation 

professionals who operate within an insurance-based paradigm is poorly 

understood, a qualitative research design was employed.  Although longitudinal 

research is necessary in the area of work stress (Hart & Cooper, 2002), the aim of 

the current study was to develop a rich and in-depth understanding of the context at 

a single point in time.  Further, the use of a longitudinal design was thought to 

introduce significant unavoidable difficulties associated with the high level of 

attrition in the industry.  Accordingly, the design was cross-sectional.   

The study was based on twenty-five in-depth interviews with rehabilitation 

professionals who worked within an insurance context.  Both verbal and visual data 

were collected to provide multiple perspectives of the insurance-based context and 

the experiences of workers within that context.  Themes that emerged from this data 

were developed, explored and verified using a systematic process of coding.  As 

suggested by Punch (1998), data coding and analysis were conducted 

simultaneously with data collection.  Several measures were incorporated to 

confirm the findings.  This chapter will describe the methodology used in the 

current study.   
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Sampling Procedure 
 

Crabtree and Miller (1992) suggested that qualitative samples should be 

selected purposively to ensure the provision of rich information that 

facilitates in-depth understanding of the specific phenomenon rather than 

generalization to a population.  All participants in the current study were 

considered to be valuable informants in that they had sound knowledge of, 

and experience operating in, the insurance-based rehabilitation context.  

Participants were recruited from the membership database of the Australian 

Society for Rehabilitation Counselors (ASORC) to ensure that they all 

identified strongly with the rehabilitation profession, and were all qualified 

rehabilitation professionals who currently operated within the insurance 

context.   

The invitation to participate in this study was sent only to full members 

of the Australian Society of Rehabilitation Counselors (ASORC) who 

attended the National Conference on Rehabilitation in the year of the study.  

This selection process ensured that participants were those with a strong 

interest in maintaining their professional competencies and who demonstrated 

dedication to the industry.  An important consequence of the growth of 

insurance-based rehabilitation has been the entry of many other professionals 

into the industry (i.e., occupational therapists, social workers) would be likely 

to have less commitment to the discipline.  It was important to avoid 

sampling these workers as the impact of contextual factors on their 

professional working lives would be difficult to ascertain.  Further, these 

workers had not been formally trained in rehabilitation.   
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To recruit participants, a request was forwarded to the ASORC 

committee who forwarded the request to its full members.  The request 

consisted of an invitation to participate in a study about the rehabilitation 

profession.  The criteria for participation were that services were provided 

within or to an insurance entity.  A consent form, assuring confidentiality and 

anonymity, could be returned to the researcher to indicate willingness to 

participate.  One hundred and forty-one full professional members of ASORC 

attended the National Rehabilitation Conference.  As a result of this request 

for participation, twenty-five rehabilitation professionals agreed to be 

involved in the study.  Thus, the response rate for the current study was 

approximately 18%.   

As noted in Chapter 2, there is a possibility that the rehabilitation 

professional sample may have been biased toward people who were 

experiencing dissatisfaction in their work or work stress.  Such a bias may 

have the potential to significantly influence the generalizability and utility of 

quantitative research.  However, given the purpose of the study was to 

understand how the context of insurance-based rehabilitation contributed to 

work stress, this potential selection bias was not considered to be as 

detrimental as it would have been in quantitative research.  Indeed, this type 

of purposive sample is sought after in qualitative research. 

Lincoln and Guba (1985) suggested that the intention of a purposive sample 

is to maximize information.  Sampling should, therefore, be terminated when no 

new information is obtained from newly sampled units.  Thus, the primary criterion 

to cease data collection should be data redundancy.  Although all 25 participants 

who expressed a wish to be involved in the study were interviewed, an important 
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check on the adequacy of sampling was data redundancy.  Data redundancy or 

saturation, as it is commonly referred, occurs when the researcher is able to 

recognize themes or categories in the data, and can decide that if the next few data 

samples fit into these categories.  If so, then the categories represent the phenomena 

being studied.  At this point the data is saturated and data collection is complete 

(Byrne, 2001).  The point of data redundancy in the current study was reached 

before the entire sample had been interviewed, indicating that no further sampling 

was necessary.   

 

Participant Characteristics 

All 25 participants were currently employed in a rehabilitation agency and 

operated within a context that was either fully insurance-based or incorporated a 

proportion of insurance-based work as part of a broader context.  Of the 25 

participants, 19 were females and 6 were males.  This finding is representative of 

the rehabilitation workforce and, indeed, the general field of human services (Pease 

& Camilleri, 2001).   Twelve participants worked for an insurer (either private 

companies or State government), nine worked for the Commonwealth government, 

and four worked for private rehabilitation agencies that provided services to 

insurers.  Details of participant characteristics are contained in Appendix B. 

Participants ranged in age from 21 to 53 years, with a mean age of 38.96 

(SD = 10.53).  The average age for females was higher (M=40.32, SD =9.82) than 

for male participants (M=34.67, SD =12.5).  All participants were tertiary qualified, 

with the majority (22) holding a bachelor degree, and 3 holding a masters degree.  

The majority of these degrees had been obtained in the health science and social 

science areas, usually with rehabilitation as a major part of the study program.  The 
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3 participants with master’s degrees had all been awarded in rehabilitation 

counseling.  The participants duration of experience in the rehabilitation area 

ranged from 24 to 360 months, averaging 119.76 months (SD = 94.45), with 

females reporting a broad range of experience (i.e., 24 to 360 months), but on 

average had more experience (X=127.89, SD = 93.12) than male participants (30 to 

300 months, M = 94, SD = 102.71).    

In terms of their current employment, tenure in the total sample ranged from 

2 to 204 months (X = 58.09; SD = 49.05).   For females, tenure ranged from 4 to 

204 months and averaged 68.17 (SD = 50.84) months, while for males, the range of 

tenure was much narrower (2 to 60 months), and was on average much shorter (M 

= 26.17, SD = 25.13).   

The majority of the participants worked entirely with insurance clients (n  = 

14 or 56%).  The remaining participants (i.e., 44%) were generally employed by 

private or government rehabilitation providers that serviced the insurance industry.  

Accordingly, their caseload consisted of non-insurance clients.  These participants 

were asked to specifically focus on their insurance caseload when providing 

responses for the current study.  To ensure that participants were able to focus on 

this context only, they were asked to quantify their caseload and discuss briefly the 

distinctions between the insurance context and any other context in which they 

worked.  The percentage of insurance clients in the caseloads of these participants 

ranged from 5 percent to 80%.  Comments provided by those with mixed caseloads 

indicated that they could successfully differentiate between their working contexts.   
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Materials 

The current study relied on two methods of data collection, namely visual 

representations and semi-structured interviews.  The use of two methods was an 

important way of verifying the data.  According to Grbich (1999) and Punch 

(1998), “interviews are one of the most effective means of accessing people’s 

perceptions, meanings, and constructions of reality regarding the experiences and 

events in their lives” (p.174).  However, Duffield (1998) noted that if social 

research is to be the vehicle by which social phenomena is analyzed, then it must 

clearly contain methods of discovery and analysis as diverse as the issues that 

confront society.  Accordingly, visual representations were also used as an 

exploratory tool in the current study to provide a greater insight into the contours of 

the insurance-based rehabilitation context.   

 

Visual Representations 

Visual representation served a useful purpose in this study because it allows 

the rich experiences of individuals to emerge (Elliot, 1988; Rich & Ginsburg, 

1999).  According to Duffield (1998), visual images bring phenomena alive and 

recover some of what is lost through the translation of text.  Images provide a 

means to 'see the world' in a different way.  Indeed, as Duffield (1998) suggested, 

the strength of the visual method is its potential to crystallize data and reveal 

something that cannot be understood in any other way.  Visual representations can 

provide more information than memory or text alone and capture a real sense of an 

event.  As Minichiello (2002) noted, the value of utilizing visual representations, 

including drawings, is that they mediate between perception, mental life and the 

physical world, but not through the constraints of shared language.  Visual 
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representation therefore, enables the researcher to view and understand the 'lived 

experience' of the participant, a principle that is at the core of qualitative research 

(Punch, 1998; Rice & Ezzy, 2000). 

Although language is equally important in qualitative research, words are 

linear and often isolated from their context (Mattaini, 1993).  Interview text, for 

instance, is dependent on the participant's ability to orally convey messages and the 

interviewer's ability to grasp the meaning of those words.  Hence, only common 

inter-subjective actions or experiences are highlighted and the subjective world of 

the participant remains untouched (MacKian, 2000).  Non-verbal resources, such as 

visual representations, are therefore, essential for understanding both complex 

contexts and the world of others.  Methods such as these encourage living systems 

to come alive enabling the researcher to understand the stories behind the 

perceptions and experiences of participants (Deacon, 2000).   

In the current study, the visual mode of data collection was used to provide 

a vehicle for participants to portray their perceptions and experiences of their 

working context in a manner not restricted by the linear process of word usage.  

Clearly, visual representations offer a modality that can expand human 

understanding and should, therefore, command an integral place in qualitative 

research.   

 

The Visual Representation Task 

The visual representation task used in the current study was based on 

projective techniques.  Such techniques have been assumed to transcend the 

unconscious self-editing mechanisms that constrain the expression and feelings 

inherent in most people when being interviewed (Neuman, 1997; Oppenheim, 
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1992).  In recent years, projective techniques have been widely adopted in 

consumer and marketing research as a vehicle to ascertain consumer motivation, 

attitudes, feelings and beliefs towards a specific research problem or product 

(Gordon & Langmaid, 1988; Loudon & Della Bitta, 1993). 

Projective techniques are valued for their ability to provide a less structured 

and indirect way of investigating a situation (Webb, 1992), by enabling respondents 

to express attitudes and opinions that can be difficult to access through direct 

questioning.  Indeed, projective techniques have the capacity to uncover the inner 

most thoughts and feelings of an individual (Kline, 1983) and reveal the 

individual's characteristic modes of perceiving his or her world (Chaplin, 1994).  

Thus, the researcher is able to more easily enter the private world of individuals. 

According to Donoghue (1998), projective techniques are based on the 

underlying principle that unconscious desires and feelings can be understood by an 

individual’s response to an ambiguous situation.  If individuals are free to interpret 

and respond to ambiguous stimuli from their own particular frame of reference 

(Churchill, 1991), it is anticipated that they will project their unconscious feelings 

in those responses (Solomon, 1994).  Utilizing a projective technique, therefore, 

circumvents the unconscious defenses and the conscious resistance (e.g., social 

desirability bias) so often present when using direct questioning.  The technique 

also allows access to unconscious feelings and attitudes of which individuals may 

be unaware (Donoghue, 1998).  Projective techniques require imagination and 

creativity rather than language skills, providing access to potentially different 

information than that acquired through interviews (Catterall & Ibbotson, 2000).  

The form of expressive technique that was chosen for the current study was 
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drawing.  By drawing freely, participants were given the opportunity to visually 

represent their current work context.   

To complete the visual representation, participants were asked to draw their 

perception of their work context on an A4 sheet of paper.  Minimal directions were 

provided in relation to these representations to ensure that the design and visual 

portrayal was governed only by the approach of the participant to their experience 

within the insurance-based rehabilitation context.  The unstructured nature of the 

technique engendered what Webb (1992) described as a more free and open 

approach to the expressions and perceptions portrayed.  They were advised that 

there were no standardized guidelines for the compilation of the visual 

representations and they were free to illustrate their work context in the way he/she 

perceived it to be.  No other directives were provided to participants at this stage.  

There were no time restrictions placed on participants to compile their visual 

representations, thus minimizing any pressure and enabling time for reflection.   

Upon completion of their visual representation, participants were provided 

with a categorization system and ranking chart (see Appendix C).  They were asked 

to identify any stressors in their drawing and categorize each stressor under one of 

three headings, depending on its perceived cause.  These headings included: 

(i) Personal Stressors (something that stems from me) 
 
(ii) Organizational Stressors (something that stems from the organization) 
 
(iii) Contextual Stressors (something that stems from outside myself or the 

organization). 
 

Once participants had categorized the stressors, they were asked to rank the 

most important stressors, ranging from 1 to 5 with 1 being allocated to the most 

significant stressor.  This categorizing and ranking technique enabled individuals to 
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explain the relative importance, order or categorization of a specific concept, 

product, event or factor (Donoghue, 1998; Gordon & Langmaid, 1988).   

 

Semi-Structured Interviews 

To understand the construction of reality held by others, Jones (1985, p.  46) 

noted “we would do well to ask them… in such a way that they can tell us in their 

terms and in a depth which addresses the rich context that is the substance of their 

meanings”.  In making this argument, Jones criticized the imposed rigidity of 

questionnaires and the a priori assumptions of researchers that guide the 

development of questionnaires.  Semi-structured interviews have been considered 

to be the most appropriate medium for eliciting the meaning of particular 

phenomenon to participants (King, 1994; Patton, 1990).  Semi-structured interviews 

provide organization, but are flexible and enable topics to be introduced at any 

point in the interview if necessary.  The interviews are not restricted to the order of 

topics as they appear in the interview guide, or in any other pre-determined 

sequence (Hyener, 1985; Kvale, 1996).   

Interviews of this nature are capable of producing thick data of great depth 

(Rich & Ginsburg, 1999).  Similar to a questionnaire, a fully structured interview 

implicitly assumes that all participants understand and interpret questions in the 

same way.  Structured interviews also retain unhelpful control over the interaction 

and dialogue due to its hierarchical structure (Mishler, 1986).  As argued earlier, 

such an approach would be adversarial to the philosophy and intention of this study.  

Semi-structured interviews, therefore, provided the advantages of unstructured 

interviews, while containing the data to the phenomenon of interest and retaining 

the capacity to provide in-depth information that would be lost in structured 
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interviews.  Thus, semi-structured interviews were employed for data collection for 

the current study.    

 

Development of the Interview Guide 

The approach employed to develop the interview protocol for the current 

study was based on the recommendations of King (1994), namely, 1) a basic 

understanding of the research literature, 2) the interviewer's personal knowledge 

and experience of the area, and 3) informal discussions with other professionals 

experienced in the research area.   

There is considerable debate in regard to the importance and necessity of 

understanding the literature before commencing qualitative research (Patton, 2002).  

For instance, some researchers have advised against becoming too engaged with 

literature and theory in the relevant field before commencing data collection and 

analysis, for fear it may generate predetermined categories (Glaser & Strauss, 

1967).  Conversely, other theorists have suggested that a sound understanding of 

the literature prevents the likelihood of unnecessary and irrelevant replication 

(Punch, 1998).  As a consequence, Grbich (1999) stressed the importance of 

approaching the literature review lightly to allow an understanding of previous 

outcomes and prevent the domination of the study's design.  Therefore, to promote 

the researcher's knowledge and understanding of the area under investigation a brief 

overview of the literature was conducted prior to the development of the semi-

structured interview.   

In line with King’s second criteria, the researcher possessed over fifteen 

years experience in the tertiary rehabilitation arena (both insurance-based and non-

insurance based) as a rehabilitation counselor practitioner.  As a result of this 



 56

experience as a practitioner, the researcher became aware that the concerns of 

rehabilitation professionals who operated within an insurance-based context 

differed from those who operated within a non-insurance-based environment.  

Hence, the researcher’s knowledge, experience and understanding of rehabilitation 

in the insurance context provided a sound underpinning on which to base the 

inquiry for this study.   

Finally, to ensure the interview questions were unbiased and appropriate for 

the participants, (King, 1994), the interview guide was provided to two specialists 

in the area for feedback.  Both specialists held a Master of Human Services 

(Rehabilitation) and possessed experience in qualitative research.  As a result of 

discussions with these specialists, only minor changes were made to the interview 

protocol, namely, greater inclusion of prompts.   

The final interview guide comprised twenty-one questions and 

accompanying probes to ensure depth of understanding of experiences (see 

Appendix C).  Demographic information was requested first, including composition 

of workload, time in the industry, age, gender and level of tertiary qualification.  

Broad questions were then asked regarding the experience of operating within an 

insurance context, accompanied by probes to explore these experiences in more 

depth, and the distinctions between this work and non-insurance work.  More 

specific open-ended questions were asked regarding how they experienced or 

perceived their work context (i.e., rewards, support, frustrations, stress).  To 

provide the participants with a sense of completion, the interview ended with the 

opportunity to make further comment regarding their experience of operating 

within an insurance-based rehabilitation context.  The main areas covered in the 

interview included perceptions of working with insurance clients and discussions 
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about the factors that both promoted or impeded working effectively within the 

insurance-based rehabilitation context.   

 

Procedure 
 

The suitability of the data collection procedure and materials was confirmed 

by two rehabilitation professionals.  One participant provided insurance-based 

rehabilitation services within an insurance company and the other provided 

rehabilitation services to an insurer.  These individuals were informed that the 

purpose of the exercise was to test data collection methods in regard to ambiguous 

or leading questions, or confusion about how to construct the visual representation 

and its purpose.   

Twenty-five rehabilitation professionals were interviewed regarding their 

experience and perceptions of operating within an insurance-based context.  Given 

the geographic separation between participants and the limited budget allocated to 

the study, all the interviews were conducted via the telephone.  Before 

commencement of the scheduled telephone interviews, participants were asked to 

construct the visual representation of their workplace.  Participants were mailed 

instructions on how to construct their visual representations of their work context.  

Visual representations were either mailed or faxed to the researcher along with the 

signed consent forms (see Appendix D).   

Following completion of this task, they were interviewed.  All interviews 

were audio-taped with the consent of the participants and transcribed verbatim.  

Participants were assured of their anonymity, confidentiality, and the right to 

withdraw from the study at any point.  Participants were also invited to contact the 

researcher should they have any queries or concerns regarding the study or their 
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input into the study.   

The same researcher, a qualified rehabilitation counselor with over 15 year's 

experience, conducted all interviews.  Given the semi-structured nature of the 

interview guide, no time limits were placed on the interviews.  However, most 

interviews lasted between one and two hours.   

 
Analysis 

 
According to (King, 1994; Patton, 2002 & Punch, 1998), there are no set 

rules for the analysis of qualitative data.  In this study, the visual and verbal data 

were analyzed separately, each analysis using an iterative thematic approach.  

Thematic analysis, according to Boyatzis (1999) and Daly, Kellehear and Gliksman 

(1997), is the ability to recognize important messages inherent in the data.  

Although the application of ‘thematic analysis’ is open to a wide range of 

interpretations, its use in this study followed the systematic process outlined by 

Coffey and Atkinson (1996), namely; 

(i) Initial coding of the data 

(ii) Clustering codes to develop concepts or categories from the coding,  

(iii) Developing themes from these concepts to enable explanation of the 

phenomenon under examination.   

In thematic analysis it is the ‘position of the idea in the narrative or image’ 

that is important, rather than considerations such as frequency (Daly et al., 1997).  

Thus, the purpose of thematic analysis is to identify important concepts or 

categories and examine them in relation to the rest of the data and context.  From 

these categories, themes are developed that provide explanation of the phenomenon 

under study.  Thematic analysis was therefore, selected in preference to other 

approaches (i.e., content analysis) because it allows greater consideration of the 
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process and meaning.  However, where useful to provide strength to the findings, 

content analysis was used (i.e., the use of specific words were counted).  

Irrespective of the type of data (visual or verbal), analysis followed three steps, 

namely; 

(i) Preliminary analysis by the researcher using the three phases of coding; 

(ii)  Independent interpretation of the codes and themes by two experts (the 

researcher and one independent expert), to determine agreement;  

(iii) Checking of the overall interpretations with two original participants 

   (i.e., member checking), to examine acceptability of interpretations. 

 
 

Independent Experts 

The purpose of incorporating an independent expert into the analysis of the 

visual representations and interviews was to guarantee consistency and integrity of 

the findings.  The importance of ensuring interpretative rigor was clearly outlined 

by Mishler (1990) who argued that the trustworthiness of interpretations in a 

qualitative study could be enhanced by “making available substantial sections of, or 

complete, primary texts in the research report or by making them available to other 

researchers”  (p. 36).  This allows the researcher to examine the data and assess the 

adequacy of the interpretations.  Atkinson, Heath, Chenail, Cavell and Synder  

(1991) supported the importance of including this procedure in the analysis by 

suggesting that knowledge is legitimized when external peers agree that the 

interpretations and conclusions are accurate reflections of the phenomena under 

study. 

Indeed, Patton (2002) suggested that variation of confirming data of this 

nature is important in the analysis process as it provides a check on researcher bias.  
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In addition, Patton (1990) suggested important ‘insights' can emerge from the 

different ways in which two people look at the same set of data.  Moreover, the use 

of the two analysts permitted the calculation of inter-rater reliability (Miles & 

Huberman, 1994; Weber, 1990).  In line with the recommendation of Glaser and 

Strauss (1967), the independent analysts were not overly familiar with the literature 

pertaining to rehabilitation.  Thus, the potential for bias or the establishment of 

predetermined categories was minimized. 

In accordance with Weber’s (1990) recommendation, inter-rater reliability 

of the initial coding process was calculated prior to discussing, comparing and 

contrasting the excerpts coded.  Given that analysis was an ongoing process and no 

finite number of items could be calculated, it was not possible to use statistical 

methods of calculating reliability, such as Cohen’s (1960) kappa-coefficient.  

Accordingly, Miles and Huberman's (1994) method of dividing the number of 

agreements by the total number of agreements and disagreements and multiplying 

by one hundred to achieve a percentage agreement was employed.   

Percent        =     Number of agreements                                            X 100 
 agreement           Number of agreements + Number of disagreements 

 

Member Checking 
 

Member checking was included as an essential part of the analysis to 

minimize the likelihood of researcher bias in the interpretation of the themes from 

the interview data and from the visual representations.  Member checking sought to 

clarify and confirm that the analysis of the visual representations had captured the 

rehabilitation professionals’ perceptions of their work contexts.  This strategy 

contributed to the credibility of the findings  (Rich & Ginsburg, 1999).  According 
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to Atkinson, et al. (1991), the people studied and other relevant audiences must 

agree that the conclusions are accurate reflections of their experience.   

Member checks by participants have also been strongly endorsed as a means 

of confirming data (Jeffery, Gilner, George and Morgan, 2000), boosting the 

accuracy and reliability of interpretations and increasing internal and external 

validity (Brown, 1994; Huberman & Miles, 1994; Mays & Pope, 1994).  

Furthermore, Lincoln and Guba (1985) and Rich and Ginsburg (1999) suggested 

that member checks were a crucial technique for establishing credibility.  It was 

essential to the current study, therefore, that the participants of the research were 

provided with the opportunity to sanction the interpretation of the data as a true 

depiction of their experiences.  Thus, member checking was included in the 

analysis of the interviews and visual interpretations to counteract the possibility that 

the bias of the researcher had influenced the findings.  By using this technique, the 

integrity of the data analysis was assured.   

The selected themes and interpretations from the visual representations were 

presented to a member checking panel for endorsement.  The member checking 

panel was selected on the basis of experience and representativeness of sample.  

Indeed, Lincoln and Guba (1985) pointed out the importance of ensuring that the 

panel is representative of the participants.  For instance, they suggested that a 

minimum length of service (i.e., more than one year) is essential before an 

individual can attain a reasonable level of confidence in the opinions that other 

more experienced panel members may offer.  Given these criteria, the member 

checking panel comprised of two participants who possessed the most experience in 

the industry.  One participant provided rehabilitation services within an insurance 
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entity and possessed 14 years experience in the field while the other provided 

services to an insurance entity and possessed 30 years experience in the field.   

The two members were provided with a package that contained; 

• A copy of the independent coders interpretations of the visual representations; 

• Copies of the original visual representations; 

• The results of the second and third levels of analysis of the interview data; 

•  A consent form that reiterated the purpose, scope and intent of the study.   

 In the consent form, the task of the panel was clearly outlined, namely, to 

review the analyses for factual and interpretative accuracy and representation of the 

data.  The results of the analysis were delivered to the panel two weeks before a 

scheduled meeting between themselves and the researcher.  The checkers and the 

researcher then met and discussed the outcome of their examination.  The panel 

indexed confirmations and suggested some minor modifications. 

In accordance with Lincoln and Guba (1985) three levels of feedback and two 

levels of agreement were required of the member checking panel to ensure the 

credibility of the data.  These levels of feedback included;  

• A judgment of overall credibility; 

• Any major concerns and/or issues with the interpretations; 

• Any factual or interpretative errors.   

The panel members were then required to nominate their level of agreement 

with the interpretation.  The two levels of agreement included;  

• Complete agreement between panel members; 

• Split agreement whereby panel members maintained different judgments. 
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Analysis of the Visual Representations 

Twenty-four visual representations were compiled and provided to the 

researcher by participants in the study.  One participant chose not to construct a 

visual representation and this decision was respected by the researcher.  The level 

of detail evident in the visual representations ranged from simple designs to 

complex networks of inter-related nodes (see Appendix E).   

To guide the analysis of the visual representations, a framework was 

developed from Weber's (2003) principles for analyzing image-based research.  The 

framework comprised questions that each contributed further to the depth of 

interpretation of the visual representations (see Table 3.1).   

 
Table 3.1 
 

Weber’s (2003) Framework for Analysis of Visual Representations  
_________________________________________________________________ 

 
 
1  What are the story/stories each visual representation tells? 
 
2  What “text”/“messages” are conveyed by each visual representation? 
 
3 How are the participants portrayed in each visual representation? 
 
4 What collective message/messages do the visual representations convey? 
___________________________________________________________________ 
 
 

Each visual representation was examined in relation to questions 1 to 3 of   

Weber’s framework.  An expert was recruited to independently analyze the visual 

representations so inter-coder reliability could be calculated.  The expert held a 

Doctorate in Rehabilitation Psychology and was well versed in qualitative inquiry.  

This expert repeated the analysis of questions 1 to 3 independently and the two sets 

of responses were compared.   
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Agreements and disagreements were recorded.  In relation to questions 1 to 3, 

for each visual representation, only two disagreements were found.  These 

disagreements were minor and were discussed to reach a common conclusion.  

Responses to questions 1 to 3 then became the data set that was analyzed by both 

coders to develop an answer to question 4.  This final part of the analysis proceeded 

in accordance with the principles of thematic analysis.   

Inter-rater reliability for the analysis of the 24 visual representations was 

calculated at 87.5% for the independent analyst in comparison to the researcher’s 

initial analysis.  As it is unusual for inter-rater agreement to exceed 70% in the 

initial analysis stage (Miles & Huberman, 1994), the coding process was considered 

to be very reliable.   

 

Member-Checking Panel Level of Agreement   

When the interpretations of the researcher and independent coder were 

discussed with the member checking panel, judgment of overall credibility was 

found to be high.  Both members agreed strongly that the interpretations of the 

categories from the visual and interview data depicted their experiences in the 

sector.  Only minor concerns were raised in regard to the interpretations.  For 

instance, one member raised the point that male participants compiled two of the 

most orderly of the interpretations.  Although this was an interesting point, gender 

differences were not a focus of this study and, therefore, this point of interest was 

not pursued.  Other minor discrepancies of interpretations were discussed and 

resolved through discussion.  Full agreement was reached on the interpretations of 

the visual data. 
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Analysis of the Interview Data 
 

The 25 interviews were transcribed verbatim immediately following the 

interviews. Each interview was allocated a code that identified the interview 

number, gender and age of the participant, qualifications, the percentage of 

insurance-based clients they dealt with on their caseload, and the number of years 

they had been employed in the specific rehabilitation agency.  For example, the 

code (1.1F30T25%5yrs) indicated that the interview was the first conducted (1.1), 

the participant was female (F), 30 years of age (30), tertiary qualified (T) with 25 

percent (25%) of her total caseload being insurance-based clients, and had been 

employed in her current job for 5 years.  The complete code was recorded on each 

excerpt to ensure that interpretation remained in context both during and after 

coding.   

 

Initial Coding of Transcripts 

The researcher was responsible for the initial coding of all transcripts to 

facilitate a ‘feel for the data’ (Punch, 1998).  This stage of the coding provided the 

foundation for the next more in-depth phase of analysis, indexed the data for ease 

of retrieval and attached some meaning to each paragraph within the data.  The 

coding was inclusive as the inclusion of superfluous or ambiguous data was not 

considered to be a problem at this stage of the analysis.  Adhering to the same 

instructions, two independent analysts each coded 15 of the 25 transcripts (i.e., 

60%).  Inter-rater reliability for these 15 transcripts was calculated at 88% for the 

first independent analyst and 86% for the second independent analyst in 

comparison to the researcher’s initial analysis.   
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As a result of the initial level of analysis twenty-three codes emerged from 

the data.  These codes included, lack of control over content of work, lack of 

support, lack of control over decision-making, pressure, motivation of clients, 

legislative impact, policy implications, frustration with solicitors, monetary 

concerns, value conflict, bureaucratic expectations, political mandates, unrealistic 

time frames, shift in parameters of rehabilitation to business approach, excessive 

administration, accountability to insurer, frustration with insurance work, lack of 

understanding of rehabilitation by claims managers, client loses power, differing 

relationship with client and no flexibility.   

 

Categorization of Excerpts: Level Two Analysis 

Whereas the first level of coding focused on segmenting and summarizing 

paragraphs (excerpts) within the data, the second level of analysis involved 

"grouping" or "clustering" similar excerpts into conceptual categories.  According 

to Punch (1998), this process of conceptualization involves the comparison of 

excerpts with each other and the combination of those that appeared to pertain to a 

similar phenomenon or concept.  Thus, the excerpts were grouped together to form 

a more abstract concept or category (Strauss & Corbin, 1990).   

A similar procedure of inter-rater coding was conducted in the second phase 

of analysis.  The researcher categorized all excerpts initially and the two 

independent analysts then repeated the process.  Thus, the two analysts categorized 

and labeled the coded excerpts from all 25 transcripts.  The analysts were asked to 

identify specific or narrow categories.  A category was determined using Patton’s 

(1990) definition of a group of excerpts that possessed “internal homogeneity” (i.e., 

the excerpts meld in a meaningful way) and “external homogeneity” (i.e., the 
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differences among categories were bold and clear).  Where possible, these 

categories were required to be mutually exclusive in that excerpts could not be 

included in more than one category.  If the analysts found it difficult to determine 

the ‘best fit’ for the excerpt in regard to a specific category, they were asked to 

highlight this excerpt for discussion on completion of the analysis.   

Inter-rater reliability for this stage of the analysis was calculated at 92% and 

93% respectively for the first and second analyst in relation to the researcher’s 

categories.  According to Miles and Huberman (1994), inter-rater reliability for 

subsequent levels of coding should reach at least 90%.  Thus, inter-rater reliability 

for this stage of the analysis was considered to be reasonable.  From this level of 

analysis, six main categories were determined, incorporating the codes identified 

from the first level of analysis.  These categories comprised, clumsy and 

inconsistent legislation, the influence of external players, fiscal priority over client 

need, multiple demands and expectations, work apathy and disinterest, 

disillusionment and futility and inexperienced claims managers/lacking recognition 

of rehabilitation.  This level of analysis identified provisional themes that embraced 

the general concerns or experiences of the rehabilitation professionals. 

 

 
Third Level of Analysis: Theme Development  

 The objective of the third and final level of analysis was to ‘pull together’ or 

amalgamate the developing analysis to enable a more in-depth understanding of the 

experiences of rehabilitation professionals who operate in the insurance arena.  At 

this stage, categories were collapsed, relationships were examined and the overall 

story in the data was found.  Thus, this level of interpretation was an attempt to 

reach an understanding about meaning, particularly in relation to context (Punch, 
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1998).  In order to achieve this level of understanding, themes were developed from 

the concepts outlined in the second level of analysis.  In essence, interpretation at 

this level attempts to deal with the question of “what is to be made of it all” 

(Wolcott, 1994, p. 12).   

During the analysis process, the independent coders were asked to identify 

the core category in the data.  The core category is recognized as being a central 

theme in the data, is seen by participants as central to the phenomenon being 

studied, and, is the central concept by which other categories are integrated (Punch, 

1998).  In essence, the core category dominates the analysis and is judged by 

criteria such as, its salience and relationship to the other categories identified, its 

frequency of occurrence in the data, and its ability to explain many of the behaviors 

and actions evident in the data.  Six major themes were developed in this level of 

analysis, comprising three main themes that characterized the context (Legislative 

Pluralism, External Trumping, and Greed), a core theme that accounted for their 

impact (The Juggler) and two process themes (Going Through the Motions and 

Betrayal). 

     

Member-Checking Panel Level of Agreement   

When the interpretations of the researchers and independent coders were 

discussed with the member checking panel, judgment of overall credibility was 

found to be high.  Both members agreed strongly that the interpretations of the 

categories from the interview data depicted their experiences.  Minor discrepancies 

of interpretation were discussed and resolved through discussion and full agreement 

was reached on the interpretations of the interview data. 
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Summary 

This chapter has presented the methodology for the current study.  

Specifically it has discussed the qualitative methods and procedures utilized to 

enable the in-depth examination of the experiences of rehabilitation professionals 

who operate in the insurance-based rehabilitation context, and, to understand the 

influence of this context on the experience of work stress for these workers.  The 

instruments of data collection have been discussed (i.e., the visual representations 

and the semi-structured interview), the construction of these instruments outlined and 

the process of analysis of the data collected explained.  The following chapters will 

present the results of the thematic analysis of the visual and verbal data.   
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CHAPTER 4 
 

RESULTS OF VISUAL REPRESENTATIONS 
 

 
“A picture is worth a thousand words” 

 
 

This chapter presents the findings of the visual representation task.  Visual 

representations were utilized to determine whether or not contextual factors were 

salient for workers in the insurance-based rehabilitation context and contributed to 

work stress.  The representations provided a vehicle for participants to portray their 

perceptions and experiences within the insurance-based rehabilitation context.   

Many of the visual representations were compiled in pencil and, for the 

purpose of clarity, were reproduced.  The unique characteristics of each 

representation were carefully retained (e.g., shape, size, thickness and distance).  

Copies of the original visual representations are provided in Appendix E. To easily 

identify the participants in the visual representations, their position is marked in the 

color mauve.  As discussed in Chapter 3, the visual representations were analyzed 

by two independent coders using a framework comprised of four questions.  The 

interpretative statements coders used to describe their answers to the questions were 

then analyzed to form the themes that best explained the visual representations.   

Five themes emerged from the interpretations.  The themes suggested that 

(i) the insurance-based rehabilitation context was complex, chaotic and confusing 

and best described as a maelstrom, (ii) this context consisted of many pressures and 

demands on rehabilitation professionals leading to a sense of implosion of 

responsibility, (iii) participants struggled with balancing the expectations of many 

stakeholders and held a pivotal role in facilitating the many co-dependent 
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relationships between these stakeholders, (iv) rehabilitation professionals felt 

negative and perceived themselves as being impotent within the insurance context, 

and (v) as a result of these demands and pressures, many became cynical. 

These themes will each be described first, followed by examples of the 

interpretations that support the theme.  The most illustrative visual representations 

that best represent each theme will be provided. 

 

 
Maelstrom 

 
The major theme to emerge from the visual data was the perception that the 

insurance-based rehabilitation context was extremely complex and convoluted.  The 

most informative label that could be assigned to describe the state of the 

rehabilitation context as depicted in the visual representations was maelstrom.  

Maelstrom is defined as a state of turbulence and confusion, or, a great whirlpool 

resulting from conflicting tides (Oxford Concise Australian Dictionary, 2001).  This 

theme was evident in the coder’s interpretative comments, namely, “tells of a 

convoluted system”, “an incredibly intricate and complex context”, and, a “highly 

convoluted and complex environment” (see Table 4.1). 

Maelstrom aptly described the insurance environment as portrayed by 63% 

of participants (see Appendix F).  Factors depicted as contributing to this 

tumultuous environment included the complicated network of stakeholders 

involved in the rehabilitation process, the complexity of the interactions between 

these players, and the excessive number of external factors that influenced the work 

environment (i.e., legislation/policy).  The state of turbulence was most clearly 

represented in Figures 4.1, 4.2, and 4.3, but was generally depicted through the   
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multiple intersecting layers, lines and arrows, and the apparent disorganization of 

the context.  The visual representations implied the confusion felt by participants as 

they operated in an overwhelming environment saturated by chaos.   

Navigation of this context was depicted as being extremely difficult, 

represented by the complex maze-like construction of many of the visual 

representations.  The strain of negotiating this context and contending with the 

many demands portrayed within it was evidenced most clearly in Figure 4.14.  In 

this Figure, the participant represented herself as frazzled and shouting “let me out”.  

Further indication of the stressful nature of the insurance-based rehabilitation 

context was evident in Figure 4.4.  The lines representing the parameters of the 

context are erratic and the context houses many players and factors that appear 

scattered and disconnected within the environment.  Examples of the interpretative 

statements of the researcher and an independent coder that were considered to be 

representative of this theme are presented in Table 4.1.  
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Table 4.1   
Interpretive Statements Representing Maelstrom 
 

ID.  Visual Representation Description 
A*1.9 M21T100%5mths Tells of many layers that require negotiation by rehabilitation professional, many layers that although not in 

immediate environment, do impact. 
 

B*1.9 M21T100%5mths 
 
 

Portrays a context that is “onion skinned” in regard to then tiers of stakeholders involved in the system – 
indicates significant accountability of worker to these stakeholders. 

A*1.10 F28T30%8yrs 
 
 

Tells of many things impacting on service provision to clients – shows many players and forces involved – 
indicates reactivity by worker. 
 

B*1.10 F28T30%8yrs Portrays the many facets of the business and legislative arena that worker is accountable to - appears to depict a 
one-way level of accountability from worker to all stakeholders and facets. 
 

A*1.11 M52T20%3yrs 
 

Tells of a multi-leveled structure of context all filtering through rehabilitation professional and demonstrating 
integration of several systems. 
 

A*1.11M52T20%3yrs Depicts a tiered system headed politically and relying on rehabilitation professional to facilitate systems and 
services 
 

A*1.16 F35T100%10yrs Tells of the client and the rehabilitation professional being overshadowed by several inter-related factors, 
indicates complex work environment. 
 

B*1.16 F35T100%10yrs 
 
 

Indicates clients as struggling to be included into a system overrun by complex relationships between major 
players – portrays the struggle the rehabilitation professional has to maintain a strong link with the client. 
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Table 4.1 continued  
ID.  Visual Representation Description 

 
A*1.17 F29T25%10yrs Tells of an incredible intricate and complex context seemingly overrun with stakeholders with a myriad of 

responsibilities resting on the worker – many interconnected yet disjointed relationships between major 
stakeholders. 
 

B*1.17 F29T25%10yrs Highly convoluted and complex context saturated with many players/ interrelationships between players.  
Rehabilitation professional depicted as accountable for cost efficiency.  Work environment as highly taxing. 
 

A* 1.19 F50T25%7yrs Tells of rehabilitation professional as being central to all players and systems –indicates many barriers that 
prevent clients from accessing work and portrays the many forces impacting on the ability to provide 
rehabilitation. 
 

B* 1.19 F50T25%7yrs 
 
 

Depicts a convoluted and complex work context in which the rehabilitation professional is central to the processes 
and a target for the many pressures associated with dealing with so many players. 
 

A*1.20 F48T100%25yrs Tells of fragmented process – unequal emphasis placed on specific factors impacting on rehabilitation 
professional, a kaleidoscope of factors that appear to maintain the worker as a target for the influence of these 
factors. 
 

B*1.20 F48T100%25yrs Portrays a complex and restrictive work context that is demanding of rehabilitation professional – shows some 
facets of the work context to be more demanding than others and more significant then others – appears that the 
rehabilitation professional is pivotal to the processes and demand of the work context. 
 

A*1.24 F49T100%5yrs Work environment highly intricate with worker contending with external pressures– depicts complexity between 
stakeholder relationships-clients being represented as caught within the complexity. 
 

* Note: A = Coder One Independent Expert; B = Coder Two Researcher. It is important to also note that interpretations may represent more than one theme.
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Implosion of Responsibility 

A theme that emerged clearly in 67% of the visual representations was best 

described as an implosion of responsibility (see Appendix G).  Implosion of 

responsibility implied an inward spiraling of responsibility.  Many visual 

representations portrayed the work context as a centripetal force with the 

rehabilitation professional at the center or the hub of the many pressures.  Others 

portrayed themselves as being situated in an environment overloaded with 

demands.  The interpretations by independent coders used phrases such as “caught 

in the web”, “targeted by the many forces” and “trapped in the center”.   

Some visual representations depicted the enormous force and weight of 

responsibility more clearly than others.  For instance, the continuous pressures with 

which participants were expected to contend in the insurance context were 

represented most strongly in Figures 4.4, 4.5, and 4.6.  These representations 

conveyed implosion of responsibility through their construction, namely, a mass of 

inwardly directed arrows and lines all focused on the rehabilitation professional, the 

enclosure of the rehabilitation professional by multiple players and contextual 

factors, the evident lack of focus on other players in the environment, and the 

isolation of participants as they juggled the multitude of responsibilities and 

demands directed towards them.  Examples of the interpretative statements of the 

two independent coders that were considered to be representative of this theme are 

presented in Table 4.2.   
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Table 4.2   
Interpretive Statements Representing Implosion of Responsibility 
 

Visual Representation Description 
 
A* 1.1 F32T25%3yrs 

 
Participant was represented as being surrounded by and at the center of many pressures within the context. 
 

B* 1.1 F32T25%3yrs Participant portrayed as caught in a web – depicted as having to handle many facets of work context at once. 
 

A*1.3 F48T100%7yrs Participant positioned in middle of systemic structure. 
 

B*1.3 F48T100%7yrs Participant depicted as central to process within context. 
 

A* 1.6 F34T100%7.5yrs Participant has been represented as being at the center for all pressures of context. 
 

B* 1.6 F34T100%7.5yrs Participant has been depicted as caught in the middle of a myriad of pressures from within and outside of work 
context. 
 

A*1.7 F31T100%20yrs Participant represented as at the center of the system within the insurance context. 
 

B*1.7 F31T100%20yrs Participant has been depicted as central to the work context. 
 

A*1.8 M26T100%3yrs Participant has been represented as integral to the system. 
 

B*1.8 M26T100%3yrs Participant portrayed as central to the context. 
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Table 4.2 continued 
 

Visual Representation Description 
 
A*1.9 M21T100%5mths 
 

 
Participant has been represented as being in the center of the pressures within the work context. 

B*1.9 M21T100%5mths 
 

Participant has been portrayed as being at the hub of the work context. 

A*1.10 F28T30%8yrs Participant represented in center of pressures bearing down on them. 
 

B*1.10 F28T30%8yrs Participant has been portrayed as being targeted by many forces. 
 

A*1.11 M52T20%3yrs Participant represented as the lynchpin between two distinct environments. 
 

B*1.11 M52T20%3yrs Participant represented as caught between two contexts. 
 

A*1.12 F40T10%3yrs Participant has been represented as part of the total context. 
 

B*1.12 F40T10%3yrs Participant depicted as part of the systems within the general work context. 
 

A*1.14 M25T100%2.5yrs Participant has been represented as being at the center of pressures. 
 

B*1.14 M25T100%2.5yrs Participant depicted as central to context with numerous pressures. 
 

A*1.16 F35T100%10yrs Participant has been represented as covered up or overshadowed by other players and factors within the work 
context. 
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Table 4.2 continued 
 

Visual Representation Description 
 
B*1.16 F35T100%10yrs 

 
Participant has been portrayed as a minor player in the context with major responsibilities and accountabilities. 
 

A*1.20 F48T100%25yrs Participant represented as being at the center of the work system. 
 

B*1.20 F48T100%25yrs Participant depicted as a hub of a wheel – at the center with access/responsibility to other stakeholders and 
factors. 
 

A*1.21 F21T100%6mths Participant portrayed as being under many pressures trying to manage by pushing back. 
 

 
* Note: A = Coder One; B = Coder Two 
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Co-Dependent Liaisons 

 
The most common theme derived from the visual data was labeled co-

dependent liaisons.  This theme was portrayed clearly in 92% of the visual data.  

The visual representations strongly portrayed the complexity of the layers, 

hierarchies and links participants encountered while trying to establish effective 

working relationships with the stakeholders involved in the insurance context.  The 

highly complex inter-relationships of the insurance environment were not only 

defined by the number of structures and players, but also by the rigid and indirect 

links between key players.  The relationships between stakeholders were depicted 

in the majority of visual representations as bi-directional.  However, this did not 

appear to be due to reciprocity, but rather to co-dependency.  For instance, in many 

cases, the rigid relationships depicted in the visual representations existed through 

necessity to access the client.  Thus, many of these liaisons were obligatory 

portrayed by rigid and mandatory pathways between players.  These relationships 

were co-dependent in that stakeholders were reliant on each other to achieve their 

objectives (i.e., successful rehabilitation for clients).   

Figure 4.7 depicted the lack of meaningful relationships between key 

stakeholders.  The connection between stakeholders appeared inflexible and 

predetermined.  There was no alternative for the participant other than to accept 

these relationships particularly if they wished to access stakeholders such as 

general practitioners, medical specialists and employers.  More importantly, the 

participant did not have a direct association with the client (i.e., the injured 

worker).  This would suggest some difficulty in establishing an effective working 

relationship between these two parties, a lack of control over the rehabilitation 

process and difficulty in attaining efficacious rehabilitation outcomes.  The lack of 
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direct accessibility to clients was depicted in 37.5% of the visual data (see 

Appendix H).   

Examples of coder interpretations supporting the co-dependency of the 

relationships between stakeholders and the rehabilitation professional included, 

“many interconnected systems yet disjointed relationships between major 

stakeholders”, “intricate web of inter-reliant systems and factors with rehabilitation 

professional at the hub facilitation other players” (see Table 4.3).   

The potential pressure created by the relationship structures within this 

context was most clearly portrayed by the fact that rehabilitation professionals 

placed themselves in the center of the context and key players, responsible for 

facilitating interactions.  Rehabilitation professionals were required to facilitate, or 

act as a conduit for, the liaisons between these stakeholders (see Figure 4.8 and 

Figure 4.9).  Figure 4.9 depicts the participant as the main interface between the 

insurers and the client, and between the insurer and other stakeholders.  Figure 4.8 

most clearly conveys the participant as the conduit for all relationships between 

insurers and employers, employers and medical specialists, and rehabilitation 

providers and insurers.  The responsibility for co-ordinated relationships in the 

insurance context appeared to be skewed towards participants.  Independent coders’ 

interpretations of this theme included “rehabilitation professional at hub facilitating 

other players and systems”, “rehabilitation professional is the main link between 

rehabilitation specialists and major players” and “reliance upon rehabilitation 

professional to facilitate the relationships between payer and provider of services”.  

Examples of the interpretative statements of the two independent coders that were 

considered to be representative of this theme are presented in Table 4.3.   
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Table 4.3  
Interpretive Statements Representing Co-dependent Liaisons 
 

Visual Representation Description 
 
A*1.15 F41T100%2yrs 

 
Participant represented as bottom of system but essential link or filter to providers. 
 

B*1.15 F41T100%2yrs Participant has been depicted as facilitator between larger system within context and other players. 
 

A*1.17 F29T25%10yrs Participant represented as being a crucial conduit to both realms of the context. 
 

B*1.17 F29T25%10yrs Participant portrayed as a central facilitator of a complex context. 
 

A*1.18 M46T80%4.5yrs Participant represented in the middle of context linking both major aspects of the context. 
 

B*1.18 M46T80%4.5yrs Participant depicted as critical to work context facilitating both major aspects of it.  (medical/return to work) 
 

A* 1.19 F5OT25%7yrs Work environment highly intricate and complicated with worker contending with pressures both external and 
internal-depicts a complexity between stakeholder relationships with clients being represented as caught within 
the complexity 
 

B* 1.19 F5OT25%7yrs Portrayed work context as highly complex and convoluted-rehabilitation professional depicted as central to the 
processes and systems required to be contended with –depicted context as an intricate web of inter-reliant 
systems and factors.  Rehabilitation professional at the hub, facilitating other players and systems. 
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Table 4.3 continued 
 

Visual Representation Description 
 
A* 1.17 F29T25%10yrs 

 
Tells of an incredibly intricate and complex context seemingly overrun with stakeholders with a myriad of 
responsibilities resting on the worker –many interconnected yet disjointed relationships between major 
stakeholders 
 

B* 1.17 F29T25%10yrs  Highly convoluted and complex context saturated with many players and interrelationships between players- 
rehabilitation professional indicates accountability for cost efficiency-portrays work environment as highly 
taxing. 
 

A*1.24 F49T100%5yrs Participant has been represented as being part of the wider context yet an important link to the players. 
 

B*1.24 F49T100%5yrs Participant portrayed as being on the outer of the total context yet has indicated a facilitative role. 
 

 
* Note: A = Coder One; B = Coder Two 
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    Impotence 

The fourth theme derived from the visual data was that of impotence.  

Impotence referred to the sense of powerlessness and helplessness experienced by 

participants as they strove to provide rehabilitation in this highly complex and 

turbulent environment.  Powerlessness was particularly evident in the way 

participants represented themselves.  For example, some participants drew 

themselves trapped beneath the many pressures inherent in the insurance context.  

Others portrayed themselves as being situated external to the overall context.   

Some participants were insignificant within or absent from the context.  The visual 

representations clearly showed participants struggling against the demands of the 

insurance context and being unable to escape.   

For example, Figure 4.10 portrayed the participant as being in a position of 

vulnerability.  This participant was hemmed in by the many expectations of the 

context, leaving little opportunity for reprieve from these demands.  The visual 

representation suggested a strong sense of helplessness.  Interestingly, although the 

rehabilitation professional was depicted as being central, and therefore important, to 

this context, the sense of impotence remained present in the fact that the entire 

structure relied on the presence of the worker.   

In Figure 4.11, the participant was positioned beneath many pressures.  This 

participant described the context as “pushing down on me and me pushing against 

it”.  The participant is clearly depicted in this visual representation as being 

burdened by the many pressures but unable to prevent the pressure.  In Figure 4.12 

the participant was depicted as being smaller than other players and considerably 

restricted, suggesting a lack of importance and capacity to exert influence within 

the context.  In Figure 4.13 the rehabilitation professional was depicted as being 
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larger than other players, but peripheral to the insurance environment, signifying a 

sense of powerlessness and insignificance within the context.   

Impotence was conveyed in the interpretations of the visual data in several 

ways.  Participants were illustrated as helpless in the highly complex and turbulent 

insurance context.  The sense of powerlessness was attested to in the positioning of 

participants in the representations, or by their absence in the representations, and by 

the many pressures and demands depicted as directed towards, or surrounding these 

participants.   
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Cynicism 

The final theme derived from the visual data was that of cynicism.  

Cynicism in this regard is defined as “a negative attitude towards ones organization 

composed of the belief that the organization lacks integrity” (Abraham, 2000, p. 

269).  According to Abraham, cynicism often manifests as powerful negative 

emotions that include anger, distress and contempt and may be expressed either 

overtly or covertly.  Cynical attitudes and negative emotions were expressed in the 

visual representations by way of misplaced humor and through the use of negative 

and derogative comments, portraying a sense of dissatisfaction and disillusionment 

with the insurance context.   

Although this theme was only portrayed in 19% of visual representations, it 

was a particularly powerful expression.  Cynicism was implied in the visual data, 

but was profoundly expressed in the accompanying text.  As shown in Figure 4.14, 

cynicism was portrayed through bizarre or misplaced humor about the participant’s 

current state.  This participant represented herself as being ‘frazzled’ and ‘fed-up’.   

In another visual representation, (Figure 4.15), the participant used cynical 

descriptions of all the players as a way of expressing her discontent.  For example, 

clients were referred to cynically as needy and low in status (“Clients the beggars”), 

and insurers were depicted as being too frugal (“Insurers do not spend anything”).  

The legislation underpinning rehabilitation in the insurance sector was referred to 

as the dictator (“The legislation rules and I’ll keep the minister happy”), and 

external rehabilitation providers were depicted as being profiteers and scoundrels,  

(“External rehabilitation providers have we got a deal for you!”).   

The text that was provided with the majority of the visual data portrayed the 

insurance-based work context of rehabilitation as negative and ineffective.  
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Negative text was included in 61% of all visual representations.  For instance, the 

phrase ‘lack of’ was evident 15 times across 13 of the representations and referred 

to factors such as support, knowledge, and experience.  The word ‘demands’ was 

mentioned 7 times in the data and was linked with management, employers, 

colleagues and insurers.  ‘Inefficiency’ was mentioned 20 times and referred to 

delays, work overload, bureaucracy, and procedural issues.  Although not a strong 

theme in the visual data, a sense of negativity was portrayed in many of the visual 

representations. 
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Summary of Visual Representations 

The visual representations have clearly portrayed the insurance-based 

rehabilitation context as one of complexity, chaos, and confusion and negativity.  

They illustrated a landscape of flux characterized by turbulence and relentless 

pressures, numerous stakeholders and myriad of contextual factors.  Participants 

were illustrated as being essential to the context.  The responsibility to facilitate the 

liaisons between the numerous stakeholders demonstrated the centrality of their 

role.  However, despite this essential role, participants depicted themselves as being 

hemmed in, targeted, trapped, or bearing the brunt of the many pressures and 

expectations inherent in the insurance context.  Impotence and cynicism were 

portrayed throughout the visual representations in participants’ representations of 

themselves and in the negative text that accompanied the drawings.  These visual 

representations have clearly described a context that has significant potential to 

create stress for its workers. 

 

Categorization and Ranking Task 

To explore whether or not participants could identify stressors that 

emanated from the context of insurance-based rehabilitation and to understand the 

relative importance of contextual stressors, participants were asked to categorize 

and rank any stressors they had drawn in their visual representations (see Chapter 

3).  Participants were first asked to categorize the “stressors” according to cause 

(i.e., personal, organizational or contextual).  Participants were then required to 

rank the stressors, irrespective of these categories, in order of significance.  Of the 

21 participants who completed a visual representation, 18 agreed to undertake the 

categorizing and ranking exercise (see Table 4.4).   



 103

The personal and organizational categories did not elicit any stressors not 

already identified, acknowledged, or discussed extensively in the literature.  Some 

of the stressors that were identified as being caused by personal factors included, 

non-work related commitments, disorganization, and high self-expectations.  

Examples of stressors attributed to organizational factors included workload, lack 

of managerial leadership, lack of expertise, lack of fellow employees support.  The 

stressors that were nominated as being contextual included, dealing with solicitors, 

restrictive legislation, insurers, general practitioners, inexperienced claims 

managers and the complexity of the insurance system.   

These findings confirm the fact that rehabilitation professionals 

distinguished between personal/organizational stressors and those created by the 

broader context.  The significance of the current findings is magnified by the fact 

that contextual stressors are likely to be more distant from the individual than 

personal and organizational factors.  Causal proximity refers to the spatial distance 

between a causal factor and its consequences.  Proximal events in a causal sequence 

are usually perceived to exert greater influence on outcomes, particularly if that 

event is perceived to be deleterious and leads to other negative events.  An event 

that is closer to the individual is more likely than a distant factor, to dominate 

causal attributions (Alicke, 2000).  This ordinal data showed the broader insurance 

context to be a significant aspect of the experience of work stress for participants.   

Of the twenty-one participants who undertook this exercise, 18 chose to 

rank the stressors numerically.  The remaining participants did not rank stressors 

numerically, but provided comments (see Table 4.4).  The most frequently cited 

contextual stressor was legislation and policy, nominated by 38% of participants.  

Legislation and policy was described as restrictive or contradictory in regard to 
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rehabilitation, or leading to convoluted processes.  Policies pertaining to 

rehabilitation were described as being incongruent.  Of those who nominated 

legislation and policy, 62.5% ranked this factor as being the most significant 

stressor they encountered and another 25% ranked legislation and policy as the 

second highest stressor.   

Twenty-nine percent of participants nominated dealing with solicitors as a 

notable source of stress.  Several participants suggested that some solicitors 

undermined them as professionals or failed to recognize the benefit of 

rehabilitation.  Of the participants who nominated solicitors as a stressor, 17% 

ranked them as the most significant source of stress.  Even participants who failed 

to numerically rank stressors described their difficulty in dealing with solicitors 

through text.  For example, one participant conveyed difficulty dealing with 

solicitors because they failed to support the concept of rehabilitation and pursued 

their own professional intent.  “Solicitors do not want the client rehabilitated” 

(1.23M39T100%7yrs), and “Solicitors and their agendas…they try to trick you” 

(1.21F21T100%6mnths).   

The lack of understanding of rehabilitation by insurance-based claims 

managers was identified by 28% of participants as being a contextual stressor.  Of 

these participants, 20% ranked this stressor as the most significant.  Other 

participants alluded to their difficulty in dealing with claims managers through text.  

For example, one participant reported that the inexperience evident among claims 

managers impeded rehabilitation and successful outcomes.  “Insurance company 

claims managers block the rehabilitation process…slow to provide approvals on 

plans…not creative with solving problems….only support those who tell them what 

they want to know …[insurers] are inefficient” (1.23M39T100%7yrs).   
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Difficult, non-compliant, or passive clients were found to be another source 

of stress that was attributed to the context by 29% of participants.  Of these 

participants, 17% ranked difficult clients as the most significant stressor.  Through 

text, some participants relayed the stress of working with difficult and passive 

clients.  As one participant described, the insurance system changed the nature of 

their clients, thus accounting for the classification of client-related stressors to the 

contextual category.  “Difficult clients who are angry at the system” (1.20 

F48T100%25yrs).  Another participant highlighted the problems associated with 

dealing with clients who had been stigmatized by disability and the compensation 

system.  “Myths of disability and compensation fraud…hard to work with injured 

workers they get depressed” (1.21F21T100%6mnths).   

The final notable contextual stressor identified by 19% of participants was 

the political influences associated with insurance-based rehabilitation.  Twenty-five 

percent of these participants ranked political influences as the most significant 

contextual stressor.  One participant described political decisions as being “out of 

our control” (1.6 F34T100%7.5yrs).   

Of interest is the comparison across the three categories, namely, personal, 

organizational and contextual.  Of those stressors ranked as the most significant 

stressor, 13 were categorized as contextual stressors, 7 were categorized as personal 

stressors, and 13 were categorized as organizational stressors.  Of those stressors 

ranked second most significant, 17 were categorized as contextual, 3 as personal, 

and 8 as stemming from the organization.  Thus, contextual stressors were salient 

and real to rehabilitation professionals in the insurance-based context. 

 Clearly, this exercise has demonstrated that contextual stressors within the 

insurance-based rehabilitation environment contribute markedly to the total 
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experience of work stress for rehabilitation professionals.  Further, many of the 

stressors nominated as originating from organizational causes in Table 4.4 (i.e., 

budget driven directives and legislative restrictions), could have been classified as 

contextual stressors and, indeed, were classified in this way by other participants.  It 

is likely that many participants failed to consider the broader cause of the stressor 

and so located it within an environment of closer spatial proximity. 

 

Summary 

This chapter has presented the five themes derived from the interpretations 

of the visual representations, namely, Maelstrom, Co-Dependent Liaisons, 

Implosion of Responsibility, Cynicism and Impotence.  Further, it has presented the 

findings from the ranking and categorization exercise participants undertook 

following the compilation of their visual representations.   

The visual data depicted the work context of insurance-based rehabilitation 

to be complex, demanding, and stressful.  Participants were portrayed as being 

under enormous pressure to contend with a multitude of demands from the 

stakeholders and operational factors.  Participants perceived themselves to be 

pivotal to the facilitation of the many disconnected but hierarchical and rigid 

liaisons between the many stakeholders within the insurance environment.  

Participants portrayed themselves as being trumped by the many factors and players 

inherent in the insurance-based rehabilitation context.  They were overwhelmed by 

the demands of the environment, and, consequently felt ineffective and helpless.  

Participants represented themselves as being heavily burdened and strained within 

this environment, and indicated a significant level of impotence.  The cynicism 

depicted in some of the visual data was suggestive of high levels of job 
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dissatisfaction and disillusionment, but also strongly suggested an unhealthy work 

context.  The findings from the visual representations clearly supported the fact that 

the broader context of insurance-based rehabilitation had the potential to contribute 

to work stress in rehabilitation professionals.   

The categorizing and ranking of the stressors experienced by participants in 

the insurance-based rehabilitation context further confirmed this conclusion.  

Indeed, the fact that participants recognized and articulated stressors caused by the 

broader context accentuated the importance of considering this context in an 

examination of work stress in rehabilitation professionals. 

. 
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Table 4.4 
 
Rankings and Categorizations of Visual Representations 
 
ID Number Personal Organisational Contextual 
 Something that stems from me Something that stems from the industry Something that stems from outside of 

me or the immediate organization 
1.1 F32T25%3yrs 
 

Not provided Not provided Not provided 

1.2 F23T30%5yrs 
 

Not provided Not provided Not provided 

1.3 F48T100%2yrs 
 

Not provided Not provided Not provided 

1.4 F53T100%12yrs Not provided Dealing with management of staff (1) Dealing with solicitors (1) 
 

1.5 F38T50%8yrs 
 
 

Integrity (3) 
Need to earn a living (4) 

Systems (1) 
Workload (2) 
Lack of expertise to refer to (3) 
 

Not provided 

1.6 F34T100%7.5yrs Lack of social support (5) Backlog of work (1) 
Colleague support (2) 
Manager’s lack of leadership (3) 
Lack of support structure (4) 
 

Political decision etc. out of our control 
(6) 

1.7 F31T100%20yrs Clash of personal values and work (1) Caseload too high (1) Attitudes of clients difficult (1) 
Unreasonable solicitors (2) 
Lack of understanding of rehabilitation 
by claims managers (2) 
Unreasonable external providers (3) 
 

1.8 M26T100%3yrs Attaching self to work (1) Liability - going out on a limb (1) 
Work overload (2) 

Restrictive legislation/inadequate 
timeframes (1) 
External service providers (2) 
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Table 4.4 continued 
ID Number Personal Organisational Contextual 
 Something that stems from me Something that stems from the industry Something that stems from outside of 

me or the immediate organization 
1.9 M21T100%5mths 
 
 
 
 

Non-work related commitments 
Personal Expectations 

Administrative red tape 
Workload 
Computer system 
Organisational expectations 
Organisational focus 
Fellow employees 
Procedures 
Organisational culture 
Injured worker 
 

Legislation 
Procedural issues with external 
providers 
External delays 
Employer demands 

1.10 F28T30%8yrs 
 
 
 

Reactive – portrays as being 
disorganized (4) 

Caseload too high (1) 
Injured worker unaware of responsibility (3) 
Unable to be proactive (4) 
Conflict of interest (5) 
 

Focus on cost (2) 
Solicitors ill informed (6) 

1.11 M52T20%3yrs Maintaining personal image - liaisons 
with employers  (3) 
Having to keep on the ball 
 

Not provided External agencies – insurers (1) 
Intensive assistance to clients (2) 

1.12 F40T10%3yrs Not provided Management – top heavy (2) 
High infrastructure costs 

Policy/legislation contradicts reality of 
present labour market trends (1) 
Difficult – non-motivated clients (2) 
 

1.13 F50T5%30yrs Not provided Management (1) Insurers (2) 
Industry (2) 
External agencies (2) 
 

1.14 M25T100%2.5yrs Not provided Caseload (2) Workers and employers (1) 
Legislation – government has no control 
(2) 
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Table 4.4 continued 
ID Number Personal Organisational Contextual 
 Something that stems from me Something that stems from the industry Something that stems from outside of 

me or the immediate organization 
1.15 M41T100%2yrs High expectations (3) 

Sole parent responsibilities 
High caseload (1) 
Organisational restructuring 
Redundancy offer 
Time constraints on length of claim 
Performance measured by claim durations 
 

Involvement of litigation (3) 

1.16 F35T100%10yrs 
 
 

High standards (1) 
Accountable to both clients and own 
profession (2) 

Budget driven human service organisations 
(1) 
Accounts in human service organisations 
Convergence of conflicting behaviors (2) 
 

Political/government (1) 
World economics 
Shareholder accountability (2) 

1.17 F29T25%10yrs Need to be better able to manage 
workload (7) 

Protocols within organization need to be 
reviewed (6) 
Government services needs to be more 
accountable for services delivered to clients 
(4) 
Organisational (5) 
Rehabilitation providers often have high 
workloads (2) 

Uneducated and inappropriate responses 
from claims managers (1) 
Distinct legislation policy and 
procedures of each insurance company 
makes it difficult for all involved to 
work well within and with (1) 
Competitive and differing agendas from 
service providers and doctors (2) 
Caught in the system with all its 
intricacies and competing agendas (3) 
Labour market sometimes restricted due 
to government policy of the day (5) 
 

1.18 M46T80%4.5yrs Frustration (1) 
Anger (2) 
Rewarding (3) 

Confusion (1) 
Ignorance (2) 
Lack of support (3) 
Lack of interest (4) 
 

Lack of policy and understanding (1) 
Loss of commitment (2) 
No focus on needs of individual (3) 
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Table 4.4 continued 
ID Number Personal Organisational Contextual 
 Something that stems from me Something that stems from the industry Something that stems from outside of 

me or the immediate organization 
1.19 F50T25%7yrs Not provided Senior management (1) 

Human resource department (3) 
Systems (4) 

Funding bodies (3) 
Insurers (5) 
Lack of funding (6) 
Senior management (1) 
Legislation (1) 
 

1.20 F48T100%25yrs 
 
 

Financial over commitment (1) 
Idealist missionary qualities 
Compassionate 

Management (1) 
No feedback – lack of knowledge of 
vocational development 
Imposition of tasks 
 

Ministerial (2) 
Changes to the Act 

1.21 F21T100%6mths Lack of friends outside workplace - 
no time 
Self blame 
Try too hard 

Legislative restrictions – working under the 
Act 
Forms – computer systems old and arduous 
Understaffing – high caseloads 
Managing psychological claims only person 
with psychological qualifications 

Solicitors – agendas try to trick you 
Difficult clients and anger at the system 
Employers – premiums and cost cutting 
Myths of disability and compensation 
fraud – hard to work with injured 
workers they get depressed 
 

1.22 F53T100%14yrs Overload – falling behind not on top 
of work tasks (1) 
Reputation – because of above feeling 
guilty about inadequate service 
delivery (2) 
Family – demands competing with 
work demands (3) 
Resentment – difficulty slashing diary 
for a few days holiday (4) 

Request to take another case – knowing 
there is no one else to do it (1) 
Attempts to draw me into team discussions 
– difficult personalities (2) 
Team dynamics – unusual allies and 
relationships (3) 

Blowing out costs of rehabilitation – 
unreasonable demands from employers 
to provide trivial services (1) 
Blowing out costs of rehabilitation – 
accusations of over-servicing by insurer 
(2) 
Questioning professional expertise – 
recommendations rejected by insurer 
(3) 
Passive clients – too much to do and 
clients lacking motivation and 
participation (4) 
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Table 4.4 continued 
ID Number Personal Organisational Contextual 
 Something that stems from me Something that stems from the industry Something that stems from outside of 

me or the immediate organization 
1.23 M39T80%7yrs 
 
 
 

Perfection – will to win 
Workaholic – unable to stop and 
driven by the work 

Workload – too much to do 
File management – outcome not as 
important 
Team – need good supportive team 
environment 

Insurer – hopeless to deal with 
General practitioners – not supportive 
of rehabilitation 
Solicitors – don’t want client 
rehabilitated 
Insurance company claims managers – 
block rehabilitation process, slow to 
provide approvals on plans, not creative  
with solving problems – support those 
who tell them what they to know, are 
inefficient 
 

1.24 F49T100%5yrs Juggling too much – role conflict 
spread too thin (1) 

I have too much responsibility and not 
enough authority (3) 

System too complex (2) 
Poor communication (4) 
Effects of complex system (5) 
General practitioners (6) 
 

1.25 F41T100%5yrs Not provided Not provided Not provided 
 
N.B.: Rankings 1-5 - Some participants only provided comments because all factors were similar in ranking.  Others ranked two factors as 
identical in importance        
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CHAPTER 5 
 

RESULTS OF THE QUALITATIVE INTERVIEW DATA 
 

 “A little knowledge that acts is worth infinitely more 
than much knowledge that is idle” (Gibran,1960).   

 
 

This chapter presents the findings from the thematic analysis of the 

interviews.  As a result of this analysis a model was developed that best 

represented the data.  This model comprised three themes that described the 

insurance-based rehabilitation context, namely, Legislative Pluralism, External 

Trumping and Greed. A core theme (The Juggler) was implicit throughout these 

themes.  The emotional and behavioral consequences of the ongoing need to 

juggle conflicting demands were captured in two process themes Going Through 

the Motions and Betrayal (see Figure 5.1).  

Legislative Pluralism described the frustration felt by participants as they 

struggled with the inconsistent legislative mandates and complicated procedures 

that dominated the insurance context.  External Trumping highlighted the 

frustration that resulted from the continuous trumping of participants efforts by 

external stakeholders who did not value or understand rehabilitation. Greed 

illustrated the conflict caused by the overwhelming emphasis of business and 

economic imperatives inherent in the insurance context.  The core theme, The 

Juggler, characterized the need for participants to balance the many expectations 

required of them as they worked in the insurance context.  Constant and relentless 

juggling caused exhaustion. 

The two process themes, Going Through the Motions and Betrayal, 

represented the deleterious effect of continuous juggling on participants.  These 

processes were present in some degree for all participants.  The theme, Going 
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Through the Motions, characterized the behavioral confluence of the frustrations 

and exhaustion caused by constant juggling.  It depicted the disenchantment felt 

by participants, that led them to capitulate to the expectations of the insurance 

environment.  This state of passive acquiescence and apathy was then maintained 

by the betrayal they experienced.   

The theme Betrayal provided insight into the multi-faceted emotional 

experiences of participants as they continued to operate in this unpleasant context, 

yet failed to confront it.  Consequently, they experienced a sense of betrayal of 

their client, betrayal of their profession and a self-betrayal.  Importantly, this 

theme revealed the heavy toll the insurance-based context imposed on 

rehabilitation professionals, leading to ineffective staff or turnover. Each of these 

themes is described in more detail in the remained of this chapter.   

 

Legislative Pluralism 

Legislative Pluralism emerged as a prevalent theme in this study with all 

participants describing some type of frustration arising from the interactions 

between several legislations.  Legislative Pluralism has been defined as the 

inconsistency between legislations pertaining to a single phenomenon (Benda-

Beckmann, 1997).  In regard to the current study, Legislative Pluralism refers to 

the legislative inconsistencies in the insurance-based rehabilitation sector across 

the five States and two Territories of Australia.  This situation was accompanied 

by differing and conflicting interpretations and procedures.  Incongruity across 

legislative bases and the complexity of the associated policies and procedures 

contributed to feelings of confusion and frustration for participants.  Stringent 

legislative requirements, inflexible policy and procedures, and the lack of 
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concordance across protocols were perceived by the majority of participants to be 

adversarial to effective service provision.  The legislation underpinning 

insurance-based rehabilitation in Australia was described as tokenistic and the 

time-frames were considered to be unrealistic.   

Ninety-six percent of all participants identified feeling frustrated by, or 

dissatisfied with, the disparate legislation, policies and procedures (see Appendix 

I).  The legislation was perceived to place too much emphasis on the management 

of the injury and too little focus on the impact of the injury upon the individual.  In 

addition, the legislation was found to give preference to the medical model.  The 

requirement to operate within the medical model (i.e., within a 

medical/injury/illness framework) was seen to be adversarial to the humanistic 

theoretical base of rehabilitation provision as it failed to consider the total needs of 

the individual.   

I just think the legislation, the current legislation is poor….I think 
it misses the mark in providing proper care, treatment, and 
rehabilitation for people who are injured, and this whole concept of 
injury management is about managing injuries and not about 
managing rehabilitation, it just doesn’t talk about rehabilitation….it 
is just once again back to the medical model….I think it [the 
legislation] needs to be reviewed, tidied up, and to have more 
opportunities for more rehabilitation, not just the injury 
management model (1.23M39T80%7yrs). 
 
Many participants found the legislation to be too rigid and superficial in its 

reference to rehabilitation.  The stringent nature of the legislation was perceived to 

negate the core principle of effective rehabilitation (i.e., early intervention) as a 

result of time-specific mandates pertaining to claim acceptance and commencement 

of rehabilitation.  The ability of participants to facilitate the rehabilitation process 

within this restrictive legislative landscape was impeded.  Participants experienced 
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feelings of frustration as they struggled to contend with providing successful 

rehabilitation within such restrictive mandates. 

I don’t think it [the legislation] is flexible. I think there should be a 
bit more give and take in it.  I appreciate the insurers set up and the 
need for guidelines, but there should be more flexibility within 
those guidelines (1.25F41T100%5yrs). 
 
Greatly restricted by legislation….time frames especially when six 
to twelve week period is crucial to facilitate rehabilitation yet 
where it is up to fifteen months before a claim is required to be 
accepted for liability (1.7F31T100%20yrs). 

 

The majority of participants indicated that the procedures stemming from 

the legislative requirements inhibited early intervention and timely programming 

for clients as these are essential principles of rehabilitation, the legislation 

detracted from the effectiveness of rehabilitation.   The requirement to work 

within unrealistic timeframes and to contend with the delays in claim liability 

acceptance by the insurer accentuated these concerns.  Despite the quest to 

maintain an individual approach to clients, positive rehabilitation outcomes were 

forfeited under these conditions.  This difficulty was clearly elucidated.  “Time 

restrictions because you know that while this person's issue is very important you 

have also got at least ten or twelve other people to deal with 

"(1.21F21T100%6months). 

I guess there is the pressure of set time-frames, they really need to 
become accustomed to.  In some cases, I find the time-frames are 
not all that realistic when they are applied to specific individuals.  I 
think the guidelines and time-frames are a theoretical sort of thing 
and they need to be readjusted for specific instances, so, if there is 
a capacity for that adjustment then certainly follow it 
(1.17F29T25%10yrs).          

 
 

The difficulty of adhering to unrealistic time expectations was expressed in 

most interviews.  “We are required to fast track claims and provide a specialized 
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service within a short period of time which isn’t necessarily possible” 

(1.8M26T100%3yrs).  When asked what was the most stressful part of a 

rehabilitation professionals role in the insurance context, one participant replied,  

“Probably the very tight deadlines and then having to type out very specific plans 

with very specific time-lines, because it [rehabilitation] does not always go 

according to plan” (1.12M52T20%3yrs).   

The lack of emphasis on, or regard for, rehabilitation added to the sense 

of frustration participants experienced.  As noted by one participant, the focus on 

rehabilitation was minimal because it was seen as “some sort of tokenistic need 

that has to be there because it is in the legislation”(1.20F48T100%25yrs).  

Participants appeared to resign themselves to these mandates regardless of how 

inappropriate they were perceived to be.   

Sometimes it [legislation] can cause conflict with your professional 
decisions, when you feel it is not fair on the injured worker but they 
are the bounds that we have to work within so…. 
(1.19M21T100%5mths). 

 
The discrepancy between the intention of the legislation and its ability to 

promote successful rehabilitation outcomes for clients was a definite source of 

frustration.  One participant commented that the legislation enabled the involvement 

of too many stakeholders in the rehabilitation process, a situation that made the 

provision of rehabilitation difficult.   

I mean, in some ways it [legislation] facilitates it [rehabilitation], but 
in other ways it doesn’t.  The intent of the legislation is certainly to 
rehabilitate people, but there are a lot of practical problems with that.  
….insurance requirements from all the players, there are a lot of 
players within the system, and I think that makes it cumbersome and 
difficult.  So sometimes, the intent of the legislation isn’t achieved in 
reality and in practice….I think the system is fairly complex and has 
a lot of players who have their own agendas (1.24F49T100%5yrs).   
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Legislative mandates impacted negatively on clients’ levels of motivation 

to participate in the rehabilitation process.  As a result, tensions manifested for 

participants as they strove to encourage clients to commit to their rehabilitation 

despite differing expectations.   

They [clients] are constrained to participate in the process by the 
legislation and sometimes they get angry about that because maybe 
they perhaps don’t want to participate in the process, or they felt 
that they were sort of lulled into a false sense of security by being 
told, you know, this is going to help you, and sometimes they don’t 
find it helpful when they are not able to have their wants or needs 
met because of the constraints in the legislation 
(1.24F49T100%5yrs). 
 

Several participants provided rehabilitation for a number of insurers 

simultaneously and had to utilize procedures that were unique to each insurer.  

Thus, inconsistent protocols and procedures across different jurisdictions, 

compensation systems, and insurance companies were disconcerting for 

participants.  Due to this plurality, the complexity of the work and the likelihood 

of strain were increased. 

I think within this work [insurance] you are dealing with regulators 
who demand fairly strict adherence to their protocols.  I think their 
protocols are a bit over the top….It is more the protocol context 
that I think should be changed.  I think they [insurers] would get a 
far better service if they did it all under one umbrella of 
protocols….I think we could provide a really good rehabilitation 
service to insurance companies, but I’d like to see them get their 
protocols more evenly sorted out….It is just ludicrous….if all 
people  in that game got together and organized some generalized 
protocols, they would get much more efficient service from service 
providers (1.19F50T25%7yrs).   

 
The fact that I have to deal with five or six different payers [insurers].  
They have all got different pay scales, they all have different protocols of 
how to do things, different formulas and performance reports.  It is very 
easy to get mixed up and confused….You sort of have to keep on the ball 
all the time….this is very frustrating (1.10F28T30%8yrs).   
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Another participant commented that the principles underlying the 

protocols were reasonably comparable given that they were all based on relevant 

legislation.  However, significant discrepancies occurred in the documentation 

processes.   

Generally, the protocols are similar because we are  
operating under a specific legislation.  There will be some individual 
variations but they are not great, not in terms of protocols, but in 
terms of the process of just getting the paperwork processed….that 
can vary quite considerably (1.15F41T100%2yrs).   

 
The number of administrative protocols inherent within the insurance 

context contributed to the frustration of participants.  This paper trail obstructed 

the rehabilitation process as it infringed upon the time allocated to actual client 

contact and undermined effective rehabilitation.  These concerns were reflected 

below.   

The amount of administrative work that is involved in processing 
of clients.  Say through the first contact to the actual outcome the 
administrative work I find is, a lot of it is redundant and actually 
restricts the ability to work optimally, officially, sufficiently and 
professionally.  It certainly hinders the progress, I recognize the 
need for official paperwork and accountability etc….but the 
systems that have been created that we have to use really weren’t 
created in consultation with people who have to use them….or 
certainly no consultation with the client represented because you 
know they have to take their part in the paper filling process too 
(1.17F29T25%10yrs).         

 
  

In summary, the theme, Legislative Pluralism, conveyed the frustrations of 

participants as they attempted to provide rehabilitation in a context characterized by 

disparate and superficial legislation, incongruent procedures, and, numerous and 

time consuming administrative requirements.  The encroachment of these factors on 

the provision and efficacy of rehabilitation created tensions for participants.  The 

expectation that participants would manage these requirements, and simultaneously 

provide successful rehabilitation was evident.  Failure to adhere to the prescribed 
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legislative mandates and protocols resulted in lengthy delays for approval of 

rehabilitation plans and a subsequent loss of stake for the client.  Participants had 

little option but to concede their professional values and practice principles and 

capitulate to these prescribed parameters.  The expectations evolving from such 

compliance clearly contributed to participants’ experience of disillusionment and 

stress. 

 

External Trumping 

Rehabilitation professionals in this study reported External Trumping as a 

common experience.  Trumping is best described as ‘the ability to out-maneuver 

(an opponent), especially with the aid of some extra resource’ (Oxford Concise 

Australian Dictionary, 2001).  The data indicated that the authority and influence 

wielded by external stakeholders (i.e., solicitors, general practitioners and 

insurance claims managers) and factors (i.e., insurance protocols), continuously 

trumped the efforts of participants to provide successful rehabilitation within the 

insurance context.  Indeed, operating within a medico-legal insurance context 

where solicitors, general practitioners and claims managers were primary 

stakeholders was demanding and stressful for participants.  This environment was 

characterized by a focus on injury, impairment, and injustice.  The ability of 

participants to establish effective working relationships with clients was severely 

undermined by this focus.  As a result of these overpowering forces participants 

experienced loss of control over their work.  Consequently they became frustrated 

and angry.  Eighty-four percent of all participants reported that they had 

experienced some type of trumping by an external stakeholder while providing 

services to insurance clients.   This factor was considered to impede or 
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unnecessarily complicate the rehabilitation process. 

Many participants found that their rehabilitation efforts were trumped by 

solicitors. Solicitors command a critical position in insurance-based rehabilitation 

given the emphasis on common law.  Many participants perceived solicitors to be a 

significant source of stress.  Solicitors were thought to impede rehabilitation by 

encouraging clients to focus on the impact of their injury to enhance their 

compensation opportunities.  Consequently, participants were forced to contend 

with the competing and confused agendas of their clients.   

It is not always easy to get everyone to participate with the same 
focus.  I think it is the lack of interest that everyone has.  For 
example, solicitors are coming from a different point of view, you 
know they are….they mean well I suppose because they want to 
get their clients the best possible outcome, as they see the 
outcome….and that could well be to maximize the claim and 
therefore encourage them into a disability mode 
(1.22F53T100%14yrs). 
 

The strong emphasis on monetary compensation by solicitors and the 

disregard they held for the value of rehabilitation contributed to the frustration of 

participants.  The perception that solicitors governed the rehabilitation process to 

suit their own agenda was strong.  “Solicitors have their agenda, they mean well, 

they want a good outcome for their client, but it just doesn’t work for a good 

outcome in rehabilitation” (1.22F53T100%14yrs).  Solicitors were also considered 

to be  “non-compliant, playing games, being ill-informed of the rehabilitation 

process and failing to fully inform their client….they are manipulative and they 

tended to ride rough shod over their clients and were generally….just out of 

control to a greater extent”.  As a result, “the relationship between the 

rehabilitation professionals and their clients tends to fizzle out, particularly once 

legal advice is sought” (1.3F48T100%17yrs).   
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Solicitors’ had the tendency to question the strategies of rehabilitation, even 

though they did not understand the concept.  “Dealing with solicitors is really 

stressful because they try to trick you and grill you a lot” (1.21F21T100%6mnths).  

The lack of training and experience to deal effectively with solicitors was found to 

contribute to the strain encountered.  “Dealing with solicitors contributes to my 

feelings of stress at work, you are ill-informed or haven’t been taught or trained in 

those specific areas, with regards to solicitor requests” (1.19M21T100%5months).  

However, in one case, a participant noted “dealing with solicitors does not worry 

me” (1.4F53T100%12yrs), although it had done in the past. This participant 

possessed over twelve years experience within the insurance context and identified 

liaising with solicitors as an integral aspect of the job. 

The involvement of general practitioners was also perceived to be 

problematic.  General practitioners assume a central role within the insurance 

context as it is founded on a medical model of operation.  The general practitioner 

is regarded as the final arbiter of decisions regarding the acceptance of the claim 

and entitlements to rehabilitation.  The influence exerted by these professionals was 

found to impede comprehensive rehabilitation for clients.  Medical practitioners 

failed to understand the purpose and value of rehabilitation other than that 

associated with treatment.   

Participants were required to ensure that general practitioners fully 

understood the concept of rehabilitation while maintaining a collegial relationship 

with them.  This requirement was difficult for participants.  Many participants 

identified the influence of general practitioners as being detrimental to the 

rehabilitation process. General practitioners were perceived to focus solely on the 

injury or illness of the individual, disregarding the importance of tertiary 
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rehabilitation.  They were unaware or ill-informed of appropriate return to work 

procedures.  This perception was clearly portrayed. 

I think the medical practitioner needs to have a reduced say in the 
system.  Rehabilitation needs to move away a bit from the medical 
model.…some doctors won’t even sign my return to work 
programs….most of them haven’t got any idea what rehabilitation 
is all about and they don’t want to know because it is too hard and 
too complex (1.23M39T100%7yrs).   
 
There are so many parties involved in getting somebody back to 
work, and then, you know, the injury is usually the least of the 
problem.  It is all the other issues that cause stress, like doctors 
writing certificates for clients wants ….I mean, it just sort of 
throws up barriers all the time.  You know, when you think 
something is going along smoothly, a medical certificate will pop 
up for something that just sort of blows the whole thing 
(1.22F53T100%14yrs). 

 
 
Ineffective rehabilitation outcomes were regularly attributed to medical 

practitioners’ lack of understanding of rehabilitation, or willingness to promote it.  

The trumping experienced by rehabilitation professionals was caused by the fact 

that a medical clearance is required before an injured worker is able to return to 

work.   

Delays just because one party isn’t doing what they are supposed to 
be doing, or there is a dilemma or something goes wrong….if a 
doctor messed up somehow and the doctor is not very cooperative 
and just writes out certificates prolonging the rehabilitation 
(1.14M25T100%2.5yrs). 
 
The unfortunate result of such trumping was the forfeit of timely 

rehabilitation for clients.  The difficulty participants had in attempting to remedy 

this situation was clearly exemplified in the following comment.   

In some cases the reasons why a case (rehabilitation) may fail is the 
lack of understanding of rehabilitation by other stakeholders….for 
example, with doctors.  That doctor….will do anything to please 
their customer.  It is a repeat business….doctors may not 
understand that there are selective duties available or, you know, 
understand what rehabilitation is all about….so it is a process of 
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education of these doctors, but at times they won’t even talk to you 
so that makes it difficult (1.22F53T100%14yrs). 
 

The inability of some claims managers to understand the impact of injury 

and/or disability on individuals resulted in difficulties securing approval for 

rehabilitation strategies and, thus, stalled the rehabilitation process.  In addition, 

claims managers often failed to understand the concept of holistic rehabilitation 

and, therefore, pursued the closure of a claim prematurely.  This situation was 

frustrating for participants as they were often unable to provide rehabilitation 

services to meet the total needs of the client.   

It is very rare that you get a claims officer that actually understands 
the process of rehabilitation or who can actually see where you 
[rehabilitation professional] are coming from or, who has knowledge 
about the area of disability (1.16F35T100%10yrs). 
 
When you have done as much as you can for the physical injuries 
and there is all the other types of social issues that you have to deal 
with and by then the claims officers are only lifting out [focusing on] 
the physical injuries.  They are trying to wind up the claims and you 
cannot deal with the other issues as well (1.15F41T100%2yrs). 

 
The goals of claims managers (i.e., early and cost effective case closure) 

were clearly incongruent with those of participants (i.e., holistic and efficacious 

rehabilitation provision) initiating strong feelings of frustration.  Participants 

became disillusioned with their work as they tried to recommend rehabilitation but 

were trumped by claims managers.  As a result, they experienced feelings of futility 

and stress. 

It is dealing with the claims managers themselves and the claims 
officers who do not seem to have any idea about the concept of 
rehabilitation at all, that is, in itself, very stressful.  Particularly when 
you [the rehabilitation professional] suggest the best course of action 
for the client and you believe it will assist them back to work and it 
is not regarded at all by the claims officers.  They tend to have their 
own viewpoint and they try not to acknowledge the importance [of 
the suggested action].  It is pure ignorance about the area 
[rehabilitation] (1.1635T100%10yrs).   
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The frustration and discontent experienced by participants as a result of the 

trumping of their professional expertise by claims managers, was significant.   

You are the professionals and you [the rehabilitation professionals] 
are made to feel as if you are not because your suggestions and 
recommendations as a professional are disregarded 
(1.16F35T100%10yrs).   

 
Contributing to the sense of being trumped for participants was the 

reluctance of central stakeholders, such as claims managers, to share critical 

information regarding clients’ situations. The reticence to provide essential 

information resulted in delayed interventions and difficulty designing useful 

programs. Ironically, participants experienced trumping by their own clients in this 

context. Clients were often reluctant to offer information, based usually on the 

advice of their solicitors, for fear it would jeopardize their claims. The 

dissatisfaction and tensions experienced as a result of this informational trumping 

are evidenced in the following comment. 

Sometimes claims managers do not tell you things that are going 
on with the claim.…unless you get that information ….sometimes 
clients won’t tell you either because they think it is going to 
prejudice, say their legal situation or whatever, if we don’t get that 
information then the insurer may make decisions, or may defer 
making decisions for reasons that are not clear to us and that can be 
quite frustrating (1.24F49T100%5yrs).   
 

Significant frustration was caused by insurer inflexibility regarding the 

rehabilitation process, and delays in the authorization of rehabilitation.  Most of 

this problem manifested as a result of the inexperience of the claims managers who 

were responsible for facilitating rehabilitation in the insurance context.  The 

frustration participants experienced as a result of trumping by claims managers is 

elucidated in the following comment.   
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I find it extremely stressful having to justify the things that I 
recommend for a person’s rehabilitation to an insurance company’s 
clerk who has no training.…and they resist my recommendations.  
They are paying me to be a professional and then I am answerable 
to a clerk who has no qualifications at all.  This causes an extreme 
amount of frustration (1.23M39T100%7yrs). 
 

The opportunity to actively promote rehabilitation and deliver services in a 

motivating way was prevented by bureaucratic influences, such as the time to 

determine liability and to process recommendations.  It was not surprising that 

participants experienced strong feelings of frustration in this context.   

Having to deal with a bureaucracy and having to fight my way 
through a lot of red tape and also the time that the insurance 
company takes to make a decision and to approve certain activities.  
Even the processing of a claim seems to drag on and that can be 
very frustrating (1.11M52T20%2yrs).             
 
Lengthy delays and waiting weeks and months for an approval for 
a particular strategy.  You are trying to get approval to get 
somebody into something, even as simple as a work trial which is a 
fairly standardized process….your recommendations as a 
professional are disregarded.  (1.16F35T100%10yrs).   
 

Bureaucratic procedures were pervasive within the insurance 

system, and usually caused participants to feel frustrated and helpless.  

Although participants recognized the need for bureaucracy they 

described the bureaucratic context in terms that suggested a relentless 

onslaught of meaningless procedures.  Unless bureaucratic procedures 

were followed, rehabilitation was impeded for clients.  However, the 

procedures themselves impeded rehabilitation.  Thus, participants were 

stuck in a double-bind with little choice but to adhere to these processes. 

There is always an extra loop in the red tape.  You have got to be 
very well aware of what they [the insurer] are looking for, which is 
fair enough, but it is just, you know, there’s just more loops of red 
tape to jump through and therefore services are slowed down and 
clients can become frustrated, and I hate to not be able to take that 
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away.  But doing insurance work means that there is just more 
bureaucratization and I don’t like it particularly 
(1.19F50T25%7yrs).   
 

 
For most participants, the inflexibility and lack of autonomy in the 

insurance-based setting impeded their attempts to provide successful rehabilitation.  

“Things are set in stone well before they are ever presented to you.  As if, you 

know, I am given a choice but really it is already decided [by the insurer]” 

(1.13F50T5%30yrs), and, “I find I am able to do more for the non-insurance based 

clients because I find that I am not waiting for approvals from insurance 

companies….”(1.23M39T100%7yrs).  The nature of this trumping appeared to be 

pervasive in the insurance context. 

 

The level of decision-making is taken away and there is a loss of 
control over content of the work to some degree.  There is not a lot 
of freedom, not a lot of leeway to be creative. I am able to provide 
rehabilitation if it is within the parameters of what is acceptable [to 
the insurer] (1.2F23T30%5yrs). 
 
I like the client work, if they would let me get on with that I’d be 
just fine, but it is the constant bureaucratic expectations which 
seem to be rising up and appearing that I find so frustrating 
(1.19F50T25%7yrs).   

 
 

Participants became frustrated when attempting to provide 

rehabilitation in a context in which their efforts were clearly trumped.  The 

loss of control over the composition and direction of rehabilitation due to 

trumping by external players was difficult to accept by participants (see 

Appendix J).  Underpinning this trumping was the disregard for their 

professional input by external stakeholders and a subsequent feeling of 

futility.  When asked what was liked least about working with insurance 

clients, one participant reported “Not having the capacity to behave as a 
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professional in the true professional sense of running your own programs 

and being responsible for what you do”(1.19F50T25%7yrs).  The 

aggregate effect of the tensions resulting from the expectation to contend 

with the numerous bureaucratic requirements was clearly evidenced.   

It actually makes you not want to work in this context 
anymore….too many rules and too many regulations are forced 
upon you….and you know from a professional point of view that it 
is the client at the end of the day will suffer (1.16F35T100%10yrs).   
 
In summary, the influences and power exerted over participants by external 

stakeholders and associated systemic factors were continuous and distressing.  This 

trumping exacerbated the frustrations experienced by participants.  Rehabilitation 

professionals were expected to operate effectively in an environment that clearly 

failed to acknowledge the goals or value of rehabilitation.  The continuous 

trumping thwarted the rehabilitation process for their clients, adding to the 

disappointment participants experienced in their work.  Interestingly, participants 

displayed a passive tolerance of this trumping by failing to implement any 

strategies to confront it, and feeling helpless to circumvent it.   

 

Greed  
 

Greed is often considered to be the act of wanting and taking more than 

one morally deserves.  It is suggested to be a motivator for dictators, politicians, 

and government officials to seek and maintain their power (Foldvary, 2003).  The 

desire of those in power to derive an undeserved proportion of income and avoid 

the social costs of their actions determines greed.  Greed was a theme that 

emerged repeatedly in the current study because cost containment and profit 

assumed a prominent position in the provision of insurance-based rehabilitation.  
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The strong focus on business and economic imperatives led participants to 

perceive insurers as avaricious and insensitive.    

Participants in the current study continually faced practices aligned with 

economic rationalism.  The insurance emphasis on profit maximization and reduced 

expenditure on claims management was considered to be detrimental to the 

provision of effective rehabilitation.  In many cases, the needs of clients 

necessitated more extensive and/or specialized services that exceeded the costs 

allocated by insurers.  As a result, rehabilitation professionals were required to 

either seek alternative less specialized services, or, forgo the provision of the 

service altogether (see Appendix K).  Participants were skeptical about the strong 

emphasis on economic rationalism perceiving it to be little more than a euphemism 

for cheap, second-rate service provision.  Consequently, they expressed feelings of 

frustration, anger and hopelessness about the injustice of the system within which 

they were required to work.   

Eighty-eight percent of all participants indicated that the stringent frugality 

of the insurer frequently overrode the rehabilitation needs of their clients.  Due to 

cost restrictions, participants were often unable to secure essential services. 

Compounding this issue was the perception of insurers that particular services, such 

as alternate therapies, lacked economic viability.   

Economic rationalism is driving the system….management demands push 
us into a business model…there are strong demands to meet targets and 
budgets….There is a conflict of  professional goals and ethics as financial 
needs override client need driven by business demands….there is a 
reluctance to spend money on specific resources such as case management 
(1.2F24T30%5yrs).   

 
For participants the strong business objectives inherent in the insurance 

context was evidence of diminished concern and commitment towards clients by 

the insurer.  The minimal expenditure on client programs served only to fuel the 
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frustration experienced by participants, a situation that was compounded by the fact 

that people who lacked experience in rehabilitation determined the budgetary limits 

within which rehabilitation operated.   

Some insurers negate the ability of the clients to benefit from 
rehabilitation….they are mostly looking at the budget and their 
responsibility to stakeholders to the exclusion of what they are 
supposed to be doing for the people who come under the premiums 
or the policy….I am working within budgetary constraints set up 
by people from an accountancy background who have little or no 
appreciation of human services and actual human conditions 
(1.17F2925%10yrs). 
  
There is a degree of frustration when insurers do not fully 
understand the purpose of rehabilitation ….they think only in terms 
of cost containment .…at a cost to the client.  There is more 
accountability to the insurer.  Feelings of frustration are becoming 
more frequent.…because there is a lack of understanding where the 
industry is thinking only of the dollar and not the client 
(1.2F24T30%5yrs). 

 
Participants felt unable to actualize optimal outcomes for clients as a 

result of the strong emphasis on economic effectiveness.   

You try to streamline your contact with them [clients] and be very 
efficient with your time so that it fits in with the costing that you 
have already proposed to the payer, the insurance company….the 
dollar governs the amount of time you are able to spend with a 
client and sometimes you are limited in that regards because it is 
going to cost the payer more money, so they will only agree to x 
amount of hours to do the things that take double the time if you 
were really doing a thorough job.  So sometimes you have to forgo 
the quality, or the quantity and quality of your work to fit in with 
what they [the insurer] are willing to pay for.…well they say there 
is regard for that person (the client) but sometimes it doesn’t feel as 
though there is because it is so dollar-based  (1.13F50T5%30yrs).   

 
Achieving suitable client outcomes and demonstrating the worth of 

rehabilitation was tolling for participants in a context dominated by cost 

minimization, outcome maximization and profit.  The value of rehabilitation in the 

insurance industry depended on its ability to generate successful outcomes for 
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insurers at low cost. Many participants felt helpless because rehabilitation was not   

able to perform in this context.   

The encroaching constraints on funding impacts on our capacity to provide 
reasonable services.  Rehabilitation is couched in economic terms and I 
think if we are allowed to get on with our service the way we did before, 
you know, maybe with the funding re-jigged a bit, we could actually do a 
better job. Rehabilitation should not be measured in terms of monetary 
recompense, but actually rather in the service and treatment of clients 
(1.19F50T25%7yrs).   

     

The theme, Greed, exposed the discontent and disillusionment experienced 

by participants when attempting to provide efficacious rehabilitation within a 

highly cost restrictive environment.  Participants grappled with the expectation of 

the insurance industry to provide successful services within a stringent economic 

framework.  The overwhelming frustration for participants was the dominance of 

greed over the needs of clients.  Participants were left feeling frustrated that they 

were unable to provide successful rehabilitation.  However, they appeared reluctant 

or unable to challenge the status quo of this untenable situation.   

 

The Juggler 

The core theme, according to Glaser (1978), is one that presents as being 

the main concern for participants within a specific context and/or situation.  This 

theme is recognizable by its prevalence in the data, and by its relationship to other 

themes or categories identified in the study (Strauss & Corbin, 1990).  The 

dominant theme identified in the current study was labeled as The Juggler.  In the 

previous themes, rehabilitation professionals were found to be situated in a 

demanding and complex work context characterized by inconsistent legislation, 

multiple powerful players and economic directives.  The core theme underlying 

each of these factors was the tension and value conflicts participants experienced 
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as a result of the requirement to continuously balance multiple issues and 

adversarial demands (see Appendix L). The tension arose mostly from the need to 

respond to multiple and competing expectations created by externally imposed 

legislative and business directives and the strong emphasis on profit in the 

insurance context.   

 Participants experienced difficulty juggling the continuous demands of 

many players, who usually had differing agendas.  Most importantly, participants 

struggled to balance these multiple demands against their professional principles 

and ethics.  Participants felt obliged to balance these competing demands and 

conflicts in order to navigate the context and operationalise rehabilitation for their 

clients.  This juggling act was taxing for participants and resulted in feelings of 

futility, hopelessness, and disillusionment, creating an atmosphere of discontent 

and mistrust.  Thus, participants found themselves operating in a context that 

caused ongoing disappointment and strain. 

The rehabilitation provider juggles a number of key players in their role.  
They are paid by the insurer, but they also have to meet the demands of the 
legislative requirements of employers as well as insurers and also meet the 
demands of the clients (1.24F41T100%5yr).   
 

For participants, most tension resulted from the discrepancy between the 

insurer’s primary interest (i.e., the swift resolution of claims and minimal 

rehabilitation costs) and that of participants (i.e., the provision of timely and 

holistic rehabilitation).  “Well, my set standards may not always be in accordance 

with the organizations set standards” (1.17F44T25%10yrs).  Participants found it 

difficult to maintain their humanistic code of ethics in the atmosphere of 

competition, money and power.  “Economic rationalism is the driving 

system….we are now pushed into a service model of business….meeting business 
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demands, targets and budgets.  There is a conflict of professional ethics and 

values” (1.2F23T30%5yrs).   

The consequences of the requirement to transform from a humanistic 

service into a business ethos resulted in feelings of disillusionment and resentment 

toward the insurance environment.  The expectations arising from the business 

imperatives of the insurer were clearly out of step with the focus of rehabilitation 

professionals, which tended to be inclusive and driven by consumer rights.  

Participants were frequently required to temper their values to accommodate the 

expectations of insurers.   

When I first started in rehabilitation you had to be non-judgmental, very 
non-judgmental and very careful of maintaining people’s pride….I had to 
try very hard to be judgmental [in the insurance context], it was a skill I 
had to learn [said with sarcasm](1.15F40T100%2yrs).   

 

Participants were still expected to attain successful rehabilitation outcomes 

within this environment.  As a result of the continuous expectation to adhere to the 

demands of the insurance context, participants felt devalued and inconsequential.  

Over time, they became tired of balancing the expectations of profit and cost 

containment against holistic and inclusive service provision.   

I think the organization says one thing but in reality it expects 
another….it has a strong commercial focus to it….now I think with 
a compensable client you are servicing that client but you are also 
very conscious that you are serving a customer and are answerable 
to that person….in compensable clients, things are always 
demanded of you (1.13FT505%30yrs).   
 
In my mind the compensable client is the payer although I do try to 
keep a balanced approach.  However, a major criticism from the 
customer [insurer] is that we are too client-focused to the exclusion 
of what their [payer] needs are (1.5F38T50%8yrs).   

 
The disappointment and resentment experienced by participants as 

they struggled to balance the fundamental value clash was apparent.  “If 
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they [insurers] do not care about rehabilitation, then disband us, but do not 

make us operate at the lowest level of effectiveness” (1.19F50T25%7yrs).   

 Indeed, the impact of  these demands was evident.  “I think that there is a 

high level of burnout in this field [insurance rehabilitation] because you need to be 

able to try to balance everything and not just the client's needs” 

(1.25F41T100%5yrs).  The impact of balancing the many competing expectations 

in the insurance environment emerged throughout the interviews as a sense of 

helplessness.   

 There appeared to be little alternative for participants but to adhere 

to the demands and expectations of this environment if they were to 

maximize any opportunity for rehabilitation.  The failure to meet these 

objectives resulted in the reduced likelihood of approval for rehabilitation 

or rehabilitation strategies 

 Specific stressors are experienced when working with the   
compensable group, the workload increases because often, while 
we are still servicing the institution, we often have the involvement 
of many providers plus the supervisors [of clients] plus the 
compensation industry. There are always people that you cannot 
satisfy (1.18M46T80%4.5yrs). 
 
In order to manage the numerous pressures and conflicts inherent in the 

insurance context, and to combat the sense of frustration experienced, many 

participants conformed to unrealistic and adversarial demands.      

I realized fairly quickly that I had to have some sense of playing 
the same tune as the organization, or slow down in terms of my 
ideas and initiatives.  It is a sense of conformity or adapting 
down,….you could not upset the applecart too much 
(1.5F38T50%8yrs).   
 
The Juggler was the core theme in this study as it was the thread that 

defined the significance of the other themes, namely, Legislative Pluralism, 

External Trumping, and Greed.  Specifically, the obligatory union of incompatible 
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values, competing agendas and inconsistent requirements, engendered significant 

pressures and conflicts for participants who were expected to juggle and balance 

continuously.  Participants were required to contend with many conflicting 

demands and expectations, most of which clashed with their own.  In the end, many 

participants found themselves unwillingly adhering to these requirements to ensure 

rehabilitation for their clients.  Participants compromised their professional 

humanistic values to appease the business and economic imperatives inherent in the 

insurance context particularly as these directives inhibited the provision of 

comprehensive rehabilitation.  Participants became weary and fatigued as a result of 

continuously balancing the numerous demands and conflicts in the insurance-based 

rehabilitation sector.   

 

Going Through The Motions 
 

Going Through the Motions emerged as an a major process theme in this 

study.   It represented the consequences of the exhaustion, disparagement and 

helplessness felt by participants as a result of the continual need to juggle multiple 

and competing demands.  This theme is defined by the resignation of participants to 

the need to balance the adversarial expectations and recognition that a compromise 

was necessary to survive (see Appendix M).   

 Participants found themselves inadvertently colluding with a work context 

that clearly conflicted with the goals and ethics of rehabilitation.  Instead of 

enjoying new and challenging experiences that required the utilisation of their 

competencies, participants described rehabilitation as tedious and bureaucratic.  

The unrelenting requirement to tailor programs to suit unrealistic time and cost 

requirements resulted in a strong sense of resignation. Consequently, participants 
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became disillusioned and apathetic towards their work.   

I don’t get any satisfaction out of it [working with insurance clients], 
any satisfaction out of it at all….  the lack of personal satisfaction 
working with them [insurance clients] is what causes the stress… it 
is more just the fact that it is a lot of, um, going through the paces 
(1.10F28T30%8yrs).   

 
Going Through the Motions described the overwhelming feeling of 

impotence in participants as they realized that they were unable to challenge, the 

unrealistic, adverse, and inadequate expectations of the context.  The disparagement 

and cynicism that emerged as a result of this indifference was unmistakable.  “My 

role is very much get em [clients] in the door, zap ‘em, and get ‘em out.  It 

[rehabilitation] is very minimal now and I have had to do a lot of soul searching”  

(1.13F50T5%30yrs).   

The sense of futility was pervasive and was perpetuated by the emphasis 

within the insurance environment on ‘throughput’ and ‘output’.  These directives 

prevented the establishment of effective working-relationships with clients by 

externalizing and dehumanizing them.  As time and cost restrictions minimized 

personal contact, the humanistic focus of rehabilitation became lost.  Instead of the 

anticipated, emotionally-rewarding interactions with clients, participants found that 

their clients often resented them and viewed them as yet another authority figure in 

the bureaucratic leviathan.  Consequently, participants no longer found 

rehabilitation rewarding.  They emotionally detached from their clients and their 

professional values.  Their attention to service provision became both obligatory 

and perfunctory.    

I find it a lot easier to work with people when I have got a good 
relationship with them, and I am just not interested, to be honest [in 
insurance work] and so I just sort of breeze up and just try to go 
through the motions.  I do not get any satisfaction out of it.  I just 
sort of plod along” (1.10F28T30%8yrs). 
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I deal with angry and frustrated people all the time and it is just like, 
what can I do, I can’t do anything….every time the phone rings and I 
am like, oh God, what’s the problem now.  You know I don’t know 
who it is but I know something is wrong.  I think it is the constant, 
well, you just know that there is no reason why someone would call 
you unless there’s a problem, or unless they want something.  I think 
I have got the attitude now where I just do it, I don’t care, just get 
‘em on the phone and get it over with, you know 
(1.14M25T100%2.5yrs). 

 
This situation was exacerbated by the fact that attempts to utilize their 

rehabilitation competencies were constantly thwarted, as they juggled and 

responded to competing demands.  Most participants expressed the belief that in 

order to survive the insurance context one had to conform.  The constant reminder 

for participants that their best efforts were in vain led to the strongest feelings of 

dissatisfaction and impotence.  “We [rehabilitation professionals] have no control.  

I am a pragmatist by nature, and I can play the game, but it is getting to the stage 

where it is getting difficult to play the game” (1.12F40T10%3yrs).  The highly 

detrimental impact of attempting to work effectively within this prescribed and 

inflexible work environment was elucidated in the following comment.   

At the moment this is a good office and it has got good, and for the 
most part, hard working personnel, but all of them at the moment are 
really flat and disinterested, and unmotivated, and just feeling 
exhausted.  Lately, the whole office has been affected.  
(1.19F50T25%7yrs).   

 
Evident throughout the data was compliance toward the insurance context 

despite strong disagreement with its principles and values (i.e., business and 

economic imperatives).  This compliance reflected an acknowledgement of 

resignation that participants felt unable to challenge or change the insurance 

context.  Their resignation, and subsequent apathy towards their work, may also 

suggest the way in which participants coped with the exhaustion of trying to 

balance competing expectations and demands inherent within the context.  Given 
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that the insurance rehabilitation context now dominates rehabilitation in Australia, 

and much of the work for rehabilitation professionals is reliant on this competitive 

market, it is not surprising that participants chose conformity and acquiescence.  

However, the strain resulting from such conformity is significant, increasing the 

likelihood that participants became disinterested in their work and ineffective in 

their role.   

In summary, a major process found in the current study was labeled Going 

Through the Motions. The discontent and disinterest participants experienced 

towards their work when they colluded, often unwillingly, with a work ethos that 

failed to reflect the principles and values of rehabilitation defined this theme.  

Participants found it difficult to operate at optimal capacity due to the influence of 

this context and, as a result, became disillusioned and perfunctory in their work 

practices. Consequently, participants encountered feelings of dissatisfaction and 

impotence.  To cope, many adopted a cynical acceptance of the rules of the system 

and complied in a detached and ineffective manner.   

 
 
 

Betrayal 
 

 
Betrayal was another major process theme identified in this study.  This 

theme constituted the emotional responses of rehabilitation professionals as they 

struggled to provide efficacious rehabilitation in a context that failed to support the 

goals or values of rehabilitation.  As participants reached exhaustion and complied 

with the demands of the insurance context, they expressed feelings of betrayal.  

Betrayal is best defined as ‘disloyalty’ and ‘being untrue’ (Oxford Concise 

Australian Dictionary, 2001) and synonyms of betrayal include ‘falseness’, ‘sell-
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out’, and ‘double cross’ (Collins Thesaurus, 1992).  This definition aptly describes 

the sense and degree of betrayal expressed by participants in the current study.   

The findings indicated that rehabilitation professionals in this study suffered 

significant emotional damage as a result of complex feelings of betrayal.  Betrayal 

manifested in three ways, namely, betrayal of the client, betrayal of the profession 

and betrayal of one’s self (see Appendix N).  Betrayal of the client was a common 

concern for participants and arose from their failure to influence the decisions made 

in the broader insurance context regarding the provision of rehabilitation.  The 

inability to operationalise optimal rehabilitation due to the lack of understanding of 

this concept, or recognition for its value, added to this sense of disloyalty.                 

As a result of the compliance to the directives of the insurance sector that 

clearly failed to support the goals and practice of rehabilitation, and their reluctance 

or inability to confront these directives, participants felt that that they had betrayed 

their profession.  Finally, self-betrayal was evident in the current study by the 

failure of participants to demonstrate the real toll of attempting to provide 

rehabilitation in a highly adversarial context dominated by conflicting values and 

practice, and unrealistic time and cost restrictions. Betrayal across each of these 

levels is discussed in more detail below.         

Rehabilitation professionals are trained to assist people to regain a state of 

competency within their environment.  Human and physical resources are 

employed in this process, when available.  When not available, part of the personal 

challenge for rehabilitation professionals is to adapt and improvise to achieve the 

same or similar outcomes.  Consequently, when rehabilitation was jeopardized, by 

participants’ complicity, participants were left feeling ‘disloyal’ to their clients and 

believed they had ‘let down their clients’.  For instance, betrayal of the client 
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occurred when the decisions made by inexperienced claims managers led to 

forfeiture of essential services for clients.  The inability or reluctance of participants 

to challenge these decisions led to feelings of having betrayed one’s clients, a state 

that was associated with significant frustration and stress.  Participants also found 

themselves encouraging their clients to engage in rehabilitation even though they 

were acutely aware that they would be unable to provide optimal services.  

Although participants reported being extremely dissatisfied with this situation, their 

complacent acceptance inadvertently maintained the business and monetary focus 

of the insurance context.  Participants perceived themselves as having little choice 

in regard to complying with the insurance ethos when providing rehabilitation.  

Nevertheless, they still experienced a sense of having betrayed their clients.      

More time to spend with insurance clients would make me feel that 
I was doing as much as I could for them….It is the volume of the 
caseload that is very stressful in so far as I feel I can't do 
everything for the people as much as I should.  It [the caseload] has 
only recently come down to just under ninety, so about eighty-nine 
cases.  Previous to that, last week, I was managing one hundred 
and three cases 
 (l. 21FT100%6months). 
 
Probably a lower caseload for sure, just so we could focus on each 
one (client) more.  The way it is at the moment, it is just, it's so 
high (caseload) it's kind of like lending damage control every day.  
It is like the work you do stops it from sinking but it doesn't solve 
the problem.  I have a file in front of me and I want to do the work 
on it but I just can't (1.14M25T100%2.5yrs).   
 

In the insurance-based setting, inherent conflicts and demands undermined 

the capacity of participants to maintain their professional ethics or utilize their 

professional competencies to provide comprehensive rehabilitation.  The constant 

push for shorter and more cost efficient rehabilitation programs by insurers 

negatively influenced the rehabilitation outcomes for clients.  Participants found 
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themselves compromising rehabilitation in order to satisfy these business directives 

inherent in the insurance context, thus betraying their profession.   

In the past, in previous jobs I have just been giving the best 
possible service to the injured worker, the person who is 
requiring treatment, but not thinking about the dollars and cents.  
But now we are very financially driven and we have to keep 
track of that aspect and that is really how we are measured.  So 
our performance is measured on economic issues, whereas 
ideally a rehabilitation case manager should  really be working 
on the best outcome for the worker (1.8M26T100%3yrs). 

 

What really made our work impossible was the unrealistic 
workload, a huge workload that we just couldn't give the quality 
time that was needed.  I mean, they [the insurance company] were 
talking about shortening the durations [duration of claims] and 
everything.  We couldn't shorten the duration to the extent they 
wanted…that would have been impossible….if you just didn't have 
so many clients, so many files to deal with.  It was becoming 
harder and harder to do a quality job, the purpose for which you 
seemed to be there was getting lost in all the drive to cut costs 
(1.20F48T100%25yrs). 
 

The pretence of a role for rehabilitation was seen as a significant 

professional betrayal.  The insurance-based context failed to understand the concept 

of rehabilitation or acknowledge the value of the profession, preventing participants 

from utilizing their professional competencies.  Although disregard for the 

professional competency of rehabilitation professionals was also widespread among 

other stakeholders (e.g., solicitors and general practitioners), perhaps the major 

culprit for the inherent betrayal of rehabilitation was the management structure 

within insurance companies.  Participants perceived the deficiency of knowledge in 

this area to be the impetus for the loss of efficacious rehabilitation.  For 

participants, a salient issue was the fact that rehabilitation entered the insurance 

context by necessity, rather than by choice, as a “quick-fix” strategy designed to 

reduce costs for insurance companies.  However, the value of rehabilitation had not 



 142

been adopted, leaving it unable to perform.   

You need to have, in any insurance company that has a rehabilitation 
component, somebody from a rehabilitation background.  It [rehabilitation] 
just seemed to lose its whole focus.  To me, anyone involved in 
rehabilitation needs to look and see who is actually managing this.  Is there 
someone from a rehabilitation background who understands what it 
[rehabilitation] is really like….you need to have someone who is overseeing 
your particular section, who is from a rehabilitation background (1.20F48T 
100%25yrs). 

 

With insurance work, I find the majority of claims managers don't 
have much of a clue about insurance, less about rehabilitation really.  
They are so god damned smug about their job and what they think is 
right without necessarily knowing their clients....and I think, for 
Gods sake, you don't need professionals….why don't you just get 
you know, some dog bones and train us to sit up when you want and 
fetch bones when you want and if you want a professional service 
employ professionals to treat us (rehabilitation providers) like 
professionals (1.19F50T25%7yrs).   

  

The sense of betrayal felt by participants as a result of the lack of 

appreciation and acknowledgement of their professionalism was strong.  This 

betrayal was exacerbated by the fact that the insurance context capitalized on the 

promise of the provision of professional rehabilitation services, yet failed to value 

the contributions of rehabilitation professionals or acknowledge the importance of 

their role.  As a result of this disloyalty, participants became skeptical towards 

both their work and their work context, creating an atmosphere of cynicism and 

mistrust.                                                                                                                                                  

Participants appeared caught in a frustrating cycle of futility.  To prove the 

value of rehabilitation to insurers, participants needed to obtain efficacious 

rehabilitation outcomes.  However, the multiple expectations and stringent business 

and economic imperatives inherent in the insurance context prevented rehabilitation 

professionals from providing this evidence, thus perpetuating their sense of 

professional betrayal. 
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Participants also experienced intense guilt about their betrayal of their own 

personal values.  The firmly entrenched perception participants that they could 

provide optimal rehabilitation to clients had been shattered by the external 

constraints and operational procedures of the insurance context leading to a strong 

sense of betrayal of self. 

Self-betrayal was particularly evident in the juxtaposition of participants’ 

negative interpretations of the context in which they worked and their passive 

acceptance of this environment.  This betrayal was conveyed implicitly in several 

ways.  Participants complained bitterly about the difficulty obtaining approval for 

rehabilitation strategies for their clients, but did little to challenge this situation 

through advocacy or lobbying.  The environment in which participants worked was 

superficial in its commitment to rehabilitation, yet they continued to operate in this 

environment claiming to be providing rehabilitation.  They were expected to 

contend with unrealistic work expectations that impeded the provision of optimal 

rehabilitation, yet continued to meet these expectations and concealed the overload.  

Finally, participants chose to work excessive hours to manage their workloads, yet 

failed to recognize the deleterious effect this strategy had on their own well-being 

or their ability to provide rehabilitation.   

For many participants, extended hours of work and/or the intrusion of work 

into their private life domains were utilized as a way of managing unrealistic work 

expectations.  Participants failed to realize that by hiding the difficulties of 

managing excessive workloads and workplace expectations, they inadvertently 

colluded with the very work ethos that was found to impede the provision of 

rehabilitation and successful outcomes for clients.  Rehabilitation professionals in 

this study felt that they could not live up to the expectations of their employers or 
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their industry.  Although these betrayals resulted from contextual inadequacies and 

expectations, participants continued to work in this system and knowingly 

contradicted many of their professional values, ethics and work practices.  As a 

result of this conflict, participants unwittingly colluded with the very context they 

found objectionable.   

I am not fighting the insurer anymore.  They [the clients] are being 
handicapped .…[by the insurance company].  I do find it hard for 
insurance companies not to go along with some of my ideas when I 
know they are right….I mean, they are just after the standard thing 
and will not consider any strategies that do not fit the status quo 
(1.23M39T80%7yrs).   

 
For some participants however, there was a sense of relief in leaving the 

insurance-based sector and restoring integrity.  “I used to work for a very large 

provider [rehabilitation] and I would never do that again, because they were owned 

by an insurance company, and I toed the insurance company line” 

(1.23M39T80%7yrs).   

 The failure of participants to consider their own well-being in regard to 

work commitments stemming from the insurance context contributed to self-

betrayal.  The consequence of such a response was dissatisfaction with the work 

context and the forfeit of personal satisfaction.   

I know that I give one hundred percent here and I am here a lot 
more hours than I should be.  I know perhaps I spend a little too 
much time at work.  There probably wouldn't be a day go by 
when I wouldn't, you know, it would be outside work hours and I 
would still be thinking about something at work purely because I 
just want to remember to get it done so I can move on….I am sure 
just about every rehabilitation case manager here works overtime 
that they did not get paid for….it gets very frustrating because 
you can't deal with all the issues primarily because you do not 
have the resources….(1.8M26T100%3yrs). 

 
Like all workers, rehabilitation professionals have needs of self worth, 

achievement, and acknowledgement of that achievement by peers.  These needs, 
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when met, give positive and stimulating emotional responses to the worker, 

inspiring the worker to approach work enthusiastically.  In the current study, the 

insurance-based rehabilitation context has robbed rehabilitation professionals of 

this positive reinforcement and has replaced it with a sense of betrayal.   

Another participant acknowledged her self-deceit and amended the betrayal 

of herself, the betrayal of her clients and her profession by exiting the industry.   

High case-load as in not being able to carry out the things to do to 
help somebody….it is the high caseload and the way I manage that 
is by taking work home and that helps it...it is easier to do this than 
to get stressed out by you know, trying to achieve that at work.  
With the phone constantly ringing and not being able to deal with 
things, you know, not being able to manage everything at once….I 
can see the files building up on my desk and that is really stressful.  
I have always got ways of managing, so I try very hard not to get 
stressed.  At the moment, my caseload is about sixty- five, but it 
has been up to one hundred and twenty.  The reason it has been up 
to one hundred and twenty is because I have been so 
busy….however, I have now been offered a job in the real world 
so….(1.15F4I TI00%2yrs). 
 

A sense of betrayal was implicit throughout the data and resulted primarily 

from the adversarial work context where the profession of rehabilitation was 

discounted and the ability to perform rehabilitation was sabotaged.  As a result, 

participants betrayed the clients who trusted them to enable the resumption of a 

purposeful life.  Participants were prevented from performing procedures that 

would enable them to reach the standards that would reinforce the value of the 

profession.  Despite their strong disagreement with the insurance-based 

philosophies and ethics, participants did not attempt to influence decisions 

regarding the rehabilitation process.  Of greater irony was the fact that participants’ 

betrayed themselves as they continued to work in an environment that was clearly 

detrimental to their own well-being and directly opposed to their values.   
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As a result of this betrayal, participants became negative about their own 

work practices resulting in a lack of professional esteem and commitment.  The 

complacency and impotence participants experienced led to further betrayal.  It 

appeared that disillusioned participants either remained in a continuous cycle of 

going through the motions in their work, and further exacerbating their sense of 

betrayal, or they exited the work context altogether, finally giving up the pretence.   

 

Summary 

This chapter has presented the findings of the semi-structured 

interviews conducted with the twenty-five participants involved in this 

study.   The findings have, through the three potent themes of Legislative 

Pluralism, External Trumping, and Greed, illuminated the contextual 

difficulties and tensions experienced by many rehabilitation professionals 

within the insurance-based sector.  The findings indicated that these three 

themes were inherent in the participants’ experience of insurance 

rehabilitation.   

The core theme underlying these three themes was the need to juggle 

constant multiple expectations associated with contradictory procedural 

processes and the competing demands of the many external stakeholders 

associated with the insurance environment.  In this ethos of cost-

accountability, participants were expected to balance the competing 

demands of insurers, solicitors, general practitioners, policy requirements 

and clients, resulting in exhaustion.   

The sense of professional sabotage in participants was profound.  As 

a result of this perceived sabotage, participants felt undermined and, thus, 
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ineffectual in their work.  They were unable to sway decisions regarding 

rehabilitation, or influence their interpretations of the legislative mandates 

pertaining to rehabilitation within the insurance context.   

The context often necessitated a compromise in rehabilitation 

professionals’ espoused professional values and work practices in order to 

secure rehabilitation services and/or outcomes for their clients.  This forced 

acquiescence led participants to become disenchanted with their work and 

precipitated behavioral and emotional consequence outcomes such as work 

apathy, anger, and cynicism towards their work environment.  The 

culmination of continuing to juggle these expectations was a loss of work 

commitment and perfunctory work performance that was labeled Going 

Through the Motions. 

Participants were extremely disillusioned, particularly as a result of 

the enormous sense of betrayal they encountered as a result of their 

collusion with such an adversarial context. Their reluctance and perceived 

inability to challenge this situation, and their subsequent compliance with 

these demands, perpetuated their sense of betrayal, resulting in frustration 

and stress.  As shown in Fig 5.1., for some, the cycle of betrayal and going 

through the motions was ongoing.  For others however, the solution was to 

leave the industry. 
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Figure 5.1.  Work Stress in the Insurance-based Work Context 
 
NB. The relationship between Going Through The Motions and Betrayal is unclear from the data.  
Causal relationships cannot be clearly determined.  It is also important to note that not all 
participants in this study turned over. 
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CHAPTER 6 
 

CONCLUSIONS AND IMPLICATIONS 
 

“….we are entitled to make almost any reasonable assumption, but should resist 
making conclusions until evidence requires that we do so” (Allen,1980). 

 
 

The aim of the current study was to examine the broad context of 

insurance-based rehabilitation to understand its influence on the experience of 

work stress among rehabilitation professionals.  The results of this 

examination have been fruitful and have contributed significantly to the 

understanding of contextual stressors.   

The analysis has shown that the insurance-based context has the 

potential to be deleterious to the well-being of rehabilitation professionals.  In 

addition to developing a detailed theory about this context, the study has 

revealed four major findings, namely that; (i) rehabilitation professionals can 

identify contextual stressors in the insurance industry and consider them to be 

influential in the experience of work stress, (ii) the insurance-based 

rehabilitation context appears to be defined by complexity, confusion, 

turbulence and enormous responsibility, (iii) a complex process occurs for 

workers in response to this context, usually resulting in cynicism, impotence, 

apathy and a sense of betrayal, and (iv) some rehabilitation professionals 

choose to remain in the industry but are ineffective, whereas others choose to 

exit the industry as a means of managing their sense of betrayal, thus 

contributing to turnover.   

This study has contributed to the literature in three important ways.  

First, it has contributed to work stress research by highlighting the importance 

of examining this phenomenon at a more contextual level, focusing on the 
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broader influences experienced in particular industries.  Second, this study 

has contributed to the literature on rehabilitation, clearly portraying the need 

for a shift to a model that effectively combines the humanistic paradigm with 

the dominant principles of business.  Third, the study has contributed to the 

literature on organizations, promoting the importance of healthy contexts for 

optimal function of employees.  Although the need to consider the broader 

context has recently been recognised in this field (Hart & Cooper, 2002), the 

findings of this study have confirmed the value of a contextual approach to 

organizational health. 

In the remainder of this chapter, the importance of the findings will be 

discussed.  The findings will then be examined using a metaphor.  

Specifically, a viral process will be used as a metaphor to provide a way of 

understanding the experiences of the rehabilitation professionals.  Given that 

the viral process is more familiar and understood than the work stress process, 

but appears to mirror that experience, it helps to clarify the experience and 

identify solutions.  The limitations, directions for future research and the 

implications of the study, specifically in regard to policy and practice, are 

then presented. 

 

The Existence of Contextual Stressors 

A major finding of this study was the quick and clear identification of 

contextual stressors in the insurance-based rehabilitation sector by rehabilitation 

professionals.  This finding is significant, as it will provide a catalyst to ensure that 

future work stress research includes an examination of context.  Work stress has 

been an issue of great concern in relation to human service workers over the last 
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two decades (Kendall, Murphy, O’Neill & Bursnall, 2000).  In an attempt to 

understand the causes of this phenomenon, copious research has focused on either 

the personal vulnerabilities of the worker or the excessive demands of the job 

(Brewer & Clippard, 2002; Burke & Richardsen, 1996; Callaghen et al., 2000; 

Siefert, 1993).  However, the current study has found that there is another level of 

stressors that can be distinguished within the work context of rehabilitation 

counselors.  These stressors generally originate from the economic, bureaucratic 

and legal influences that are inherent in the insurance context.   

There is little argument in the literature that work stress is an escalating 

problem that results in substantial costs for individual workers, employers and the 

entire economy.  This phenomenon has been fuelled over the last decade by factors 

such as downsizing and increased work demands (Hart & Cooper, 2002).  Work 

stress seems to be particularly prevalent in industries such as the health, community 

and human services sectors, and rehabilitation, where economic constraints and 

bureaucratic forces are juxtaposed sharply against the values that are instilled in 

workers during their training (Chan, Lei, Ko & Boey, 2000; Dollard, Winefield & 

Winefield, 2001; Flett, Biggs & Alpass, 1992; Moxley & Manela, 2000).  Workers 

in these contexts are continually faced with conflicts created by the fact that they 

are accountable to large employers, but remain ethically and morally devoted to 

their clients (Buys & Kendall, 1998).   

The current findings reflect this claim.  The requirement to fulfil 

contradictory expectations is magnified for rehabilitation professionals who operate 

in the insurance context.  Rehabilitation professionals are not only required to 

contend with the many tensions and conflicts inherent in their work, but are 

expected to manage several contextual factors that have the potential to contribute 
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to their experience of work stress.  Indeed, as Levi (1990) reminded us, given the 

complexity of the stress problem, researchers need to be alert, not only to the 

interactions between the individual and the organization, but also to the systems in 

which they occur.  The current findings provide the impetus to examine these 

factors in future research.   

 

The Turbulent and Complex Nature of the Insurance Sector 

Another major finding of this research was the fact that the insurance-based 

work context is difficult and complicated.  It clearly has the potential to be 

damaging to the well-being of rehabilitation professionals.  The current study has 

exposed the insurance-sector as being characterized by turbulence, complexity and 

confusion.  A great deal of this turbulence and confusion is the result of external 

factors such as inconsistent legislation pertaining to insurance rehabilitation across 

the five States and two Territories of Australia (as shown in Appendix A).  

Turbulence was also evident as a result of the conflicting agendas of the numerous 

stakeholders associated with the sector, because they have their own agenda and are 

operating from different legislative and philosophical bases.  Finally, turbulence is 

caused by the clash between the strong focus on profit and cost containment in the 

industry and the traditional human focus of rehabilitation.   

In this context, rehabilitation professionals are required to balance many 

competing, and often opposing, demands of several stakeholders, including 

solicitors, general practitioners, claims managers and clients.  Moreover, 

rehabilitation professionals must be able to simultaneously comply with the 

expectations of their profession and facilitate successful rehabilitation outcomes 

despite adversarial legislative directives and strict, unrealistic time and cost 
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restraints (Purse, 1998; Vaughn et al., 1998).  The current study has confirmed the 

suggestion that stress is likely to result when a context is difficult to navigate due to 

this type of complexity.   

 

The Complex Process Caused by the Insurance Context 

The findings from this study have shown that at least some rehabilitation 

professionals in the insurance sector experience a complex process of frustration, 

disillusionment and helplessness as they attempt to manage the many pressures, 

demands and conflicts inherent in this context.  This process was found to originate 

from the continuous attempts of rehabilitation professionals to balance their 

professional expectations, values, and work practices, against the adversarial 

expectations of the insurance sector.  Rehabilitation professionals (and most human 

service workers), typically enter the field with a high level of commitment towards 

helping others and with high expectations (Bloom, Burkhe & Scott; 1988; Cherniss, 

1980; Leiter, 1991a).  These expectations are usually based on professional 

accomplishments and the consequent organizational rewards or supports (Cordes & 

Dougherty, 1993; Jones & May, 1995).  Over time, these expectations are contrasted 

with the daily realities of the job.   

Instead of experiencing new challenges and emotionally rewarding 

interactions with clients as they had expected, the current study found that 

rehabilitation professionals in the insurance context were likely to experience 

disappointment.  These workers found rehabilitation to be continuously impeded by 

inconsistent legislation, continuous trumping by external stakeholders, and 

unrealistic cost and time restrictions.  The inability to utilize their professional 

competencies contributed to the disappointment the rehabilitation professionals 
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encountered.  According to Karasek and Theorell (1990), the under-utilization of 

skills and work competencies in the workplace has the potential to lead to work 

stress and burnout.  The current study confirmed that once rehabilitation 

professionals become disillusioned with their context because of their inability to 

utilize their skills, they expressed negative and disparaging attitudes towards the 

sector and their work and, thus, became cynical. 

In line with the work psychology literature, the cynicism found in the current 

study was characterized by the perception that the insurance context lacked integrity 

and was self-interested at the expense of its product (rehabilitation), its clients and its 

workers (Abraham, 2000).  The lack of faith in the integrity of the workplace has 

been found to erode the commitment and sense of belonging of workers.  The current 

study found that the cynicism and disparagement rehabilitation professionals 

displayed towards the insurance sector manifested in feelings of dissatisfaction.  

Rehabilitation professionals became discontent and emotionally detached from their 

work.  As a result of this detachment, these workers began to display work apathy.  

The indifference rehabilitation professionals displayed towards their work was 

evident as they began to go through the motions without attempting to promote 

comprehensive rehabilitation for their clients.  Although the concept of cynicism in 

rehabilitation professionals has not been researched to date, other researchers have 

confirmed that, in general, cynicism is associated with emotional numbness, 

detachment and a sense of helplessness (Abraham, 2000).   

In the current study, rehabilitation professionals demonstrated a range of 

negative attitudes and behaviors towards the insurance sector, with many expressing 

a strong sense of powerlessness and helplessness.  The impotence experienced by 

rehabilitation professionals was pervasive.  It was characterized by the workers’ 



 155

perception that they were unimportant in the insurance context and lacked the power 

to do anything but give in to unreasonable demands or leave.  There was little 

evidence of any attempt to lobby the sector for changes or advocate strongly for their 

clients.  The fatigue and sense of futility they experienced as a result of trying to 

continuously balance the conflicting tensions, responsibilities and demands that were 

inherent in this sector was obvious.   

Once the rehabilitation professionals became impotent in their work context, 

feelings of betrayal manifested.  The betrayal experienced by these workers was 

multi-faceted, including betrayal of their clients, disloyalty to their profession and 

betrayal of themselves.  Rehabilitation professionals generally believed their 

profession to be betrayed by most players in the insurance sector.  The sense of 

having betrayed insurance clients resulted from their failure to confront the 

adversarial expectations and demands of the sector.  Consequently, rehabilitation was 

prevented and clients were disadvantaged.  As a result of this betrayal, rehabilitation 

professionals perceived themselves to be ineffective practitioners, exacerbating the 

disappointment they experienced in themselves and their work.   

 

The Influence of Context on Decisions to Exit the Industry. 

 Although the notion of individual betrayal has been discussed in the 

organizational psychology literature (i.e., the psychological contract – Rosseau, 

1995), this study has exposed a higher level of betrayal that impacts more 

significantly on the whole industry.  It has also shown how betrayal may be a 

perpetuating force within this context, maintaining the cycle of apathy and cynicism, 

leading to chronic work stress or turnover.  Thus, the current study has shed some 

light on the potential processes that contribute to turnover in rehabilitation.   
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Given the complexity and pressure identified in this study the increasing 

turnover in the rehabilitation industry is not surprising.  Indeed, as highlighted by 

Barrett et al.  (1997) turnover in the rehabilitation sector constitutes over 20% per 

annum.  This figure is unacceptably high and threatens the viability of the entire 

profession.  In fact, even during this study high turnover was even evident.  When 

contacted for follow-up requests to be involved in member checking, 19 (76%) of 

the original sample could be contacted.  Of this group, 13 had resigned from their 

positions to take up non-rehabilitation positions.  Only 6 remained in rehabilitation.  

Assuming that the non-contactable participants were still employed in the industry 

(which is unlikely), this finding indicates that a minimum of 52% of the sample had 

left the industry within a two year period.  This finding supports the conclusion that 

the broad context of rehabilitation must be considered if effective management of 

turnover is to be achieved.  There was strong evidence that turnover (or the 

intention to turnover) was preceded by cynicism, detachment and a sense of 

betrayal.  The insidious nature of the process that emerged in the current study is 

best illustrated in the unsolicited letter sent by one participant who could not be 

engage in the study as she was leaving the industry (see Appendix O).   

 

Searching for Solutions Through a Metaphor 

These findings have highlighted the complex and unhealthy state of the 

insurance-based rehabilitation context, and illuminated the tensions and conflicts 

between the need for competition, profit and cost containment on the one hand and 

professionalism, openness, and adaptability on the other.  The results of this study 

have called the integrity of the insurance context into question and have also 

demonstrated the need for a change in the profession of rehabilitation.  This study 
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has indicated that most participants were in a state of declining well-being, that was 

driven by a force that had not yet been fully recognized.  The decline was occurring 

in an insidious manner and tended to infect those around them.  Participants were 

powerless to find or even consider a solution, resulting in their resignation to, and 

passive acceptance of, an unhealthy state.   

Given the similarity of this process to a systemic disease-state, the use of a 

medical metaphor seemed to be an appropriate method of integrating the findings.  

The metaphor selected to best represent the findings of this study was that of a 

‘virus’.  The metaphor of a virus can be used to facilitate understanding of how and 

why rehabilitation professionals who operate in the insurance context experienced 

work stress and turnover.  Similar to the findings of the current study relating to 

work stress, the virus goes unnoticed as it enters a system or host, it then proceeds 

to harm that system from within.  According to Webster’s dictionary, “viruses are 

recognised by their toxic effect or pathogenic effect” (Webster’s New World 

Dictionary, 1997).  A virus is not contagious, but rather, it is a phenomenon to 

which those with lowered immunity succumb.  Moreover, the virus is not a state but 

a process that has the capacity to lie dormant for long periods before being 

activated.  When it is activated, its symptoms become noticeable, but little can be 

done to improve these symptoms until the invisible virus has run its course, or been 

eliminated by strengthening the system’s internal defences.   

This analogy mirrors the infiltration and experience of work stress as 

reported by the participants in the current study.  The virus metaphor, therefore, 

serves as an appropriate lens for identifying and understanding the susceptibility of 

the insurance-based rehabilitation industry to work stress.   
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As noted by Lamott (1994), “metaphors are a great language tool, 

because they explain the unknown in terms of the known” (p.77).  The word 

‘metaphor’ has the same root as ‘amphora’, a container with two handles used 

to store precious spices and oils and to transport them from one place to 

another.  Similarly, metaphors store precious information and have the innate 

capacity for carrying the mundane to the extraordinary, or indeed, to the 

sacred (Lakoff & Johnson, 2003).  The metaphor is, therefore, a fruitful way 

of assisting in the understanding of some experience or phenomenon.  In his 

classic work, De Bono (1981) highlighted the importance of images and 

metaphors as a means of communicating complex data.  According to Judge 

(2002), the use of imagery expands the repertoire of ideas available to readers 

and engenders enthusiasm for change.  A successful visual metaphor can 

assist in conceptualizing an existing system and provide a way forward to an 

alternative system.  Visual imagery enables readers to adopt a clearer 

perception of a dynamic situation and grasp opportunities for a solution.  

Metaphors, therefore, offer ‘cognitive leverage’ (Judge 2002, p.9).  The 

metaphor, being an implicit cognitive template, enables people to understand 

novel situations in terms of familiar ones by mapping the novel experience in 

the terminology of the familiar experience (Lakoff & Johnson, 1980).   

Metaphors also provide valuable apparatus for self-reflection, anticipation, 

and communication.  They serve an important function assisting reasoning and 

enhancing awareness of the self and the world (Ottati, Rhoads & Graesser, 1999).  

It is suggested that metaphors are more than just linguistic ornaments.  They are 

viewed as an expression of the structure of thought and reason (Lakoff & Johnson, 

1980).  Metaphors have proven to be useful tools for recognizing the cyclical 
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relationships between perceptions and practice (Tobin, 1993; Richards, 1977).  

Indeed, metaphors allow holistic representation of understanding and knowledge 

(Schnotz, 1988), and have been widely utilized in qualitative research (Patton, 

1990).  Accordingly, given the complexity of the data in this study, a metaphor 

was considered to be an appropriate method for explaining the current findings 

and translating them into potential solutions.   

 
 

Stress and the Viral Process 

A virus is an infectious agent that is found in virtually all life forms.  Viruses 

are capable of replicating themselves within a living cell and have reactive sites on 

their surface that interact with receptors on suitable host cells.  The virus and the 

cell must be in close contact for the virus to securely attach itself.  Once attachment 

is achieved the infection begins and the virus commences to either damage or kill 

the cells that it has infected (Encarta Online Encyclopedia, 2000).  The infected cell 

is transformed into a factory for the manufacture of viruses.  With each successive 

transmission between cells, a virus is able to replicate itself thousands of times and, 

therefore, ensure the continuance of its survival  

The insurance-based rehabilitation sector has been found in the current 

study to provide a suitable host for viral infection.  Although it is well recognised 

that the rehabilitation sector is already inherently stressful (Barrett, et al., 1997; 

Flett et al., 1995a: Kelly & Satcher,1992), the idiosyncratic characteristics of 

insurance-based rehabilitation represent a unique source of stress for rehabilitation 

professionals and thus, provide a suitable transmission medium for infection (Buys 

& Kendall, 1998; Schmidt, Riggar, Crimando & Bordieri, 1992).  This context is 

characterized by confusion, complexity, turbulence, and chaos.  The rehabilitation 
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professionals who operate in this sector face an array of conflicting demands and 

expectations within a system that clearly fails to support the philosophy or goals of 

rehabilitation.  For many of the workers the inability to provide successful 

rehabilitation in an environment so heavily focused on cost and profit is taxing, and 

the results are devastating.   

 

The Insurance-Based Rehabilitation Context (Host)  

To understand how and why a virus is able to invade such an entity as a 

human body (host), it is essential to first discuss the immune system.  The immune 

system is a mechanism designed to defend the individual against millions of 

bacteria, microbes, viruses, toxins, and parasites (antigens) that have the potential 

to invade the human body (Encarta Online Encyclopedia, 2000).  It is a complex 

and intricate system, yet it has a simple mission.  The immune system is responsible 

for scanning the body to detect, respond to, and destroy any foreign substance 

(natural or synthetic, living or inert).  This system consists of several types of blood 

cells that work together in a highly integrated way to protect the body against the ill 

effects of intruding antigens.  Regardless of the role of the cell, if the immune 

system is deficient, an antigen, such as a virus, has an opportunity to invade 

(Koenker, 1994; Linnemeyer, 1993).  In addition, the immune system is able to 

remember previously successful strategies for overcoming harmful invaders.  The 

resilience of the immune system in a person is maintained through a healthy diet, 

exercise, adequate sleep, a suitable environment, and minimal stress.   

As hosts, the insurance-based rehabilitation context and the human 

body share a variety of features.  Whereas immunity in people is 

compromised by a lack of physical, environmental and psychological 
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conditioning, the current study has shown that the insurance context is 

compromised by the cumulative effect of constant tensions and conflicts in a 

context characterized by maelstrom, excessive responsibility, co-dependent 

liaisons between numerous stakeholders, and chaos.  These pressures emanate 

from the continuous expectation to perform well despite inconsistent 

procedures, protocols, and legislation, a strong focus on cost containment, 

individual stakeholder agendas and expectations, and a misunderstanding of 

the concept of rehabilitation.   

Just as a compromised immune system in humans increases their 

susceptibility to viral infection, the chaotic and demanding nature of the 

insurance context makes it a suitable host for a stress infection.  The inability 

of this work context (host) to recognise the deleterious effects of these factors 

on its cells (rehabilitation workers) exacerbates the environment’s 

vulnerability leaving it more receptive to viral infiltration (stress).  In this 

study, the insurance context was described in terms of deficiency and 

negativity, providing further support for the concept of lowered immunity.   

 
The Rehabilitation Professional (Cell) 

 
Viruses do not possess any life sustaining characteristics.  Therefore, 

without a suitable host, and conditions of compromised immunity, viruses 

may lie dormant within the cells of the host indefinitely causing no obvious 

change.  The rehabilitation professionals in the industry can be likened to 

these dormant cells.  In the current study, this process of dormancy accounted 

for the range of negative experiences across participants.  Although all were 

affected in some manner, some ‘cells’ appeared to be more fortified against 

the pressures and demands.   
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When a dormant virus is stimulated, the cell becomes unable to 

function to its optimum capacity, and, as a result, the person becomes unwell.  

Similarly, when a dormant virus is stimulated in a rehabilitation professional, 

usually as a result of exhaustion from juggling the many pressures, 

expectations, and conflicts inherent in the insurance context, these workers 

become disinterested and merely go through the motions of their work.  The 

workers then become cynical towards the insurance sector and, unfortunately, 

dysfunctional.  As a result of this infection, rehabilitation professionals 

perceive themselves to be impotent within their work context.  This process is 

similar to the way in which an infected cell replicates only viral cells, losing 

the ability to replicate functional cells and, therefore, maintaining the 

helplessness.  The result of dysfunctional cells is an unhealthy host 

(rehabilitation system).   

Once stimulated in a person, the virus may manifest in physical signs, 

such as rashes, sores, fever, or headache.  The more damaging presentation is 

when the cellular membrane erupts and the person is at risk of becoming 

chronically ill or dying.  The parallel to this process in the insurance-based 

rehabilitation context is stress.  Stress manifests in rehabilitation professionals 

as physical and emotional signs, such as cynicism, negativity, frustration and 

disillusionment with their work.  The more damaging manifestation is when 

rehabilitation professionals exit the industry, which is represented as turnover.  

Regardless of the outcome, stress (the virus) is highly infectious and is likely 

to affect other rehabilitation professionals.  For example, the current study 

identified that the infection ‘stress’ had far reaching influences, and affected 

not just the individual worker, but spread to whole offices or units.  These 
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outcomes further serve only the virus that led to the infection, thus ensuring 

its continued existence in the insurance context. 

In summary, the virus metaphor portrays the similarities between the 

way a virus can infiltrate and infect a person, and the way work stress (the 

virus) enters the insurance-based rehabilitation context (host) and causes 

harm to the rehabilitation professionals (cells).  The metaphor provides a 

vehicle from which to understand the influence of the broader insurance 

context on participants, as they struggled to balance and contend with the 

numerous pressures, conflicts, and tensions.  The virus provides an analogy 

that enables the deleterious impact of an unhealthy work context to be 

understood, particularly in regard to the often unrecognized harmful influence 

of contextual factors.   

The danger posed by a virus is increased by the ease with which it is 

transmitted and the level ignorance regarding its existence and prevention.  In 

this regard, the insurance-based rehabilitation sector poses a significant threat 

to the well-being of rehabilitation professionals.  Unfortunately, in the 

insurance context, harmful contextual stressors have gone undetected, 

amplifying the likelihood of infection.  Like the virus, little can be done once 

the infection has occurred.  Thus, finding solutions to this problem is critical. 

The virus metaphor illustrates the importance of contextual solutions.  

These solutions can be achieved via three ways, namely, (i) the creation of a 

state of health in the insurance context, (ii) the creation of immunity to the 

negative influence contextual factors exert on rehabilitation professionals, and 

(iii), the creation of awareness through education and training.  In the case of 

a virus, treatments usually involve proactive strengthening of the immune 
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system through a healthy and balanced lifestyle (e.g., diet, exercise and 

sleep), inoculation against the virus (e.g., anti-viral injections), and the 

undertaking of preventative measures to minimize the transmission and 

recurrence of viral infections (e.g., health promotion campaigns and 

education).  Work stress in the insurance context could also be fought using 

the same three principles.   

First, the immune system in this context could be fortified through 

maintaining a healthy balanced organization.  A balance would need to be 

achieved between the values and ethics that dominate the insurance sector and 

those espoused by rehabilitation professionals, between ensuring the well-

being of rehabilitation professionals in a work context that is adversarial to 

them, yet which purports to restore the well-being of others, and finally, a 

balance that will maintain the motivation of rehabilitation professionals to 

achieve the dominant goals of the insurance context (e.g., cost effective and 

successful rehabilitation outcomes).   

Second, the insurance context needs to be inoculated against the 

infection of work stress.  People, who are susceptible to exposure to a virus, 

seek inoculation through medication and anti-viral injections.  In the 

insurance-based context, this inoculation could be achieved through revised 

policy to ensure greater consistency across the sector, and a simplified work 

environment that reduces the complexity and chaos and recognition of the 

value and purpose of rehabilitation.  Once this is achieved the health of the 

insurance sector will be greatly improved.   

Finally, just as the education and public health campaigns are crucial 

in the management and raised awareness of viral infections, there needs to be 
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greater awareness of the contribution of contextual factors to the experience 

of work stress.  Without awareness, management strategies to combat the 

viral infection (stress) will be ineffective, or not even implemented.   

Clearly, when this level of immunity is achieved, the health of the insurance 

context will be improved.  Just as health promotion campaigns have broader 

implications for society, inoculating and fortifying the insurance-based sector will 

ensure viable outcomes for the entire sector.  Moreover, turnover in this sector will 

be reduced and the survival of the profession ensured. 

 

A Healthy Balanced Organization: Increased Immunity 

“The enemy was not located in a territory – it had entered our system - You do not 
fight this kind of enemy by shooting at it, you respond by strengthening the capacity 

of the system to prevent the virus and strengthen its immunity” (Lederach, 2001). 
 
 

In 1981, the United Nations Ottawa Charter proposed the idea that 

interventions should focus on the prevention of stress and that workplaces should 

be health-promoting rather than disease-producing.  This Charter brought 

recognition of the need for ‘healthy organizations’ rather than just healthy 

employees.  A healthy organization, at the extreme level, is one that has created and 

maintained a relatively stress-free environment where secondary and tertiary stress 

management is less necessary (Cartwright, Cooper & Murphy, 1995).  Clearly, this 

interpretation represents the ideal, and is not likely to be fully achieved.  More 

realistic, however, is the consideration that a healthy workplace is one that 

cultivates healthy workers, achieves high productivity, and realizes profit 

(O’Donnell, 2000).  Hart and Cooper (2002) cautioned, as found in the current 

study, that the strong push for greater efficiency, competitiveness, and profit, that 

epitomizes the majority of business sectors today, can create the type of 
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organization that produces high levels of work stress.  The expectation that workers 

will perform well within these directives places them under considerable pressure.   

 Unfortunately, as has been demonstrated by the current study, the insurance-

based rehabilitation work context is portrayed as ‘unhealthy’ and fails to promote 

the health of the workplace or its workers.  Although this context is characterized 

by the factors highlighted by Hart and Cooper (2002) that have the capacity to 

create work stress (i.e., highly business and profit focused), it is unique.  This 

context is characterized by additional externally imposed factors (i.e., incongruent 

legislation and procedures, excessive demands, a focus on cost containment, 

numerous self-interested external stakeholders, and a lack of understanding of the 

concept or value rehabilitation).  The demands created by the clash between these 

contextual factors and the professional values of rehabilitation create significant 

tensions and conflicts for rehabilitation professionals.   

In order to minimize these negative experiences for rehabilitation 

professionals, the insurance sector must improve the health of its work context.  

Chu, Breucker, Harris and Stitzel (2000) contended that a ‘health-promoting 

workplace’ is one that achieves a balance between the expectations of the customer, 

the goals of the organization, and competencies of the workers and their health 

needs.  According to these researchers, to achieve this required level of health, a 

healthy, qualified, and motivated workforce is essential.  However, in order to 

realize a healthy work context, the broader environmental determinants of health 

and well-being must be illuminated (Shannon, Robson & Sale, 2001).   

The findings from the current study have highlighted a state of imbalance in 

the insurance-based rehabilitation context.  This imbalance was evident in several 

ways, namely, (i) the imbalance between the business and economic imperatives 
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that underpin the insurance sector and the values and competences of the 

rehabilitation professionals, (ii) the imbalance between the drive of the sector for 

cost containment and successful outcomes and its the inability to maintain the 

motivation of the workforce to bring about these goals, and, (iii) the imbalance 

between the goals of the sector to restore damaged workers, yet simultaneously 

damaging its own workers.  As demonstrated in the findings of this study, these 

imbalances were driven by forces in the broader insurance context. 

 

Imbalance between Workplace Goals and Worker Values and Competencies 
 

 Eisenberg, Bowman and Foster (2001) and Lam and Reshef (1999) 

described imbalance in organisations as arising from incompatible work practices 

and a mismatch between the goals and values of the organization and those of the 

workers.  This imbalance is often found when one initiative in the work context 

negates another (e.g., heavy workloads prevent quality health care management).  

Similarly, the insurance-based rehabilitation context has inadvertently nullified the 

value and viability of rehabilitation, by disallowing the opportunity for true 

rehabilitation to transpire.  The strong focus on cost containment and time-limited 

programs in the insurance context, together with the highly complex nature of the 

environment, has clearly prevented the recognition of the value of rehabilitation 

(Dunn, 2001, Vaughn et al., 1998).  This imbalance has contributed significantly to 

the ill-health of the insurance sector.  Ironically, the goals of cost containment and 

speedy claim resolution were the catalyst for the introduction of rehabilitation into 

the insurance sector in the first instance, yet it appears to have lost favor.   

Although the responsibility for insurers to provide rehabilitation is 

legislated, they held little regard for its value or purpose.  The complex nature of 
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the context together with the demands of the many players associated with the 

sector, have relegated rehabilitation to little more than a tokenistic concept.  As a 

result, rehabilitation professionals experienced a strong sense of frustration and 

helplessness.  According to Kendall, O’Neill, and Murphy (2001), incompatible 

demands have the potential to cause low morale, feelings of being devalued, and 

consequently, stress for the worker.   

The insurance sector also failed to allow the opportunity for rehabilitation 

professionals to fully utilize their professional competencies.  The under-utilization 

of competencies and skills in the workplace is commonly recognized as 

contributing to the experience of work stress and burnout (Karasek & Theorell, 

1990).  Further, it is now widely recognized that the skills and knowledge of 

individual workers provide the cornerstone for innovation, profit and organizational 

growth.   

As the current study has shown, the recommendations made by 

rehabilitation professionals to the insurance sector regarding rehabilitation were 

continuously trumped by less experienced personnel.  Further, the attempts of these 

workers to provide innovative and individualized rehabilitation were continuously 

curtailed in the sector’s quest to meet its dominant goals.  Consequently, 

rehabilitation professionals were unable to achieve the desired successful outcomes 

required by the insurance context thus, contributing to its unhealthy state.   

 

Imbalance between Worker Motivation and Workplace Health 

Another imbalance that must be addressed in the insurance sector if it is to 

improve its health is between the dominant goals of the sector (i.e., speedy and cost 

effective claim resolution) and the motivation of the rehabilitation professionals 
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towards achieving those goals.  According to Lowe (2003), the success and health 

of organisations is dependent on having suitably qualified, motivated and healthy 

workers.  In addition, O’Donnell (2000) proposed that human performance is 

higher when people are physically and emotionally able to work and have the desire 

to work.  The desire to work then leads to higher levels of performance and 

productivity that is reflected in higher profits and enhanced organisational health.  

Moreover, research has also revealed that when workers work on a task merely to 

obtain rewards or avoid punishments from specific sources (i.e., maintaining their 

marketability in the insurance-sector), they experience decreased emotional 

involvement and negative feelings leading to a loss of interest and motivation in 

their work (European Network for Workplace Health Promotion, 1997).  Indeed, 

there is an abundance of research that argues that the combination of high job 

demands and low decision-making is deleterious to their psychological and physical 

health (Marshall, Heinz, Kruger & Verma; 2001; Jex, 1998; Wilkins & Beaudet, 

1998).   

Unfortunately, as has been shown in the current research, there is a notable 

imbalance between the prevailing goals of the insurance sector and the inclination 

of rehabilitation professionals to ensure the attainment of these goals.  Perpetuating 

this lack of motivation was the toll of the expectation to continuously manage the 

competing and adversarial demands of a sector already characterized by complexity 

and turbulence.  As a result of the need to juggle these pressures, the rehabilitation 

professionals became disinterested and de-motivated towards their work.  The 

rehabilitation professionals resigned themselves to going through the motions of 

their work, and thus, lacked innovation and enthusiasm towards the provision of 

rehabilitation.  These workers also lacked the inclination to challenge the situation 
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that impeded them from obtaining successful rehabilitation outcomes.   

To rectify the damage resulting from this imbalance and to achieve its 

dominant goals, the insurance sector must strengthen its immunity to the spread of 

disillusionment and work apathy among the rehabilitation professionals.  To 

accomplish this balance, the sector must take heed of the findings of the current 

study and acknowledge the influence contextual factors can have on the de-

motivation of a workforce, and consequently, its own health.  In addition, the sector 

must recognize the primary factors that precipitate de-motivation, namely, reduced 

autonomy Frese and Zapft (1994), and lack of participation in decision-making 

regarding one’s work (Schaubroeck & Jennings, 1991).  As Arches (1991) and 

Leiter (1991) pointed out, unless workers are involved in the decisions regarding 

their day to day work activities, and exercise control over meaningful aspects of 

their work, the potential for estrangement between the workplace and the worker 

will be amplified while commitment to the workplace will reduce.   

 

The Damaging Influence of the Insurance Sector 
 

Finally, a great irony evident in the insurance-based rehabilitation context, 

and one that clearly attests to its current ill-health, is that the sector purports to 

restore damaged workers yet, is itself, highly damaging to its own workers.  The 

fact that this sector is responsible for the enhanced and maintained function and 

well-being of damaged people, but damages its own people, demonstrates a 

significant state of imbalance and a lack of wellness.  The negligence in this 

situation is that damaged workers are providing rehabilitation services to damaged 

people creating the potential for an exacerbation of the original damage the 

insurance clients encountered.   
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 In order to strengthen its immunity against the spread of this highly 

destructive infection, the insurance sector needs to understand and ameliorate the 

deleterious influence of contextual factors on the well-being of the rehabilitation 

professionals, and give value to the skills of these workers.  To achieve this, the 

insurance sector must rethink its current processes that are clearly adversarial to 

rehabilitation, and enable the worth of rehabilitation to be demonstrated.  Unless 

this is achieved, the insurance sector is likely to remain deficient and will continue 

to experience a decline in health.  Ironically, this decline will be associated with 

reduced profits and costly turnover.   

 Further, in order to ensure a healthy organization where employees are 

satisfied and committed and profits are maintained or increased (Cooper & Hart, 

2002; Riedel, Hymel, Lynch.  McCabe, Mercer & Peterson, 2001), greater 

collaboration is required between the rehabilitation professionals and the insurance 

sector.  The current study has clearly demonstrated that the immunity of the 

insurance sector has been severely compromised by numerous contextual factors 

that have contaminated the work environment in which rehabilitation professionals 

reside.  These factors have emerged from the highly complex and convoluted nature 

of the sector, together with the numerous demands and responsibilities on 

rehabilitation professionals, and the conflicts and tensions generated in this context.  

To boost the immunity of the insurance-based rehabilitation context several 

strategies need to be introduced.  Of most importance is the need for the insurance 

sector to adopt a broader approach to the examination of work stress to enable the 

development of more coherent theories of work stress, and, to enable an 

understanding of the dynamic processes that underpin it.  However, to ensure their 

effectiveness, these strategies must be conducive to both the insurance context and 
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to the rehabilitation professionals who operate within it.  Indeed, the greatest 

challenge for this work context is to find the right balance between enhancing 

workplace productivity on one hand and promoting and maintaining employee 

health on the other.   

 
Implications for Policy: Innovation Through Consistency and Change 

Three important policy implications have emerged from this study.  First, 

there is a need for greater consistency across many the legislations underpinning 

insurance-based rehabilitation in Australia.  Second, the insurance sector must 

acknowledge the principles of the Commonwealth Disability Services Act, (1986) 

that has underpinned traditional rehabilitation and the education of rehabilitation 

professionals in Australia.  Third, the insurance sector must not only adhere to the 

existing workplace health and safety policies that promote the health of 

organisations, but, as shown in the current study, must consider the broader 

contextual factors that impact on the health of rehabilitation professionals in the 

development of industry specific workplace stress management policies.   

Several studies have found that human service workers who work from a 

stable legislative base, were less likely to experience work stress (Arches, 1991; 

Flett et al., 1995a; Szymanski & Parker, 1993).  For example, in New Zealand, 19% 

of rehabilitation professionals indicated the importance of working under stable and 

predictable government policies that reflected the realities of rehabilitation.  This 

condition significantly reduced the work stress they experienced (Flett et al., 

1995a).  Unfortunately, due predominately to political and economic factors, a 

national legislative standard in regard to compensation (i.e., workers’ and motor 

vehicle accident) has not yet emerged in Australia  (see Appendix A).  Despite 

numerous calls for consistency (Industry Commission, 1994; Standing Committee 
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on Law and Justice, 1997; O’Donnell, 1998), the insurance-based rehabilitation 

environment remains complex and unpredictable and is plagued by ambiguity 

(Heads of Workers’ Compensation, 1997).  The findings of the current study have 

provided support for the importance of ensuring uniformity in this legislation.  The 

frustrations associated with operating in such an ambiguous context, clearly 

increases the susceptibility to work stress among rehabilitation professionals. 

 Many of the participants in the current study experienced a “clash of values” 

when working with insurance clients.  Being unable to take a client centered 

approach caused them frustration, disillusionment and stress.  The services 

demanded by the insurance-based sector conflicted with the principles and 

philosophies espoused by the Disability Services Act (1986) (see Appendix A.4), 

under which the majority of rehabilitation professionals had trained.  Indeed, many 

rehabilitation professionals had practiced under this Act before entering the 

insurance sector.  The discord between these principles (e.g., informed consent, 

choice, and participation) and the strong focus on cost containment and speedy 

outcomes in the insurance sector was evident.  In order for the insurance sector to 

recognize and understand the difficulties experienced by rehabilitation 

professionals there is a need to acknowledge the discrepancies between business 

imperatives and the principles of the Disability Services Act (1986).   

Finally, findings from this study have identified a pressing need for the 

insurance-sector to take action and accept responsibility to ensure and manage the 

well-being of rehabilitation professionals.  Clearly, there is a call for this sector to 

adhere more closely to the relevant workplace health and safety policies that 

promote the health of organisations (in the development of their workplace health 

and safety policies), and for this industry to consider the influence of contextual 
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factors on the experience of work stress.  Unfortunately, in Australia, workplace 

health and safety legislation is also inconsistent across States and Territories (see 

Appendix A.3), and is poorly monitored in relation to stress (Kendall, 

Muenchberger, Murphy, O’Neill & Guy, 2003).  Further, generic policies are 

unable to capture the impact of contextual issues as they pertain to specific 

industries.  Given the potential for stress to originate from contextual sources that 

are unique to particular industries, this area requires considerable investigation.  

Unless a thorough approach is adopted by the insurance sector in developing 

appropriate workplace health and safety policies, it will remain negligent and 

rehabilitation professionals will remain disillusioned and disinterested in their 

work.   

 

The Rehabilitation Professional: Prevention Through Change and Awareness 

The current study has demonstrated that it is crucial for new professionals to 

be prepared for entrance into in the insurance environment if they are to be 

effective and resilient to the impact of stress (virus).  For those rehabilitation 

professionals already operating within the insurance context, expansion of their 

current competencies to better match those of the insurance ethos must also be 

considered if they are to remain viable and maintain their well-being in such a 

demanding work environment.   

There is an overriding expectation that rehabilitation professionals in the 

insurance context will continue to achieve humanistic outcomes for large numbers 

of clients with minimal expenditure in short time frames (Kendall, O’Neill & 

Murphy, 2001; Moxley & Manela, 2000).  It is clear, therefore, that the continued 

growth of this sector requires diversification of the role of the rehabilitation 
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professional (Habeck, Kress, Scully & Kirchener, 1994).  Unfortunately, as has 

been evidenced by the current study, this diversification has not occurred, and was 

not considered by participants as a means of contending with the stressors they 

experienced.   

The need for rehabilitation professionals to consider their core competencies 

to more greatly match the expectations of the insurer and those of their profession 

was also apparent in the current study.  Although Kirk and Koeske (1995) found a 

positive relationship between optimistic and idealistic expectations and lower levels 

of work stress and burnout over time, the current study has identified the strong 

sense of betrayal experienced by rehabilitation professionals when these 

expectations were not met.  Indeed, considerable research has shown that the 

thwarting of idealism, enthusiasm, and high expectations held at the 

commencement of their career (Brill, 1984; Buunk & Schaufeli, 1998; Cherniss, 

1980; Edlewich & Brodsky, 1980; Flett et al., 1995a), is damaging to human 

service workers.  Clearly, one way to reduce this sense of helplessness and 

eliminate the sense of betrayal found in the current study, may be for these workers 

to reconsider their core professional competencies.  These professionals need to 

find a way to bridge the gap between the expectations of the insurance environment 

and their professional practice.  Those participants in the current study who 

appeared to experience the least sense of betrayal were those who had incorporated 

contextual skills into their role (i.e., dealing with solicitors). 

Clearly, professional competence must be developmental and context- 

dependent if it is to be effective.  Just as all professions are required to keep abreast 

of the changing technologies and their markets, so must rehabilitation professionals 

be adaptable and prepared to expand their professional competencies to retain their 
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marketability.  Unless this occurs, rehabilitation professionals will be unable to 

meet the needs of all their clients. This need has been recognised for some time.  

Indeed, as Hamilton (1960) proposed over four decades ago, “rehabilitation itself is 

one of the evolving concepts and changing ideas of the twentieth century.  

Rehabilitation is a moving target.  The professional identity of all those within it 

must continue to move with it, or move out from it” (p.6). 

The need for rehabilitation professionals to rethink their practice skills is also 

evidenced in the fact that they have only recently been invited to participate as 

practitioners in the insurance sector.  The compensation insurance systems in 

Australia were established well before the concept of rehabilitation was introduced 

into these systems (O’Donnell, 2000).  Although few would argue that 

rehabilitation is valuable from the humanitarian perspective Dunn (2001), the 

benefits are not always tangible to insurers.  The insurance ethos is founded on the 

principles of speedy claim resolution and the containment of costs while the 

traditional values of rehabilitation include early intervention and holistic service 

provision.  Therein lies a paradox.  From the insurer's perspective, rehabilitation 

does not necessarily lead to claims resolution, but rather adds to the extended life of 

the claim.  Thus, costs are unlikely to be contained.  From the rehabilitation 

professionals’ perspective, if they are not afforded the opportunity to provide 

efficacious rehabilitation, successful and timely outcomes are unlikely, reinforcing 

the insurers belief that rehabilitation holds little value.   

 One way to initiate the opportunity to prove the value of rehabilitation in this 

context is for rehabilitation professionals to become more cognizant with the 

business and economic imperatives that underpin insurance-based rehabilitation.  In 

fact, there is an obvious need for a ‘new generation’ of rehabilitation professionals.  
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For this generation to emerge the current education, training and professional 

development curricula for these professionals must be tailored to suit the changing 

state of play of rehabilitation, yet retain the essence of rehabilitation.  It has been 

claimed that human service workers who understand and appreciate the contextual 

stressors they confront, can become more proactive at this level (Jones & May, 

1995) and therefore, more able to manage and promote their own well-being.  The 

question raised, however, is what type of core competencies would best prepare 

rehabilitation professionals to operate effectively in a sector characterized by 

conflict, complexity and turbulence.   

Like most professionals, rehabilitation professionals have spent many years 

crafting their profession, gathering and assimilating countless facts and integrating 

them into an internal knowledge framework.  Although there is no denying the 

value of experience, if new practitioners are to be marketable in the changing world 

of rehabilitation, current education and training programs must keep pace with the 

rehabilitation market (Kilbur, Benshoff & Riggar, 1990).  The content of training 

programs must ensure that rehabilitation professionals are marketable, able to 

demonstrate value, work effectively with other professionals (i.e., legal and 

medical) and understand the business ethos.  Indeed, as Williams (1993) contended, 

rehabilitation professionals educated in the current system appear to lack the 

knowledge and skills that enable them to be considered competent in an insurance-

based sector.  To remain viable and effective, rehabilitation professionals must 

expand their competencies (Havranek & Brodwin, 1994).  Dunn (2001) proposed 

that to work effectively in the insurance sector, rehabilitation professionals must be 

conversant with an environment that is often cost restrictive, litigious and 

confrontational.  Indeed, Habeck, Kress, Scully and Kirchner (1994) recommended 
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that students who already possess backgrounds in labour relations, human resource 

management, and business may be more appropriate candidates for rehabilitation 

training.   

A potential concern is that changes to the core rehabilitation competencies 

would result in the demise of the profession, its values (i.e., early intervention, 

individualized and holistic programming, and participation) and its ethics (fidelity, 

benevolence, malfeasance, fairness and justice).  Moreover, this study has shown 

that these principles are already strongly violated in the insurance-based context, a 

situation that is leading to the ill-health of the entire profession. This situation is 

exacerbated by the lack of preparation of rehabilitation professionals about how to 

manage the value clash. The introduction of new competencies into the education 

and training of rehabilitation professionals should not negate traditional 

rehabilitation values, but rather ensure the marketability and health of these 

professionals.   

Given that the majority of the rehabilitation market now lies within the 

insurance sector, it is crucial that new professionals adopt, a business focus if they 

are to survive and be effective practitioners in this context.  At present, 

rehabilitation professionals are trying to ensure their marketability in the insurance-

based context, but are doing so at the expense of the values of rehabilitation.  This 

action is perpetuating their sense of betrayal and ill-health.  A solution is not to 

replace existing competencies, but to augment them with competencies that are 

more conducive to delivering effective rehabilitation in the insurance context.   

Although change inevitably brings about a sense of loss, it will also bring 

about a unique opportunity to reshape rehabilitation to better meet the needs of the 

market and the profession (Emblemsvag & Bras, 2000).  Change, should therefore, 
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be viewed as an opportunity to utilize positive elements of both the rehabilitation 

and the business ethos to ensure the continuance of successful rehabilitation service 

provision.  The challenge is for the rehabilitation professionals to provide 

efficacious services in a cost effective manner whilst ensuring adherence to their 

professional values.  The augmentation of existing competencies will also serve to 

enhance recruitment opportunities for new professionals in this sector.   

The new generation rehabilitation professional would also be highly 

marketable in other growth areas in Australia including the workplace-based self-

insurance market.  A recent trend in Australia among large industries has been the 

integration of injury prevention, management and rehabilitation at the workplace.  

Although such work place driven rehabilitation must still adhere to the regulations 

and legislation of workers compensation, these industries have a greater autonomy 

in the management of injured workers.  Rehabilitation professionals who are well 

versed in the interactions between rehabilitation and business, would clearly have a 

competitive advantage for recruitment in this environment.  Moreover, their well-

being in this environment would be protected.   

For existing professionals, the opportunity to up-skill and expand their 

professional core competencies should be included in their professional 

development.  According to Costanza, Hoople and Stoddard (1993), the opportunity 

to enhance professional competencies is held in high regard by most professionals.  

Once rehabilitation practitioners have acquired the desired competencies to operate 

effectively in a context such as the insurance sector they will then be in a more 

suitable position to educate the sector itself.  They will be able to discuss 

rehabilitation within the business framework that is familiar to the insurance sector 

(Habeck et al., 1994).   
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Future Research 

The current study has provided an in-depth understanding of the influence the 

broader context of insurance-based rehabilitation on the experience of work stress 

for rehabilitation professionals. This study has supported the notion that stress is a 

relatively abstract construct that cannot be easily assessed.  It has brought into focus 

the broader contextual factors that have constrained or influenced rehabilitation 

professionals in a specific environment (i.e., insurance), and illuminated the factors 

within this context that are stressful for these workers.  Although this research has 

been fruitful and has contributed to the knowledge about this phenomenon, it has 

also highlighted the need for further research. 

Despite the growth of the insurance sector, outcomes remain poor for payers, 

providers and recipients (O’Donnell, 2000; Purse, 1998).  Research should offer a 

way forward, but meaningful research has been elusive.  This study is a timely call 

for a more thorough examination of the efficacy of rehabilitation and rehabilitation 

outcomes in the insurance sector.  Future research agendas must examine whether 

or not rehabilitation has a place in the insurance-based sector, and, if so, to 

understand its value and viability. 

Thus, research in this area should; 

(i) Identify and examine the evidence on which the value 

of rehabilitation is demonstrated; 

(ii) Identify and evaluate ways in which rehabilitation can be delivered more 

efficiently in the insurance sector;  
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(iii) Evaluate the economics of rehabilitation in the insurance sector to 

establish both the cost effectiveness of the system and the viability of 

rehabilitation within that system. 

Future research should also focus on finding a balance between organisational 

practices aimed at maintaining productivity ensuring optimal service delivery, and 

the assurance of employee health (Hart & Cooper, 2000).  The efficacy of strategies 

to reduce work stress also needs investigation.  According to Wright and 

Cropanzano (2000), research in regard to healthy work contexts should focus on the 

well-being of the worker and the organisational performance simultaneously.  They 

contended that research of this nature will ensure that organisational efficiency and 

productivity are not achieved at the expense of the worker, or, visa-versa.  

Although the current study has provided insight into why the rehabilitation 

professionals in the insurance sector are likely to leave their jobs, there is a need to 

examine the true costs of turnover in this profession over time.  Thus, research into 

long-term effects of work stress is crucial.  Further, it is essential that the influence 

of contextual factors is examined longitudinally given the likelihood that they will 

not remain static.  However, longitudinal studies are difficult to maintain in this 

area due to high attrition.  Therefore, longitudinal research in this area may benefit 

from a more ethnographic approach that encourages the professional bodies to take 

responsibility for monitoring the long-term impact of stress in the profession.  

Rehabilitation professionals are likely to remain registered with these professional 

bodies despite exiting a specific work organization, therefore enabling long-term 

follow-up regarding both the rate and the circumstances of turnover.   
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Conclusion 

The insurance sector in Australia is no longer a novelty to the rehabilitation 

profession.  The continuing expansion of the industry over the last two decades has 

led to the provision of rehabilitation outside of the traditional practice framework.  

Unfortunately, rehabilitation is now provided in a context fraught with 

inconsistency, complexity and confusion.  The nature of this work together with 

lack of adequate preparation of rehabilitation professionals has resulted in the state 

of unhealthiness for both rehabilitation professionals and for the insurance sector 

itself. 

The current research is significant in that it has used a qualitative approach 

to illustrate the influence the broader insurance-based rehabilitation context had 

upon the experience of work stress for rehabilitation professionals.  This approach 

enabled an in-depth examination of these influences and allowed the impact to be 

understood from the perspectives of these workers.   

This study found that as a result of the continuous expectation to balance the 

numerous pressures and conflicting demands inherent in the insurance context, 

rehabilitation professionals became cynical, disparaged and disinterested in their 

work.  Consequently, many workers experienced work stress. 

Although numerous workplace factors have been found to impact on 

employee well-being and organizational health (Amick & Kasl, 2000), it has been 

difficult for health researchers to capture the synergies among these factors.  As 

noted by Jones and May (1995), organizations do not exist in a vacuum and are 

influenced by a range of external factors.  In particular, organizations operate 

within a broad context defined by the interaction of five major forces, namely, 

political, legal, economic, societal and technological.  Although these forces are not 
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considered to be inherently stressful, Cherniss (1991) suggested that it is not 

uncommon for them to create a negative working environment that is likely to 

engender lowered immunity to stress.   

Clearly, this study has demonstrated that the insurance sector must take 

responsibility for reducing the harmful influences of the broader context on 

rehabilitation professionals and for the improvement of its own health.  This could 

be achieved by simplifying the work context, ensuring consistency in legislation 

and protocols that underpin rehabilitation, and by allowing the value of 

rehabilitation to be demonstrated.   

In addition, it is imperative that rehabilitation professionals strike a balance 

between their professional values and the demands of the insurance sector if they 

are to survive in such an adversarial work context.  Further, they must quell the 

myth that the insurance sector has intruded into their practice and face the 

inevitable challenge of adapting their practice and professional expectations to meet 

the demands of the insurance environment.   
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APPENDIX B 

 
Details of Participants involved in the Current Study 

 

ID Number Gender Age Level of 
Qualification 

% of Insurance 
Clients 

Time in 
Industry 

 
 

1 

 

Female 

 

32 

 

Tertiary 

 

25 

 

3 

2 Female 23 Tertiary 30 5 

3 Female 48 Tertiary 100 7 

4 Female 53 Tertiary 100 12 

5 Female 38 Tertiary 50 8 

6 Female 34 Tertiary 100 7.5 

7 Female 31 Tertiary 100 20 

8 Male 26 Tertiary 100 3 

9 Male 21 Tertiary 100 0.5 

10 Female 28 Tertiary 30 8 

11 Male 52 Tertiary 20 3 

12 Female 40 Tertiary 10 3 

13 Female 50 Tertiary 5 30 

14 Male 25 Tertiary 100 2.5 

15 Female 41 Tertiary 100 2 

16 Female 35 Tertiary 100 10 

17 Female 29 Tertiary 25 10 

18 Male 46 Tertiary 80 4.5 

19 Female 50 Tertiary 25 7 

20 Female 48 Tertiary 100 25 

21 Female 21 Tertiary 100 6 

22 Female 53 Tertiary 100 14 

23 Male 39 Tertiary 80 7 

24 Female 49 Tertiary 100 5 

25 Female 41 Tertiary 100 5 

 
 
 
 



APPENDIX C THE VISUAL REPRESENTATION TASK 
 

An Examination of the Influence of the Broader Context 
of Insurance-Based Rehabilitation in Australia, on the 

Experience of Work Stress among Rehabilitation professionals. 
 

Hi, my name is Patricia Murphy and I am presently conducting research into the 
examination of the influence the broader context of insurance-based rehabilitation in 
Australia may have upon the experience of rehabilitation professionals. 
 
Before we commence the interview, I would like you to take some time and compile a visual 
representation of your current work context.  There are no rules or directions in regard to 
this exercise, merely that you consider your work environment and visually represent it.  
 
Now that this has been completed, I would like you to then identify where you feel the areas 
of stress/stressors may be stemming from within this context, if any, and what type of 
stress/stressors your feel they are i.e., (personal, organisational or contextual). I have 
provided you with a Categorisation and Ranking Chart on which to nominate these stressors. 
You will find this chart below.   

 
 
Categorization and Ranking Chart 
 

PERSONAL - 
Something that stems 
from me 

ORGANISATIONAL:-
Something that stems from 
the organisation 

CONTEXTUAL:-
Something that does not 
stem from the organisation 
or from myself. 

   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
 
Thank you for taking the time to complete this exercise. Please ensure that both 

your visual representation and your Categorization and Ranking Chart are returned in the 
postage paid envelope provided.  

 



APPENDIX C INTERVIEW SCHEDULE 
 
Researcher Use Only: Interview Identification Number _________ 

 
 

An Examination of the Influence of the Broader Context 
of Insurance-Based Rehabilitation in Australia, on the 

Experience of Work Stress Among Rehabilitation professionals. 
      
 
Interview Questions:   Interview Identification Number _________ 
     
QUESTION 
NUMBER 

 
QUESTIONS 

Demographics
  
 

How long have you been working in the rehabilitation field? 
What level of educational qualification/s, do you possess. 
Gender.  
 Age.  

1. Tell me about your role as a rehabilitation professional in the 
insurance sector. 

 
2. 

What type of Organisation do you work for now? – (Government, 
Private-Not-for-profit). 

3. How long have you worked for this specific organisation? 
4. Describe for me your specific role in the organisation in which you work. 

PROBE:  (Can you explain to me what your job entails)?  
5. What type of client groups do you presently work with? 

 PROBE: (Government referred, self referred, insurance clients) 
6. What percentage of your clients are referred from the insurance 

sector? 
7. Describe for me how working with this client group may vary, if at 

all, from working with non-insurance-based clients? 
8. Describe your experience of working with insurance-based 

rehabilitation clients.   
9. Tell me what you like most about working with insurance clients. 
10. Do you ever experience any difficulties when working with 

insurance-based clients?.                                                           
 PROBE:  (Can you give me an example of this)? 

11. What do you think specifically causes you to feel this way? 
  PROBE:  (Can you tell me more about this)? 

12. Can you describe for me the processes of dealing with insurance 
clients? Tell me how they may differ from working with other 
clients.  

13. Describe for me the level of autonomy and control you have over the 
provision of rehabilitation when you work with insurance-based 
clients. 

14. Describe for me the things you like most about working in the 
insurance-based  
 rehabilitation context. 

15. Describe for me the things you least enjoy about working in the 
insurance-based 



 rehabilitation work context. 
16. Describe any issues, concerns or frustrations you experience when 

working with insurance clients or in the insurance context.. 
17. Describe any parts/factors of your role as a rehabilitation 

professional that you find stressful.  
18. Explain what you think makes these things stressful 
19. Ideally, if you could change anything at all about working with 

insurance-based clients, what would it be and why? 
20.   
 

Do you have any further comments you would like to add regarding 
your experience of working as a rehabilitation professional in the 
insurance context? 

 
Thank you for your time and assistance in regard to your participation in this study. 

You input is highly valued. Please contact me on (07) 3382-1204 for any further 
clarification you may require regarding this study or, if you wish to obtain feedback 

in regard to the results of this study.



APPENDIX D 
 
 
Interview Identification Number- Researcher Use Only: 

 
Consent Form 

 
 

An Examination of the Influence Insurance-Based Rehabilitation in Australia has on the 
Experience of Rehabilitation professionals. 
 

Centre For Human Services 
Griffith University-Logan Campus. 

Ms Patricia Murphy 
 
The purpose of this form is to advise you about the current study I am conducting.  This study 
examines the influence the broader context of insurance rehabilitation may have upon the 
rehabilitation professionals who operate within it. This study is important given the significant 
growth of the insurance rehabilitation industry in Australia. By signing this form you can agree to 
participate in this study. 
 
PROJECT AIMS: 
 
This project aims to identify the issues experienced by rehabilitation professionals who operate 
within an insurance-based context and to identify the significance of these issues.  
 
If you agree to participate in this study, you will be asked to provide a visual representation (i.e., 
drawing or diagram) of your current work context.  Then you will need to categorise and rank any 
stressors you feel may arise from your work within this context on a chart provided to you. Once 
this exercise has been completed, a telephone interview will be conducted with you where it is 
hoped you will relay your experience of working in the capacity of a rehabilitation professional 
within the insurance context. It is envisaged that this telephone interview will take between one 
and a half and two hours. If you wish to be a participant in this study, please read the following 
information carefully. If you agree to the conditions, please sign the bottom of the form and return 
it to me in the prepaid and preaddressed envelope provided.  

 
• My participation in this study is voluntary and I can withdraw at any time. 
• Any information I provide will remain confidential and my identity will not appear 

on that information. 
• My participation in this project does not involve any monetary costs to me. 
• I will receive feedback in relation to the findings of the research and can contact 

the researcher at any time at Griffith University Logan Campus on (07) 3382 1204. 
 
 
Please tick: 
   
[   ]  I AGREE TO PARTICIPATE IN THIS STUDY 
 
Signed:…………………………………………………..   Date:……../…………./……….. 
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APPENDIX F INTERPRETATIVE STATEMENTS REPRESENTING MAELSTROM 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

 
1.1 F32T25%3yrs 

 
Tells of a deficient environment that is overwhelmed 
by excessive management problems. 

 
Unsupportive management culminates in a defective and 
tolling work context-Many directions, complexities and 
indicates no escape for rehabilitation professional. 
 

1.2 F23T30%5yrs Tells of circular problems- everything ends in costs and 
budgets, disconnected system of operation- 
business/legal model clients on outer. 

Relentless onslaught of responsibilities within a system 
isolated by definite boundaries between stakeholders-
legislative models dominant.  
 

1.4 F53T100%12yrs Tells of many layers of players in the system but the 
system controlled by central regulative body. 

Overarching authority depicted as overseer of the system, 
which comprises many accountable stakeholders in 
webbed environment- little relief for rehabilitation 
professional.  
 

1.5 F38T50%8yrs Tells of many players within a disconnected system-
players all focusing in on rehabilitation professional. 

A myriad of stakeholders required to be utilised within the 
overall convoluted and intricate context – each isolated 
from the other with only mutual connection being 
rehabilitation professional who is hemmed in. 
 

1.6 F34T100%7.5yrs 
 
 
 

Tells of a convoluted system which is confusing for the 
worker and has many pressures pushing down on the 
worker. 

Depicts a worker who is frazzled trying to contend with 
the many expectations of the layers of responsibilities to 
many stakeholders involved in the rehabilitation context. 

 
LEGEND:  I/V Number, Gender, Age, Tertiary Qualified T=Yes / N=No, % Insurance Clients, Time in Industry 
 



APPENDIX F Continued 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

 
1.9 M21T100%5mnths 

 
Tells of many layers and thus enormous pressures that 
require negotiation by rehabilitation professional, many 
layers that although not in immediate environment, do 
impact-appears chaotic and confusing. 

 
Portrays a context that is “onion skinned” in regard to then 
tiers of stakeholders involved in the system 
 

1.11 M52T20%3yrs Tells of a multi-levelled disconnected structure or 
context all filtering through rehabilitation professional 
and demonstrating integration of several systems. 

Depicts tiered disjointed system saturated by players 
relying on rehabilitation professional to facilitate systems 
and services. 
 

1.16 F35T100%10yrs Tells of the client and the rehabilitation professional 
being overshadowed by several inter-related factors –
indicating complexity of the work environment yet 
distance between clients and insurer evident. 
Rehabilitation professional enmeshed within context. 

Indicates clients as struggling to be included into a system 
overrun by complex relationships between major players-
portrays the struggle the rehabilitation professional has to 
maintain a strong link with the client with rehabilitation 
professional being overwhelmed by complex context. 
 

1.17 F29T25%10yrs Tells of an incredibly intricate and complex context 
seemingly overrun with stakeholders with a myriad of 
responsibilities resting on the worker – many 
interconnected yet disjointed relationships between 
major stakeholders. 
 

Highly convoluted and complex context saturated with 
many players and interrelationships between players- 
rehabilitation professional indicates accountability for cost 
efficiency- Portrays work environment as highly taxing. 



APPENDIX F Continued 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

 
1.19 F50T25%7yrs 

 
Tells of rehabilitation professional as being central to 
all players and systems- indicates many barriers that 
prevent clients from accessing work and portrays the 
many forces impacting on the ability to rehabilitate. 
Cynicism as divider evident. 
 

 
Depicts a negative, convoluted and complex work context 
in which the rehabilitation professional is central to the 
processes and a target for the many pressures associated 
with dealing with so many players and systems.  

1.21 F21T100%6mths Tells of a highly complex and messy work context that 
is saturated with heavy factors that impact substantially 
on the rehabilitation professional.  

Depicts the work context as difficult to balance, 
convoluted -shows worker as struggling to maintain the 
pressures- a myriad of factors and competing agendas 
each impacting on the worker –worker overwhelmed. 
 

1.24 F49T100%5yrs Work environment highly intricate and complicated 
with worker contending with pressures both external 
and internal – depicts a complexity between 
stakeholder relationships with clients being represented 
as caught within the complexity. 
 

Portrayed work context as highly complex and 
convoluted- Rehabilitation professional depicted as central 
to the processes and systems required to be contended 
with –depicted context as an intricate web of inter-reliant 
systems and factors. Rehabilitation professional at the 
hub, facilitating other players and systems.  
 

 



APPENDIX G INTERPRETATIVE STATEMENTS REPRESENTING IMPLOSION OF RESPONSIBILITY 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

  
1.2 F23T30%5yrs 

 
Tells of circular problems- everything ends in costs and 
budgets, disconnected system of operation- 
business/legal model clients on outer 

 
Relentless onslaught of responsibilities within a system 
isolated by definite boundaries between stakeholders-
legislative models dominant 
 

1.4 F53T100%12yrs Tells of many layers of players in the system but the 
system controlled by central regulative body 

Overarching authority depicted as overseer of the system 
which comprises many accountable stakeholders in 
webbed environment- little relief for rehabilitation 
professional  
 

1.5 F38T50%8yrs Tells of many players within a disconnected system-
players all focusing in on rehabilitation professional 

A myriad of stakeholders required to be utilised within the 
overall convoluted and intricate context –each isolated 
from the other with only mutual connection being 
rehabilitation professional who is hemmed in 
 

1.6 F34T100%7.5yrs Tells of a convoluted system which is confusing for the 
worker and has many pressures pushing down on the 
worker 

Depicts a worker who is frazzled trying to contend with 
the many expectations of the layers of responsibilities to 
many stakeholders involved in the rehabilitation context 
 

1.6 F34T100%7.5yrs Participant has been represented as being at the centre 
of all pressures of context. 

Participant has been depicted as caught in the middle of a 
myriad of pressures from within and outside of work 
context. 
 



APPENDIX G Continued 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

 
1.9 M21T100%5mnths 

 
Tells of many layers and thus enormous pressures that 
require negotiation by rehabilitation professional, many 
layers that although not in immediate environment, do 
impact-appears chaotic and confusing. 

 
Indicates significant accountability of worker to these 
stakeholders – a “heavy” work context. 
 

1.9 M21T100%5mnths Participant has been represented as being in the centre 
of the pressures within the work context. 

Participant has been portrayed as being at the hub of the 
work context. 
 

1.10 F28T30%8yrs Participant represented in centre of many pressures 
bearing down on them. 

Participant has been portrayed as being targeted by many 
forces. 
 

1.10 F28T30%8yrs Tells of many things impacting on service provision to 
clients –shows many players and forces involved –
indicates reactivity by worker-disjointed system. 

Portrays the many facets of the business and legislative 
arena that worker is highly accountable to - appears to 
depict a one way level of accountability from worker to all 
stakeholders and facets-rehabilitation professional as 
conduit.  
 

1.13 F50T5%30yrs Participant has been represented as below all other 
players and factors – portrays pressure on participant. 

Participant has placed self as underneath the major 
stakeholders.  
 

1.14 M25T100%2.5yrs Participant has been represented as being at the centre 
of pressures. 

Participant depicted as central to context with numerous 
pressures. 
 



APPENDIX G Continued 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

 
1.15 F41T100%2yrs 

 
Tells of the rehabilitation professional being critical as 
the main link between rehabilitation specialists and 
major players such as employers, and insurers. Also 
demonstrates a highly pressurable complex.  

 
Portrays the work context as compliant in regard to 
legislation pertaining to area and reliant upon the 
rehabilitation professional as conduit to facilitate the 
relationships between the payer of services and the 
providers of services within very distinct jurisdictions.  
 

1.16 F35T100%10yrs Tells of the client and the rehabilitation professional 
being overshadowed by several inter-related factors –
indicating complexity of the work environment yet 
distance between clients and insurer evident. 
Rehabilitation professional enmeshed within context. 

Indicates clients as struggling to be included into a system 
overrun by complex relationships between major players-
portrays the struggle the rehabilitation professional has to 
maintain a strong link with the client with rehabilitation 
professional being overwhelmed by complex context. 
 

1.17 F29T25%10yrs Tells of an incredibly intricate and complex context 
seemingly overrun with stakeholders with a myriad of 
responsibilities resting on the worker – many 
interconnected yet disjointed relationships between 
major stakeholders. 
 

Highly convoluted and complex context saturated with 
many players and interrelationships between players- 
rehabilitation professional indicates accountability for cost 
efficiency- Portrays work environment as highly taxing. 

1.20 F48T100%25yrs Tells of fragmented process–unequal emphasis placed 
on specific factors impacting on rehabilitation 
professional, a kaleidoscope of factors that appear to 
maintain the worker as a target for the influence of 
these factors. No more room for newcomers to the 
context. 

Portrays a complex and restrictive work context that is 
demanding of rehabilitation professional-shows some 
facets of the work context to be more demanding than 
others and more significant then others-appears that the 
rehabilitation professional is pivotal to the processes and 
demand of the work context.  Indicates significant 
responsibility for rehabilitation professional. 

 



APPENDIX G Continued 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

 
1.21 F21T100%6mnths 

 
Tells of a highly complex and messy work context that 
is saturated with heavy factors that impact substantially 
on the rehabilitation professional. 

 
Depicts the work context as difficult to balance, 
convoluted -shows worker as struggling to maintain the 
pressures- a myriad of factors and competing agendas 
each impacting on the worker – worker overwhelmed. 
 

1.21 F21T100%6mnths Participant portrayed as being under many pressures 
trying to manage by pushing back. 

Participant depicted as underneath the myriad of pressures 
associated with the context – depicted as attempting to 
balance all these factors. 
 

1.22 F53T100%14yrs Tells of the worker being frazzled and trapped at centre 
of many stakeholders with unrealistic demands. 

Depicts the rehabilitation professional as anxious, upset- 
portrays worker as being bombarded by demands of many 
stakeholders involved in the system and impacted by the 
many directives such as legislation. Worker appears to be 
caught within. 
 

1.22 F53T100%14yrs Participant represented as being trapped in the centre.  Participant portrayed as trapped in the middle of the work 
context.  
 

 
LEGEND:  I/V Number, Gender, Age, Tertiary Qualified T=Yes / N=No, % Insurance Clients, Time in Industry 
 
 
 
 



APPENDIX H INTERPRETATIVE STATEMENTS REPRESENTING CO-DEPENDENT LIAISONS 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

  
1.1 F32T25%3yrs 

 
Participant was represented as being surrounded by and 
at the centre of many pressures within the context. 

 
Participant portrayed as caught in a web – Depicted as 
having to handle many facets of work context at once. 
 

1.3 F48T100%2yrs Tells of a system dominated by legal players-solicitors 
highlighted strongly in representation – disconnected 
system  

Structured work environment in which legal system is 
perceived to be most important or the driver of the 
process- client reliance on all other stakeholders 
 

1.3 F48T100%2yrs Participant positioned in middle of systemic structure. Participant depicted as central to process within context. 
 

1.7 F31T100%20yrs Tells of lots of players in system with legal parties 
dominating and depicted as important as clients or 
(injured workers) rehabilitation professional the 
facilitator 

A system in which the rehabilitation professional is 
responsible and accountable to many stakeholders - 
Solicitors and clients identified as central to the system-
Regulatory body significant  
 

1.7 F31T100%20yrs Participant represented as at the centre of the system 
within insurance context. 

Participant has been depicted as central to the work 
context. 
 

1.8 M26T100%3yrs Participant has been represented as integral to the 
system. 
 

Participant portrayed as central to the context. 

1.8 M26T100%3yrs Tells of a strong relationship between legal players and 
legislation and portrays inter-relationships between 
many players-worker central to this 
 

Depicts legislation as integral to the process and shows 
interlinking between major stakeholders - rehabilitation 
professional the focus of stakeholders   



APPENDIX H Continued 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

 
1.10 F28T30%8yrs 

 
Tells of many things impacting on service provision to 
clients – shows many players and forces involved –
indicates reactivity by worker-disjointed system. 

 
Portrays the many facets of the business and legislative 
arena that worker is highly accountable to - appears to 
depict a one way level of accountability from worker to all 
stakeholders and facets-rehabilitation professional as 
conduit. 
 

1.11 M52T20%3yrs Tells of a multi-levelled disconnected structure or 
context all filtering through rehabilitation professional 
and demonstrating integration of several systems. 

Depicts tiered disjointed system saturated by players 
relying on rehabilitation professional to facilitate systems 
and services. 
 

1.11 M52T20%3yrs Participant represented as the lynchpin between two 
distinct environments. 
 

Participant represented as caught between two contexts.  

1.12 F40T10%3yrs Tells of discrete groups of players each driven by 
different things that prevent outcomes overarching 
impact of legislation evident. 

Depicts a hierarchical structure headed politically with 
each player appearing to be self determined with own 
agendas - insurers commanding accountability via 
rehabilitation professionals. 
 

1.13 F50T5%30yrs  Tells of the rehabilitation professional, agency and 
clients providing the building blocks for the external 
contexts such as insurers, business and employers (yet 
clearly separated from these stakeholders). 

Indicates the rehabilitation work context as contained or 
insulated yet overseen by insurers, employers other 
provider agencies and Government entities - portrays 
rehabilitation professional and clients as being reliant 
upon these entities. 
 

1.14  M25T100%2.5yrs Tells of many players being linked to the injured 
worker or client with legislative mandates identified as 

Depicts accountability and relationships with a myriad of 
stakeholders in regard to rehabilitation and has highlighted 



significant in determining system. legislation as a main driver in the process. 



APPENDIX H Continued 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

 
1.15 F41T100%2yrs 

 
Tells of the rehabilitation professional being critical as 
the main link between rehabilitation specialists and 
major players such as employers, and insurers. Also 
demonstrates a highly pressurable complex.  

 
Portrays the work context as compliant in regard to 
legislation pertaining to area and reliant upon the 
rehabilitation professional as conduit to facilitate the 
relationships between the payer of services and the 
providers of services within very distinct jurisdictions.  
 

 
1.15 F41T100%2yrs 

Participant represented as bottom of system but 
essential link or filter to providers. 

Participant has been depicted as facilitator between larger 
system within context and other players.  
 

1.16 F35T100%10yrs Participant has been represented as covered up or 
overshadowed by other players and factors within the 
work context. 
 

Participant has been portrayed as a minor player in the 
context with major responsibilities and accountabilities. 

1.17 F29T25%10yrs Participant represented as being a crucial conduit to 
both realms of the context. 

Participant portrayed as a central facilitator of a complex 
context.  
 

1.18 M46T80%4.5yrs Tells of an hourglass effect where everything filters 
through the rehabilitation professional and strongly 
indicates segregation/disconnection between medical 
and work worlds. 

Depicts rehabilitation professional as central to the 
rehabilitation process and central to ensuring links 
between the disjointed treatment and rehabilitative 
contexts.  
 

1.18 M46T80%4.5yrs Participant represented in the middle of context linking 
both major aspects of the context. 

Participant depicted as critical to work context facilitating 
both major aspects of it. (medical/return to work). 
 



APPENDIX H Continued 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

 
1.19 F50T25%7yrs 

 
Tells of rehabilitation professional as being central to 
all players and systems - indicates many barriers that 
prevent clients from accessing work and portrays the 
many forces impacting on the ability to rehabilitate. 
Cynicism as divider evident. 
 

 
Depicts a negative, convoluted and complex work context 
in which the rehabilitation professional is central to the 
processes and a target for the many pressures associated 
with dealing with so many players and systems. 

1.19 F50T25%7yrs Participant represented as at the centre or hub of the 
context linking to all other factors and players. 

Participant portrayed as being in the centre of the work 
context targeted by other stakeholders and factors. 
 

1.20 F48T100%25yrs Tells of fragmented process–unequal emphasis placed 
on specific factors impacting on rehabilitation 
professional, a kaleidoscope of factors that appear to 
maintain the worker as a target for the influence of 
these factors. No more room for newcomers to the 
context. 

Portrays a complex and restrictive work context that is 
demanding of rehabilitation professional-shows some 
facets of the work context to be more demanding than 
others and more significant then others-appears that the 
rehabilitation professional is pivotal to the processes and 
demand of the work context.  Indicates significant 
responsibility for rehabilitation professional. 
 

1.20 F48T100%25yrs Participant represented as being at the centre of the 
work system. 

Participant depicted as a hub of a wheel – at the centre 
with access/responsibility to other stakeholders and 
factors. 
 

1.23 M39T80%7yrs Tells of a highly structured/process driven work 
context with many stakeholders involved in the process 
all represented as equal of importance. 

Depicts the work environment as structured and 
systematic with many players and worker one of those 
players. 
 



  
APPENDIX H Continued 
 
 
Participant ID 

 
Independent Expert Comments 

 
Researcher Comments 

 
1.23 M39T80%7yrs 

 
Participant has been represented as being inherent to 
the structure of the context. 

 
Participant depicted as part of the general system within 
work context. 
 

1.24 F49T100%5yrs Work environment highly intricate and complicated 
with worker contending with pressures both external 
and internal – depicts a complexity between stakeholder 
relationships with clients being represented as caught 
within the complexity. 
 

Portrayed work context as highly complex and convoluted 
- Rehabilitation professional depicted as central to the 
processes and systems required to be contended with –
depicted context as an intricate web of inter-reliant 
systems and factors. Rehabilitation professional at the 
hub, facilitating other players and systems. 
 

1.24 F49T100%5yrs Participant has been represented as being a part of the 
wider context yet an important link to the players. 

Participant portrayed as being on the outer of the total 
context yet has indicated a faciltitative role. 
 

 
 
LEGEND:  I/V Number, Gender, Age, Tertiary Qualified T=Yes / N=No, % Insurance Clients, Time in Industry 
 
 



APPENDIX I EXCERPTS FROM INTERVIEWS THEME: LEGISLATIVE PLURALISM 
 
 
Participant ID 

 
Participant Comments 

 
1.1F35T25%5yrs 

 
• Also, because working with insurance- based clients must follow set policy and procedures laid out by insurance 

companies, there is no room for differences. 
 

1.3F48T100%17yrs • I am not stressed by the legislation itself as I didn’t contribute to its formulation therefore I can accept it and work 
with it. 

 
1.4F53T100%4mths • So all that messy little stuff I think detracts from the quality of anything that I do in the rehab claims side.   

 
1.5F38T50%15yrs • Mainly the time factors, the concentrated amount of work that you have to perform at a particular time.  For example, 

if it falls all in one week that you’ve got three progress reports due. That is a hugely stressful period to try to get work 
done. 

• Like an insurer by ensuring that you meet timelines.       
• There are a lot of different customers and a lot of different approaches to doing similar work. I’ve worked in the past 

in an organisation which did all compensable work but it was all in one particular type of compensable situation so the 
rules and structure and everything was the same for every single client. So of course, the efficiency and ease in which 
you work through things increases. 

• I like the direction [in insurance work], the clear sort of structure within that you are working within. I enjoy working 
in a way where you do sort of, concentrated assessments and work with a client within a timeframe and hopefully they 
are clear and you are clear. 

• I think, that we are very acutely aware that this political decisions that affect our future in a very direct way. I have the 
sense that we are political pawns to some degree. 

 
1.6F34T100%7.8yrs • There are time limitations involved, including trying to process research and organizational restraints (KPI).  The 

restriction if already, goes to the service provider, where the service provider may not be appropriate and you cannot 
do much about this unless you talk about it to the claimant and/or the solicitor, and prove that it is not appropriate.   

 



APPENDIX I Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.7F31T100%20yrs 

 
• Greatly feel restricted by legislation, time frames especially S34 mail act which requires six to twelve week period is 

crucial where it is up to fifteen months before a claim is required to be accepted for liability…. There is the stress of 
‘going out on a limb’, i.e., to admit liability.   

• We can use own initiative all the time if we are proactive and the claim is still cost effective. This is open to 
interpretation under the Act. 

 
1.8M26T100%3yrs • Better procedures to handle things.  I think at some stages it is just very frustrating the processes you have to go 

through to get something very simple done.     
• Yeah, tied to the legislation and also to the organisation-the organisation as a whole is changing its focus from a more 

statutory body to a more commercially driven organisation. 
• But at the same time they [procedures] are drawn out … Got to be extremely time efficient and organised to keep track 

of the process.  You might have sent off something to the treating doctor and it might take them a week to get back to 
you.   

• We are always driven by legislation-I mean just the recent changes in the Act have meant that people are going to have 
their claims accepted and more people are going to put claims in just purely based on legislative changes that have 
occurred since the change of the last government. 

 
1.9M21T100%5mths • And it’s more policy development I think and getting procedures in mind so things run smoothly.  If someone is 

injured at work you have got to ask for approval for every little thing and keep track of it all, the accounts and it just 
makes things very messy and it takes a lot of energy. 

• No, not really, sometimes it [legislation] can cause conflict with your decision, when you feel it is not fair on the 
injured worker but they are the bounds that we have to work within, so.   

 
1.10F28T30%8yrs • Yeah, and the fact that I deal with five or six different payers, so it is either CTP, New South Wales, Work Cover, 

Victoria Work Cover, MIF’s clients, um, Defence clients.  They have all got different pay scales, they all have 
different protocols of how to do things, different formats and performance reports, so it is very easy to get mixed up 
and confused.  You sort of keep on the ball all the time.  So it is just frustrating.   



APPENDIX I Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.11M52T20%3yrs 

 
• Probably, well, the keeping up with the paperwork is difficult.   
• Yeah, I would speed up their process of decision making and make their decision-making process much more 

efficient. 
• Having to deal with bureaucracy and having to fight my way through a lot of red tape and also the time the insurance 

company takes to make decisions and approve certain activities. Even the processing of a claim seems to drag on and 
that can be very frustrating. 

• I would want to make it [the insurance company] more efficient. I would speed up the processes and have more 
referrals to specialists at an earlier date, at an earlier time rather than wait and see how things happen and then send 
them [the injured party] to a specialist six months or six weeks after the claim or something, but as soon as there are 
any suspicions about the injury. Or, if the management of the injury doesn’t appear to be as efficient as it should be, by 
the local doctor, then send them [the injured party] to a specialist and get a specialist report. 

• What worries me is that there could just be a change in policy and then the whole rehabilitation scenario could be 
completely out of my control-this is stressful. 

 
1.12M52T20%3yrs • Probably the very tight time deadlines and then having to type out very specific plans with very specific timelines, 

because it doesn’t always go according to plan 
• I guess anther source of frustration is that this organisation and the government policy under which we work don’t 

recognise the changing nature of work and the fact that long term permanent work is a mythical creature these days.  
 

1.13F50T5%30yrs • Because it [work] is consistently inconsistent, changes regularly, day by day, week by week, month by month, and a 
lot of things are in place and brought into place which don’t realistically relate to the service that we are trying to 
provide. I don’t think it is the legislation, I think it is the changing world of this particular organisation trying to fit 
into whatever government is in power and meet their demands and their needs and change things to suit the political 
party that is in at the moment. 

 



APPENDIX I Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.13F50T5%30yrs 

 
• Yeah, not limiting progress by nonsensical managerial policies and procedures that don’t really relate to the service 

provision. They should be informed, in sync with you, in sync with what rehab is all about and they are not hindering 
you in any way. 

• The earlier the intervention the better, like in the hospital bed, as the accident happens in the workplace ideally. You 
could start attending straight away. It reassures the injured worker, it reassures the employer and it reassures the 
insurer.     

 
1.14M25T100%2.5yrs • You know I mean and the red tape associated with that it’s like every ‘phone call I make has to be case noted, every 

‘phone call I receive has to be case noted, it all has to be in legal terms to be used in court, yeah, just the case load. 
• I can’t do anything for that person except in terms of the twenty percent.  Do you know what I mean?   
• Because people don’t understand the term liability and what we are only, because we are an insurance company, what 

we are liable for, and I don’t really expect them to, but it’s that fact that they don’t, and people. 
• The system is so adversarial. It’s adversarial in terms of, that you have to prove that you have an injury; you have to 

prove that you are a worker, and that you have to prove that it happened at work, you have to prove that you need it.  
You know what I mean?   

• Yeah, the legal side of things, because it is an insurance company. Did I word my case notes right?  You know, I am 
going to have to change, you know, that word before I put it in the file, you know.   

• I can’t tell them this because such and such is going to happen, or, I can’t tell them that, you know, or, I can tell this 
person but I can’t tell that person because we would be breaching confidentiality, and then.  You have always got to be 
on your feet and it’s just like. 

• Obligations, particularly small employers who constantly whinge about you know, they are just a small employer and 
you know, they never did anything –it is the first claim and they just do not understand it, and you have got to sit down 
and talk to them about it and we should not have to do that-they should know what they have to do. 

 



APPENDIX I Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.15F41T100%2yrs 

 
• Pressure to have short durations on claims, it affects how claims are managed. 
• Generally, the protocols are similar because we are operating under a specific legislation.  There will be some 

individual variations but they are not great, not in terms of protocols, but in terms of the process of just getting 
the paperwork processed….that can vary quite considerably.                      

 
1.16F35T100%10yrs • It actually makes you not want to work in this context with too many rules and regulations forced upon you 

• I guess when so many policies and procedures are linked so tightly to the legislation that is where the problems start to 
arise, say for claims managers who only see the black and white and don’t understand what happens outside their front 
door and only follow certain procedures…It is a cold process. 

 
1.17F29T25%10yrs • But also the amount of administrative work that is involved in processing of clients.  Say through the first contact to 

the actual outcome the administrative work I find is, a lot of it is redundant and actually restricts the ability to work 
optimally, officially and sufficiently, and professionally. 

• It certainly hinders the progress; I recognise the need for official paperwork and accountability etc, etc.  But the 
systems that have been created that we have to use really weren’t created in consultation with people who have to use 
them.  Or certainly no consultation with the client represented, because you know, they have to take their part in the 
paper filling process too.   

• Knowing that I could be doing the job a lot better, with a lot less stress, I could be doing it quicker and more 
efficiently if the so called assistance to do the paperwork, do the accountability, hadn’t been proscribed rather than 
consulted about.   

• The whole process, the whole system’s admin nightmare, could have been far simpler, far more efficient and effective 
if they had been designed by the actual workers themselves.   

• I guess there is the pressure of set time frames; they really need to become accustomed to.  In some cases, I find the 
time frames aren’t all that realistic when they are applied to specific individuals.   

• Sometimes I find that if a client is not motivated there is less latitude for me to confront the client with that, depending 
on the insurer’s guidelines.  It may be very frustrating in that I may feel that something needs to be done and it’s not 
able to be done because of the guidelines.  I think that, that may be the main difficulty I have experienced with some 
clients in the past.        



APPENDIX I Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.17F29T25%10yrs 

 
• We are getting overloaded with persons who aren’t working directly in the area that is the organisation set up to help, 

people who believe that they are experts in the application of policies; certainly they have no conception of what it 
means to be on the receiving end of a service such as this.  Probably never have had, or never will have, and quite 
frankly, they don’t want to know either, they just want to get on with the policy of the day, however temporary or 
transient that may be.  And they really just, I don’t know their reasons for what they are doing. 

• I think guidelines and timeframes are a theoretical sort of thing and they need to be readjusted for specific instances, 
so, if there is a capacity for that adjustment then certainly follow it. 

 
1.18M45T80%4.5yrs • Problems that the ADF have at the moment is that their rehabilitation doesn’t have a policy.  Because there is no 

policy governing the management of rehabilitation patients, we often hit a number of barriers and those barriers are the 
units, the unit supervisors and commanders when we are trying to return the people back to work, we face a number of 
obstacles there.   

• Fighting bureaucracy, when we have got to us, when we have got a fairly significant and clear job to do, getting 
people back into the workplace, and to find that we are being blocked by people that don’t really understand what we 
are trying to achieve, makes it difficult and I guess, frustrating is the biggest thing.   

• I would have to say the way policy is made.  I think it needs to be established before any program is introduced, and I 
think education of all stakeholders needs to happen.  I think the funding for the programs are fine, I think it really boils 
down to making various people aware of their entitlements and responsibilities of various stakeholders. 

 
1.19F50T25%7yrs • I think the, well, within this work you are dealing with regulators who know this stuff, but who demand, you know, 

fairly strict adherence to their protocols and I think their protocols are a bit over the top.   
• The difference in protocols, the different expectations, I mean you are dealing with individual expectations as well as 

organisational expectations.  Um, and you are dealing with different client expectations as well, and just the extra 
bureaucracy.  

• Um, it’s more the protocol context that I think should be changed, I think they should all work under similar protocol – 
synopsis.   

 



APPENDIX I Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.19F50T25%7yrs contd. 

 
• I think they would get far better service really if they did it all under one umbrella of protocols.  Um, I don’t like the 

legislative base of rehabilitation, either, I think we are going too far down the American track, I would far prefer to see 
rehabilitation not measured in terms of monetary recompense, but actually rather in service and treatment of clients.  

• Um, I don’t like this, the way the new legislation has been set up, I don’t like the way rehabilitation is, as I said 
couched in economic terms.   

• I think we could provide a really good rehabilitation service to insurance companies, but I’d like to see them get their 
protocols more evenly sorted out.   

• Yes, and that is just ludicrous, I mean, if all the people in that game got together and organised some generalised rules, 
I’m not trying to think of that but… protocols, protocols.  Some generalised protocols, they would get much more 
efficient service from the service providers and you know, it would be much cheaper.   

•  
1.20F48T100%25yrs • Not to see it as some sort of tokenistic need that has to be there because it is in the legislation.   

• Within the eight years that I was there, I think there were four acts that we worked under.   
 

1.21F21T100%6mths • The restrictions of working under Work Cover Act – have to be very careful of what you say for fear of admitting 
liability to people and when you are inexperienced, that can be difficult.   

• Legislation restricts what you can do for the client – payment wise. 
• We have to record things like letters that come in, and fax that we send – it’s a real burden on your time – but it is 

important to follow these protocols because this is the system that the auditors use –so I have to stay back often to 
make sure they are done. 

 
1.22F53T100%14yrs • The legislation pertaining to insurance rehabilitation makes you very accountable…you are far more accountable in 

the insurance world.  
• The legislation we work under can be very restrictive sometimes. 



APPENDIX I Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.23M39T80%7yrs 

 
• I think the current legislation re rehabilitation is really poor…. I think it mises the mark in providing proper care, 

treatment and rehabilitation for people who are injured ..this whole concept of injury management is about managing 
injuries and not about rehabilitation…..it just does not talk about rehabilitation.  

• I think the legislation needs to be reviewed and tidied up there need to be more emphasis and opportunity for 
rehabilitation . 

 
1.24F49T100%5yrs • They keep changing the legislation re workers compensation that although possibly a good thing makes it very hard to 

keep up with … 
• I think the intent of the legislation is certainly to rehabilitate people, but I think there are a lot of practical problems 

with that… There are also problems with actually policing the legislation… There are insurance requirements from all 
the new players there are a lot of players in the insurance system.. This makes it cumbersome and difficult.. 
Sometimes the intent of the legislation is not achieved in reality or practice. 

• Peoples motivation gets affected by the legislation.. They are being constrained to participate in the rehabilitation 
process by the legislation when perhaps they do not wish to participate.   

• They [clients] are constrained to participate in the process by the legislation and sometimes they get angry about that 
because maybe they perhaps don’t want to participate in the process, or they felt that they were sort of lulled into a 
false sense of security by being told, you know, this is going to help you, and sometimes they don’t find it helpful 
when they are not able to have their wants or needs met because of the constraints by the legislation 

 
1.25F41T100%5yrs • There needs to be more flexibility in the guidelines of insures- there needs to be more give and take. 

• Different insures have different protocols so you need to find out exactly what they want. 
 

 
LEGEND:  I/V Number, Gender, Age, Tertiary Qualified T=Yes / N=No, % Insurance Clients, Time in Industry 
 
 



APPENDIX J EXCERPTS FROM INTERVIEWS THEME: EXTERNAL TRUMPING 
 
 
Participant ID 

 
Participant Comments 

 
1.2.F23T30%5yrs   

 
• Level decision-making is taken away, (There is a loss of control over consent to a degree). 
 

1.2. F23T30%5yrs   • Yes, able to provide rehabilitation if within the parameters of what is acceptable. 
 

1.3F48T100%18yrs   • More so from solicitors, non-compliant, playing games, not fully informed, or they do not fully inform clients.  
Solicitors are manipulative and tend to ride rough shot advising clients. 

 
1.4.F53T100%12yrs • ‘Ignorance is bliss”. 

 
1.6.F34T100%7yrs&10months • When they make requests that are not reasonable and there is a need therefore to trim a plan or decline, even when 

this may have come from a solicitor. 
 

1.6.F34T100%7yrs&10months • You feel that ‘Big Brother’ is watching over you. 
 

1.7.F31T100%20yrs   • As well, access to claimants – having to go through solicitors and the quality control of providers. 
 

1.8.M26T100%3yrs   • Internal and external clients, it gets very frustrating because you can’t deal with issues.   
 

1.8.M26T100%3yrs   • We are always driven by legislation. 
 

1.8.M26T100%3yrs   • Our performance is measured on economic issues, whereas ideally a case manager should really be working on best 
outcome for the worker.   

 
1.9.M21T100%5months   • I think the employers cause most stress.   

 



APPENDIX J Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.10.F28T30%8yrs 

 
• It’s just the dynamics of the relationship, where the, you know, there is an insurer, who is the client, and the person 

who uses your client is the injured person.  And you know at the end of the day, they know that everything you talk 
about can be fed up to the insurance company and they often have a common law claim, or something going on and it 
makes it very messy.  …………..  And also, the fact that if you decide you need something for the client, you know, 
unlike my other clients, where delegation for a certain amount of money, you have got to ask for approval for every 
little thing, and keep track of all the accounts and all the costing, and it just makes it very messy, it takes a lot of 
energy.  

 
1.10.F28T30%8yrs 
 

• The reporting you have to do –oh well, often there is a third person involved so you are regularly liaising with that 
third person from NSW or whatever, and watching your P’s and Q’s and having to do monthly reports and justifying 
everything you do. 

 
1.10.F28T30%8yrs  
 

• And with the [insurance] clients you can’t close them whether you want to or not –even if you don’t think they are 
doing the right thing –you can just feed the information back to the insurer. 

 
1.11.M52T20%3yrs   • Having to deal with a bureaucracy and having to fight my way through a lot of red tape and the, also the 

time that the insurance company takes to make a decision and to approve certain activities.  Even the 
processing of a claim seems to drag on and that can be very frustrating.   

 
1.12.F40T10%3yrs   • Managers who don’t really understand what is going on at ground level, managers who just do things by the books 

and look at dollar figures and don’t understand that staff are professionals and have the capacity to make their own 
judgements.   

 
1.12.F40T10%3yrs   
 

• Managers who just do things by the books and look at the dollar figures and don’t understand that staff are 
professionals and have the capacity to make their own judgements. You know what you need to do but you are not 
able to do it so the frustration just adds to your stress. 

 



APPENDIX J Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.13.F50T5%30yrs   
 

 
• You can voice your opinion as much as you like but it doesn’t change anything –it doesn’t go anywhere or make any 

difference. 
 

1.13.F50T5%30yrs   • Because things are set in stone well before they are ever presented to you.  As if, you know, I am giving you a choice 
now but really it’s already decided. 

 
1.13.F50T5%30yrs   • Often you might have stress um, provided by the employer of the injured worker that you might be negotiating with, 

there might be some difficulties, that they see something one way and you're trying to advocate for an injured 
worker, and you're seeing something in a completely different way and that can be quite stressful.  ………………  
And can be stressful because you are being attacked well and truly.   

 
1.14.M25T100%2&1/2yrs   • The medico-legal process is very difficult to work with also. 

 
1.14.M25T100%2&1/2yrs   • Predominantly dealing with solicitors, they are the greatest source of stress in this role. 

 
1.14.M25T100%2&1/2yrs   • Just because either one party isn’t doing what they are supposed to be doing, or there’s dilemmas or something goes 

wrong, or if doctors messed up somehow, and the doctor’s not very co-operative, and just writes out certificates 
prolonging it.  ....….  And the employee, you know, just stuff like that. 

 
1.16F35T100%10yrs    
 

• Lengthy delays waiting weeks and months for an approval for a particular strategy. You are 
trying to get approval to get somebody into something , even as simple as a work trial which is a 
fairly standardised process…..your recommendations as a professional are disregarded.   

 
1.16F35T100%10yrs  
 

• It actually makes you not want to work in this context anymore..too many rules and too many regulations 
are forced upon you….and you know from a professional point of view that it is the client at the end of 
the day will suffer. 

 



APPENDIX J Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.17.F29T25%10yrs   

 
• I am hamstrung by the system that we are working within. 
 

1.18.M45T80%4&1/2yrs   • In the last four years I have really seen a different side to that, being a civilian working on the other side, I have seen 
that the system doesn’t really look after it’s ADF members who are injured, and they are not getting an appropriate 
service, and I think that’s always been difficult for me to deal with.   

 
1.18.M45T80%4&1/2yrs   • And then you have got people like ourselves trying to get back in there and return them to the workforce and get 

them back into that team environment, being blocked. 
 

1.19.F50T25%7yrs • Yeah, I like the client working if they let me get on with that I’d be just fine, but it’s the constant bureaucratic 
expectations which seem to be rising up and appearing which I find so frustrating.   

 
1.19.F50T25%7yrs   • Just mainly bureaucratic red tape and expectations, and at a time when we are supposed to be becoming more 

efficient, I think, you know, the sort of the management expectations are making us less efficient and frustrated.   
 

1.19.F50T25%7yrs   • Um, I suppose we are not really given free rein as professional because we are managed by the people, you know, 
services are managed by the people.     

1.19.F50T25%7yrs   • Yeah, but there is always an extra loop in the red tape and you have got to be very well aware of what they are 
looking for, which is fair enough, um, but it just, you know, there’s just more loops of red tape to jump through and 
therefore services are slowed down and clients can become frustrated, and I hate to not be able to take that away.  But 
doing the S25 work means that there is just more bureaucratisation and I don’t like it, not particularly.   

 
1.19.F50T25%7yrs   • I suppose not the capacity to behave as a professional in the true professional sense of running your own programs 

and being responsible for what you do.   
 

1.19.F50T25%7yrs   • We are all suffering with this new HRM, big brother watching you, measuring your time and they are going to 
measure what they spend and they are going to measure your outcomes and they are going to do all this. 

 



APPENDIX J Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.20.F48T100%25yrs   

 
• One of the tools we have is that if you didn’t participate in rehab, your benefits would be suspended for that time, 

and so that was quite a powerful incentive to participate.   
 

1.20.F48T100%25yrs   • What frustrated me most was that the workers in the field were not being listened to in terms of, and their knowledge 
wasn’t being sought.  It became a kind of a management by ‘Do as we do not, do as we say’.   

 
1.20.F48T100%25yrs   • Yeah, do as we say, not do as we do.  And if you tried to give any alternative sort of suggestions to the new policy, 

you were just dismissed or even under threat, really. 
 

1.21F21T100%6mnths   • Especially when dealing with solicitors –that’s really stressful because they sort of try to trick you and grill you a lot. 
 

1.22F53T100%14yrs 
 

• I mean there are always so many parties involved in getting somebody back to work, and then you know, the in jury 
is usually the least of the problem, it is all the other issues that cause the stress, like doctors writing certificates of 
what the clients want – I mean, it just sort of throws up barriers all the time. You know, when you think something is 
going along smoothly , a medical certificate will pop up for something that just sort of blows the whole thing”.  

•  
1.22F53T100%14yrs 
 

• You have got an extra party involved in insurance-based work, you have the insurer who is involved with insurance 
claims and the legislation. I mean there is legislation involved with non insurance-based work as well but the 
legislation for insurance work is much more accountable in the insurance world. 

 
1.22F53T100%14yrs  
 

• In some cases the reasons why a case may fail is the lack of understanding of rehabilitation by other stakeholders and 
some cases it is, for example, with doctors. That doctor could be just purely seeing their client or their patient as a 
customer, and they will do anything to please their customer, it is a repeat business…..doctors may not understand 
that there are selective duties available or you know, understanding what rehabilitation is all about …so it is a 
process of education of these doctors  but at times they won’t even talk to you so that makes it difficult”.  

 



APPENDIX J Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.22F53T100%14yrs 
 

 
• If you could change something about working with insurance-based clients what would it be?… Instinctively you 

would want to say, to have more control, more power, I suppose over the process of the case, but at the same time 
you don’t want to exclude other parties from being involved because it is essential they are involved…you know”. 

 
1.22F53T100%14yrs 
 

• It is not always easy to get everyone to participate in the same focus …I think it is a lack of interest or everybody has 
there-for example….solicitors are coming from a different point of view you know they are, they mean well I 
suppose because they want to get their client’s the best possible outcome, as they see an outcome…and that could 
well be to maximize the claim…and therefore to encourage them into disability mode…perhaps unintentional 
sabotage. 

 
1.22F53T100%14yrs 
 

• Solicitors have their agenda and their means, they mean well, they want a good outcome for their client, but it just 
doesn’t work for a good outcome in rehab. 

 
1.22F53T100%14yrs 
 

• Do you think the insurers expectations are realistic… some of them don’t care at all I don’t think, some of them just 
leave it up to you, and if you never contacted them ever, they would never get in touch with you, others are sort of on 
your back every week for an update….this could relate to not just the insurers necessarily but to individual case 
managers. 

 
1.23M39T100%7yrs • I find it extremely stressful having to justify, you know, the things that I recommend for a person’s rehabilitation to 

an insurance company’s clerk who has no training. …and they resisting my recommendation…..They are paying me 
to be a professional, and then I am answerable to a clerk who has no qualifications at all…this causes an extreme 
amount of frustration, especially with the client, the claimant, the employer, as well you know they are wanting to get 
the person back to work as soon as possible. 

• I find I am able to do more for the non-insurance based clients because I find that I am not waiting for approvals 
from insurance companies…I find it much freer and actually more cost-effective….I am not fighting the insurer, they 
are not being handicapped, in fact that is the word I would use, that the insurance, there is no insurance company 
there to handicap their program.. 

 



APPENDIX J Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.23M39T100%7yrs contd. 

 
• I think the medical practitioner needs to have a reduced say in the system (rehabilitation) it needs to move away a bit 

from the medical model…..some doctors won’t even sign my return to work programs….most of them haven’t got 
any idea what rehabilitation is all about and they don’t want to know because it is too hard and too complex. 

• The employer, they of course want their premium to stay as low as possible, so they just push, push, push, to get their 
worker back to work. 

 
1.24F49T100%5yrs 
 

• Sometimes claims managers do not tell you things that are going on with the claim… and unless you get that 
information…sometimes the clients won’t tell you either because they think that it is going to prejudice , say their 
legal situation or whatever, if we don’t get that information then the insurer may make decisions, or may defer 
making decisions for reasons that aren’t clear to us and that can be quite frustrating. 

 
1.25F41T100%5yrs 
 

• Trying to convince insurers of people that have not been recommended or justify it 
• The insurance companies are push, push, push. 
• Insurance companies just close the case….we are not paying for any more services beyond that date…then it is very 

difficult to try and sort of bring the rehabilitation file to a satisfactory conclusion  
 

 
LEGEND:  I/V Number, Gender, Age, Tertiary Qualified T=Yes / N=No, % Insurance Clients, Time in Industry 
 
 



APPENDIX K EXCERPTS FROM INTERVIEWS THEME: GREED 
 
 
Participant ID 

 
Participant Comments 

 
1.2F24T30%5ys 

 
• There is a degree of frustration when insurers do not fully understand the purpose of rehabilitation … they think only in term

… at a cost to the client 
• More accountability to the insurer. 
• Feelings of frustration are becoming more frequent … because there is a lack of understanding, where the industry is 

thinking only of the dollar and not the client. 
• Economic rationalism driving system … management demands push into business model … management demands 

meeting targets/budgets. 
• Conflict professional goals/ethics … as financial needs override client need. 
• Driven by business demands … reluctance to spend money on … specific resources i.e. case management. 
 

1.4F53T100%12ys • Because the money is such a big issue for everybody. 
• Everything we do revolves around the good old dollar and as usual, there is never enough of them when it comes to 

rehabilitation.  
 

1.5F38T50%15ys • With a compensable client you are serving the client but also you are very conscious that you are serving a customer, and 
you are answerable to that person. 

• There are always caps or limits on the amount of money that is ‘reasonable’ for rehabilitation- it is often so unrealistic.  
 

1.6F34T100%7.8yrs • Everyone is vying for a slice of the cake. 
 

1.7 F41T100%20yrs • As well as approving funding for both the community and providers … the latter being a risky role within a business unit. 
• In relation to funding … will only take so much risk, this is because the company is liable for risk. 
 



APPENDIX K Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.8M26T100%3yrs 

 
• In the past, in previous jobs I have just been giving the best possible service to the injured worker, the person who is 

requiring treatment, but not thinking about dollars and cents, but now we are very financially driven and we have to 
keep track of that aspect and that is really how we are measured.  So … our performance is measured on economic 
issues, whereas ideally a case manager should really be working on the best outcome for the worker. 

 
1.9M21T100%5mths • I also find that employers are quite stressful, dealing with employers they can probably be quite stressful just because 

they are more concerned about their premiums rather than focusing on the health of the injured worker. 
 

1.11F28T30%8yrs • Insurance-based clients are probably less stressful as than those on sick leave because there is someone else paying the 
bills and there is more direction to it, and it is easier to effect an outcome with them. 

 
1.12F40T10%3yrs • Very little funding available to fund the rehab part of our programs. 

• We actually have a lot less money to spend on clients and I see it being spent in areas that I don’t agree with. 
• You know that insurance companies are out to keep costs down, there are certain parameters that are based firmly on 

the medical model. 
• Stressful for me is the double message that we are getting that we are here to provide rehabilitation but in actual fact 

they want us to do is to just find people a job and put them in a job with absolute minimal expenditure of resources. 
• I know that resources are restricted everywhere, but it seems that we have to cut down to the absolute bare bones. 
• Insurance companies are out to keep costs down. 
• There is far too much invested at the management level and not enough at the service provider level. 
• Resources are scarce in every industry and occupation … sometimes they impact on rehabilitation. 
• It hasn’t gone to the client … I know how much money is around and I know how much goes on overheads and 

infrastructure and how much goes to the clients.  This really frustrates me. 
 



APPENDIX K Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.13F50T5%30yrs 

 
• The dollar is so stressed as being an important outcome from our work. 
• Well, they say there’s regard for that person but sometimes it doesn’t feel as though there is, because it’s so dollar 

based. 
• And, very briefly because you try to streamline your contact with them, and be efficient with your time so that it fits in 

with the costing that you’ve already proposed to the payer, the insurance company. 
• Rehabilitation is purely managed by money minded managers who have a budget to keep to. 
• … always informing them and empowering them with knowledge.  As opposed to them being empowered by their 

organisation to chase the dollar. 
• Possibly the dollar limitation, meaning the dollar governs the amount of time you are able to spend with a client and 

sometimes you are limited in that regard, because it’s gong to cost the payer more money so they will only agree to X 
amount of hours to do the things that take double the time if you were really doing a thorough job.  So, sometimes you 
have to forgo the quality, or, the quantity and quality of your work to fit in with what they (the insurer) are willing to 
pay for. 

 
1.14M25T100%2.5yrs • I have always been told if they don’t ask for reimbursement, don’t tell them they are entitled to it. 

• The insurance people are so cost focused it makes our job harder.  
 

1.16F35T100%12yrs • You are always so restricted by cost. The insurer is loathe to spend a thing on rehabilitation and this makes the job 
difficult.  

• There is always an emphasis on cost and it is always on your mind when you are trying to convince the insurance 
company that  a client needs a particular thing and you just know they will dispute it- it makes rehabilitation process 
string out more and this is frustrating for me and for my clients.  

 



APPENDIX K Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.17F29T25%10yrs 

 
• Working within budgetary restraints set up by people from accountancy backgrounds who have little or no 

appreciation of human services and actually human conditions. 
• Some insurers negate the ability of the clients to benefit from the rehabilitation as they are mostly looking at the 

budget and their responsibility to shareholders to the exclusion of what they are supposed to be doing for the people 
who come under the premiums of the policies. 

 
1.18M45T80%4.5yrs • I think the funding issue is always a barrier to rehabilitation. There is just never enough money for this or that and it is 

not fair on some clients.  
• The provision of funds for ongoing service post that program is always difficult. 
 

1.19F50T25%7yrs • Um, the encroaching constraints on funding and then with those two, and then does that to our capacity to provide 
reasonable services. 

• Rehabilitation as I said, is couched in economic terms … and I think if we were allowed to get on with our service the 
way we did before, you know, maybe funding re-jigged a bit, we could actually do a better job. 

• Rehabilitation should not be measured in terms of monetary recompense … but actually rather in service and treatment 
of clients.  Older system of rehabilitation allowed me to provide relevant services instead of continually looking in-
house because it is cheaper. 

• We have been cut to the bone so much now that we are often not able to deliver top quality programs. 
 

1.20F49T100%25yrs • Claims for rehabilitation based mainly on an economic focus. 
• Becoming harder and harder to do a quality job … the purpose for which you seemed to be there was getting lost in all 

it’s drive to cut costs.   
• Unfortunately, due to the economic rationalism, and the change of focus, it became more of a sort of a clinical 

insurance company … a company that seemed to have, I don’t know … I just felt it had lost its commitment. 
 



APPENDIX K Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.21F21T100%6mths 

 
• On the whole I would say that a client seeking rehabilitation under an insurance scheme could be negative … because 

you have to watch the money all the time. 
• There appears to be more emphasis on the monies than on the well-being of the clients and this is stressful. 
 

1.22F53T100%14yrs • For example with doctors … they could purely be seeing their client or their patient as a customer, and they will do 
anything to please their customer, it is repeat business. 

• I think this bottomless pit of money, you know, putting some controls on that was a good thing in rehab, when was 
that “’87” wasn’t it? 

 
1.23M39T80%7yrs • And I also find the, say the employer, they of course they want their premium to stay as low as possible, so they just 

push, push, push, to get the worker back to work. 
• It is purely, and in fact it is why we say an economic focus, it is about money, but it is also about liability and the 

insurance companies I find are really trying to wriggle out of their obligations to pay, and they are very restrictive … 
like somebody puts in a claim for travel and they have to wait three to four months for payment … that’s ridiculous, 
just, it just adds to the frustration. 

 
1.25F41T100%5yrs • With an insurance client it can be difficult because they are not paying for the service, someone else is paying for the 

service … this impacts on your relationship with the client and their relationship with the employer. 
 

 
LEGEND:  I/V Number, Gender, Age, Tertiary Qualified T=Yes / N=No, % Insurance Clients, Time in Industry 



APPENDIX L EXCERPTS FROM INTERVIEWS THEME: THE JUGGLER 
 
 
Participant ID 

 
Participant Comments 

 
1.1F32T25%3yrs 

 
• There are always so many demands on you and your time that it is hard to make sure everyone is satisfied with what 

you do. 
 

1.3F48T100%18yrs • We are required to monitor cost effectiveness and efficiency of rehabilitation intervention as well as provide good 
rehabilitation. 

 
1.4F53T100%12yrs • I am so slow procedurally that I find that stressful because I know what I have to do, but I never get around to the 

rehabilitation side of my job. 
 

1.5F38T50%8yrs • I think the organisation says one thing, but in reality it expects another … more demanding in the sense of 
responsibilities and timelines … it has a strong commercial focus to it … now I think with a compensable client you 
are serving the client but you are also very conscious that you are serving a customer and are answerable to that person 
… in compensable clients; things are always demanded of you. 

• In my mind the compensable client is the payer although I do try to keep a balanced approach, however, a major 
criticism from the customer is that we are too client-focused to the exclusion of what their [payer] needs are. It can be 
very conscious of being credible to an organisation like an insurer, by ensuring that you meet timelines.  If you say 
you are going to have it done in a specific time you really need to have it done in a specific time, you really need to 
have it done. 

 



APPENDIX L Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.5F38T50%8yrs contd. 

 
• I realised fairly quickly that I had to have some sense of playing the same tune as the organisation or slow down in 

terms of my ideas and initiatives. It is a sense of conformity or adaption (sic) down whereas, instead of using the 
resources that you had, you could not upset the applecart too much. 

 
1.7F31T100%20yrs • I feel a bit cornered by trying to manage the all the many changes in the rehabilitation system. 

 
1.8M26T100%3yrs 
 

• My history is pro-active rehabilitation, even injury prevention particularly in the occupational health and safety role so 
I find it frustrating when I am not able to be pro-active and only be reactive due to the structure [of insurance-based 
rehabilitation]. 

 
1.9M21T100%5mths • Sometimes, it [legislation] can cause conflict with your decision when you feel that it is not fair on the injured worker 

but they are the bounds that we have to work in. 
 

1.10F28T30%8yrs • I do not have a lot of control over my programming…it is the dynamics of the relationship where you know, there is 
the insurer, who is the client, and the person who is usually your client, is the injured person … if you decided you 
need something for the client you have got to ask for approval for every little thing. 

 
1.11M52T20%3yrs • I am not accessible to clients because of trying to manage the bureaucratic influences and demands from lawyers and 

doctors and insurers all at once. 
 

1.12F40T10%3yrs • We are getting the message that we are here to provide rehabilitation but in actual fact, what we are really doing is 
employment placement. The double message that we are here to provide rehabilitation but what they [insurers] want is 
for us to find people a job with absolute minimal expenditure of resources. We are told we cannot do things that are 
absolutely crucial to some rehabilitation programs. 

 



APPENDIX L Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.13F50T5%30yrs 

 
• Trying to mesh the managerial ethos and strategies which do not really match the human service area of rehabilitation. 
• We work in a changing world where we are trying to fit rehabilitation into whatever government is in power, trying to 

meet the their demands…there should be regard for the person  but it [rehabilitation] does not feel as though there is 
because it [rehabilitation] is so dollar based. 

• I think the organization says one thing but in reality, expects another…it ahs a strong commercial focus to it…now I 
think with a compensable client you are servicing the client but you are also very conscious that you are serving a 
customer and are answerable to that person…. In compensable clients, things are always demanded of you. 

• There is a lack of honest information and there is no engendering of respect from management and there does not 
seem to be any skills re [rehabilitation] at management or higher stratus levels that look to be practical, functional or 
aimed at achieving the service, that you on the ground floor are trying to achieve, it does not work.   

• You know what is needed but you know it is not available due to limitations. 
 

1.15F40T100%2yrs • When I first started in rehab you had to be non judgemental, very non-judgmental and very careful of 
maintaining people’s pride- I had to try very hard to be judgmental [in the insurance context], it was a skill I 
had to learn. 

• Well I think I am a fairly well balanced individual who does the work [provide rehabilitation] fairly well. It 
is not just me working with a person but there are a lot of things that have to go around and I guess the 
organisations expectations on me being able to manage my caseload of insurance-based clients but also 
attend to other activities that I am expected to do is difficult. Organisations [insurers] themselves do not 
understand the differences or the hardships experienced by rehabilitation professionals when we have to deal 
with so many different procedures .So, there are a lot of professionals who feel frustrated at the system. 

 
1.16F35T100%12yrs • You see another client [insurance client] coming and you wonder why you do it [provide rehabilitation]. But, the 

reason you do it is to assist people you know, to give them another go, to give them a chance if they have been 
disadvantaged in some way. I mean this is what would keep me going but, on the flipside, it is just the hassles and the 
frustration that occurs from dealing with this whole context, this insurance-based context. 

 



APPENDIX L Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.17F44T25%10yrs 

 
• Working within budgetary restraints set up by people from an accountancy background that have little or no 

appreciation of human services and human conditions. 
• Well my set standards may not always be in direct accordance with the organisations set standards. 
 

1.18M46T80%4.5yrs • Specific stressors are experienced when working with the compensable group; the workload increases because often, 
while we are still serving the institution, we often have the involvement of civilian providers, plus the supervisors [of 
clients], plus the compensation industry. There are always people that you cannot satisfy. 

 
1.19F50T25%7yrs • The combination of things such as time-keeping for absolutely everything we do, the current changes in the systems, 

ineptitude of management, inability of management to relate, and I am not necessarily talking about my particular 
manager, but more senior management, the encroaching constraints on funding that impacts on our ability to provide 
reasonable services, the fact that outcomes are measured in the jobs we get [for clients] without any recognition of the 
type of client we work with. There are different expectations. 

• Feel stressors daily mainly as a result of the bureaucratic red tape and expectations at a time when we are supposed to 
be becoming more efficient. 

• I like least working in insurance context- the different protocols and the different expectations. I mean you are dealing 
with individual as well as organisational expectations. You are dealing with different client expectations as well and 
with the extra bureaucracy we are not supposed to behave as professionals in the true professional sense of running 
your own programs and being responsible for what you do. 

• If they [insurers] do not care about rehabilitation then disband us, but do not make us operate at the lowest level of 
effectiveness. 

 



APPENDIX L Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.21F21T100%6mths 

 
• Time restrictions because as you know that while this persons issue is very important, you have also got at least ten or 

twelve other people to deal with, you have got seventy other files in your tray that you haven’t even looked at yet and 
you have to constantly reprioritize things. 

 
1.23M39T80%7yrs • I used to work for a very large provide [rehabilitation] and I would never do that again because they ere owned by an 

insurance company and I toed the insurance company line. 
 

1.24F41T100%5yrs • The rehabilitation provider juggles a number of key players in their role. They are paid by the insurer but they also 
have to meet the needs of the legislative requirements, of employers as well as insurers and also meet the needs of 
clients. 

 
1.25F41T100%5yrs • I think there is a high level of burnout in this field [insurance rehabilitation] because you need to be able to try and 

balance everything and not just the clients. 
• Probably I find the juggling and getting the systems to work to make sure the rehabilitation process works well is a 

stressful in this work. 
 

 
LEGEND:  I/V Number, Gender, Age, Tertiary Qualified T=Yes / N=No, % Insurance Clients, Time in Industry 



APPENDIX M EXCERPTS FROM INTERVIEWS FOR THEME: GOING THROUGH THE MOTIONS 
 
 
Participant ID 

 
Participant Comments 

 
1.1 F35T25%5yrs  

 
• No room for differences, no room for individuality, not able to use own initiative to get things done and not a lot of 

leeway or freedom to be creative [in programming]. 
 

1.4F53T100%12 yrs • I come to work-do the work and go-that is my job here. I do as I am expected to do. 
 

1.5 F38T50%15yrs • And I realised fairly quickly that I had to either leave to have some sense of playing the same tune as the organisation. 
 

1.6F34T100%7.yrs • I find that I tend to do as the insurers want- they have certain processes to follow and that is that so that is what I do. 
 

1.8 M26T100%3yrs   • I don’t get any satisfaction out of finalizing a claim because I know with every claim I finalize there is another one or 
two waiting for me-so there is a continual turnover of those claims. So in that respect, I don’t get that much satisfaction 
from the job. 

 
1.9 M21T100%5months • In relation to identifying his ideal work context this participant reported, It would be extremely less stressful if you 

could provide a better disposition to your clients [within the insurance work context]. 
• I find myself resigned to the way the insurance people want things to be done- if I try to do more they get    quite 

difficult so…yes-quite difficult and this makes the job less satisfying I guess.   
 

1.10 F28T30%8yrs   • For the S25 work, not having a lot of control over my programming. I have got more control over the process – dealing 
with non-insurance clients.   

 



APPENDIX M EXCERPTS FROM INTERVIEWS FOR THEME: GOING THROUGH THE MOTIONS 
 
 
Participant ID 

 
Participant Comments 

 
1.10 F28T30%8yrs   

 
• I mean, I find it a lot easier to work with people when I have got a good relationship with them, and I am just not 

interested to be honest, and so I just sort of breeze up and just try to go through the motions.   
• I don’t get any satisfaction out of it, any personal satisfaction out of it.  Just that lack of personal satisfaction in working 

with them, and that is what causes the stress. Yeah, it is more just the fact that a lot of it is um, going through the paces, 
you know?   

 
1.10 F28T30%8yrs  • Yeah, and often that outcome is not clearly defined either, you don’t know what they really want, and so you just sort of 

continually just sort of plodding along, and have everything sabotaged by being slight.   
• I find it a lot easier to work with people when I have got a good relationship with them, and I am just not interested, to be 

honest in work [insurance work] and so I just sort of breeze up and just try to go through the motions.  
 

1.11F28T30%8yrs • More difficult to obtain a successful outcome in this system- always dependent on what the system will allow so really- 
it is do as I say so you just do. 

 
1.12 F40T10%3yrs • It makes it very difficult to do our job when I feel, that we are becoming another employment agency without the 

rehabilitation component. 
• We {rehabilitation professionals] have no control.  I am a pragmatist by nature and I can play the game , but it is 

becoming more difficult to play the game. 
 

1.13 F50T5%30yrs • My role is very much get em [clients] in the door, zap em, and get em out. Its [rehabilitation] is very minimal now (Also 
in client loses stake). 

• I am very limited now in regard to providing rehabilitation in the true sense of the word- everything is so decided-so 
already prescribed. 

 



APPENDIX M Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.14 M25T100%2&1/2yrs   

 
• But its conflict that requires probably more mental energy, knowing that the person that you are about to call is going to 

be irate, that outs you off straight away.  
• You deal with angry frustrated people all the time and it’s just like, what can I do, I can’t do anything.   
• Where every time the phone rings and I am like, ‘Oh God, what’s the problem now’.  You know I don’t know who it is 

but I know something is wrong.   
• Yeah, I think it is the constant, you just know that there is no reason why someone would call you unless there is a 

problem, or unless they want something. I think I have got the attitude now where I just do, I, I don’t care, just get them 
on the phone and get it over with, you know?  

 
1.15F41T100%2yrs •  The pressures you have to contend with affects the way you work-so you just go with the flow of it all 

 
 
 
1.16F35T100%12yrs 

• There is a lot more freedom I believe working with non-insurance cases- I think you get greater gains working with these 
people who have a lot of leeway. 

• You become quite stilted in your work in this system [insurance context]. 
 

1.18 M45T80%4.5yrs • We do not have time to conduct proper rehab case management because of the numbers we get through and the time we 
have to manage them-so we just do the job as able really. 

 
1.19 F50T25%7yrs  • At the moment this is a good unit and it’s got good, and for the most part, hard-working personnel, and all of them at the 

moment are really flat and disinterested, and unmotivated, and just feeling exhausted - and it’s partly the constant change 
over work, but it’s also the way we are all set up and you know, the demands that are being made on us.  Lately I’ve 
found the whole unit has been affected.   

• I mean if they don’t care about rehab then disband us, but don’t just make us operate to the lowest level of effectiveness. 
 



APPENDIX M Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.20 F48T100%25yrs  

 
• Because it is a very clinical insurance company-I felt it lost its commitment. The principles behind the original purpose 

of rehabilitation had become very prescriptive. 
 

1.22F53T100%14yrs • Sometimes you just seem to give in to all the unreasonable demands of the insurers and just do the job the way they 
want- it is a lot easier and less tiring. 

 
 
LEGEND:  I/V Number, Gender, Age, Tertiary Qualified T=Yes / N=No, % Insurance Clients, Time in Industry 



APPENDIX N EXCERPTS FROM INTERVIEWS: THEME BETRAYAL 
       
 
Participant ID 

 
Participant Comments 

 
1.1F35T25%5yrs 

 
• There is more pressure for an outcome from an insurer when dealing with insurance-based clients and the timeframe 

differs because of the need to seek verbal approval … the relationship with these clients also differs as there are time 
constraints as you are employed by the insurer and the client loses stake. 

• The relationship with these clients also differs as there are time constraints, appropriate language must be used.  Equal 
stakeholder and client loses stake. As well, dealing with claim managers who may misinterpret client needs. 

• Claims managers have no idea of the clients needs and passes the buck or does not work for the client, hence there may 
be a clash of values. 

• I think the claims managers, not all of them, but some of them need educating about some of the issues.  They are 
clerks basically and they don’t understand about the impact of physical or psychological injury. 

1.2F24T30%5yrs • However there is a degree of frustration when insurers do not fully understand the purpose of rehabilitation. Where the 
industry is thinking only of the dollar and not the client. 

• Rehabilitation can be manipulated by legal professionals to be in favor of their need, not client need. 
 

1.4F53T100%12yrs 
 

• My stressfulness relates to my newness in this position in relation to procedures and use of the computer system … 
finding my way around and the fact that I have huge workloads.  It has gone down to sixty but it was ninety up until the 
last couple of weeks, and I guess because I am so slow procedurally, that I find that stressful because I feel that I know 
what to do, but I never really got around to the rehab part of my job … I mean it is getting better. 

• We have new staff coming in all the time they are even newer than we are so that sort of, they are asking you questions 
when you have been here about three weeks you think, WOW, I am the expert, you know this is a worry. 

• The staff here, there is very few staff that have been here for any length of time so you, sort of while the training 
schemes are really good, but when we go for training there is nobody available on a daily basis to say “well, what the 
hell do I do now” well, there are a couple of people but you can’t keep asking and so forth. 

 
1.3F48T100%18yrs 

 
• As a result, the relationship with the client tends to fizzle out. 
 



APPENDIX N Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.4F53T100%12yrs 

 
• I think from my own perspective I tend to step out of the rehabilitation role a fair bit because I have seven years 

experience … I tend to step back from it a bit.  You know, I am looking before I am rehabbing, I am all the time 
thinking, well, I am not even sure if this should be an accepted claim.  You know, I haven’t really twigged on 
awareness, and I guess some of that came from seven years (working for another insurer) and four years in the meat 
industry.  I was pretty alert to what was ridgy didge, so I am colored by that a bit. 

•  I would have a lower caseload, I think probably about 40, and at the moment, still while I have got only 60 at the 
moment, there is one of our people who has just left so we just inherited his cases just as something happens, you 
know, you just handle a crisis, so if someone rings and there is nobody to glance at it [the file] you just do that too, so 
there is lost of ends and bits that just hang off your caseload. 

• I suspect that some of it is because I am so much older than other people so I have been brought up in a different 
education system, I don’t mean it as a criticism of younger people but they are perhaps not so worried about getting it 
right more than a person who has been educated in the last only know how many years.  There are people who can sort 
of deal with “ignorance is bliss” sort of much easier that I can. 

 
1.6F34T100%7.8yrs • I feel frequently stressed, once every two days … the number of claims to deal with … to high a caseload. 

• And solicitor stress whereby they know less about injury management and major claims. 
 

1.7F31T100%20yrs • It affects peoples’ coping abilities and what is reinforced … legal solicitors who deal with insurance-based clients 
impeded the process. 

 
1.8M26T100%3yrs 
 

• The most stressful part of my role probably, number one would be workload.  My caseload is about 85-90 at the 
moment which is, well, a little bit high, I mean, the stressful part of that, I don’t perceive the 90 caseload to be the 
stressful part, it is just trying to give the best possible service to each of these people and trying to manage your time 
effectively I suppose I find the most stressful part, and remaining on top of things.  I would say caseload is the most 
stressful part of my work”. 

• It is like handling spot fires, just walking around with a fire extinguisher – it [rehabilitation] is not proactive at all. 
 

APPENDIX N Continued 



 
 
Participant ID 

 
Participant Comments 

 
1.8M26T100%3yrs contd. 

 
• I find that there is a little bit of a contrast and an opposition between what is the best outcome for the employer, which 

is primarily the person that we are meant to be taking care of in the long run, because they pay the premium, and the 
best outcome for the injured worker, and I find that, that is a little bit of a gray area and I often have a little bit of 
personal conflict with the service that I should be providing to the injured worker and the service that should be 
provided to the employer. 

• We are supposed to fast track claims and provide a specialized service within a short period of time, which isn’t 
necessarily possible. 

 
1.8M26T100%3yrs • Procedures are drawn out, and with the caseload you have, either you have got to be extremely time efficient and 

organised to keep track of the process, so you know, you might have sent off something to a treating doctor, and it 
might take a week or two to get back to you and by that time, you know, it gets back to you, you might have missed the 
boat or it has dragged on for an extra week so it is very frustrating and all the while you have forgotten about it as well. 

• What I like least about this job is that every time the phone rings it is somebody wanting something – given that really, 
in terms of job satisfaction, the only satisfaction I get out of it is knowing that I am handling a caseload – I don’t get 
any satisfaction out of finalizing a particular claim, I finalize, there is another one or two waiting for me, so there is a 
continual turnover of claims, so in that respect, I do not get that much satisfaction and the fact that every time the 
phone rings there is someone wanting something. 

• I know that I give 100% here and I am here a lot more hours than I should be.  I know that I perhaps spend a little too 
much time at work.  There probably wouldn’t be a day go by when I wouldn’t, you know, it would be outside work 
hours and I would still be thinking about something at work, purely because I just want to remember to get it done so I 
can move on.  Some people say “Oh well, we are here for seven and a half hours per day, that’s what we are contracted 
to do, and that’s all we are paid to do, so, we are not going to do any more regardless of how it affects anyone else.  I 
mean, I am sure just about every rehab case manager here works, you know, overtime that they did not get paid for.  So 
because we rely on administration staff and other staff both internal and external, it gets very frustrating because you 
can’t deal with all the issues – primarily because you do not have the resources because people are not willing to put 
the spare time that they, you know, are not paid to do.  

 



APPENDIX N Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.8M26T100%3yrs contd. 

 
• In the past, in previous jobs I have just been giving the best possible service to the injured worker, the person who is 

requiring treatment, but not thinking about the dollars and cents. But now we are very financially driven and we have to 
keep track of that aspect and that is really how we are measured. So our performance is measured on economic issues, 
whereas ideally a rehabilitation case manager should really be working on the best outcome for the worker.    

 
1.9M21T100%5mths • You will have a solicitor at the other end of the phone, like basically they don’t know what they are talking about, 

which also like, you have to try to explain it to them for the client’s benefit. 
• I also find that employers are quite difficult, dealing with employers, they can probably be quite stressful just because 

they are more concerned about their premiums rather than focusing on the health of the injured worker. 
• I don’t like being reactive because of caseloads – last count I think it [caseload] was around seventy. 
• It does because you are ill informed or you haven’t been taught or trained in those specific areas, with regards to like, 

solicitors’ requests. 
• I think better communication and being informed, sort of being more productive, so probably being reactive, that’s 

what I don’t like about it [working with insurance-based clients]. 
 

1.10F28T30%8yrs • Just to make the communication easier, and there is just this sort of, I don’t know, they are just this distant person 
interstate.  It just would be lovely to sort of, have them more involved. 

• My non-insurance based clients usually come to us because they want assistance, whereas the insurance clients come to 
us because they have to and they have got to go along with it all – it is mandatory and obviously they are not as keen, 
not as motivated and they are sick of being assessed to death, you know, they just go, “not another assessment” because 
they have been assessed to death, they are sick of the whole business and they just don’t want to be there which makes 
it hard. 

 



APPENDIX N Continued 
 
 
Participant ID 

 
Participant Comments 

 
1.10F28T30%8yrs 

 
• I suppose first hand knowledge by the insurer about what the client is actually saying or doing or whatever, rather than 

the odd phone call, and you play phone tag for three days and send faxes, reports and things – just the one-on-one 
contact I think would be excellent.  If anything causes me stress it is the insurance stuff that is just hanging over my 
head. 

• It’s because someone in my opinion needs assistance and is not getting it, and I mean these, we are talking about fairly 
serious circumstances, where these people are no longer able to work.   

 
1.11M52T20%3yrs • Speed up the process and have earlier referrals to specialists at an earlier date, at an earlier time, rather than wait and 

see how things happen and then send them to a specialist six weeks after the claim or something, but as soon as there 
are any suspicions about the injury or if the management of the injury doesn’t appear to be as efficient as it should. 

 
1.12F40T10%3yrs • I think it is more clear cut, you know, that insurance companies are out to keep costs down, there are certain parameters 

that are based very firmly on the medical model – so it is probably more clear cut, the guidelines are much stricter. 
• Sometimes insurers decline to give tertiary rehabilitation because they have said a person has a patchy work history, 

you know, or had a history and they really do need some rehab and some skills development, so yeah, that sometimes 
causes a problem, but sometimes there is a medical problem there or I suspect there is a medical problem there and I 
recommend an assessment and insurers just flatly refuse.  It is a bit frustrating because someone in my opinion needs 
assistance and is not getting it.  I mean, we are talking about fairly serious circumstances where people are no longer 
able to work. 

 
1.13F50T5%30yrs • Because you try to streamline your contact with clients, and be efficient with your time so that it fits in with the costing 

that you’ve already proposed to the payer, the insurance company. 
• Possibly the dollar limitation, meaning the dollar governs the amount of time you are able to spend with a client and 

sometimes you are limited in that regard because it’s going to cost the payer more money so they will only agree to X 
amount of hours to do the things that take double the time if you were really doing a thorough job.  So sometimes you 
have to really forgo the quality or, quantity and quality of your work to fit in with what they are willing to pay for, so 
that can get a bit frustrating. 
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1.13F50T5%30yrs contd. 

 
• Yep, get ‘em in the door, zap ‘em out.  It’s very minimal now and I’ve had to do a lot of soul searching. 
• Sometimes with an insurance company they have employed half a dozen, sixteen, seventeen and eighteen year old 

clerks to do this recovery or claims management job, and so they have absolutely no concept of injury, disability, ah, 
the personal effect, or the effect it has on the person, and they are purely managed by money-minded managers who 
have got a budget to keep to.  And so they are purely on a wave length of ‘quickly give us the details, how much, yes, 
maybe’ and so they are very limited in their knowledge and so you are working with very, or trying to negotiate with a 
very different type of person, to gain something for your injured worker that you know is the best thing for their 
recovery.  And sometimes that can be very stressful because they can be very ignorant and very limited in their 
knowledge, very, very limited. 

• Early intervention, yes, yes.  The earlier the intervention the better, like in the hospital bed, as the accident happens in 
the workplace ideally, if the rehab co-coordinator could call you, or the occupational health and safety officer could 
call the rehab provider at the time of the incident, you have fantastic outcomes. 

 
1.13F50T5%30yrs • Diminish the number in management and have management involved in the reality of the service provision, so that 

when they start to offer their managerial advice and assistance, it’s really based on the same thing that you , as the 
practitioner, are trying to provide, so you are on the same, going in the same direction. 

 
1.14M25T100%2.5yrs • Maybe they could inform people of what their entitlements are.  I was always told, if they don’t ask, you don’t tell 

them, you know, so if they don’t ask about reimbursement for travel to the physiotherapist, then you do not give it to 
them, but if they do, then you do, you know what I mean? 

• I don’t like conflict at all, you know what I mean, I don’t shy away from it but if I can avoid it I will, you know – and 
maybe this makes me a bit hesitant to on the phone to call them up, you know, I mean, if I know the employee is a bit 
of a shit, so I put the file away to the side, you know?  Before, I used to be like that when I first worked here, I was like 
“oh God” you know, “if I could just leave it [the issues] for a week you know, it will fix itself up”. 
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1.14M25T100%2.5yrs 
contd. 

 
• Caseload, as in not being able to spend time on a file, sorry, on each file, as you would want to. 
• Probably a lower case load for sure, just so we could focus on each, on each one more, the way it is at the moment, it’s 

just, it’s so high, it’s just, it is kind of like lending damage control every day.  It’s like the work you do stops it from 
sinking but it doesn’t solve the problem.  I have a file in front of me and I want to do work on it but I just can’t. 

• We are an insurance company so we don’t have compassion. 
 
1.15F41T100%2yrs 

 
• High caseload – not being able to carry things to the end … usually a claim is closed before you can do everything you 

can do to help somebody … it is the high caseload and the way I manage that is by taking work home and that helps it.  
It is easier to do this than to get stressed out by you know, trying to achieve that at work.  With the phone constantly 
ringing and not being able to deal with things, you know, not being able to manage everything at once.  I mean, they 
are ploughing through the work – and I know that after they have finished with a file they will come over to me, and I 
can see piles of files building up on my desk – I find that really stressful.  I have got ways of managing, so I try very 
hard not to get stressed.  At the moment, my caseload is about 65, but it has been up to 120.  The reason it has been up 
to 120 is because I have been so busy – however, I have been offered a job out in the real world now so… 

• More time to interview the clients, half the time I never get to see what they look like because I have not got the time to 
interview them. 

• I have been so busy I can’t go sorting through it to find out which ones have actually gone back to work.  So I get my 
assistant, which I won’t have much longer, to pull out my diary and then get my assistant to go through and work out 
which claims don’t have current needs for application and just read them out – that makes it a whole lot better.  Also, 
the pressure to have short duration claims – it affects how claims are managed. 

• When you have done as much as you can for the physical injuries and there is all the other types of social issues that 
you have to deal with and by then the claims officers are only lifting out the physical injuries.  They are trying to wind 
up the claims that you can’t deal with all the other issues as well. 
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1.16F35T100%10yrs 

 
• Dealing with insurance companies and claims managers who do not seem to have any idea about the concept of 

rehabilitation at all so that in itself is very stressful…. When you suggest the best course of action for a client and it is 
not regarded by claims managers as they have their own pointy of view and they try to ignore the importance about 
rehabilitation 

• It is very rare that you actually get a claims manager who actually understands the process of rehabilitation or who can 
actually see where you, the professional, is coming from…inexperienced claims managers who are not fully trained 
severely disadvantage the client.  

 
 
1.17F29T25%10yrs 

• I found that depending upon who the insurer is and depending on who is actually the claims manager for that specific 
client, the insurance customers can be very easy to work with if they [claims managers] have some professional 
background, and a lot of experience in the area, the work can be significantly easier than the traditional [non-insurance] 
work.  Some insurers though, have a different way of operating and it can be even more frustrating because their first 
priority seems to be the shareholders in the company, rather than to the actual person who are being helped under the 
insurance premiums. 

• The tendency for some insurers to negate the ability of the clients to benefit from rehabilitation because they are mostly 
looking at the budget and their responsibility to the shareholders to the exclusion of what they are supposed to be doing 
for the people who come under the premium policies. 

• Working within budgetary restraints set up by people from accountancy backgrounds who have little or no appreciation 
of human services, and actually human conditions.  

 
1.17F29T25%10yrs • And the clients themselves can ensure that there is individuality in the programs – but it is made difficult by restrictions 

that are imposed. 
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1.18M45T80%4.5yrs  

 
• There are some people within our medical core that do not believe rehabilitation is a core function, so they don’t 

believe it’s a function of the health services.  Whereas we believe it is.  The frustrating thing about that is that they 
don’t understand where we are coming from.  They don’t understand how that primary through to secondary and 
tertiary rehab, is really linked, and they’d like to see each one of those services handled separately by different … 

• I think the most stressful part [of my work role] would be trying to fit all of those activities into a working week.  I put 
that down to the organisation not realizing the workload that rehabilitation people have.  You do not really have time to 
conduct proper case management because of the numbers [clients] that we get through and the time that we have to 
manage them.  I think one of the bigger things that contribute to my stress would have to be the workload.  I think we 
get far too many cases to reasonably manage – we have put through about 280 clients per year between three of us and 
because we do all the additional stuff [administration etc] we are not providing the best service.  It is good but it could 
be better. 

 
1.19F50T25%7yrs • For the most part we have hard working personnel, and all of them at the moment are really flat and disinterested, and 

unmotivated, and just feeling exhausted.  
• With other insurance work I find the majority of claims managers don’t have as much of a clue about insurance, less 

about rehabilitation really.  They are so Goddamned smug about their job and what they think are right without 
necessarily knowing their clients.  And I just think, for Gods sake, if you need professionals why don’t you just get you 
know, some dog bones and train us to sit up when you want and fetch bones when you want, and if you want a 
professional service, employ professionals to treat us  like professionals. 

 
1.20F48T100%25yrs • I really felt management really did not understand that you need to have in any insurance company that has a 

rehabilitation component, to my way of thinking, you need somebody from a rehab background.  Because when we lost 
our real rehab background people it just seemed to lose its whole focus then.  To me, anyone who is involved in 
rehabilitation needs to look and see who is actually managing this, is there someone with a rehab background who 
understands what it is really like.  If there is somebody who is necessarily in, in terms of the hierarchal structure, you 
need to have someone who is overseeing your particular section, who comes from a rehab background. 
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1.20F48T100%25yrs 
contd. 

 
• What really made our work impossible at the end was the unrealistic workload, a huge workload that we just couldn’t 

give the quality time that was needed.  I mean they were talking about shortening durations [duration of claim] and 
everything.  We couldn’t shorten the duration to the extent that it would have been possible, if you just didn’t have so 
many clients, so many files to deal with.  It was becoming harder and harder to do a quality job, the purpose for which 
you seemed to be there was getting lost in all the drive to cut costs. 

• No allowance for individuality. 
• I think is was the potential for misuse and abuse of a sort of a worthy concept if you, you know, rehabilitation is there to 

be fair, balanced and give somebody the best opportunity.  I didn’t like the way it could be manipulated from both sides.  
As it went on and became quite swayed towards the end when I left, it was more sort of employer focused I felt, than 
worker focused. 

 
1.21F21T100%6mths • Time restrictions because you know that while this persons issue is very important, you have also got at least ten or 

twelve other people to deal with today.  You have got seventy files in your tray that you haven’t even looked at yet and 
you have to constantly reprioritize things. 

• We could really focus on their rehabilitation and not worry so much about the claims side as we call it here.  You get a 
lot of abusive phone calls from people who have had just too much of the system and are sick of being treated like a 
number and who have no money. 

• It’s the volume of the caseload that’s very stressful in so far as I feel I can’t do everything for the people as much as I 
should.  It [caseload] has only recently come down to just under 90, so about 89 cases.  Previous to that, last week, I was 
managing 103 cases. 

• When working with insurance-based clients ideally, I would like the level of caseload where I can have a more 
interpersonal relationship with my clients.  I am the sort of person who thinks you can get an awful lot out of 
interviewing people and I mean granted you wouldn’t interview everybody, but there are a lot of clients that I really 
wish I had the time to sit down and speak with.  More time to spend with clients would make me feel that I was doing as 
much as I could for them.  I could review files on a more regular basis that’s something I would really like to do.  So I 
could really sort of look at every option for them and make sure they are getting you know, absolutely the best pathway. 
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1.22F53T100%14yrs 

 
• Some of them [claims managers] are very diligent – you can build a good relationship with and you feel very 

comfortable working with them and you know, things actually happen, and other times you have a terrible job getting 
onto some people [claims managers], then things never get approved. 

• As I understand it, they [claims managers] have got hundreds of cases on their books and one person is responsible for 
hundreds and they haven’t got time to spread around. 

 
1.23M39T80%7yrs 

 
• Well, they are paying me to be a professional and I am answerable to a clerk who has no qualifications at all.  I find it 

extremely stressful having to justify the things I recommend for a person’s rehabilitation to an insurance company clerk 
who has no training. 

• I am not fighting the insurer.  They [the client] are being handicapped in fact is the work I would use [the insurance 
company handicaps the program].  I do find it hard for insurance companies to go along with some of my ideas when I 
know they are right.  I mean, they are just after the standard things, you know. 

• Because it hinders the rehabilitation, it causes an extreme amount of frustration, especially with the client, the claimant, 
the employer as well you know they are waiting to get the person back to work as soon as possible. 

• I find I am actually able to do more for them [non insurance-based clients] because I find that I am not waiting for 
approvals from insurance companies. 

• I used to work for a very large provider [rehabilitation] and I would never do that again, because they were owned by 
an insurance company, and I toed the insurance company line.  

• Sometimes you have people [clients] who think you know, they come to talk to you and you are the rehabilitation 
counsellor, and they tell you all this stuff they think is all terribly confidential and you can’t always maintain that 
confidentiality. 
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1.24F49T100%4.5yrs 

 
• I think it is often hard to build a good working relationship with insurers.  There are somewhere we have an excellent 

relationship and somewhere I can never find out who the claims officer is because it is a different person every time I 
ring up. 

• You know, we have asked for this and we are not getting an answer from the insurance company about it, or they are 
saying NO, and it is difficult to establish the reason why they are declining. 

• I am a person who likes to be fairly straight forward and sometimes people aren’t like that with you or I have difficulty 
coping with people who are pedantic to the point where they lose sight of what we are doing and who we are trying to 
benefit … sometimes we deal with administration people who don’t understand what injury is all about for people. 

 
1.25F41T100%5yrs 

 
• Working in private rehabilitation – it means we have to pull out, even though we have established a good rapport with 

the client, we have to pull out at the insurers direction. 
• Some of the time I don’t get out and actually do the initial interview because I have to rely on other staff to put across 

the same information that I would have to put across and that is always difficult enough. 
 
 
 

 
LEGEND:  I/V Number, Gender, Age, Tertiary Qualified T=Yes / N=No, % Insurance Clients, Time in Industry 
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