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Abstract
The use of acupuncture by Chinese medicine (CM) practitioners has become an
increasingly popular treatment modality of choice in Australia in the last four decades.
Acupuncture is increasingly being used as part of an individual' s health care strategy, with
CM practitioners often integrated within a primary care context; they are being consulted
on issues of both acute and chronic illness, as providers of treatment for musculoskeletal
injury and as sources of lifestyle and dietary advice. As an extension of an individual's
choice of treatment for their health has been their choice of treatment in work contexts
where the individual as a 'worker', may have suffered an injury or illness during the course
of their employment. Termed 'work-related injuries ' , this falls within the jurisdiction of the
'workers' compensation system' where the individual still retains the right to their choice
of treatment(s).
Anecdota] reports from an Australian CM professional association and the New South
Wales (NSW) workers' compensation industry indicates that acupuncture is being utilised
in the Australian workers' compensation system; that injured workers are seeking
acupuncture treatments from CM practitioners; while insurance companies are providing
payments to CM practitioners on the workers behalf for acupuncture treatment. Where
factual evidence for the use and integration of acupuncture was thought to exist, a
preliminary search into the Australian workers' compensation system revealed a noticeable
paucity of information on the use of acupuncture by CM practitioners. An extensive
literature review was undertaken which identified no collated data or documented
infonnation in the available literature on the use of acupuncture by CM practitioners within
the workers' compensation system beyond the anecdotal reports. In particular, no studies
were located investigating the use of acupuncture as a treatment modality within the
Australian workers' compensation system. Consequently, the use of acupuncture by CM
practitioners to assist inj ured workers in the recovery of a work-related injury or illness is
unknown.
Therefore, the primary aim of this thesis was to provide information and an understanding
of the utilisation of acupuncture by CM practitioners within the workers ' compensation
system through a series of investigative studies. The present research is composed of two
xxm

distinct but inter-related studies (termed Study 1 and Study 2). The aim of Study 1 was to
obtain an overview of the CM profession's engagement with Australia's workers'
compensation system and a consequent investigation into their perceptions of this system.
Data were gathered on the following three areas:
•

The proportion of CM practitioners engaging with the workers' compensation system
as treatment providers of acupuncture to injured workers

•

CM practitioners perceptions and views of this system, and

•

To gather demographic profile of the CM practitioners in order to assist in
contextualising the responses received with respect to a respondent's state and/or
territory of residence.

Study 2 was an investigation into the demographic profile of injured workers who received
acupuncture from CM practitioners as part of their workers' compensation claim. This was
achieved through a retrospective analysis of workers' compensation claims data held by
one Scheme Agent in NSW. The primary aims of Study 2 were:
•

To gather a profile of the injured workers who utilised acupuncture treatment

•

Profile the work-related injuries treated with acupuncture (identified as occurring
during the acute or chronic phase of the injury, the anatomical location of the injury
treated, the mechanism and agency of the injury), and

•

An analysis of the acupuncture treatment cost

Together, the two studies begin to address the lack of information that cunently exists in
the Australian workers' compensation system on the use of acupuncture by Chinese
medicine practitioners in the treatment of work-related injuries.
The findings from Study 1 confirmed anecdotal reports that CM practitioners have been
treating injured workers in Australia's workers' compensation system, with the first
reported workers' compensation 'patient' treated in 1970 by a CM practitioner. Study 1
also found significant associations between a CM practitioner's State of residence,
perceptions of the State based workers' compensation Scheme and the difficulties faced
when engaging with these Schemes. These relationships were attributed to the varying
levels of recognition given to acupuncture (as a treatment modality) and CM practitioners
(as therapy providers).
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The demographic information reported in Study 2 found injured workers from across the
State of NSW had utilised acupuncture to assist in the recovery of a work-related injury.
There was a preference by injured workers to obtain acupuncture treatments from nonmedical acupuncture practitioners versus registered medical practitioners. The findings
showed over half of the injured workers also sought acupuncture treatments during the
acute stage of an injury (that is, within three months of sustaining the injury) and presented
with injuries predominantly located in the trunk and upper limb areas. Injured workers
aged between the years of 30-49 used acupuncture more than any other age group, while
men who sustained a work-place injury were found to utilise acupuncture more than
women. The cost associated with acupuncture treatments per claim were also shown to be
reasonable when compared to physiotherapy and chiropractic costs within the study
database. Together, the findings from Study 1 and Study 2 showed an overall increase in
the number of CM practitioners treating injured workers, particularly during the years 1994
to 2004. The studies provided concrete evidence that acupuncture has been used as a
treatment by injured workers within the Australian workers' compensation.
In conclusion, the research presented in this thesis provides the first evidence for the

systematic use of acupuncture by Chinese medicine practitioners within the Australian
workers' compensation system. The continued use of acupuncture within Australia will
most likely see a greater number of injured workers seeking acupuncture treatment to assist
in the recovery of their work-related injury or illness. This will have implications for
Australia's workers' compensation system when CM practitioners become registered in
2012 as part of the National Registration and Accreditation scheme for health professions.
In effect, the findings of the studies are valuable to the professional associations (to
identify topics of continuing professional education) and to educators (for developing
further necessary subjects on 'professional issues' in relation to workers' compensation).
The workers' compensation Schemes themselves can draw upon the findings and better
develop systems, policy and procedures governing the utilisation of acupuncture by CM
practitioners where at present none exist or where it exists in limited form, with the
exception of Victoria. Besides noting a need for information, the development of
'education' can be more specifically directed towards topics that have a practice oriented
outcome to assist CM practitioners to better engage with the workers' compensation
system. This will benefit the workers' compensation Schemes themselves, ensure suitably
qualified practitioners are providing the acupuncture treatments and ultimately, ensure the
appropriate and timely treatment of injured workers.
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CHAPTER 1:
Introduction and thesis aims

1.1

Background to the studies: the integration of
Complementary and Alternative Medicine in Australia

The popularity and subsequent use of complementary and alternative medicine (CAM) in
Australia is growing. Demand was expected to increase beyond the estimated 50% of the
population that accessed the industry in 2002 with a South Australian study showing that
Australians spent $2.3 billion on alternative therapies alone in 2000. This was a 62%
increase since 1993 1 and undoubtedly a figure long since superseded in the several years
since the report's publication. Chinese medicine (CM) is categorised as a fonn of CAM in
Australia that includes various treatment modalities and encompasses an extensive scope of
practice. Two of the most popular CM techniques and better known of the CAM therapies
are acupuncture and Chinese herbal medicine. Acupuncture in particular, is utilised jn
Australia by a broad cross-section of the population varying widely in their demographic
characteristics such as age2 , cultural and social backgrounds 3 . Reflecting the diversity of
the population is the wide range of varying conditions acupuncture is used for. These
include metabolic disorders, digestive disturbances, the maintenance of an individual's
general health and wellbeing, addressing musculoskeletal pain and dysfunction, and
finally, the treatment of work-related injuries and illnesses.
The increased popularity, utilisation and acceptance of acupuncture and CAM within
Australia are not a recent phenomenon or trend but rather appear to be a fundamental shift
driven by a social movement. This is supported by McCabe (2005) 4 and Baer (2008) 5 who
also recognized the notion of a social movement driving the shift to CAM utilisation in
Australia. In a survey conducted on Victorian general practitioners' (GP) attitudes towards
the use of a range of complementary therapies, Pirotta et al (2000) 6 found GPs reported a
59% increase in the demand for infonnation on complementary therapies by their patients.
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In a separate investigation Baer (2008)7 stated that it wasn't a simple embracement of
'difference' that underlay's this social shift but the recognition that western biomedicine,
for the most part, was not effective in treating an array of chronic ailments as it had
historically claimed.
Together, Pirotta et al 'sand Baer's reporting indicated the shift towards the integration of
CAM into peoples health care regimens was not a transient fad but underlies a true and real
shift in attitudes and understanding towards the inclusion of CAM health professions into
the broader Australian health system, a system which has traditionally been viewed as the
preserve of orthodox medicine only.
This has given rise to orthodox medical professions embracing the notion of "integrative
medicine"; that is, amalgamating the best of various CAM practices into a new hybridised
biomedical based practice, such as general practice or nursing 7 . Yet the speed of change in
society has yet to be reflected appropriately in the medical curriculum and this has a
potentially negative impact upon a graduate's capability to appropriately advise patients on
CAM in their practice upon graduation 8 .
Societal change and consumer demand for acupuncture and CAM has also seen the
mainstream health 'industry' respond accordingly. For example, private health insurance
companies provide rebates for their members for acupuncture treatment when undertaken
by a suitably qualified practitioner. CM practitioners in New South Wales (NSW) have
also been engaged as treatment providers by claimants under the compulsory third party
(CTP) insurance and the workers ' compensation system, which is regulated under workers'
compensation legislation.
Consumer choice in their health engagement has also been noted by State based regulatory
authorities. For example, within the context of traditional Chinese medicine (TCM) (also
known as Chinese medicine), this was reflected in the 1996 report commissioned by the
Victorian, NSW and Queensland Health Departments into the practice of acupuncture and
Chinese herbal medicine 9 . Fallowing the findings of the report, statutory regulation of CM
practitioners occurred in Victoria in 2002 10 • During that same year, the NSW government
released a discussion paper seeking submissions for the statutory registration of
practitioners of complementary therapies, and in particular CM practitioners 11 • In 2005, the
NSW Depa1iment of Health 12 and the Western Australian Department of Health 13
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conducted an enquiry into the regulation of CM in those states. Also occurring during
2005, the Commonwealth Government commissioned an investigation into issues
impacting Australia's health workforce. One of the recommendations in the report from the
Productivity Commission (delivered in 2006) was for a single national registration board
for health professionals 14 . Initial recommendations included nine professional groups but in
2009, at the Australian Health Workforce Ministerial Council meeting, it was agreed that
CM practitioners would also be included in the National scheme from 1July2012 15 • As the
Australian Governments (both national and State levels) continued in their efforts to
safeguard public health and safety, one area of the health system which the governments
have not investigated is the topic of this thesis, the use of acupuncture by CM practitioners
within the workers' compensation system.

1.2

The Australian workers' compensation system

As one facet of Australia's broader health system, the workers' compensation system was
originally designed to provide compensation to workers who become ill or injured during
the course of their employment 16 . While continuing this function, the workers'
compensation system also has provisions to pay for any necessary medical treatment to
assist in the recovery of an injury or illness sustained by a worker during the course of
his/her employment. Similar to the broader health system, the injured worker still retains
the right to choose their preferred treatments (when appropriate) and treatment providers
(where available) in the workers' compensation system, under the guidance of a treating
medical practitioner. This includes acupuncture treatment from a CM practitioner.
Anecdotal reports 17 suggests acupuncture is regularly utilised to treat work-related injuries
and illnesses throughout Australia. However, this is difficult to substantiate accurately and
determine whether such noted use of acupuncture anecdotally truly reflects the broader
acceptance and use of acupuncture by society or whether anecdotal reports are simply
'anecdotal'. In any undertaking to determine the existence of such use of acupuncture for
the treatment of injured workers, a major barrier to this task rests with the fragmented
nature of Australia workers' compensation system. Australia currently has 11 different
workers' compensation Schemes with each imp lementing their own systems to manage
workers' compensation claims. As a result, there are varying levels of recognition accorded
to acupuncture across the Commonwealth and State based workers' compensation
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Schemes. This also extends to the acceptance of CM practitioners as providers of such
acupuncture. Whilst some Schemes collect data on acupuncture use (such as in Victoria)
others Schemes (such as the Queensland Scheme, which does not recognise CM
practitioners as providers of acupuncture) would not have data collection practices in place.
This inconsistent data collection approach means there is very little information available
on the extent of acupuncture utilisation, including injuries or illnesses being treated with
acupuncture and what potential cost benefits or impact this may have on the workers'
compensation Schemes. Such information is crucial to the successful implementation of
acupuncture and CM practitioners into the Schemes, ensuring cost effectiveness and
efficiency of the Schemes to deliver timely and appropriate treatment services to injured
workers. While this would obviously impact injured workers and other stakeholders
involved with the workers' compensation system (such as the actual Schemes and insurers)
the CM profession itself is also negatively impacted by this information vacuum.

1.3

Database literature review

This thesis contains a number of literature reviews focusing upon the workers'
compensation system and the Chinese medicine practice in Australia. This research
literature review was undertaken to identify published literature on the use of acupuncture
by Chinese medicine practitioners within the workers' compensation system.
A systematic search for controlled studies from 1980 up to February 201 2 was completed
at the library of UTS in the Science and Health databases. Searches were limited to English
and included both Australian and International references. Literature searches were
conducted using the following electronic databases: Allied and Complementary Medicine
Database (AMED), PubMed, Medline, Cumulative Index to Nursing and Allied Health
(CINAHL), Psychlnfo, Cochrane Library and Evidence-Based Resources (Joanna Briggs
Institute). The search tenns were acupuncture combined with workers' compensation,
work-related injuries , injuries , and occupational i11juries. Results were limited to scholarly

journals.
Findings from the Science and Health database searches revealed a total of 299 references.
Of the 299 references 33 references were excluded as they were replicated references. A
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further 255 references were removed as these were not work-related injuries or workers'
compensation claims focused. This left a total of 11 references.
The remaining 11 references were included in the following review . The first includes a
case study (Newhouse 2003), followed by five informative papers (Overman 1996; Boyce
1997; Smith-Fassler & Lopez-Bushnell 2001 ; Snow 2009; Shiri et al 2011) . There was one
systematic review (van der Heyde 2011) and four pilot/survey studies identified (Guerriero
et al 1999; Bishop & Wing 2003 ; Johnson & Feuerstein 2005; Molsberger & Molsberger
2012). A summary of the main features of the 11 references are presented in Table 1.1.
The 11 references included in the review illustrate the lack of research undertaken by both
researchers (in Australia and internationally) and the Australian governments (national and
State levels). Despite meeting the search terms, a review of the papers themselves revealed
they were not about the use of acupuncture within the workers' compensation system or in
the treatment of work-related injuries but where acupuncture was mentioned it was referred
to as a treatment often used as a physical therapy. In view of the extensive literature search
undertaken for this thesis and considering the widespread utilisation of acupuncture within
the broader Australian community there is a lack of research investigating the use of
acupuncture by CM practitioners within the workers' compensation system in Australia and
internationally.
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Sample or Introduction

Jn August 200 l, a dental
hygienist was diagnosed with
calcific tendonitis in both
shoulders. The condition was not
the result of an occupational
injury according to the treating
orthopaedic surgeon. A workers'
compensation was filed and
closed in the same year after a
further review by the same
orthopaedic surgeon.
Informative paper reporting on
alternative therapy trends used in
the United States of America
(USA) for workers'
compensation injuries.
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Outcome measures and/or
findings

Initial left should pain commenced in Spring I 997. Mild
discomfort was experienced whilst at work and persisted until
ciaimant began seeking answers in Summer 2000. Management
and treatment of problem consisted of physical therapy with use of
strengthening exercises, anti-inflammatories (topical gel
application and oral medications) and therapeutic ultrasound.

After the workers' compensation
claim was closed, Ms Newhouse
continued to take oral antiinflammatory and subsequently
undertook yoga classes and
continuing education class on
musculoskeletal disorders.
Acupuncture treatment was sought
in 2002 and the condition resolved
after the eighth acupuncture
session.
Not a clinical study. Informative
paper.

I

>
0

Occasional
paper:
Traditional
Chinese
Medicine in an
abattoir: new
concepts and
recent trials

I

Intervention

Informative paper discussing the
legitimisation ofTCM using
various examples, ranging from
personal workplace experience,
and recent research and clinical
trials conducted in Australia and
overseas.

I

Chiropractic and acupuncture were identified as two therapies
gaining increasing acceptance by employers and workers'
compensation insurance companies and becoming increasingly
utilised by injured workers. Other types of alternative treatments
were not recognised for coverage within the workers'
compensation arena at the time. Recognition of chiropractors and
acupuncture practitioners varied by state within the USA.
An occupational health nurse working in an Australian abattoir
was employed to treat workplace injuries. She implemented a
return-to-work program within the company that included
alternative forms of treatments, including the use of TCM and
chiropractic treatments. Within two years of the program, the work
injury rate was substantially less, injured workers were back at
work and workers' compensation costs were significantly reduced.
The best results in reduced costs were for the treatment of
musculoskeletal injuries, and where employees were referred to a
chiropractor or a TCM practitioner and then able to return-towork. Other factors involved that aided the healing were also
identified as rest, special light duties, regular massage during work
breaks and changing work tasks.

Not a clinical study. Informative
paper
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Info rmative paper reporting on
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Back pain affects more than 9 million people in the USA and
accounts for 25% of disability in all work-re]ated injuries. It has a
lifetime prevalence of 60%-90% and it costs more than 50 billion
dollars annually to manage back pain. The incidence of back pain
in nurses is over 80% and accounts for more than 150 million
working days per year being lost. Western treatment of back pain
I is controversial and often ineffective. Acupuncture as a therapeutic
intervention is practiced widely in the USA. Research has
demonstrated that acupuncture may benefit those who suffer from
back pain when they have fail ed to respond to previous treatment
by drugs, bed rest, epidural injection, physiotherapy, osteopathy,
chiropractics, and surgery. Acupuncture is a powerful and
complementary therapy for back pain.

Lateral and
medial
epicondylitis:
role of
occupational
factors

Informative article reporting on
the benefit nurses could benefi t
under the new gu idel ines that
sanction the treatment of
acupuncture on the NHS nurses
who experience work-related
back pain.
Informative paper reporting
current medical management of
the condition and the role
occupational factors impacting
on the prevalence of the
condition.

I

Not a clinical study. Informative
paper.

I

I
I
I Epicondylitis is identified as a self limiting condition.
I Acupuncture was identified as one of the several treatments which
I may alleviate symptoms of epicondylitis.

Not a clinical study.
Informative paper.
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Occupational
Therapy
Interventions for
Shoulder
Conditions: A
systematic
Review

Systematic review with 2
objectives: 1) identify, evaluate,
and synthesize the research
liternture of relevance to
occupational therapy regarding
interventions for work-related
shoulder conditions and 2) to
interpret and apply the research
literature to occupational
therapy.

22 studies were reviewed for this study-] 6 of Level I evidence, 2
of Level II evidence, and 4 of Level III evidence. In this review,
limited evidence from Level I studies was found to support
exercise for shoulder pain; manual therapy and laser for adhesive
capsulitis; conservative management of shoulder instability; early
intervention without immobilization for specific, nondisplaced
proximal humerus fractures; and exercise, joint mobilizations, and
laser for patients with shoulder impingement. Further prospective
studies are necessary for the delineation of specific surgical and
therapeutic variables that facilitate positive outcomes in the
treatment of patients with shoulder conditions.

Systematic review

A retrospective
study of the
effectiveness of
physical
rehabilitation of
low back pain
patients in a
multidisciplinary
setting

A study profiled and analysed
objective data from patients seen
through a rehabilitation program
in a private multidisciplinary
facility. A sample of 147
patients consisting mainly of
patients with motor vehicle
accident-related or work-related
injuries to the lower back.

The outcome measures used in the study showed statistical
significance (p<0.05). Positive clinical trends were shown in pain
VAS, ODI, leg lift and sit and reach tests. Ninety percent of
patients were cleared to return to work upon discharge from the
program. Further studies of active physical rehabilitation should
employ a prospective randomised controlled trial design.

The main outcome measures used
included the Oswestry Pain
Disability Index (ODJ) and the
Pain Visual Analogue Scale.
Secondary measures included
SLR, sit and reach test, grip
strength, leg lift strength and
ranges of motion.

Compliance with
clinical practice
guidelines ain
family
physicians
managing
workers'
compensation
board patients
with acute lower
back pain

Observational study. 139 family
physicians in British Colombia
compliance with acute lower
back pain clinical practice
guidelines remains uncertain.
Study purpose-to determine the
degree of guideline compliance
of family physicians managing
patients with workers'
compensation claims and acute
mechanical lower back pain.

Results: Physicians demonstrated a high degree of compliance
with the guideline-recommended history, examination procedures
and medications, but low compliance with recommended imaging
and many treatment recommendations. Conclusions: Recently
I published clinical practice guidelines regarding the management
of patients with acute mechanical lower back pain have not been
fully implemented into the patterns of practice of the family
physicians.
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An interpreter' s

National survey of one thousand
ninety-two sign language
interpreters recruited from the
Registry of Interpreters for the
Deaf in USA completed an
open-ended question that was a
component of a national
prevalence survey.

Results : Risk factors for initiation and/or exacerbation of
symptoms included: difficult job, interpreting setting
(educational), interpreting style (e.g., posture, self generated
force), and emotional and physical stressors. Exercise (e.g. ,
stretching, aerob ics) was a common prevention strategy.
Conventional medical treatment was used as the first line approach
to symptom control. Self-care methods such as exercise, diet and
warm up prior to interpreting were also reported. While massage
and chiropractic care was used as commonly as in the general
population, acupuncture was found to be used more often. Coping
strategies that were more active (e.g. exercise, diet, more control
over work schedule) were also reported as useful.
Conclusions: These findings provide a description of factors that
interpreters view as important in the development and
exacerbation of hand and wrist pain. The results also indicate that
interpreters used many self-management approaches.

Not a clinical study.

Acupuncture in
treatment of
musculoskeletal
disorders of
orchestra
musicians

Survey study consisting of
2456 medical doctors, members
of the German research group
for acupuncture. Method: Survey
of literature and Medline
Database for publications about
acupuncture, musicians'
medicine and musculoskeJetal
disorders. Additionally medical
doctors, via a questionnaire,
were asked about the treatment
of professional musicians as
patients. Case studies are
presented.

Results : No research was found to support the use of acupuncture
in PRMD. The survey study found that medical doctors are not
satisfied with the quality of medical health care provided to
musicians and regard specialist knowledge as being important.
Conclusion: Evidence on the benefits of acupuncture for
musculoskeletal disorders suggests that it could be of benefit as a
complementary treatment of PRMD. We suggest performing
clinical trials to demonstrate the value of standard treatment,
acupuncture and complementary medicine for PR.MD.

Not a clinical study.

interpretation:
sign language
interpreters '
view of
musculoskeletal
disorders
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1.4

Impact of the lack of research: Discussion between the
New South Wales government and the CM profession

The recognition of the divergence between the governments slow regulation of Chinese
medicine and acupuncture and its' increasing use by the Australian population were
identified several years ago. In particular, specific issues were identified during a meeting
in 2003 convened by the then NSW health minister, the Honourable Morris Iman who reinvigorated the regulatory push when he met with several advocacy groups for the CM
profession, as well as several educational institutions with an interest in the process.
Included in this group was the University of Technology, Sydney (UTS), represented by
staff from the College of TCM. An outcome of this meeting was to highlight how little was
understood about the developing inter-relationship between CAM and CM practitioners
and the broader health system and the need therefore to address this vacuum of
information. The mutual referral practice between CM practitioners to other health
providers was seen as one possible area to target investigations to identify the level of
interaction occurring. Particularly important to this topic was the referral of patients to CM
practitioners for the treatment of injuries under the NSW workers' compensation Scheme.
That is, despite the non-statutory regulation of the profession, CM practitioners were able
to provide acupuncture treatment to injured workers in the workers' compensation Scheme;
a quasi·-recognition of the profession as such.
As noted in the database literature review (section 1.3) no published literature was
identified investigating the use of acupuncture in the treatment of work-related injuries.
Focusing on workers' compensation then, there were concerns regarding the paucity of
information in this area from professional bodies such as the Australian Acupuncture &
Chinese Medicine Association (AACMA) 17 , the peak national body representing
practitioners of CM in Australia, and the College of TCM at UTS (School of Medical and
Molecular Biosciences), as an educator of CM students and practitioners. This paucity of
information has more recently been recognised by the Australian Bureau of Statistics
(2008) 18 which acknowledged the existence oflittle administrative information on the use
of acupuncture when provided by CM practitioners; information that was necessary for the
purpose of making informed decisions relating to the management and development of the
health system. The ABS noted the exclusion of CM practitioners from participating in
Australia's Medicare system as the reason for this situation. Yet this reason does not
account for the potential availability of such data from other sectors of the health system,
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such as the workers' compensation system. As such, a lack of data does not equate to a
lack of utilisation, as is apparent in the documented increase of society's use of
acupuncture in studies independent of the Medicare system. Similarly, there is little doubt
that the current paucity of information on acupuncture use in the workers' compensation
system also stems from the lack of formal recognition of the CM profession within the
workers' compensation system. Extrapolating from the broader Australian health system
then, a lack of data on the use of acupuncture to treat injured workers likely reflects
therefore the lack of administrative procedures and/or policies, and not the actual
frequency and use of acupuncture.

1.5

Problems resulting from poor data collection on the use
of acupuncture within the Australian workers'
compensation system

While it is appropriate for the Australian Governments to respond to the increasing societal
change and expand the recognised professions and therapies in the broader health system,
this should be undertaken by a process where adequate infomrntion is available on the
profession or therapy. h1 the case of the CM profession and its use of acupuncture within
the workers ' compensation system, no investigations have been undertaken on this
professional group or the level of interaction between its members and injured workers.
This is compounded by a lack of existing systematic data collection practices by the
workers' compensation Schemes, collection practices which already occur with other
health professions engaged in the workers' compensation system.
Consequently, the participation rate of CM practitioners and acupuncturists in the workers '
compensation system is unknown. Furthermore, with the exception of Victoria, there are
presently no extant clinical protocols for the assessment of the suitability of acupuncture
for treating work-related injuries or processes for the vetoing of inappropriately trained
acupuncture practitioners within the system. Anecdotal evidence from AACMA 17 and
WorkCover (the statutory body governing workers' compensation in NSW), also suggest
there is a great deal of confusion regarding acupuncture appropriateness within the system
by insurance companies and from CM practitioners on processes for treating injured
workers within the workers' compensation system. Issues relating to this include:
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•

The present lack of statutory gazetting of CM practitioners and their use of acupuncture
within the workers' compensation legislation; and

•

Poor data collection practices; acupuncture treatment frequency and use are often
subsumed under terms such as 'medical' or ' medical other' within data commissioning

However, determination of clinical protocols for assessing the appropriateness of
acupuncture for work-related injuries and determining the participation rate of CM
practitioners requires a broader perspective of the issues facing this profession,
independent of the workers' compensation system. For example, at present there are no acts
of parliament to distinguish between the competency of CM practitioners and
acupuncturists. Of particular concern is "the proliferation of courses nationally with
varying standards, coupled with limitations on the ability of the CM profession to legally
enforce standards of education on education providers in the absence of statutory
registration" as described in a Joint Submission document from AACMA (p.2) 19 • This has
obvious repercussions to issues of potential risk to public health and safety, especially with
the paucity of provision for mechanisms to ensure members of the profession are fit to
practice.
Further difficulties arise from the probable under reporting of acupuncture adverse events
by CM practitioners, and accordingly, the frequency of such events remains unknown. This
also stems from the lack of reporting mechanism and has impacts upon the utilisation of
acupuncture within the workers' compensation system . One impact is in relation to the
liability associated with any consequent adverse event or harm to an injured worker
through negligence as this would impact upon ALL stakeholders within the workers '
compensation system. For example, if an adverse event from a treatment were to occur to
an injured worker within a Scheme, affected stakeholders would include (but not be limited
to) the Scheme Agents or insurance companies (who manage workers' compensation
claims), employers, treatment providers, the workers' compensation authority and the
injured worker.

1. 6

Implications for research

Given the current situation in relation to acupuncture use by the CM profession for the
treatment of ill and injured workers, the ' information ' or the lack of it, stands out as a
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significant feature for concern. This raises several important questions. For example, it is
important to establish who or which sections of the CM profession are engaging with
injured workers in the workers' compensation Schemes. This has bearing on their
education, knowledge and skills to operate appropriately within this system given the
specific reporting obligations that other health professions who are 'recognised' must meet
when operating in this system. Further, establishing the CM professions' perceptions of the
workers ' compensation system is important as it is valuable feedback to the Scheme
operators in its efficiency and ability to meet the needs of the client; that is, the injured
worker. It is important therefore to identify where members of the CM profession have
engaged with injured workers in the workers ' compensation system, what were some of the
issues or difficulties they experienced and which they may also continue to experience in
the future when they provide acupuncture treatment, especially when the profession is not
formally recognised within the system? Similarly, if members of the CM profession have
not treated an injured worker, what were their reasons behind this, especially given the
targeting of injured workers by other health professions?
Ignorance on the use of acupuncture and interactions of the CM profession within the
workers' compensation system cannot be justified or maintained where this potentially
impacts an individual's health . These questions take on extra importance when considered
against the demographic shift towards the increased utilisation of CAM by the Australian
population and the resultant increase in CAM refe1Tals of patients by GP 's.
Of extreme importance in investigating the use of acupuncture in the workers '
compensation system is the imm inent inclusion of CM practitioners in the National
Registration and Accreditation Scheme for the Health Professions from 1 July 2012. This
will see CM practitioners joining medical practitioners, nurses and physiotherapists
(among others) in a single national registration system. This will have implications for the
Australian workers' compensation Schemes as they currently operate in Australia and may
likely compel a review of CM practitioners ' gazettal ' status within the Commonwealth and
State based workers' compensation Schemes. Information and data that were valid, reliable
and relevant to the utilisation of acupuncture by the CM profession in the workers'
compensation system will be of importance in such a review. Workers themselves are the
ultimate reason and purpose for the original establishment of a workers' compensation
system, and even with national registration, it still must be shown that acupuncture
treatment by CM practitioners has a measurable beneficial outcome to the injured workers'
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recovery. Within this context then, investigations are required to identify the demographic
characteristics of injured workers who have utilised acupuncture as a therapy to assist in
the recovery of their work-related injury or illness and the CM practitioners that treat them.
This includes identification of the type of injuries presenting in workers and the
relationship therefore to the acupuncture treatment they received and which are attributable
to the recovery from the injury or illness.

1. 7

Study Aims

This thesis focuses on the use of acupuncture by CM practitioners in the workers'
compensation system and aims to address the issues and questions noted above. It is
composed of two independent but inter-related studies. The first study, (the national
workforce study) was designed to investigate and obtain an overview of the CM
profession' s engagement with the various workers ' compensation Schemes within
Australia as a reflection of the legislative framework. Study 1 also investigated CM
practitioner's perceptions of this system. The study was composed of a comprehensive 31
question survey distributed nationally to qualified members of the CM professions to
gather data on three areas:

•

The proportion of CM practitioners engaging with the workers' compensation system
as treatment providers of acupuncture to injured workers

•
•

CM practitioners percepti ons and views of this system, and
To gather demographic profile of the CM practitioners in order to assist in
contextualising the responses received with respect to a respondent's State and/or
Tenitory of residence.

The second study (the use of acupuncture within the NSW workers' compensation system)
was designed as a ' case study' investigation to gather and evaluate information about the
injured workers who received acupuncture treatment from CM practitioners. The
objectives of the study included:
•

To gather a profile of the injured workers who utilised acupuncture treatment

•

Profile the work-related injury treated with acupuncture (identified as occurring during
the acute or chronic phase of the injury, the anatomical location of the injury treated,
the mechanism and agency of the injury), and

•

An analysis of the acupuncture treatment cost
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The 'case study' focus of Study 2 was a collaboration undertaken with the NSW workers'
compensation authority (WorkCover) who granted exclusive permission to access workers'
compensation claims information through the engagement of Allianz Australia Workers'
compensation (NSW) Limited (Allianz) which operates as a Scheme Agent within the
NSW Scheme. This was achieved through a retrospective analysis of workers'
compensation claims held by Allianz. It provides the first clear and objective evidence into
the historical and progressive utilisation of acupuncture as a treatment for injured workers.
Finally, the initial concept for the thesis only included Study 1 and as such it was designed
as an independent study (as part of a Masters candidature). Over time, a separate
opportunity arose to undertake a further study investigating acupuncture use for workrelated injuries within workers' compensation claims data from a Scheme Agent in New
South Wales. The work was consequently expanded and upgraded to a doctorate level
study.

1. 8 F01mat of thesis
The thesis has been divided into specific chapters that first provide the background
information to the Australian workers ' compensation system and the context of
acupuncture as ]tis currently used in the broader Australian health system before
introducing the methods, results and findings for Study 1 and Study 2. The thesis concludes
with an overall summation of the importance and implications of the studies to the
workers' compensation sector and the various stake holders, including the CM profession
in Australia. Specifically, the chapters are organised as follows:
•

Chapter 2 presents a literature review on the CM profession in Australia and its
relationship Australian workers' compensation system. The chapter presents the
credentials of the CM profession as a profession with an appropriate scope of practice
for the treatment of work-related injuries and illness often seen within the Australian
workers' compensation system. This chapter provides evidence to support the
legitimacy of CM as a profession in Australia, the appropriateness of acupuncture as a
therapy option within the workers' compensation system and hence the consequent
investigations reported within this thesis. It also explores the broader health system in
Australia with comparison to issues reflected in the workers' compensation system.
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The workers' compensation system is looked at from an historical perspective with
important policy development and decisions noted which have ied to the current
situation in contemporary times. Undertaken in the discussion in Chapter 2 is a
literature review exploring the workers' compensation policies that make the
provisions for acupuncture as a therapy option in the management of work-related
injuries or illnesses. This chapter aids the reader to understand the responses received
in Study 1 (presented in Chapters 3 and 4) and assists in contextualising these
responses to the specific workers' compensation Schemes operating in each of the
States and Territories
•

Chapters 3 and 4 present Study 1, the first of two studies reported in this thesis. Study 1
generated a large amount of information and it was necessary to present the findings in
two sections and hence two chapters. In many ways, Study 1 could be construed as two
studies contained within the same survey questionnaire. The initial part of the survey
and question grouping was designed to gather demographical information on the
survey respondents and hence attempt to identify the practitioner profile within the CM
profession in this study and their practice of acupuncture and Chinese medicine. The
remainder of the survey had questions aimed towards understanding practitioner's
experiences and interactions with the workers' compensation Schemes. As such,
Chapter 3 presents the demographic characteristics and practice profile of the survey
participants, and Chapter 4 presents the findings in relation to the questions about the
workers ' compensation information

A limitation of Study 1 was that it provided infom1ation from the perspective of the CM
profession, as was the studies aim, but in retrospect, it did not inform about the types of
injuries that were being treated or the type of workers that were presenting for treatment of
their work-related injuries. As such, in order to better understand the entire 'clinical
context' of the use of acupuncture in the workers' compensation system it was also
determined that it was necessary to gather information from the workers' perspective as
well and this was the basis of Study 2. However, there were some difficulties in collecting
such information and a study had to be carefully designed and strategically implemented to
negate and control for some of the extraneous variables that would skew the collection of
'worker' related data. Consequently= these issues ruled out gathering 'patient data' from
CM practitioners. The complexity of Australia's fragmented workers' compensation
Schemes also ruled out collecting data from all the Schemes in the Australian workers'
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compensation system. This was due to the many different data collection practices, the
relatively poor levels of data quality recorded on acupuncture treatment and inconsistency
between the different Schemes. There additionally existed different levels of acceptance of
acupuncture as a treatment intervention and as such, not all the Schemes had the necessary
data that was required for Study 2. The exception was identified in NSW, which led to
discussions with the NSW workers' compensation authority (WorkCover) for purposes of
designing a study to look at the use of acupuncture in the treatment and management of
work-related injuries and illnesses. The outcome of those discussions developed into Study
2. Therefore, the reason for undertaking Study 2 and rationale for selecting NSW for the
purpose of Study 2 are discussed in Chapter 5.
•

Chapter 5 therefore serves an important function to inform the reader of the link
between the findings of Study 1, which helped to determine the design and
investigation of Study 2. This chapter discusses the rationale for selecting NSW as the
basis for the Study 2 investigations. A literature review of the NSW workers'
compensation Scheme (NSW Scheme) is also presented. This review has focused on
the historical developments and relevant legislation which have jmpacted upon the
level of recognition and access granted to members of the CM profession as therapy
providers who utilise acupuncture in the treatment of work-related injury or illnesses.
A brief summary is also presented of the NSW Scheme, its his t01ical developments and
relevant legislation which have impacted upon the level of recognition and access to
the NSW workers' compensation Scheme by members of the CM profession the use of
acupuncture by CM practitioners in the NSW Scheme to treat injured workers. This
chapter additionally acts as a preliminary introduction to Study 2

Similar to Study 1, Study 2 produced an enormous amount of information from an equally
large data set collected over an 18 year time frame . Study 2 could similarly be viewed as a
combination of studies and for this reason the results and discussion of Study 2 have been
separated into two chapters.
•

Chapter 6 presents the first of two chapters reporting on Study 2. This chapter presents
an outline of the study design, aims and objectives. This chapter also presents Part I of
the results looking at the demographic characteristics of the injured workers and
includes the discussion of the results from Part I
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•

Chapter 7 presents Part II and III of the results and discussion for Study 2. Part II of the
results pertains to the frequency and cost associated with acupuncture treatments while
the third section of the results reports on the classification of presenting injuries seen in
injured workers who received acupuncture treatment. This chapter also includes an
overall summary and conclusion for Study 2

•

Finally, Chapter 8 concludes the thesis. This chapter summarises the findings of the
research and draws conclusions and implications of the findings back to the workers'
compensation system and the CM profession
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CHAPTER2:
Chinese medicine practice in Australia
and its relationship to the Australian
workers' compensation system

2.1.

Acupuncture and Chinese medicine in Australia: A historical
and legislative perspective

2.1.1.

The professional development of Chinese medicine profession
in Australia

The beginning of Chinese medicine (CM) practice in Australia can be traced back to the
1850's20 when the first Chinese immigrants arrived and worked in the gold fields of
Australia. This was prior to the establishment of the first State based workers'
compensation laws in Australia. Unknown to the Australian State and Territory workers'
compensation Schemes during this period, CM practitioners were present, albeit in small
numbers, and practicing as private practitioners in the community. The practice of CM and
acupuncture at this time was unregulated, practitioners operated independently without a
unified professional identity. This resulted in a lack of recognition of the CM profession by
the broader Australian health system. Consequently, the CM profession was not regarded
as part of the mainstream biomedical system but rather existed parallel to it. It was not unit
the 1950's that this changed.
The 1950's was a significant period of change for complementary and alternative medicine
(CAM) practice in Australia with the establishment of the first professional association for
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CAM practitioners 21 including practitioners of CM. This was the Australian Natural
Therapies Association. The emerging yet distinct development of a CM professional
identity eventually gave rise to professional associations representing only acupuncture and
Cm practitioners in the 1970's to 1980's22 ' 23 . This professional development of CM in
Australia was reflected within the broader Australian community2·24 ' 25 with the
establishment of clinical practices offering acupuncture and CM services.
Parallel to the development of the CM profession and industry in Australia, the medical
profession in Australia also established its own medical acupuncture association in 1974.
Known as the Australian Medical Acupuncture Society (AMAS) it later became the
Australian Medical Acupuncture College in 1998 (AMAC) . Membership was limited to
only registered medical practitioners (or a registered dentist) 26 . Members of AMAS
recognised and accepted acupuncture as a treatment modality for the management of
various medical conditions and illnesses. (Today, acupuncture continues to be used by
members of the medical profession. This is supported by Pirotta (2000) 6 who surveyed
Victorian medical practitioners' (GP ' s) attitudes towards the use of complementary
medicines found acupuncture was well accepted by the GP ' s surveyed . The findings also
showed nearly half of the GP' s surveyed indicated they have considered using acupuncture
whilst over 80% refer patients to acupuncture practitioners.)
For CM practitioners, the 1970's also saw the establishment of early education courses and
training in CM by private education providers, such as Acupuncture Colleges (Australia) in
Sydney, Brisbane and Melboume22 ' 27 . It was in 1986 the Acupuncture Colleges (Australia)
Diploma course was reviewed and accredited by the New South Wales Higher Education
Board as a Diploma of Applied Science (Acupuncture). This marked the first formal
educational recognition of an acupuncture teaching program in Australia. During the
1990's, the standard of acupuncture education courses were accredited to Bachelor degree
levels. For example, in 1991 the Diploma of Applied Science (Acupuncture) was
accredited as a Bachelor of Applied Science (Acupuncture). In 1992, the degree program
was also loaned to the Victorian University of Technology where it was offered as a
Bachelor of Health Science in Acupuncture 27 . In 1994, the Acupuncture Colleges
(Australia) degree program transferred into the University of Technology, Sydney (UTS) 28 .
At present, undergraduate level acupuncture degree programs are now provided in other
States and Territories with opportunities for graduates to progress further into post-
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graduate studies 29 . This has meant a minimum standard of training and education has been
occurring for at least 25 years.

2.1.2.

An overview of the legislative development of the CM
profession in Australian

From the beginnings in the 1950's, the progressive development within the CM industry in
Australia gave rise to the use of acupuncture by an increasing number of CM practitioners
and members of the medical profession. This increased the accessibility of acupuncture to
members of the public and resulted in a greater utilisation of acupuncture services 9' 24 .
The increasing use of acupuncture saw the Australian governments respond by establishing
regulatory mechanisms to regulate the use of acupuncture and complementary medicines in
Australia. As an unregulated profession, these mechanisms serve to address the issues of
potential risk of harm and protect the public from acupuncture and CM when practiced by
those without the appropriate level of training. This has seen the Commonwealth; State and
Territory governments introduce various legislative provisions and regulatory mechanisms
with a division of responsibility between the States and the Commonwealth with regards to
CM 9 • 30-32 . These mechanisms and provisions impacting acupuncture practice have been
primarily in the areas of Medical Practice, the Therapeutic Goods and Poisons legislation
and regulations and guidelines governing skin penetration and Code of Conduct. In relation
to acupuncture practice, for example, skin penetration legislative provisions in New South
Wales for those who practice acupuncture are bound by the provisions in the Public Health
(Skin Penetration) Regulation 2000 33 (which is enforced at local council level). In Victoria,

acupuncture practice is regulated by the Standards ofPractice ofAcupuncture-Health
(Infectious Diseases) Regulations 1990 31 and the Health (Infectious Diseases) Regulations

2001 regulates the cleanliness of premises and equipment together with personal hygiene 34 .
In Northern Territory, the Standards for Commercial Skin Penetration, Hairdressing and

Beauty and Natural Therapy(l 998) govern some aspects of acupuncture practice relating to

the choice and use of needles, premises, use of equipment, sterilisation procedures and use
of chemical disinfectants other than glutaraldehyde )32 . Western Australia, South Australia,
Queensland, Tasmania, the Australian Capital Territory also have their own skin
penetration Acts. In contrast South Australia and Queensland have a lack of regulation
relating to acupuncture and CM practice (and this has bearing upon these States
46

recognition of acupuncture by CM practitioners within its workers' compensation
Schemes 35 ' 36 , to be discussed in 2.9).
In 1995, a report was commissioned by the Department of Human Services Victoria
(formerly known as the Health & Community Services) sought tenders for research into the
practice of Traditional Chinese medicine (TCM) in that State. The Health Departments of
New South Wales and Queensland later also joined the Review to expand the study into
their States 9 . Released in 2006, the report Towards a Safer choice: The Practice of Chinese

medicine in Australia contributed to the first State based regulation of acupuncture and
Chinese herbal medicine practice in Victoria in 2000 10 .
The primary purpose of the Chinese Medicine Registration Act 2000 was to protect the
public and provide a mechanism to identify suitably qualified practitioners. The Chinese
Medicine Registration Board of Victoria was formed under the Chinese Medicine

Registration Act 2000 and its Board registers "Chinese herbal medicine practitioners,
acupuncturists and dispensers of Chinese herbs and conducts investigations into
notifications about registrants' professional conduct of fitness to practice" in V ictoria 37•
Since 1 July 2007, the Chinese Medicine Registration Act 2000 continued under the Health

Professions Registration Act 2005 38 . Further discussions on the development of legislation
to register CM practitioners commenced during the early half of 2000 by the State based
health departments in NSW 11 and Western Australia 13 but did not eventuate due to the
announcement of a single national registration scheme for health professionals.
In a meeting on 14th July 2006, the Council of Australian Governments (COAG) agreed to
establish a single national registration scheme for health professionals as well as a national
accreditation scheme for health professional education and training to manage the
workforce shortages and pressures faced by the Australian health workforce 39 . Each State
and Territory government had to agree to the establishment of a single registration of its
health practitioners by signing an Intergovernmental Agreement on the health workforce.
The new system created a single national registration and accreditation system for ten
health professions and was aimed to simplify and improve the consistency of current
arrangements. As a result, the Australian Health Practitioner Regulation Agency (AHPRA)
was established and is the organisation responsible for the implementation of the National
Registration and Accreditation Scheme (NRAS) across Australia and works with each
National Health Practitioner Board
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.

Queensland was the first State to begin thjs process
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with the establishment of the Health Practitioner Regulation National Law Act 2009 which
commenced on 1 July 2010 41 • In 2009, it was later agreed CM practitioners were to be
included (with three more health professions) into the National Registration and
Accreditation Scheme for health professions (the national Scheme) from 1 July 2012 40 .
It is apparent from above that the practice of CM and the development of the CM

profession in Australia have undergone several important changes over the recent decades
resulting in a professional identity not apparent in the earlier years of the professions
existence. A combination of the changes in professional identity, education standards,
legislation recognition and most recently regulatory mechanisms have all contributed to the
development of what is considered today as the 'CM profession'. According to the
Australian Council of Professions, a profession is defined as

"A disciplined group of individuals who adhere to high ethical standards and
uphold themselves to, and are accepted by, the public as possessing special
knowledge and skills in a wide~y recognised, organised body of learning derived
from education and training at a high level, and who are prepared to exercise this
knowledge and these skills in the interest of others "
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.

Based on this definition, CM practice in Australia meets requirements as a 'profession' .
Despite this, CM practice in Australia is better known for its use of acupuncture and is
often discussed within the Australian broader health system in this way.

2.2.

Recognition of acupuncture within the broader
Australian health syste1n

Acupuncture has become an established modality and is now widely accepted by the
Australian community as one of the most popular modalities of CM in Australia 2 ' 24 ' 43 ' 44 .
Acupuncture has also been recognised by several medical profession bodies. These include
the Australia Medical Association (AMA) 45 , which represents registered medical
practitioners and medical students in Australia46 , the Royal Australian College of General
Practitioners (RACGP) and the Australasian Integrative Medicine Association (AIMA) 47 ,
which acts as the peak medical body representing medical practitioners who integrate
CAM therapies into their mainstream medical practice through promoting the practice of
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evidence-based integrative medicine 48 . However, acupuncture and CM practice in Australia
is still not regarded as part of the mainstream biomedical system but exists parallel to it
within the complementary and alternative medicine (CAM) health care sector49 ' so.
Consequently, CM practitioners are primarily self-employed in private clinics and nongovemment organisations and don't have graduate opportunities within the broader health
system that exist for the medical and allied health professions such as nurses,
physiotherapists and occupational therapists.
Acupuncture practice is not a restricted practice in Australia and there are few guides on
ensuring its appropriate use by appropriately trained practitioners such as CM practitioners.
This has meant other health professionals can also utilise acupuncture within their own
practice scope without obtaining the necessary requirements of appropriate educational
standards recommended by the National Academic Standards Committee for Traditional
Chinese medicines 1 in Australia for its practice. This has created a potentially dangerous
climate where acupuncture i practiced by health professionals with varying standards of
qualification in acupuncture and many of which do not meet minimum industry standards
in acupuncture education levels. This was highlighted by Janz and Adams (201 l )s 2 who
identified the various education and training standards underpilming the practice of
acupuncture education standards in acupuncture among the health professions in Australia.
Janz and Adams (2011 )s 2 reported some of the education standards varied from a four or
five year undergraduate degree level (demonstrated by Chinese medicine practitioners) to
two or three day continuing professional development courses (appeared to be preferred by
allied health practitioners or non-registered health practitioners).
In addition to this problematic situation is the proliferation of acupuncture related practices

in the broader health system which utilise 'acupuncture techniques' but which are called by
other names. This has allowed other health professionals to avoid complying with what
little policy exists on its appropriate practice. These related acupuncture techniques and
alternative names for its use include ' dry needling', 'western' acupuncture and 'trigger
point therapy's 2 • Detrimentally, these derivatives of acupuncture mean the practice of
acupuncture becomes an adjunctive technique to another health professions primary
practice such as the medical profession, osteopaths and physiotherapistss 3 rather than a
treatment therapy as part of a scope of practice in its own right. This practice has allowed
for a double standard of recognition for the practice of acupuncture in the broader health
system.
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The use of acupuncture by members of the medical profession, has helped to facilitate the
integration of acupuncture into Australia 43 ' 44 with many GP's even considering it part of
their "medical practice" 54 . However, this has resulted in difficulties for CM practitioners in
obtaining recognition of the therapy as part of their own scope of practice. Additionally, for
patients who seek acupuncture treatments from a medical practitioner, provisions exist
within Australia' s national health insurance system (known as Medicare Australia) which
provide remuneration to medical practitioners for acupuncture services but no such
provisions exist when acupuncture is provided by CM practitioners. (This is discussed
further in 2.2.1 and 2.2.1.1 ).
The practice of acupuncture by both the CM profession and the medical profession have
contributed the inconsistent and different levels of recognition of the modality depending
upon where within the broader Australian health system acupuncture is being practiced.
This recognition is often limited to viewing acupuncture as a 'technique' and often fails to
recognise it as part of a scope of practice of CM. In addition to the Medicare system,
acupuncture (as a technique) is also recognised within the private health insurance sector
(discussed below); and some workers' compensation Schemes (the Commonwealth
workers' compensation Scheme and the Victorian workers ' compensation system (as
discussed in 2.3.1.2)

2.2.1.

Use of acupuncture within Medicare Australia (Australia's
universal health care system) and the private health insurance
system

Two important features of Australia's broader health system are Medicare Australia (also
known as Medicare) and the private health insurance system. A key difference between the
uses of acupuncture and the recognition of the CM profession within these systems
compared to the workers' compensation system is rooted in the underlying legislation.
Treatment provider provisions within the workers' compensation legislation have not
excluded CM practitioners from treating injured workers in every workers' compensation
Scheme. This is in contrast to the Medicare system where the legislation has excluded CM
practitioners from claiming rebates for acupuncture services. Within the private health
insurance system there is some acceptance of acupuncture treatment by CM practitioners.
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Whilst this indicates there are data of acupuncture usage within the broader Australian
health system, these data itself do not reflect the use of acupuncture by CM practitioners.
However, it is a strong indicator showing acupuncture is being utilised by the broader
community and given this, there is no reason why injured workers (a subset of the broader
community) wouldn't also consider using acupuncture to assist them in the recovery of a
work-related injury or illness.

2.2.1.1.

Acupuncture and Medicare Australia

The use of acupuncture (as a technique) is accepted within Medicare Australia 55 . However,
this recognition has been limited to only registered medical practitioners. This means
rebates (payments) for acupuncture treatments are only provided to registered medical
practitioners. Medicare Australia originally recognised acupuncture as a treatment modality
in 1984 with the introduction of acupuncture items. Since its introduction, there have been
a consistent number of acupuncture items being claimed. Medicare Australia is accessible
to all Australians regardless of wealth; this means acupuncture (as a technique) is
accessible to anyone through a registered medical practitioner. Therefore data on the use of
acupuncture from within the Medicare system is broadly reflective of acupuncture's use by
the general population.
National figures from Medicare Australia showed in 1994 $16,214,222 worth of benefits
for acupuncture services were processed to registered medical practitioners whilst in 2009
$20,768,407 in benefits were paid to registered medical practitioners (from a total of
535,510 acupuncture item numbers processed) 56 . Further details of the benefits paid by
Medicare Australia are presented in Figure 2.1 and Figure 2.2.
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Figure 2.1 National figures showing the frequency of Medicare Items numbers 173, 193,
197 and 199 processed by Medicare Australia from January 1994 to June 2010
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and 199 - Benefits processed by Medicare Australia from January 1994 to June 2010
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2.2.1 .2

Acupuncture and the Australian Private health insurance
system

Another facet of Australia's broader health system is the private health insurance system. It
is often viewed as the companion of Medicare Australia and covers health and treatment
options not normally covered by Medicare Australia. Where Medicare Australia has
covered the treatment costs of medical doctors doing acupuncture (but not CM
practitioners), the private health insurance system has covered the costs of acupuncture
treatment undertaken by CM practitioners (but not medical doctors) .
Acupuncture has long been an accepted treatment modality within Australia's private
health insurance industry. According to the Australian Government private health
insurance ombudsman, the majority of the private health insurance companies in Australia
have provided rebates for acupuncture to its members since the 1990's 57 . Rebates are
determined by the individual private health insurer and the level of cover obtained by the
individual. The Australian Government Private Health Insurance Ombudsman also report
there are currently 42 private health insurers who offer rebates for acupuncture services to
its members 57 .
Available data on the use of acupuncture in the private health insurance system indicates it
to be a popular treatment modality and its use within the private health insurance sector has
continued to grow over time. For example, figures from the Private Health Insurance
Administration Council (PHIAC) showed acupuncture/acupressure services in NSW alone
have had a 300% increase during the last decade (2000-2010) 58 . This is most apparent
against data from comparable health professions with an overlapping treatment scope to
CM practitioners and their use of acupuncture. This includes the physiotherapy,
chiropractic, and osteopathy professions, all classified as physical therapy providers by
NSW private health insurers (and for which rebates are provided). A comparison between
acupuncture/acupressure, chiropractic and physiotherapy figures are presented in Table 2.1
and Figure 2.3. The figures also show a tripling of acupuncture/acupressure services
processed in the quarter ending June 2000, shown in Table 2.1. Interestingly, figures from
the Australian Bureau of Statistics (2008) showed acupuncturists and osteopaths were two
of the fastest growing health professions over the decade to 2006 18 and this was reflected
strongly the number of acupuncture (and osteopathic services) reported in the NSW
PHIAC data.
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QTR Ending June

Acupuncture I

Chiropractic

Physiotherapy

Acupressure
2000

76,213

341,701

354,130

2001

131,944

438,608

443,689

2002

136,419

484,386

508,148

2003

150,401

490,262

521 ,315

2004

171,618

522,705

533,890

2005

215,838

564,612

584,848

2006

205,391

566,351

578,690

2007

222,025

580,325

616,066

2008

257,090

626,505

664,961

2009

250,088

640,816

672,836

2010

243,841

635,051

683,076

Table 2.1 NSW Private Health Insurance: Frequency of Acupuncture/acupressure,
Chiropractic and Physiotherapy services, Quarter ending June 2000 to 20 l 0
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2.3

Acupuncture and the Australian workers' compensation
system

Australia's workers' compensation system is another component of the broader Australian
health system and a particularly important component to the industrial framework for the
purposes of work health and safety. Similar to Medicare Australia and the private health
insurance system, acupuncture treatment is accessible to workers who become ill or injured
during the course of their employment. The workers' compensation system is the primary
focus of this thesis. For this reason, the following discussions on the workers'
compensation system will cover its aims and purpose, a brief introduction to its historical
development, and current workers' compensation arrangements in the various State and
Territory based Schemes in Australia. Finally discussions will focus on the CM profession,
its use of acupuncture and it's appropriateness as a treatment option for work-related
injuries. Collectively, all of these discussions move towards the two studies presented in
the thesis.
The workers' compensation system is a compulsory insurance system that provides
protection to workers and their employers in the event of a work-related injury, illness or
fatality. Through the workers' compensation system injured workers may have an
entitlement to weekly payments (in lieu oflost earnings), lump sum payments for
permanent impairment (and pain and suffering where applicable), payments for medical
and hospital expenses; rehabilitation assistance (including associated costs), and
compensation for their dependents in the event of a fatality5 9• 60 . It is based on the
assumption that workers have a basic right to work in a safe environment and that they will
not be exposed to potential risk of harm to their health and safety from seeking such
employment. Employers therefore have a responsibility to provide a safe environment for
their workers. Consequently, Australia's workers' compensation laws have been designed
to provide workers the right of access to compensation and treatment of any injury, illness
or fatality they sustain during the course of their employment.
The impact of workplace injuries and illnesses cannot be ignored. Approximately half a
million work-related injuries and illnesses were reported in the 2005-06 financial year61
alone with the economic costs of these incidences to the Australian community and
economy amounting to $57.5 billion 62 . This has seen the Australian governments; unions
and business continue their attempts to improve the current laws and statutes that govern
health and safety in the workplace and the health provisions for the treatment and
rehabilitation of the affected workers. As a health profession, Chinese medicine
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practitioners (and their use of acupuncture) have a contributory role to play in the
rehabilitation and treatment process of injured workers in Australia.

2.3.1.

A brief introduction to workers' compensation and its
development in Australia

Prior to 1900 and the implementation of no-fault workers' compensation laws, an inj ured
worker's only means of receiving compensation for a work-related injury or illness was to
sue their employer for negligence at common law 63 . The costs of work related injury were
borne by workers and their families . In addition to taking action against the employer
through common law, the injured worker had to prove the employer was negligent and then
face court proceedings which were costly and time-consuming. These factors prevented
many workers from seeking (and succeeding) to obtain compensation for work-place
injuries. Governments, employers and the legal system at the time gave little attention (if
any) to the notion of promoting the prompt recovery from an injury (through the use of
physical therapy providers) .
Historically, workers continued their attempts to voice for recognition of injuries and
sought compensation for those injuries sustained as a direct result from work. However,
workers rarely succeeded in those actions due to the quick responses of the legal systems
of the day. Created by English and American judges during the first half of the 19th century
these doctrines were adopted in Britain, United States of America (USA), Australia and
New Zealand. Known as the ' unholy trinity' of legal defences, these doctrines effectively
defeated all except for a few attempts by injured workers or their families, where those
workers were killed, from obtaining compensation through common law 64 • These defences
fitted in perfectly with the laissez-faire ideology of the times. Thus, the burden of proof
was laid onto the worker to prove the claim and not the employer. These three doctrines
were known as 64 :
•

Common employment - this asserted that employers were not legally accountable for
injuries to any of their workers caused by other members of their workforce

•

The voluntary assumption of risk - echoed the prevailing view of contract law and held
that workers implicitly assumed responsibility for the normal hazards of their
employment. Under this doctrine, the responsibility for workplace health and safety
were primarily, and almost exclusively, a matter for workers rather than their
employers, and

57

•

Contributory negligence - at the existing time, was construed to mean employers were
not liable for compensation where the actions of the workers themselves contributed,
no matter to what extent, to their injuries

In Australia, there was a greater reliance on contributory negligence to dismiss workers
claims whereas in Britain and the USA, the doctrines of common employment and the
voluntary assumption of risk were the main legal methods used to deny compensation to
injured workers 65 . The results, however, were similar.
The introduction of the employer liability laws in Britain in 1880 and in the Australian
colonies from 1882 to 1895 did not considerably change the state of affairs for workers and
its impact in facilitating compensation was negligible. Australia's initial workers'
compensation statutes were based on the British Workmen's Compensation Act 1897,
(which was partially modelled on the German comprehensive "no-fault" insurance
Scheme). As a result, the first workers' compensation laws in Australia were also known as
workmen's compensation and shared a number of underlying principles with the British
and German workers' compensation laws that have been retained up to the present time.
These include the "no-fault" compensation and broad coverage; specified compensation
entitlements; mandatory coverage and collective liability; and the right of appeaJ 66 .
Under the Australian constitution, responsibility for workers' compensation legislation has
resided mainly with the States and Territory governments, which were decided upon at
federation in 1901. Fiercely protective of their jurisdictional independence, each Australian
State and Territory workers' compensation Scheme has developed separately and at
different times.
A significant milestone in the development of the workers' compensation system in
Australia during the 20th century was the emergence of medical practitioners and lawyers
as additional stakeholders in this arena. Lawyers addressed the 'burden of cost' borne onto
employers and the protection of injured workers rights and entitlements whilst the medical
profession addressed the medical injuries and treatments and determined whether the injury
or illness was in fact a result of a work place incident. By doing so, this has resulted in the
dominance and influence of doctors and lawyers in the arena since as both insurance
companies and unions came to rely on medico-legal expertise to protect the rights and
interests of their 'clients', employers and injured workers 66 .
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During the 1970's to mid 1980 's, the drive for better workers' compensation payments
increased (and greater in certain jurisdictions). The period from 1970 to the mid 1990's
also saw increased pressures on the State based Schemes accompanied by an increased
struggle between organised labour and the distribution of cost associated with work-related
injuries and illnesses 67 . This resulted in dramatically escalated costs for employers in some
jurisdictions, though compensation payments to injured workers were not the only
attributable factor to the spiralling cost for employers. At a structural level, all workers'
compensation Schemes failed to adequately address poor workplace health and safety
management and provide adequate vocational rehabilitation to assist with a worker's
return-to-work. This was evident in New South Wales where Kenny (1994) 68 reported there
were only six rehabilitation counsellors in New South Wales during 1974 and many times
workers had to wait up to two years to participate in rehabilitation activities. For injured
workers who required vocational rehabilitation during that period, this delay and the likely
impact to a successful recovery was immeasurable.
It is apparent workers' compensation arrangements prior to the 1980's were primarily
concerned with providing monetary compensation for work-related injuries and illnesses
rather than promoting the prevention of workplace injuries and illnesses. However, this
Jack of attention to the prevention of injuries in the workplace was altered in the 1980's
when significant changes were made to the Schemes. Prevention vocational rehabilitation
later became an important part of the reforms introduced in most jurisdictions 66 ' 67 •
Consequently, the period from 1970 to the mid 1990's saw increased pressures on the State
based Schemes accompanied by an increased struggle between organised labour and the
distribution of cost associated with work-related injuries and illnesses.
Unlike the years prior, the 20th century workers' compensation arrangements in Australia
have changed considerably. The initial statutes, based on the 1987 UK legislation, later
developed in numerous and intricate ways. Two factors that led to a process of reforming
Australia's early workers' compensation arrangements included the post federation
expansion in trade unionism and the rise of Labor governments. During this period, State
and Federal governments introduced workers' compensation laws across the nation,
initially in South Australia and then in other jurisdictions. See Table 2.2 for details.
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Year

State/Territory

Relevant legislation

1900

South Australia

Workmen's Compensation Act 1900

1902

Western Australia

Workers' Compensation Act 1902

1905

Queensland

Worker's Compensation Act 1905

1910

New South Wales

Workmen's Compensation Act 1910

1910

Tasmania

Workers' Compensation Act 1910

1912

The Commonwealth government

Commonwealth Workmen ' s
Compensation Act 1912

....___

1914

Victoria

Workers' Compensation Act 1914

1920

Northern Territory

Workmen's Compensation Act 1920

1951

Australian Capitol Territory

Workmen's Compensation Ordinance
19 51 to repeal the original 1946
Ordinance

Table 2.2 The introduction of State based workers' compensation legislation in Australia

2.3 .2.

Workers' compensation arrangements in 21st century
Australia: one country 11 Schemes

Workers' compensation insurance is compulsory in Australia and benefits are provided
regardless of fault. At present, Australia does not have a uniform workers' compensation
system. Rather, it is a highly complex and fragmented system reflecting both the historical
development of workers' compensation in Australia since the 1880's and the numerous
legislative jurisdictional environments of the various States and Territories. Each
Australian State and Territory has a workers ' compensation Scheme for which they have a
responsibility for workers' compensation arrangements and Occupational Health and Safety
(OHS) laws within their respective jurisdiction. Some jurisdictions also provide limited
access to common law 60 .
There are currently 11 State and Territory workers' compensation Schemes operating
throughout Australia. These include Schemes within each of the six States, the two
Territories (Northern Territory and Australian Capitol Territory) and a further three
Schemes operating at a Commonwealth level. The three Commonwealth Schemes operate
concurrently and include 69 :
60

•

A Scheme for the Australian government employees, including the Australian Defence
Force personnel (with service before 1 July 2004) and the employees oflicensed self
insurers under the Safety, Rehabilitation and Compensation Act 1988 (notably national
companies with employee ' s in more than one State or Territory)

•

The second Scheme applies to certain seafarers under the Seafarers Rehabilitation and
Compensation Act 1992 where the worker operates at times, outside Australian
Territorial jurisdiction, and

•

The third Scheme is for Australian Defence Force personnel with service on or after 1
July 2004 under the Military Rehabilitation and Compensation Act 2004

Each Scheme operates as a compulsory, no-fault insurance. This means costs of injury are
borne by employers, at least nominally (or industry) and not the worker, irrespective of the
cause or 'fault' of the worker's injury. Employers are required to pay premiums to a
designated public or private insurer, depending on whichjurisdiction(s) they operate in 60 ).
Employers in Australia also have the option to self-insure (that is, to cover their own cost
liabilities for all work-related fatality, injury and illness) if they meet certain requirements .
This may include employment size, claims management processes, occupational health and
safety (OHS) rules and prudential matters a det rmined by the relevant state or territory
workers' compensation laws. All State and Territory Schemes have options for selfinsurance but employers are still obligated to meet work health and safety requirements
under the laws in the jurisdiction that they operate within. Another Scheme option includes
cross border arrangements. These are designed to reduce administrative processes and
therefore making it easier for businesses by removing the need to obtain multiple workers'
compensation policies for workers who temporarily work interstate 70 •

2.4

Similarities and differences between the workers'
compensation Schemes

As mentioned above, even though collectively part of Australia, the legislative and
jurisdictional responsibilities of workers' compensation arrangements differ between the
Commonwealth government and the State and Tenitories. With each of the State and
Territories maintaining individual control over their respective workers' compensation
Schemes the results of this and other major changes to the Schemes during the 20th century
are see in the differences apparent between the Schemes. Examples of these include
different Scheme funding arrangements, coverage and eligibility for benefits, benefits for
medical and hospital costs, return-to-work provisions, community norms and expectations,
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and legal and medical practices of each particular jurisdiction. As a result, the Schemes
have become so distinct that during the last two decades there have been repeated calls for
Scheme changes to promote a greater national consistency6°·71 .
Despite the differences, there remain a number of common objectives visible across the
different Schemes, which is no surprise given the primary purpose of workers'
compensation legislation. These common aspects as outlined by the Productivity
Commission (2004) 60 include:
•

The goal to provide adequate financial compensation

•

Appropriate treatment and rehabilitation for return to work (medical provisions)

•

Affordable premiums, and

•

Schemes fully funded by employers

However, it is the difference in each of the Scheme's design and arrangements (derived
from the differing needs of each State and Territory) that mean Australia's workers'
compensation system remains a fragmented system. (Further details of some variations and
common aspects between the workers' compensation Schemes are provided in Appendix
2.1 ). These differences found across the state based workers' compensation Scheme
designs and the Commonwealth workers' compensation Schemes are the primary cause of
the difficulties faced by CM practitioners when engaging with the relevant workers'
compensation system. This raises several issues for the CM profession which are discussed
further in the below section 2.9.

2.5

Medical provisions for Allied health professions within
the Australian workers' compensation laws

Given one important aspect of the workers' compensation system is to provide for the
management and treatment of injured and ill workers, it is no surprise then that all 11
Schemes operating in Australia have provisions for medical treatment and hospital costs
associated with a work-related injury or illness to assist an injured worker' s safe and
durable return-to-work. Originally termed 'medical costs', provisions for medical treatment
can be traced directly back to some of the early workers' compensation laws introduced in
Australia in the early 1900's 16 . While 'medical costs' have also historically included the
use of allied health professionals such as nurses, dentists and masseurs (as outlined in
Appendix 5 .1 ), the range of included health professions and therapies has expanded over
the years. For example, within the NSW workers' compensation legislation, a 'masseur'
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was identified in the Workers' compensation (Amen dment) Act, 1929, No. 36 whilst
physiotherapist, was later detailed in the Workers' compensation (Amendment) Act 1966,
No.66. However, such inclusion of health professions within the workers' compensation
legislation has not included all available professions. For the CM profession in NSW, the
most notable feature of the workers' compensation legislation which would eventually
enable its members to engage with the workers' compensation system as an Allied health
professional was with the introduction of the term ' reasonably necessary' treatment in the

Workers' compensation (Amendment) Act 1927.
The notion of 'reasonably necessary' treatment and services has remained within the
workers' compensation legislation and can be found within each of the different State and
Commonwealth Australian workers' compensation legislations. Put simply, the "reasonably
necessary" term is defined as treatment and services that are considered appropriate,
effective in promoting recovery, cost effective, the best option to other fonns of treatment
available and accepted by the professional body72 . Depending on the workers'
compensation Scheme, medical (or related) treatment can include:
•

Treatment by medical practitioners,

•

Allied health professionals (including physiotherapists, chiropractors, and
psychologists)

II

•
•
II

•
•

Ambulance services
Den ta 1services
Optometry
The provision of artificial aids
Domestic assistance services, and
Nursing, medical and medicine supplies (provided outside of hospital treatment)

The imp01iance of the "reasonably necessary" term lies with the stakeholders such as
workers' compensation insurance companies and Scheme Agents (workers' compensation
insurance companies working within the state based workers' compensation Schemes)
whose decisions are guided by this term when detem1ining the approval (and denial) of any
treatment requests from health professionals and provide remuneration for treatments or
services provided to injured workers.
This provision for determining 'reasonably necessary' treatment allows gazetted treatment
providers (such as physiotherapists), and may allow non-gazetted treatment providers (such
as CM practitioners) to treat injured workers within the workers' compensation system
(depending on the Scheme). For example, in Victoria the workers' compensation authority
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(known as Work Safe) will pay for the reasonable costs of medical and like services in
accordance with section 99 of the Workers' compensation Act73 . In NSW, Scheme Agents
(acting on behalf of the workers' compensation authority) will remunerate CM practitioners
for acupuncture treatment(s) provided to injured workers if the acupuncture treatment is
determined to be "reasonably necessary" 72 . However, in NSW the nominated treating
doctor (NTD) remains the 'gate keeper' to any medical treatments required by the injured
worker, and as such the NTD determines the appropriateness of acupuncture treatment
before referring the injured worker to any treatments.

2.6

The legitimacy of the Chinese medicine profession and
its appropriateness as a treatment option for workrelated injuries

2.6.1.

Acupuncture and Chinese medicine

Chinese medicine (also known as traditional Crunese medicine) originated in China and
has been dated at over 2500 year old 74 . It has a holistic approach to health and disease
processes and focuses equally on health maintenance and disease prevention as on the
treatment of conditions affecting an individual's health, including the treatment of disease,
illness and musculoskeletal pain and dysfunction 75 .
'Chinese medicine' is a broad term or a collective noun used to describe a range of
treatments that developed within the Orient and which have as their basis, a common
philosophical framework. This includes common underlying assumptions viewing the
individual as inseparable from the environment in which they reside and where the cycles
and relationships viewed in the broader macrocosmic environment have a similar
microcosmic reflection within the individual. There exist common understandings of the
physiological functioning of the body as well as, concepts of 'qi' for example. While these
do have some relationship to biomedical understandings of the body and health, their
implied relative levels of importance do vary when compared against the 'classical'
W estem model of health.
Given the foundation of any health system rests with an understanding of the human body,
it is no surp1ise to find at least some common conceptual understanding of the body
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between different systems of medicine. This extends also to the treatment frameworks.
Irrespective of a medical system's origins and historical roots, there are analogous parallels
between the treatments used . For example, differences may exist in the type of herbs used
in different health systems, yet each health system includes the use of herbal medicine (or
pharmaceuticals derived from herbal medicines) . Chinese medicine as such includes a
range of therapies or a ' scope of practice' not dissimilar from those found in the
conventional contemporary health systems (as that occurring in Australia), with the unique
exception of ' acupuncture', which appears to be a unique development confined to Chinese
medicine.

Scope of Chinese medicine practice

2.6.2.

CM encompasses far more than the simple use of acupuncture needles. It is a
comprehensive system of primary health care with a broad scope of practice that
encompasses a range of different therapeutic modalities (such as physical, mental, and
spiritual practices and techniques).
These include techniques such as 74 - 77 :
•

Acupuncture

•

Chinese herbal medicine

•

Cupping

•

Moxibustion (the burning on or over the skin using selected herbs)

•

Manual therapies, such as:
o

Tui Na-Chinese therapeutic massage

o

Acupressure-the application of pressure at selected sites and

o

Stretching-active and passive

•

Gua sha (also known as scraping)

11

Taijiquan also known as Tai Chi (physical rehabilitation and exercise)

•

Qi Gong (breathing exercises and additional physical rehabilitation practices medicinal
applications (liniments, herbal plasters, heat lamps and heat packs)

•

Dietary advice, and

•

Lifestyle advice

Industry qualified CM practitioners in Australia have been endorsed on the basis of their
training as a health professional with specialisation within Chinese medicine (and
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biomedical) health systems. This training also includes ethical and professional
behavioural issues, all aspects of CM theory and practice (including patient management
and injury rehabilitation) and treatment techniques for the purposes of achieving the full
scope and benefits this health care system can offer 77 .
In Australia, one of the two most popular CM techniques is acupuncture (the other being

Chinese herbal medicine) and it is utilised by a broad swathe of the population with
differing demographic characteristics (cultural and social backgrounds ) 3 for a wide range
of conditions, and is not confined to a single strata of the population or illness type, thus
reflecting its popularity and integration into the broader health system in recent decades.

2.6.3.

Acupuncture and the World Health Organisation statement

As a recognised, efficacious treatment technique within the broader scope of CM practice,
(and a technique which does not require expensive 'technology' to support its application),
the World Health Organisation (WHO) has promoted the use of acupuncture for a wide
range of health and medical conditions for over 40 years 78 in both the developed and
developing countries world wide. An initial document supporting the use of acupuncture
was the first WHO provisional list of diseases and disorders treatable by acupuncture in
1979 (see Appendix 2.2). The provisional list included several musculoskeletal
disorders/conditions often seen ]n injured workers such as low back pain, afrozen
shoulder", "tennis elbow", sciatica, headache and migraines, trigeminal neuralgia, and
pareses following stroke 78 . This list, however, was based on historical practice and clinical
experience and thus limited in its validity and applicability. New evidence and data from
controlled clinical trials was not available and the 1979 listing failed therefore to
encompass the extent of acupuncture's treatment efficacy.
WHO addressed the list's limitations in an updated document in 2003 79 . Unlike the
provisional list from 1979, the 2003 revised list was built upon evidence derived from the
review and analysis of both randomised clinical trials (RCT's) and/or controlled clinical
trials peer reviewed and published in the relevant literature conducted up to 1999. The
revised list classified diseases, symptoms or conditions into four categ01ies and included
several musculoskeletal disorders and conditions where the scientific evidence supported
the use of acupuncture. (Refer to Appendix 2.3 for a full listing).
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Some of the disorders and conditions published in the WHO 2003 79 revised list included:

•

Facial pain

•

Tennis elbow

•

Neck pain

•

Stroke

•

Knee pain

•

Peri-arthritis of shoulder

•

Low back pain

•

Post-operative pain

•

Sciatica

•

Headache, and

•

Sprain

•

Pain in dentistry (e.g. dental pain, temporomandibular pain)

Relevant to the WHO listing of musculoskeletal conditions above are the prevalence of
these musculoskeletal conditions within the more recent workers ' compensation injury
management data in Australia. The most common cause of injury leading to serious claims
by workers in Australia has been identified as sprains and strains. This is supported by the
National Occupational Health and Safety Commission (2003) 80 where 54% of the "total
number of new workers' compensation cases in 2001-02 were due to sprains and strains of
joints and adjacent muscles" (p. x). In 2010, Safe Work Australia 81 continued to highlight
sprains and strains of joints and muscles as the most common cause of injury leading to
serious claims. This accounted for 43% of all serious claims during 2008-09 81 in Australia.
The prevalence of musculoskeletal related injuries is a conti1mal issue for injured workers
and the use of acupuncture in the treatment of such injuries is clearly appropriate.

2.6.4.

Acupuncture: support from the NHMRC, the NIH and NICE

Recognition of acupuncture as a treatment modality, rather than a ' fringe medicine ' has
continued (albeit slowly) since the release of the original WHO document in 1979. The
National Health and Medical Research Council (NHMRC) of Australia recognised and
approved the use of acupuncture as a treatment modality in 1989 82 . The continual use of
CAM within the United States of America (USA) also led to changes in political opinion
regarding the recognition of complementary and alternative medicine (CAM), including
acupuncture and Chinese medicine. This identified the need to understand the various
modalities and look at the evidence given the potential risk to public safety. In 1998,
acupuncture, as part of CAM, had a designated specific annual grant funding scheme and
administered under the newly incorporated National Centre for Complementary and
Alternative Medicine (NCCAM) within the National Institutes of Health (NIH) 83 . Grant

67

funding for research was designated on the basis of investigating acupuncture as a "viable
treatment option for various medical conditions, including ... pain"

84

.

The 1997 NIH report

titled "Acupuncture: NIH Consensus Statement" acknowledged "acupuncture as a
therapeutic intervention ... widely practiced in the United States" 84 and acknowledged the
widespread use and acceptance of acupuncture in that country. It was additionally reported
that there was "clear evidence that needle acupuncture is efficacious for adult postoperative and chemotherapy nausea and vomiting" and reasonable studies showed pain
relief on diverse pain conditions, such as tennis elbow and fibromyalgia 84 . This conclusion
suggested acupuncture may have a broader functional effect on pain than previously
identified. The report also encouraged additional research in order to identify further areas
acupuncture may be of benefit. This formal recognition was a historic platform for
acupuncture practice in USA and influenced its status around the world, including
Australia.
In the United Kingdom (UK) the growing utilisation of acupuncture has seen the National
Health Service (NHS), part of the UK Department of Health; recognise the acupuncture as
a therapeutic modality in the treatment of a wide range of health conditions 85 . The National
Institute for Health and Clinical Excellence (NICE) currently recommends acupuncture as
a treatment option only for lower back pain based on scientific evidence

2. 7

85

.

Efficacy of acupuncture in the treatment of
musculoskeletal conditions

In Australia, musculoskeletal problems have been identified as one of the five most

common problems managed by general practitioners (GP' s) 86 with the Australian
Government National Occupational Health and Safety Commission reporting the most
common cause of injury leading to serious claims by workers as sprains and strains (which
affect the surrounding muscles and tendons ) 80 . It is evident the prevalence of
musculoskeletal related injuries is a continual issue for injured workers and as a treatment
modality the evidence presented on acupuncture strongly recognises it as an appropriate
treatment for work-related injuries and illnesses.
As a treatment modality, the use of acupuncture for the management of musculoskeletal
conditions and pain relief is not a recent phenomenon. Its use has been dated as far back as
the 1st Century BCE, in the early Chinese classic text the Huang Di Nei Jing (Yellow
87

Emperor's Classic oflntemal Medicine) and documented in many other historical
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Chinese medical texts. Musculoskeletal dysfunction such as overuse injury, were often
noted as obstructive disease in the circulation termed 'Bi syndrome', or simply remarked as
' trauma ' damage to the tissue when involving an accident, fall or impact.
In the last few decades there has been a continued use of acupuncture for musculoskeletal

injury and dysfunction with an expansion of a level of understanding which utilises both
traditional CM and biomedical frameworks 88 ' 89 . In other areas of musculoskeletal injuries,
there has been reported use of acupuncture in sports medicine by Wadsworth (2006)
91

low back pain by Yuan (2008) and Cherkin et al (2009)
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and
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Yet, despite the supporting evidence and growing acceptance of acupuncture and CM and
its endorsement by organisations such as the WHO, NHMRC and NIH, the use of
acupuncture by CM practitioners within the Australian workers' compensation system has
not had the acceptance that the evidence and literature would otherwise suggest it should
have.
Of the l l workers' compensation Schemes in operation in Australia, only the Victorian and
the Commonwealth workers' compensation Schemes have formally recognised (or
gazetted) acupuncture. In the case of Victoria, gazettal has been on the basis of recognition
of acupuncture as a 'technique' and not recognition of CM practitioners as members of a
professional group who use acupuncture as part of their scope of practice. As such, CM
practitioners are viewed basically as 'technicians' and then only one of several potential
groups that are recognised as providing the acupuncture 'technique'. As such, the scope of
acupuncture practice and the different applications that require acupuncture to be used in
conjunction with other treatment techniques are not recognised, nor are they payable in the
Victorian Scheme.
There are several reasons why acupuncture has not been integrated better into the
Australian workers' compensation Schemes. For example, the claim of the lack of
scientific evidence on the efficacy of acupuncture is frequently used by some of the State
based workers' compensation Schemes, such as in Queensland. In addition, a lack of
evidence is wrongly linked to reflecting a lack of efficacy and hence the poor acceptance
and recognition of CM practitioners (as providers of acupuncture) within the workers'
compensation Schemes 36 . Yet, research evidence supporting the efficacy of acupuncture
has continued to increase in the last two decades and results are continuing to support the
clinically derived empirical evidence in which acupuncture is suitable as an appropriate
treatment for a wide range of musculoskeletal conditions. For example, within Australia's
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broader scientific community, the move to increase the scientific validity of acupuncture
research and health care research commenced in the 1990's. This introduced the concepts
of evidenced based medicine (EBM) 93 (or evidenced based practice) and the Cochrane
Collaboration93 in conjunction with the QUOROM statement 94 , the PRISMA statement95 ,
the CONSORT statement96 , and the STRICT A statement (the latest revised standards for
reporting interventions in clinical trials of acupuncture ) 96 . These concepts are
internationally recognised standards for reporting systematic reviews and meta-analyses.
Since the introduction of these standards, researchers in Australia have been diligent in
their efforts to apply these standards when investigating the efficacy of acupuncture in
order to achieve a high standard of research. As a result of these high international
standards and guidelines published for clinical trials and reporting of systematic reviews
and meta-analyses, the quality of acupuncture research has improved significantly. This is
demonstrated by the increasing number of reputable reviews on acupuncture research such
as those contained in the Cochrane Database Reviews . In 2006, a report on CM conducted
by the NSW Health Care Complaints Commission (HCCC) was informed of 977 controlled
trials of acupuncture in the Cochrane control trials register. This was in contrast to 299
physiotherapy trials and 142 chiropractic trials
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.

A review conducted by Choy9 8 in August 2010 of the Cochrane Library (up to issue 9 in
2010) 98 using the search term "acupuncture" identified 90 Cochrane reviews out of 6322
records for: "acupuncture in Title, Abstract or Keywords in Cochrane Database of
Systematic Reviews". Of the 90 Cochrane reviews, 60 were restricted to reviews whilst the
remaining were protocols. Other results (using the search term "acupuncture" in Title,
Abstract or Keywords) also identified:

•
•
•
•
•
•

4491 Clinical Trials
161 Other Reviews
67 Methods Studies
27 Technology Assessments
23 Economic Evaluations, and
0 Cochrane Groups

These results included reviews conducted by both Australian and international researchers.
Researchers in Australia have made numerous contributions to the Cochrane Database of
Systemic Reviews since 2000. Some of the Cochrane reviews contributed to by Australian
researchers in 2009 and 2010 have included investigations into acupuncture in the
treatment of:
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•

Lateral elbow pain (Green, 2009) 99

•

Shoulder pain (Green, 2009)

•

Neck disorders (Trinh, 2010)

•

Depression (Smith, 2010) 102

•

Induction of labour (Smith and Crowther, 2009) 103 , and

•

Complementary and alternative therapies for pain management in labour (Smith et al,

100
101

2009, Smith et al, 2010) 104 ' 105 .
Contributions to the Cochrane Database of Systematic Reviews by international
researchers have also been found in the areas of
•

Acupuncture and dry-needling for low back pain (Furlan et a, 2010) 106

•

Acupuncture treatment for chronic knee pain (White et al, 2007) 107

Other supporting evidence on the use of acupuncture in pain or musculoskeletal conditions
have also been reported by Arnold (2009)
Yuan (2008)
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,

Yuan (2008)
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,
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,

Manheimer (2007) 109 , Rapson (2008) 110 ,

and Cherkin (2009)
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Furthermore, several documents supporting the use of acupuncture have also been
published in the last decade. Some of these include the:

•

"Acupuncture: Review and Analysis of Reports on Controlled Clinical Trials" (WHO,
2003) 79

•

"Acupuncture: approved by the National Health and Medical Research Council, I 08th
session" (NHNIRC, 1990)82

•

"NICE 2009 guidelines on low back pain" (National Collaborating Centre for Primary
Care and Royal College of General Practitioners, 2009)

•

112

,

and

"Acupuncture Treatment Profiles" (New Zealand Accident Compensation Corporation,
2006) 113

Other systematic reviews of randomised controlled trials have also shown acupuncture use
to be useful in post operative pain 114and dental pain 115 . Indeed, the scientific evidence for
the efficacy of acupuncture in the treatment of musculoskeletal conditions has continued to
grow and the scope of CM practice has been identified to be a suitable treatment for
musculoskeletal injuries/conditions sustained by injured workers within the workers'
compensation system. This further supports the appropriateness of acupuncture and the
scope of practice of CM within the context of Australia's workers' compensation system.
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2.8

Discussion: Australia's fragmented workers'
compensation system and the impact on the Chinese
medicine profession and the recognition of acupuncture

The multiplicity of workers' compensation Schemes in Australia have resulted a
fragmented workers' compensation system. Fragmentation exists at both a national level
(where there are multiple Schemes) and a state/territory level (with each having their own
Scheme) and this has adversely impacted the recognition of CM practitioners as treatment
providers and their subsequent provision of acupuncture for treatment of injured workers
on both levels. Historically, recognition as a 'treatment provider' in the workers'
compensation system has been established based on one's membership to a 'profession'.
This 'profession' must also have a scope of practice deemed both appropriate and
necessary for addressing work-related injuries or illness. In the case of the CM profession
in Australia, it is argued the lack of recognition as a profession within the majority of
workers' compensation Schemes is in part due to the Schemes themselves lacking accurate
up-to-date inf01mation. This includes information on the professional development of CM
practice in Australia and consequently lacks an understanding of the professions 'scope of
practice' (refer to 2.7.2). It also suggests the workers' compensation Schemes are unsure
about the application of the scope of treatment of CM practice in the treatment and
rehabilitation of worker's injuries and illnesses. Put simply, several workers' compensation
Schemes appear unaware that CM practitioners are part of a professional body and
secondly, that they do have a scope of practice that is appropriate and necessary for
addressing work-related injuries and illnesses.

2.8.1 Categories of recognition of Chinese medicine practitioners
within Australia's workers' compensation system
Australia's multiple workers' compensation Schemes and fragmented system has resulted
in several categories of recognition and acceptance of CM practitioners and acupuncture
within the various Australian workers' compensation Schemes. Not to be confused with the
recognition and acceptance of CM practitioners as a profession, the recognition of
acupuncture when provided by CM practitioners also differ. For example, in Queensland
(QLD) 116 and South Australia (SA) acupuncture treatment are commonly approved by the
Schemes when it is provided by a registered health professional (such as a medical
practitioner or physiotherapist but not when it is provided by a CM practitioner). This is
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despite 'acupuncture', as a therapy, not being formally recognised as a treatment modality
(that is, not a gazetted therapy) in these States and is viewed as an extension of the
registered practitioner's practice scope.
More specifically, in South Australia (SA) acupuncture is accepted when it is provided by
a ' medical expert' provider as defined under the Workers Rehabilitation and Compensation
Act 19 86 117 • By definition a 'medical expert' is a provider who is registered with the

relevant registration board in SA or any other relevant jurisdiction (if the services are
provided outside of SA). WorkCover SA (the workers' compensation statutory authority in
SA) currently recognises eight health professions and included amongst these professions
are medical practitioners, physiotherapists and chiropractors 117 • Further evidence of the
lack of recognition of CM practitioners within the SA Scheme is also evident in the
Acupuncture Provider Listing document published by WorkCover SA (2010) 118 which
identifies individual physiotherapists and chiropractors, in addition to medical practitioners
who are recognised to provide acupuncture services to injured workers. This means
remuneration is awarded to the treating 'medical expert' provider for any acupuncture
given and the worker bears no cost for their treatment. The failure to recognise CM
practitioners within the legislation and the Scheme framework has meant when
acupuncture is provided by a CM practitioner, the cost of the acupuncture treatment is
considered as an 'out-of-pocket' expense and the CM practitioner is not remunerated for
any treatment(s) provided through the workers' compensation Scheme.
Consequently, the levels of recognition of CM practitioners within the workers'
compensation Schemes across Australia differ. More importantly, while this situation is
specific to the underlying provisions of the related QLD and SA' s respective Schemes,
such inequality that this situation causes for members of the CM profession raises concern
about competition and fair trading practices. This appears to contravene Part IV-anticompetitive practices of the Competition and Consumer Act 2010 119 which prohibits
various anti-competitive practices that may limit or prevent competition. The differences in
the formal recognition of CM practitioners are broadly illustrated in Figure 2.4 whilst the
level of recognition of acupuncture and CM practitioners are presented in Table 2.3.
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2.8.2

Further complications: two categories of acupuncture
recognition: registered health professions versus non-registered
health professions

\.ustralia's workers' compensation system has a historical development which coincides
with the development of CM practice in Australia. Whilst the various workers '
;ompensation Schemes have been slow to recognise the use of acupuncture as a treatment
nodality in the treatment of injured or ill workers, it has been slower to recognise the CM
Jrofession as an allied health provider within the context of the workers' compensation
'ystem. These inconsistencies present several issues for CM practitioners who are treating
or considering treating) injured workers. Furthermore, depending on which State or
ferritory a CM practitioner practices, these issues will vary relative to the Scheme in
Nhich the injured worker has coverage.
f he use of acupuncture by medical practitioners has resulted in two categories of
lcceptance and recognition of acupuncture (as a technique) and thereby impacted the
·ecognition of CM practitioners as also providers of acupuncture within the workers '
~ompensation

Schemes. This amounts to a discriminative situation where the

lppropriateness, efficacy and necessity of acupuncture for treatment of an injured and ill
Norker' s injuries are determined by a practitioner' s affiliation with a registered
Jrofessional body. In affect then, when acupuncture is provided by a medical practitioner it
s considered necessary yet if the same acupuncture treatment was being given to the same
njured worker but provided by a CM practitioner the acupuncture is frequently not
·ecognised nor considered necessary or appropriate. The subjectiveness of this
fotermination does not therefore reflect necessarily the best interest of the worker. It can
ncorrectly imply that medical practitioners are more suitable acupuncture providers than
: M practitioners, yet the acupuncture provided by a medical practitioner may not be
mdertaken appropriately or as effectively as it could be when encompassing the full scope
)f practice available to CM practitioners. Acupuncture is only one aspect of several
.reatments available from CM practitioners and they are not therefore limited to the use of
1eedles only.
By merely recognising the technique and disregarding the scope of CM practice and the
'.:M profession itself, the workers ' compensation authorities (both national and State based)
ail to distinguish between suitably qualified and non-suitably qualified acupuncture
Jractitioners. This raises legal and ethical issues which potentially impact all stakeholders.
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For example, there is no uniform benchmark on minimum education qualifications in
acupuncture determined by any workers' compensation Scheme in Australia (national or
State based). In the case of the Commonwealth Scheme (known as Comcare), there is no
reference to minimum education and qualifications in acupuncture required by a medical
practitioner prior to the approval and subsequent rebate provisions awarded. There is
merely the differentiation between 'who' the treating acupuncture practitioner is and not
whether they possess 'suitable industry recognised qualifications' in acupuncture. This is
shown by the two different payment rates provided to medical practitioners and CM
practitioners for acupuncture treatments provided to injured workers in the Comcare
Scheme.
In Victoria (VIC), CM practitioners face a difficult situation. Whilst acupuncture is a

gazetted therapy, the VIC Scheme has recognised acupuncture as a technique and has
failed to recognise it as part of a scope of CM practice. The VIC Scheme's framework for
the management for acupuncture has meant CM practitioners are required to be registered
with the Chinese Medicine Registration Board of Victoria, in addition to providing
evidence of professional indemnity insurance, before meeting the criteria and becoming a
registered acupuncture provider the VIC Scheme. The VIC Scheme however, does not
limit the recognition of health professions and the use of acupuncture to CM practitioners.
Other health professions may also apply to register with the VIC Scheme for recognition as
an acupuncture provider. For members of other health professions, the process requires that
he or she is endorsed in acupuncture by another Victorian statut01y registration board (such
as physiotherapy, osteopathy and nursing) but it does not stipulate its members are required
to meet the same standards of education as a CM professional before endorsement is
provided by the relevant statutory registration board. These non CM statutory registration
boards are not subject to nor do they attempt to meeting the same level of education
standards as those recommended by the National Academic Standards Committee for
Traditional Chinese Medicine 51 • For registered medical practitioners in Victoria, the
current criteria states that they merely have to "provide acupuncture services that meet the
service descriptions and provision rules of the Medicare Benefits Schedule and be able to
provide evidence of current professional indemnity insurance 120 • There is no specific
requirement for medical practitioners to ensure that they meet industry standard
qualifications in acupuncture.
What the workers' compensation Schemes in Australia may be unaware of (or fail to
recognise) is to obtain an industry recognised qualification in CM or acupuncture, CM
courses in Australia follow the guidelines recommended by the National Academic
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Standards Committee for Traditional Chinese Medicine 5 1• Graduates from courses which
adhere to these recommendations can be assured they have achieved industry recognised
qualifications in CM and acupuncture. This practice is far more stringent than any other
practice adhered to by other professional bodies, such as the medical profession, whose
members are unlikely to have undertaken the same level of training in acupuncture as CM
practitioners.

\

T smanf

\

GAZETTED

Figure 2.4 Formal recognition of acupuncture when performed by a Chinese medicine
practitioner within Australia's state based workers' compensation Schemes
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Chinese medicine practitioners

Acupuncture (as a technique)

I

State or Territory
related workers'
compensation Scheme

Accepted when
provided by other
registered health
professions

Accepted when
provided by CM
practitioners

Unofficially
recognised as a
profession with a
scope of practice

Officially recognised
as a profession with
a scope of practice

Australian Commonwealth
Com care
New South Wales
WorkCover
Queensland
Q-Comp
South Australia
WorkCover SA
Northern Territory
NT Work Safe
Western Australia
WorkCover WA
Australian Capitol Territory
ACT WorkCover
Victoria
Work Safe Victoria
Tasmania
WorkCover Tasmania

Yes

Yes

Yes

No

Officially recognised as
a profession but limited
to the use of
acupuncture as a
technique
No

Yes

Yes

Yes

No

No

Yes

No

No

No

No

Yes

No

No

No

No

Yes

No

No

No

No

Yes

Yes

Yes

No

No

Yes

No

No

No

No

Yes

Yes

No

No

Yes

Yes

No data

No data

No data

No data

Table 2.3 Levels ofrecognition of acupuncture and the Chinese medicine profession by Australia's workers' compensation Schemes
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2.8.3

Clinical impact of medical provisions and acupuncture: An
overview of the Commonwealth, Victorian and New South
Wales workers' compensation Schemes

As noted in Figure 2.4 and Table 2.3, the numerous Schemes in Australia have resulted in
various levels of recognition of acupuncture (as a therapy or technique) and the CM
profession itself. Only one State based workers' compensation Scheme currently formally
recognises CM practitioners as acupuncture providers. This is the Victorian workers'
compensation Scheme. Whereas the Commonwealth Scheme (Comcare) formally
recognises acupuncture as a therapy and informally recognises CM practitioners as
providers of acupuncture (the therapy or technique) but not CM practitioners as a
professional group. The NSW workers' compensation Scheme, however, does not formally
recognise CM practitioners or acupuncture as a therapy but does recognise CM
practitioners and does accept acupuncture treatment as a treatment option for injured
workers. This presents an unusual situation for CM practitioners in NSW who wish to treat
injured workers. These resulting variations are specific to the Schemes and the CM
practitioners within those jurisdictions are affected in different ways.

2.8 .3.1

The Commonwealth workers' compensation Scheme

Whilst Figure 2.1 does not highlight the provisions for acupuncture treatments in
Australia 's Commonwealth workers' compensation Scheme (known as Com care), it has
not been neglected. Comcare formally recognises acupuncture as a treatment modality
within the Scheme and accepts both registered medical practitioners and non-medical
acupuncture practitioners including CM practitioners as providers of acupuncture
treatment. Comcare has also established payment limits for acupuncture and these
provisions can be found within medical services compensable under the Safety

Rehabilitation and Compensation Act 1988 (SRC Act 1988) 12 1• The maximum payment
rates determined by Comcare, however, differ fo r the two acupuncture provider groups.
The provisions for fee rates reflect a scope of practice and the length of time utilized to
prov1"de th e acupuncture treatment l -?I .
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For CM practitioners, the Comcare Scheme recognises CM practitioners as providers of
acupuncture treatments and provisions for acupuncture services provided are outlined in
the national rates for acupuncture under the allied health rates. Comcare does not however,
formally recognise the CM profession amongst the other currently formally recognised
allied health professions. As providers of acupuncture, CM practitioners are able to claim
remuneration from the Comcare Scheme from one of three Item numbers 121 . For example,
if a CM practitioner spent up to 30 minutes providing acupuncture treatment to an injured
worker he/she would be able to claim Item 1 acupuncture rates and be remunerated $60.55.
For medical practitioners, Comcare formally recognises medical practitioners as providers
of acupuncture treatments and provisions for acupuncture services provided are outlined in
the health professional rates section under general practitioner rates. The rates payable to
medical practitioners are based on the Australian Medical Association List of Medical
Services and Fees List. Further details of Comcare remuneration for acupuncture
treatments are listed in Table 2.4 along with the remuneration payments provided by the
VIC and NSW Schemes.

2.8.3.2

The Victorian workers' compensation Scheme

The Victorian workers' compensation Scheme is managed by the Victorian workers'
compensation authority (known as Work Safe Victoria). Work Safe Victoria fonnally
recognises acupuncture (as a technique) when provided by a non-medical acupuncture
practitioner73 . This is additional to the recognition already given to registered medical
practitioners who provide 'medical' acupuncture services to injured workers. Provisions
within the Victorian workers' compensation Scheme allow Work Safe Victoria to only pay
for acupuncture services by allied health professionals who are registered with Work Safe
Victoria. Registration with the workers' compensation authority is dependent also on
meeting professional recognition requirements where an individual providing acupuncture
needs to be endorsed in acupuncture by another Victorian statutory registration board (for
example, the applicable board for physiotherapy) and provide evidence of current
professional indemnity insurance

120

.

For CM practitioners, registration is also dependent

upon meeting professional recogIJ.ition requirements including being registered with the
Chinese Medicine Registration Board of Victoria in addition to providing evidence of
professional indemnity insurance. This provision allows CM practitioners (who fulfil the
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criteria) to treat injured workers and receive remuneration for acupuncture treatment(s)
provided and thereby ensuring the worker has no out-of-pocket expenses.
The recognition of acupuncture, however, is limited to recognition of acupuncture as a
'technique' which uses needles (and laser) to stimulate acupuncture points irrespective of
the professional affiliations of the health care worker providing the technique. That is,
recognition does not exclude other health professionals (such as physiotherapists or
chiropractors) from also providing acupuncture 'technique' to injured workers, so long as
they also fulfil the recognition criteria outlined by Work Safe Victoria (as mentioned
above). For CM practitioners in VIC, this has created a problematic situation where other
techniques and therapies practiced as part of the CM practice scope are not recognised.
This includes other forms of acupuncture such as laser acupuncture, as these do not fall
under the definition of 'acupuncture' used by Work Safe Victoria.
The resulting situation faced by CM practitioners in Victoria may be frustrating as it
excludes the use of other techniques and therapies that are a part of the CM practice scope
but also other forms of acupuncture that do not fall under the 'acupuncture' definition that
Work Safe Victoria uses (such as ' dry-needling' ). The acupuncture definition is
additionally problematic with respect to issues of treatment appropriateness as it defines
acupuncture as a technique. Furthe1more, it also does not recognise the importance of other
issues affecting the potential risk of harm to workers' health and safety such as knowledge
and skill requirements which are only ensured via appropriate education in acupuncture
and CM.
The legislation has also allowed for practitioners with varying levels of education standards
in acupuncture to be accepted within the Scheme (as discussed in 2.9.2). This results in
varying levels of skill, knowledge and education in acupuncture amongst registered health
professionals (such as physiotherapists or chiropractors) who choose to use acupuncture in
the treatment of an injured worker. This raises concern about levels of competence in
acupuncture amongst the different practitioner groups and fails to ensure a baseline
foundation to which these practitioners must meet to minimise the potential risk of harm,
maintain safety and ethical issues for injured workers and ensure the appropriateness of the
acupuncture treatment being provided.
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Another issue faced by CM practitioners is the remuneration received for acupuncture
services they provide to injured workers. The fee schedule determined by Work Safe at
present sets the maximum remuneration costs for their acupuncture services currently at
$32 .10 120 , a rate CM practitioners may argue is not comparable to the service provided.
This means CM practitioners who provide acupuncture treatments to injured workers are
remunerated at the set rate of $32.10 regardless of the treatment time provided, complexity
of the presenting injury(s), case management or other administration work undertaken as
part of the treatment process. Consequently, CM practitioners may consider the
remuneration awarded is not commensurate to their skill level as and may justifiably not
consider treating injured workers.
These issues within the Victorian workers' compensation Scheme have resulted in a
problematic situation for CM practitioners in Victoria. Firstly, by restricting the
recognition of acupuncture to a ' technique ' the full scope of CM practice employed by CM
practitioners are not acknowledged. Secondly, within the legislation CM practitioners are
not recognised as practitioners with a scope of practice that encompasses more than just the
use of needles but rather it appears they are practitioners or 'technicians' who are able to
provide acupuncture as a 'technique' to treat injured workers. Whilst the legislation allows
CM practitioners to register with the State Scheme and subsequently treat injured workers,
it only recognises CM practitioners as providers of a single technique and other treatments
and techniques CM practitioners may routinely use in the treatment of various conditions
are not awarded or recognised. Thirdly, CM practitioners may consider the level of
remuneration awarded is not comparable to their level of training and qualification.

2.8 .3.3

The New South Wales workers' compensation Scheme

In the NSW workers' compensation Scheme, CM practitioners face a different situation to

those engaging with the national and Victorian Schemes. Firstly, within the NSW workers'
compensation legislation, there is no fonnal recognition of acupuncture as a technique or as
a therapy which consequently sees 'acupuncture' not recognised as a gazetted technique .
Secondly, the CM profession is also not formally recognised as a treatment provider group
and so there is also no gazettal of the CM profession. However, at the same time,
provisions within the NSW workers' compensation legislation allow for the use of
'reasonably necessary ' medical treatment to assist an injured worker. This provision allows
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other treatment modalities and health practitioners to engage with the workers'
compensation Scheme if it has been determined to be a reasonably necessary treatment by
the treating registered medical practitioner. Therefore, the Scheme does not exclude nonmedical acupuncture practitioners (such as CM practitioners) from providing a 'reasonably
necessary' treatment, such as acupuncture, to injured workers. This unique situation is the
result of the provisions for medical and hospital costs detailed within the NSW Workers'

compensation Act 1987 (the 1987 Act) 122 • Similar to the previous NSW Workers'
compensation Acts (and depending on the individual claim and the injury sustained), these
provisions outline an injured worker may be eligible for medical treatment, hospital
treatment, ambulance treatment, occupational rehabilitation service, damage to artifi cial
aids, damage to clothing and care travel expenses to attend appointments for medical and
other treatments under the premise of 'reasonably necessary medical costs' 122 · 123 .
These provisions for medical and hospital costs can be found in Divisions 3 and 5, s.59,
s.60, s.61 of Part 3 of the 1987 Act, No . 70

122

.

As at 30 June 2009, the applicable limits

applied to medical benefits were calculated on ' All reasonable costs' s.60( 1) 1987 Act. The
limits state $7500 for reasonably necessary medical costs under provisional liability. In
these circumstances the insurer (or Scheme Agent) can pre-approve amounts in excess of
$7500 in exceptional circumstances. The statutory maximum for medical and hospital
expenses notes a $50,000 limit. Workers' compensation insurance companies (or Scheme
Agents working on behalf of the NSW workers' compensation authority) can additionally
apply direct to the NSW workers' compensation authority (known as W orkCover) to
approve amounts over $50,000 16 .
For CM practitioners in NSW, the wording of the medical and treatment provisions in the
workers' compensation legislation allow an injured worker to receive prompt medical
treatment, such as acupuncture from a CM practitioner for a work-related injury or illness
upon referral from the treating medical practitioner. To facilitate the process, the treating
medical practitioner (also known as the nominated treating doctor (NTD) within the
workers ' compensation Schemes) must deem acupuncture as an appropriate form of
treatment in the medical management of the work-related injury or illness sustained by the
worker. Once acupuncture treatment is deemed appropriate, the NTD includes acupuncture
as a treatment on the injured workers' WorkCover specific medical certificate. This allows
the injured worker to seek acupuncture from a CM practitioner and assists the CM
practitioner in claiming appropriate remuneration from a Scheme Agent, employer or
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workers' compensation insurance company for acupuncture treatment(s) rendered to the
injured worker. In effect, this process legitimises both the use of acupuncture as a treatment
modality and the CM profession (whose practitioners are able to provide acupuncture to
injured workers within a full scope of practice) in the NSW Scheme. As such, the formal
recognition of a profession or therapy (or 'gazettal') is undertaken primarily to 'regulate'
the use of a treatment of therapy for purposes of monitoring and preventing excessive costs
liabilities and thus states specifically that gazetted professional groups must justify their
treatment and demonstrate through evidence that treatment is appropriate, necessary, and
'effective' in the treatment of workplace injuries and illnesses sustained and reported by
workers .
For registered medical practitioners who choose to provide acupuncture treatments to
injured workers themselves, recognition is awarded on both levels. Registered medical
practitioners are recognised as treatment providers and remuneration is paid accordingly.
Remuneration rates, however, differ to those awarded to non-medical acupuncture
practitioners. Remuneration to registered medical practitioners providing acupuncture is
provided in accordance with the provision outlined by the Australian Medical Association
(AMA) List of Medical services and fees list 124 • Comcare also utilises the AMA provisions
for medical practitioners when detem1ining payments to registered medical practitioners. In
contrast to Comcare, the NSW Scheme has no existing fee schedule for CM practitioners
who provide acupuncture treatments to injured workers. These differences between the
three Schemes and the variations in payments are presented in Table 2.4.
Finally, whilst there are no specifi c legislative provisions for acupuncture in NSW,
interestingly, within the 2007 Payment Classificat ion system document published by
WorkCover, under Allied Health Services subsection ' Other Therapies and Treatments'
(OTT) there is a listed sub-code 001 for acupuncture 125 . Whilst this may have been
implemented for administrative purposes, it is seen as an attempt by W orkCover to
commence gathe1ing information on the utilisation of acupuncture as a treatment modality
for injured workers. This infom1ation may of be great value to future researchers
investigating the use of acupuncture within Australia' s workers' compensation Schemes.
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Payment rate ($)
$60.55
$110.70

AL900
AL911
AL9 12
AL913

Description
Acupuncture - Up to 30 minutes session
Acupuncture - 3 1 - 60 minutes session
Acupuncture - More than 60 minutes
sessmn
Acupuncture - (Level A) at rooms
Acupuncture - (Level B) at rooms
Acupuncture - (Leve) C) at rooms
Acupuncture - (Level D) at rooms

A980

Standard Consultation

Maximum $32.10

OTT 001

No fee schedule has been applied

Subject to the
treating
practitioners own
fees rates

AL900

Acupuncture - (Level A) at rooms

$32.00

AL911

Acupuncture - (Level B) at rooms

$64.00

AL9 12

Acupuncture - (Level C) at rooms

$118.00

AL913

Acupuncture - (Level D) at rooms

$180.00

Item number

2
3

$165.20
$ 32.00
$ 64.00
$118.00
$180.00

Table 2.4 Provisions for acupuncture within the Commonwealth, Victorian and New South Wales workers' compensation Schemes (as at July 2010)
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2.9 Conclusion
It is apparent that Australia's multiplicity of workers' compensation Schemes and the

fragmented workers' compensation system has had a clinical impact on the provision of
acupuncture and the CM profession (as providers of acupuncture). These impacts were
evident in the differing levels of recognition awarded to CM practitioners (as allied health
professionals) and the recognition of acupuncture (as a treatment modality) in the
Commonwealth, Victorian and NSW workers' compensation Schemes. Australia's workers'
compensation system framework has impacted the recognition of the Chinese medicine
profession on both a national and State based level. This impact has affected not only how
CM practitioners engage with the workers' compensation Scheme as a profession but also
their level of recognition as a professional body and how its members practice the very
skills that are a pa1i of their scope of practice.
To further complicate this situation, it has been recognised that Australia's workers'
compensation Schemes (both national and State based) have given recognition to other
health professions, such as medical practitioners, physiotherapists and chiropractors as
appropriate professionals to practice acupuncture as a technique). However, this is largely
determined by their affiliation with a registered professional body and not whether their
qualifications in acupuncture meet the industry standard as those obtained by CM
practitioners. This also raises ethical, legal and public safety issues as the existing
provisions within all the workers' compensation Schemes which currently allow for
numerous health professionals to provide acupuncture treatments to injured workers, fail to
identify and rightfully exclude those health professionals that are not appropriately
qualified to practice acupuncture from providing acupuncture treatments.
To conclude, acupuncture bas become an increasingly utilised treatment of choice in
Australia and there is documented evidence showing the growing trend in acupuncture
usage within various areas of the Australian health system. It is therefore argued that
injured workers (as a subset within the broader population) are also likely use to
acupuncture as a treatment of choice in the treatment or management of their work-related
injury or illness. More importantly, the practice of CM has been established as a profession
and its members have a scope of practice that is both appropriate and reasonable in the
treatment and management of work-related injmies and illnesses reported within the
workers' compensation Schemes. So whilst the 11 Australian workers' compensation
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Schemes may not uniformly recognise CM practitioners as members of a profession (with
a full scope of practice beyond the use of acupuncture), CM practitioners have been
uniformly recognised by the Australian Commonwealth and State based governments with
the inclusion of CM practitioners into the National Registration and Accreditation Scheme
of health professions from 1July201240 ' 126 . This milestone for the CM profession will
firmly establish CM practitioners as part of a recognised health profession in Australia and
will also see CM practitioners becoming part of Australia' s health workforce. Therefore, as
part of Australia' s health system, this will mean the workers' compensation authorities will
need to recognise the CM profession and their scope of practice regardless of whether the
profession or the use of acupuncture becomes formally gazetted within all the workers'
compensation Schemes.
However, despite the differences in the level of recognition of CM practitioners within the
workers' compensation system and the resulting issues, it still remains unknown if CM
practitioners are engaging with injured workers within the Australian workers'
compensation system. No studies or investigations (as identified in Chapter 1) have been
conducted in this area to verify whether CM practitioners are in fact, engaging with the
workers~

compensation Schemes as allied health providers, the characteristics of these CM

practitioners or what their perceptions of the workers' compensation Schemes may be? For
these reasons, Study 1 was proposed to address these questions raised and to gather
pertinent demographic information on members of the CM profession. It is antjcipated this
study will contribute to a body of knowledge, which will inform the CM profession and the
broader workers' compensation Schemes in Australia. The next chapter will now present
Study 1, the National workforce study.

86

CHAPTER3:
Study 1: National workforce study,
Study Design, Results and Discussion
(Part I):
3 .1

Introduction

Anecdotal evidence reported from discussions with the Australian Acupuncture and
Chinese Medicine Association (AACMA), (the peak Australian Traditional Chinese
Medicine and acupuncture professional body) and the workers' compensation authority in
New South Wales (WorkCover) suggest there exists confusion amongst insurance
companies on detennining the appropriateness of acupuncture within the workers '
compensation Scheme, and confusion amongst CM practitioners in engaging with the
Scheme 17 . This is magnified when considered within the context of Australia's complex
and fractionalised workers' compensation system (as discussed in Chapter 2) given:
•

The present lack of statutory gazetting of CM practitioners within the workers'
compensation legislation

•

Variations in the level of acceptance of acupuncture (as a treatment) and CM
practitioners (as treatment providers) between the 11 workers compensation Schemes
existing in the States and Territories.

•

No clinical protocols for assessing the suitability of acupuncture for treating workrelated injuries or illness were identified in the literature reviewed (and reported in this
thesis) .

Accordingly data collection practices and subsequent data on the level of acupuncture
usage are not mandatory. Further complication arises on the collection of data when
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acupuncture use is often subsumed under terms such as 'medical' or 'medical other' within
data collection practices.
Consequently, the extent of acupuncture usage within the Australian workers'
compensation system remains unknown. No data exists to ascertain the level of interaction
occurring between CM practitioners and the workers' compensation Scheme. Data
additionally remains non-existent on the CM professions perceptions of this system; their
experiences; case load; and finally, how they are managing patients with work related
injuries and illness within the clinical setting. The lack of data has bearing upon:
•

The suitable management of the workers' compensation patient and their injury or
illness

•

The appropriate assessment of any treatment outcomes, and

•

The subsequent reporting of an injured workers progress to the Scheme Agents (mostly
insurance companies)

A study was subsequently proposed to investigate the workers compensation system from
the perspective of the CM profession and focused specifically on their engagement with the
system.

3.2

Study Aims, Design and Method

3.2.1

Study aims

The aim of Study 1 was to obtain an overview of the CM profession' s engagement with
Australia' s workers' compensation system and a consequent investigation into their
perceptions of this system, especially given the variability in the levels of acupuncture
recognition and its use by the CM profession amongst the 11 Schemes that compose the
Australian workers compensation system. To this end, a comprehensive, 31 question
survey tool was designed and distributed nationally to members of the CM profession to
gather data on the following three areas.
•

The proportion of CM practitioners engaging with the workers' compensation system
as treatment providers of acupuncture to injured workers

•

CM practitioners perceptions and views of this system, and
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•

To gather demographic profile of the CM practitioners in order to assist in
contextualising the responses received with respect to a respondent's state and/or
territory of residence.

3.2.2

Survey design

The survey tool was designed by a panel of CM practitioners with expertise in the workers'
compensation system and secondary input was provided from experienced persons
involved with the workers' compensation industry. The survey tool was piloted to 10
random members of the CM profession prior to the national distribution and amendments
were made according to feedback received. Ethics approval for the survey and distribution
was obtained through the University of Technology, Sydney (UTS) Human Research
Ethics Committee (UTS HREC 2004-13 7 A)
The survey questions were aligned with four categories of information. These were:
1) Demographic information
2) Clinical practice, education and training
3) Experience(s) in the workers ' compensation system and workplace management
systems of workers ' compensation patients
4) Feedback on the practitioners' thoughts on future directions they would like to see fo r
the profession in relation to the workers' compensation system.
(Refer to Appendix 3.1 for a copy of the survey tool)

3.2.3

Survey distribution list

During the initial study planning phase, contact was made with several professional
associations (representing acupuncture and CM practitioners within Australia) along with
CM industry suppliers . Their support for the study survey was sought in the form of access
to their member's directory listings (for survey distribution) and sharing of study costs.
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CM professional associations
Contact was initially made with five professional associations representing acupuncture
and CM practitioners in Australia. These were:
•

The Australian Acupuncture and Chinese Medicine Association (AACMA)

•

The Australian College of Acupuncturists Ltd (AC Ac)

•

The Australian Natural Therapists Association (ANTA)

•

The Australia Traditional Chinese Medicine Association (ATCMA)

•

The Australian Traditional Medicine Society (ATMS)

All five of the professional associations approached provided an initial written
confirmation indicating their in-kind support for the study. The survey was planned to be
distributed to their members through their routine postal mail out to their members listed in
their respective databases.
Of the five associations, ANT A further required a fee for the distribution of the survey to
its members. This association was consequently removed from the distribution list since it
was not an association specific to the CM profession. (They were informed of the decision
and indicated they remained supportive of the study should the financial situation change) .
The remaining four professional associations indicated no fees would be required for the
survey distribution.
The AACMA, as the peak national association representing the CM profession in
Australia, was specifically targeted due to its large number of membership. Support for the
project was received from the Chief Executive Officer (CEO) of AACMA, Ms Judy James,
and endorsement was received from the AACMA board. Support provided by AACMA
was in the form of mailing out the survey tool to its acupuncture members in the survey
mailing list and sharing of costs with the national distribution. The survey tool and
associated forms (detailed in 3.2.7) were posted to AACMA who then (after identifying the
appropriate members according to the inclusion criteria) fonvarded the survey tool onto
their members
CM Industry Suppliers
To maximise the distribution of the survey to CM practitioners in Australia, contact was
also made with four industry groups to identify/locate CM practitioners not affiliated with
the five professional associations above. The industry groups included:
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•

Acuneeds Australia

•

Cathay Herbal

•

China Books

•

Helio

The industry groups operate as suppliers or distributors of CM products and educational
resources to the CM profession in Australia and had national representation across all the
states and territories.
The four industry groups responded positively with written confirmation being received for
their support of the study. These industry groups also indicated they were able to provide
in-kind support through distributing the survey with their routine mail out to members on
their database.

3 .2.3 .1 Refining the survey distribution list: problems with multiple
distribution lists
•

There were various categorical differences between the professional associations and
industry groups identified when entering and categorising practitioner details into their
databases. For example, different types of database systems were used to store and
manage membership details and mailing lists. One group stated that the database did
not separate practitioners under "acupuncture" or "Chinese herbalist" and so
identifying the target group would be difficult. Another group reported that
acupuncture practitioners were grouped under "CM practitioners" and so identifying
' acupuncturists ' from 'Chinese herbalists' would pose an issue.

•

Practitioners were often identifying themselves as a CM practitioner and/or
acupuncturist and using the title interchangeably allowing room for confusion by the
respective group when entering the practitioner into the database.

•

The various groups were able to support the distribution of the survey but would not be
able to share or disclose membership lists or mailing lists due to competition issues and
privacy laws. As such, these associations reported they would require the survey tool to
be posted to their respective head office where the distribution would occur through the
head office via post to the practitioners within their database.
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•

Three industry groups voiced concerns over the duplication of practitioner names
within each of their databases with the likelihood of practitioners receiving more than
one survey. The strong assumption was based upon the sharing of information between
their groups that there would be a likelihood of professionals purchasing medical
supplies and CM products from more than one supplier.

•

The four industry groups all commented that staff that had access and knowledge of the
existing database would be able to manually identify a percentage of the selected target
group based upon their knowledge of the practitioners on their mailing list.

•

Professional associations and the industry groups commented that the current database
systems used did not allow for the identification of practicing or non - practicing
professionals.

3.2.3.2

Refining the survey distribution list: removing duplication

There were several steps taken to remove the potential for duplication in the distribution
lists of the survey to prevent several copies of the survey being sent to the same individual .
These were:
•

Discussions with the industry groups revealed a high probability of overlapping
members and thus a waste of resources to mail out to all groups.

•

Anticipating a large percentage of overlapping within the database of two industry
groups, consultations and discussions were conducted with these two groups. These
two industry groups suggested they would withhold the survey distribution allowing
another large industry group to distribute the survey via their mailing list. This was
mutually agreed upon. The two industry groups did confirm their support was still
maintained if further distribution was required. This resulted in a decreased amount of
duplication between industry groups.

•

All the remaining professional associations and industry groups were provided details
of the practitioner (subject or respondent) selection criteria in order to target the desired
prospective respondents.

•

The survey tool was prepared and posted to each of the professional associations and
industry groups individually. They were then asked to forward it onto practitioners
within their database who fulfilled the inclusion criteria.
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•

The final number of distributors selected for the national survey distribution included
four professional associations and one industry group in an attempt to reduce potential
duplication.

Despite attempts being made to address the issue of duplication mail-outs to the same
practitioner this was unavoidable due to the absence of a single unified database for CM
practitioners. Therefore, this duplication was anticipated and attempts to identify the true
response rate using coding appended to each of the surveys. (This is discussed further in
results below). Additionally:
•

It was anticipated that a percentage of practitioners would receive more than one

survey due to overlapping of membership listings or mailing lists .
•

It was also anticipated that a practitioner who did receive more than one survey would

unlikely complete the additional surveys.

In-Kind Support for the study
In addition to in-kind support in mailing the survey to practitioners, further ' incentive'

prizes were provided by some of the industry groups to assist with the survey return rates
•

Two industry groups, who were not included in the national distribution, donated one
gift voucher each which was to be given to one random respondent who completed the
survey. This gift voucher a1lowed the winning recipient to purchase CM supplies to the
value of the gift voucher. UIS HREC was notified of the donated gift vouchers and an
amendment was made to the original HREC application .

•

One industry group, who was a distributor of the national survey, offered further
support by providing a gift for those respondents who completed the survey. This gift
was in the fonn of "free postage with their next purchase" and was available to anyone
who completed the survey and posted it back. An email address was required by the
respondent to receive the gift. Once this was received, a reply email was sent with the
allocated "code" for the respondent to then use with their next purchase from this
distributor. UTS HREC was notified of the donated gift and an amendment was made
to the original HREC application.
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3 .2.4 Participant selection criteria
•

Practitioners with primary qualifications in CM, as outlined by the Australian
Guidelines for Traditional Chinese Medicine Education (2001)51 and/or

•

Practitioners who obtained primary qualifications in CM prior to the introduction of the
Australian Guidelines for Traditional Chinese Medicine Education (2001) 51

Furthermore
•

Practitioners also had to be in clinical practice and

•

Using acupuncture as part of their scope of practice

3 .2.5 Participant exclusion criteria
•

Health professionals who undertook a short course(s) in acupuncture to obtain their
qualification (and hence were likely to claim acupuncture as an adjunct to their practice
scope) and/or

•

Whose course did not meet minimum training standards in acupuncture as outlined by
the Australian Guidelines for Traditional Chinese Medicine Education (2001) 51

Also excluded were

•
•

CM practitioners who primarily used Chinese herbal medicine (CHM) and
CM practitioners who did not practice acupuncture

The exclusion criteria were applied for two reasons . First, to ensure the results depicted a
true representation of members of the CM profession in Australia who practiced
acupuncture and their respective views on the use of acupuncture in the workers'
compensation system. Secondly, to ensure the target respondents were suitably qualified in
acupuncture, and were actively using acupuncture within their clinical scope of practice.
The reason for excluding practitioners who only practiced CHM was due to the physical
nature of most work-related injuries 127 (as they involve the musculoskeletal system) for
which acupuncture is arguably a more appropriate treatment intervention than CHM alone.
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3 .2.6 Survey Distribution
There was no single mail-out list available on the CM profession and therefore the survey
was distributed using three methods over a six month period. A six month distribution
period was undertaken to maximise the coverage to all possible members of the target
population. To maintain UTS ethics requirements and privacy laws, mailing lists remained
with the distributors. The number of surveys sent out by each distributor through the postal
mail-out process was based on the figures provided from each distributor.
The survey tool was subsequently distributed through:
•

A national postal mail out (via five distributors). This occurred during mid-December
2004 to January 2005

•

Personal distribution at two different acupuncture and CM symposiums. One
international symposium and one Australasian conference. These were:
o

The World Federation of Acupuncture-Moxibustion Societies 6th World
Conference on Acupuncture (WFAS) held at the Gold Coast, Queensland
during October 29th-31st, 2004. (764 delegates, including 528 Australian and
236 overseas delegates); and

o

The Australasian Acupuncture and Chinese M edicine Annual conference
(AACMAC) held at Melbourne, Victoria during M ay 13th- 15th, 2005. (145
delegates)

•

Electronic distribution via the membership database of the AACMA. This occurred
over a period of three months during mid-February to mid-May 2005. This was
followed with a notice sent to members on the AACMA site encouraging their
participation during mid-March 2005.

3.2.6.1

Contents of each survey package distributed

A package of the mail-out sent to each distributor included:
•

A letter of acknowledgement from the researcher to the distributor (professional
association or industry partner) thanking them for their participation with the Study,
and

•

A copy of the survey tool for their administration records
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•

A box of pre-packaged survey documentation for distribution (for the prospective
survey participant)

Each pre-packaged survey documentation for the prospective survey participant included:
o

The survey tool (including details of the HREC approval; consent for further
contact, if required, to clarify responses to survey questions and contact details
of the student)

3.2.7

o

A reply paid envelope

o

An accompanying letter infonning them of the aim and goal of the research

o

An informed consent form (attached to the survey tool).

Data Analysis

Data were entered into a Microsoft Excel spreadsheet and then analysed using the
Statistical Package for Social Sciences (SPSS) for Windows, version 12. A range of
descriptive analyses and chi-square tests were applied to the data set dependent upon the
level of measurement of each survey question. Hand-written comments were collated and
classified by themes for analysis. (The test undertaken is mention with the results below)

3.3. Results
The completed and returned survey tool was used to provide a database of information to
determine the level of engagement of CM practitioners with the workers' compensation
system and their subsequent perceptions of this system. The was a large quantity of data
gathered was extensive and for this reason, the results have been divided to allow for a
clearer presentation of the results. The remainder of the chapter presents the results and
discussion of the data relating to the demographic characteristics of the survey participants.
The remainder of the results from Study 1 are presented in Chapter 4 and look at the
workers' compensation system information.
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3.3 .1 Response rate
Based on the figures provided by the professional CM associations and the industry group,
a total of 3315 surveys were prepared for distribution nationally. The survey forms and
accompanying literature were prepared centrally and bundled to the specifications of each
of the organisations involved in its distribution. Each survey bundle was then sent to the
four CM professional associations and the lone industry group for further distribution to
their members via their mailing lists. Each of the organisations involved in the survey' s
distribution had a unique identifying code (the mail list code) appended to each survey in
their bundles. This was done for two reasons. Firstly, to identify the mailing list source of
any returned and completed surveys; and secondly, to identify duplication. Duplication,
where more than one copy of the survey was received by the same person was anticipated
given the use of multiple mailing lists. The mail list coding appended to each survey thus
allowed for the calculation of an accurate participant sample size and subsequent survey
return rate (explained below).
There were 500 completed surveys returned for analysis. This represented an initial
response rate of 15.75% (given 3315 were initially distiibuted). Of the 500 surveys
included for analysis, some questions were missed by the respondents or were incorrectly
filled, accounting for pieces of missing data (noted within the results below). Given the use
of various methods of distribution and multiple mailing lists, there was always the chance
that some participants would receive multiple copies of the survey. It was necessary then to
use the mail list code on the returned survey to identify where duplication occurred in order
to calculate the actual sample of the population of practitioners included in the study and
thus calculate the survey's actual return rate.
The process used for excluding those duplicate surveys sent to the same individual was
undertaken in three ways. Firstly, surveys returned with the industry mail list code were
cross referenced with any noted CM association memberships (question 9 in the survey
tool); and where the noted CM association(s) membership was the same as one of the four
CM professional associations whose mailing list was used for distributing the survey, the
total survey distribution figure was reduced accordingly. Secondly, this process was
repeated with surveys received with a CM professional association mail list code. Again,
the association membership(s) listed at question 9 was cross referenced to the mail list code
on the returned survey. The survey distribution count was reduced by the number of
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aiditional CM professional associations the respondent indicated being a member of and
vhose mailing list(s) were also used for distributing the survey but which did not match the
mique mail list coding used on the returned survey.
a final comparative analysis was also performed using the respondent's indication of their

eported association membership(s), postcode (question 3 in the survey tool) and identical
esponses provided on the surveys. After accounting for duplications, the final distribution
igure represented a sample of 2000 practitioners (receiving 3315 surveys, indicating that
115 surveys were duplications). Therefore, accounting for duplications, the 500
(Ompleted surveys received for analysis represented a response rate of 25%.

;.3.2

Part I: Broad demographic characteristics of all survey
respondents

Vhile the survey was interested in practitioners' perceptions and engagement with the
vorkers' compensation system, the respondents' demographic data was also collected. This
vas done to try to account for any variation in responses that might have occurred due to
vithin-subject variability (such as individual clinical experience, years in practice and
iducation) and which were not specific to the related workers' compensation system itself.
laying that, given the variations in the workers' compensation system within each
ustralian State and Territory, there was always the chance that responses may vary
letween collective groups of practitioners but which were not reflected in all practitioners.
"here were nine questions in the survey tool designed to gather demographic information

m the survey participants. This was reflected in questions one to nine of the survey tool.
)emographic infomrntion collected in the survey tool included questions on:
Age
Gender
State of residence
Number of years in clinical practice
Highest level of formal education in CM
Place of training
Area of specialty, and
Current professional association membership(s)
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To provide an initial broad overview of the demographic characteristics of all the survey
respondents' the age, gender, state of residence and number of years respondents have been
in clinical practice were analysed (and contextualise the responses received). These results
are presented below. These details are presented in Table 3 .1, Table 3 .2, Figure 3 .1, Table
3 .3 and Table 3 .4.

3.3.2.1.

State of residence

This question asked respondents to detail their primary area of practice by providing
postcode details with respect to their practice location(s). This was then matched to their
State or Territory of residence and to provide an insight into the distribution of the survey
respondents (CM practitioners) across Australia. This was question three on the survey
tool.
There were 471 valid responses to this question, with the majority of respondents (96%)
indicating New South Wales (NSW), Queensland (QLD) or Victoria (VIC) as their primary
place of practice. The remainder of respondents indicated their place of practice as South
Australia (SA) (2.3%), Western Australia (WA) (1.1 %), Tasmania (TAS) (0.4%) or the
Northern Territory (NT) (0 .2%). For comparative purposes with the general population,
Australia Bureau of Statistics (ABS) figures (ending 2005) on national population
distribution by State and Territory were compared to the respondents' practice location, it
was apparent there were discrepancies in the representation of the survey responses
received. There was an over-representation of respondents returning their surveys in NSW
and QLD, comparable figures in VIC, while the remaining States and Territories were
under-represented, only accounting for a total of 4.0% of the returned surveys. ABS figures
also ranked NSW, VIC and QLD as the three most populated states in Australia (in that
order), followed by WA, SA, TAS and NT 128 , but the combined population of WA, SA,
TAS and NT (as a proportion of the total population) was more than five times that of the
survey result. The result was seen as reflecting not only the population distribution but also
the availability of acupuncture and CM courses (as discussed in Chapter 2) . The
distribution of all survey respondents by state are presented in Table 3 .1.

99

Area of practice

Respondents
(subtotal n = 471)

Valid percentage
(%)

Australian
population for
period ending June
128
2005 %
34.9
19.5
24.7

New South Wales
184
39.1
Queensland
155
32.9
Victoria
24.0
113
South Australia
7.6
11
2.3
Western Australia
9.9
1.1
5
2.4
0.4
Tasmania
2
1.0
Northern Territory
0.2
1
Subtotal
471
100%
100%
Missing
29
Total
500
(a) Includes other territories comprising Jervis Bay Territory, Christmas Island and the Cocos
(Keeling) Islands.
Table 3 .1 Distribution of all survey respondents by State of residence

3.3.2.2.

Age and Gender

Overall, the age and gender of all survey respondents (n = 487) showed there were more
female ( 53% ) than male respondents ( 4 7% ). Respondent 's ages ranged from 20 to 61 years
or greater. 84.3% of the respondents sampled were aged between 26 to 55 years of age
while the remaining 15.7% indicated their age as less than 26 or over 55 years of age.
Further details are provided in Table 3.2 and Figure 3.1.
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Gender
Male
Female
Missing
Total
Age distribution

Male
n=
%
6
2.6
12
5.2
31
13 .5
27
11.8
49
21.4
41
17.9
27
11.8
15
6.6
21
9.2
229

Female
n=
%
21
8.1
40
15.5
40
15.5
31
12.0
27
10.5
46
17.8
40
15.5
7
2.7
6
2.3

Respondents
(subtotal n = 487)
229
258
13
500
(subtotal n = 492)

Valid
percentage (%)
47.0
53.0

20-25
27
26-30
52
31-35
71
36-40
58
41-45
76
46-50
89
51-55
69
23
56-60
61+
27
Subtotal
258
Missing
8
Total
500
NB/ Subtotal numbers differ as five respondents who provided their age did not

5.5
10.6
14.4
11.8
15.4
18.l
14.0
4.7
5.5
100%
provide

details of their gender
Table 3.2 Age and gender of all survey respondents
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Figure 3 .1 Diagrammatic representation of age and gender comparison of all survey
respondents
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3.3.2.3.

Number of years in clinical practice

This question (question four) asked respondents to indicate how long they had been
working as a CM practitioner. Overall results inclusive of all survey respondents (n = 495)
reported a range of years in clinical practice from less than one year to over 36 years. Just
over 40% of respondents indicated a practice duration of ten years or more, 30.3%
indicated a practice length of between four and ten years whilst 29% indicated a practice
length of less than four years. Further details are provided in Table 3.3.

Number of years
0-3 .9 years
4-6.9 years
7-9.9 years
1O+ years of practice
Subtotal
Missing
Total

Respondents
(subtotal n = 495)
138
89
61
207
495

5

Valid percentage

(%)

27.9
18.0
12.3
41.8
100%

500

Table 3 .3 Number of years in clinical practice reported by all survey respondents

3.3.2.4.

Practice type

This question asked respondents to select from five options how they identified their role
was as a practitioner. For example, were they working as a sole CM practitioner? (option
one) or were they working with a medical practitioner? (option five). This was question
five on the survey tool.
Overall results inclusive of all survey participants (n = 492) showed over half (53.5%) of
respondents who answered this question indicated they worked as sole practitioners. The
remainder of respondents indicated their practice type as 'group practice'. Within this
cohort of 'group practice' respondents 18.5% indicated this was with other CM
practitioners whilst 18.3% indicated working with complementary and alternative medicine
(CAM) practitioners. Respondents also indicated working with allied health practitioners
and registered medical doctors and/or general practitioners (GP's) as part of their practice.
Within this cohort 8.3% indicated they worked in a 'group practice ' with allied health
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practitioners and whilst 1.4% worked in a practice with GP's. Refer to Table 3.4 for further
details.

Practice Type

Sole practitioners
Work with other CM practitioners
Work with CAM practitioners
Work with Allied health practitioners
Work with general practitioners (GPs)
Subtotal
Missing
Total

Respondents
(subtotal n = 492)
263
91
90
41
7
492
8
500

Valid percentage
(%)

53 .5
18.5
18.3
8.3
1.4
100%

Table 3.4 Reported practice types of all survey respondents

3.3.2.5.

Area of specialty

This was the first of several multiple response questions in the survey tool and the results
may be read in the same manner in each instance. As a multiple response question,
respondents were permitted to make more than one selection as their response. Where the
results are presented in a table, the results will show both the percentage of total responses
and the overall valid percent from respondents.
This question asked respondents to indicate their area of specialty in CM (for example, if
they specialised in acupuncture or Chinese herbal medicine). The overall results inclusive
of all survey respondents showed there were 993 selections made by the 492 respondents
who answered this question. On average two selections were made by each respondent. As
a multiple response question the results show both the percentage of total responses and the
overall valid percent from respondents. For example, as shown in Table 3.9, 489 of the
responses (or selections) were for acupuncture. Thus 99 .4 % of respondents selected
acupuncture (489 of 492 respondents) and acupuncture constituted 49.2% (489of993) of
all responses (or selections) made. A combined score from 'manual therapy' (inclusive of
Tuina and other massages such as shiatsu or western remedial massage) rated second
highest of all responses (26.6%). Interestingly, while 48.8% of respondents selected CHM
as their area of specialty, this was less than the number of respondents (53. 7%) who chose
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manual therapies (Tuina and other massage combined). Refer to Table 3 .5 for further
details.

Responses
Area of specialty

Number of
responses
(n=)

Acupuncture
Chinese herbal medicine
Chinese remedial massage (Tuina)
Other massage
Total
NB/* Total add to more than 100% due to

489
240
140
124

Respondents
(subtotal n = 492)

Total
percentage
of responses
(%)

49.2
24.2
14.1
12.5
993
100%
multiple response choices.

Total percentage
of respondents (%)

*

99.4
48.8
28.5
25.2

Table 3.5 Areas of specialty indicated by all respondents

3 .4.

Results of an in-depth analysis of survey respondents
from New South Wales, Victoria and Queensland

It became apparent during the broad analysis of the data the number ofrespondents from
South Australia (SA), Western Australia (WA), Tasmania (TAS) and Northern Territory
(NT) were too small (n = 11 ,5,2, 1 respectively) to allow the results to be extrapolated to
the overall population in those respective States and Territory. In order to address this
issue, it was decided the in-depth analysis would be concentrated on the States with greater
number of responses that is NSW, VIC and QLD.
The following results presented below are concentrated on an in-depth analysis performed
on questions one to nine (omitting question 3) with respondents from NSW, VIC and QLD.
Chi-square tests were perfonned on questions 1 to 9.
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3.4.1.

Age, gender and practice type

An investigation of the respondent's state of residence with respect to age (p

= .058),

gender (p = .313), type of practitioner (p = .430) was performed but none of these showed
any statistically significant differences. There were no statistically significant differences
between the States were shown for practice types

3.4.2.

Number of years in clinical practice

A chi-square test performed on the State of residence with respect to the number of years
the respondent had been in clinical practice (question four) showed there were no
statistically significant results when respondents State of residence was compared to the
number of years they have been in clinical practice (p = .05). The result did show 50% of
NSW practitioners have been in practice for ten years and greater compared to one third of
respondents from VIC and 39% of QLD respondents.

3 .4.3.

Highest level of fo1mal education in Chinese medicine and
acupuncture

Question six asked the respondents to detail the highest level of formal education in CM
and acupuncture obtained. The result showed statistically significant result (p = .0001) but
due to expected cell frequencies being too small it was thought a recoding of the variables
would allow for a more meaningful result. The variables were re-coded into three new
groups, Post-graduate award, Bachelor degree award and Diploma or lower awards. This is
shown below in Table 3.6.
The re-coding of the categories showed statistically significant results (p = .012) when
State of residence were compared with the highest level of formal education. QLD
practitioners have less post-graduate numbers than the other States (7.1 %) while VIC has
less Diploma awards but more Bachelor qualified practitioners.
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Differences in the highest level of education are reflective of the qualifications and levels
available in each State. Half of practitioners across the three states have a Bachelor degree
in CM or acupuncture. A third of practitioners in NSW and VIC have a Diploma award or
lower reflecting the CM and acupuncture courses which were offered through private
colleges prior to the integration into tertiary level where courses were offered at Bachelor
degree levels. In NSW and VIC there are more practitioners with a post graduate award in
CM or acupuncture than QLD but there is a smaller percentage of practitioners in VIC with
Diploma awards (or less) than the other States. Refer to Table 3.7 for further details.
As part of this question respondents were also asked to provide details of the year of
graduation from a CM or acupuncture qualification. The increase in course availability of
CM courses in Australia during the late 1990's has resulted in a treble in graduate numbers
of practitioners qualified in acupuncture in the early to mid-2000. The results from
respondents in NSW, VIC and QLD are presented in Figure 3.2.

Original category

Coding

Doctorate (PhD)
I
Professional doctorate
-·-- - - - - - - - -·- - · - -2- - - Master (Research) _ _ _
3
------·Master {Coursework}
4
Bachelor
5
Advanced Diploma
6
Diploma
7
Other
8

New coding

New category

1

Post graduate

2

Bachelor degree

3

Diploma

Table 3.6 Re-coding of Question 6-Highest level of formal education in Chinese
medicine/acupuncture obtained
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Highest level of education in CM
(n = 452)
NSW
Post-graduate
Count
35
% within state
19.0%
Bachelor degree
Count
91
% within state
49.5%
Diploma
Count
58
% within state
31.5%
184
Total
Count
% within state 100.0%

STATE
VIC
17
15.0%
68
60.2%
28
24.8%
113
100.0%

QLD

11
7.1%
89
57.4%
55
35.5%
155
100.0%

Total
63
13.9%
248
54.9%
141
31.2%
452
100.0%

Table 3.7 Highest level of formal education in Chinese Medicine and acupuncture from
respondents in New South Wales, Victoria and Queensland
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Figure 3.2. Year of graduation of respondents from New South Wales, Victoria and
Queensland
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3.4.4.

Place of training

An investigation of the respondent's state of residence with respect to the place of training

in CM or acupuncture showed statistically significant results (p = .0001). 102 survey
respondents reported they had done at least some of their training overseas. Of this, one
third of NSW and 22% of VIC practitioners indicated they had done some of their training
overseas whilst only 9. 7% of QLD practitioners indicated the same.
Respondents were also asked where they underwent the CM or acupuncture training. The
four options included university, private college, Technical and Further Education (TAFE)
or other. Results showed 25 respondents did not select any of these choices (n = 427).
Statistically significant differences were found in respect to the State of residence and what
type of education institution the respondent received his/her training (p = .0001 ). The
analysis showed 81 % of QLD respondents who answered this question (question seven)
were trained at private colleges whilst 22% were trained at university level. This is in
contrast to 65% of NSW and 60% of VIC respondents who were trained at university level.
These results are presented in Table 3.8 .

------------------------

Place of training
(subtotal n = 427)
University
Count
(p = .0001)
% within State
Private college
Count
(p = .0001)
% within State
TAFE
Count
(p = .021)
% within State
Other
Count
(p = .280)
% within State
Total

NSW
114
64.8%
69
39.2%
0
.0%
4
2.3%

176

STATE
VIC
66
61.1%
47
43.5%
0
.0%
3
2.8%
108

·-,...-·----- Total

QLD

32
22.4%
116
81.1 %
4
2.8%
8
5.6%

143

212
232
4
15

427

Table 3.8 Teaching institutions where survey respondents from New South Wales,
Victoria and Queensland trained and obtained their qualification(s) in Chinese medicine
and acupuncture
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3.4.5.

Area of specialty

For the purposes of the survey, 'practice type was termed 'CM specialty'. This was the first
of several multiple response questions in the survey tool and as mentioned earlier (in
3.3.2.5), the results may be read in the same manner in each instance. As a multiple
response question, respondents were permitted to make more than one selection as their
response. Where the results are presented in a table, the results will show both the
percentage of total responses and the overall valid percent from respondents.
There were no significant differences when the State of residence was investigated with
respect to the area of specialty. The results did show responses were in line with the target
respondents with 99% of respondents practicing acupuncture.

3.4.6.

Current professional association membership(s)

Question nine was the final question in the survey tool used to gather information on the
demographic characteristics of the survey respondents. This question was a multiple
response question and respondents were asked to select from six options the professional
association they were a member. The results showed the Australian Acupuncture and
Chinese Medicine Association (AACMA) was the professional association with the
greatest number ofrespondent numbers, though with 68.7% of responses, NSW 68.7%,
had the lowest percentage in comparison to QLD (85%) and VIC (75%). The Australian
Traditional Medicine Society (ATMS) was identified as the professional association with
the second largest number of members.

3.4.7.

Summary of chi-square test results performed on the
demographic questions

Whilst chi-tests were performed on all the nine questions outlined above not all the results
were found to show statistically significant differences between the States. However, it was
still thought to be of interest to present a summary of the results. These results are
presented in Table 3.9.
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I

Description of analysis
State versus age of respondent
(question 1)
State versus gender of respondent
(question 2)
State versus number of years
respondent has been in clinical
practice (question 4)
State versus type of CM
practitioner (question 5)
State versus highest level of
education in CM/acupuncture
obtained (question 6)
State versus number of
respondents who received their
training in Australia (question 7)
State versus number of
respondents who received their
training overseas (question 7)

n=

chi-square

DF

p value

451

25.730

16

.058

446

2.321

2

.313

447

12.586

6

.050

451

8.037

8

.430

452

12.874

4

.012

452

14.720

2

.001

452

27.791

2

.0001

Table 3.9 Results of chi-square analysis of demographic questions

3.5.

Discussion

3.5.1

Strengths and limitations of Study 1

This study surveyed a large sample of practitioners who were identified as members of the
CM profession and use acupuncture as part of their practice scope. There is no existing
literature that reports on the perceptions and involvement of CM practitioners in the
workers' compensation system in Australia and the survey results therefore represent the
first data of an important and growing area of CM practice in contemporary Australia not
previously studied in any major national or State-based survey.
The study used a number of mailing lists sourced from both CM professional associations
and an industry group in order to best capture the greatest number of participants at a
national level who were identified as part of the CM profession. While there was no
method of confirming whether all eligible members of the target population received a
copy of the survey, the author is confident that, by using mailing lists from only nationally
based CM professional associations, the majority of the eligible population of practitioners
received the survey. Despite this assumption, there was always the possibility that eligible
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practitioners could still be excluded from participation due to a different professional
association membership to one of the four listed CM associations, and it was necessary
therefore to include an industry supplier's mailing list to limit potential extraneous
variation due to subject selection method bias. Overall, three quarters of the targeted
population sample did not respond to the survey and this may have introduced a skewing
bias into the reported results. However, future studies investigating the CM profession will
not likely encounter this issue due to development of a national register of CM
practitioners in Australia as a result of the national registration of CM practitioners from 1
July 20li1 5 .
In relation to the workers' compensation information gathered from Study 1 (and which are

presented in Chapter 4), responses from the survey are specific to the CM profession, while
the survey study itself is the first in Australia to focus on this topic. Replication is then
necessary to determine whether it is truly representative of the targeted population's
thoughts and perceptions of the workers' compensation system and correctly reflects
workers ' compensation patient case loads reported by the survey respondents. In contrast,
it may be possible to check a State--based subset of the collected demographic data for
accuracy and validity with data from other studies where this exists in an appropriate
form 9'
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,

but this is beyond the scope of this thesis.

The negative impact of using multiple mailing lists meant that a high number of duplicated
surveys were sent to the same practitioner, a potential source of response bias, masking the
calculation of the actual sample size and response rate. This was anticipated prior to the
survey distribution and therefore unique identifying mail list codes were applied to
correctly identify where the duplications may have occurred. Despite this strategy, until a
national database of CM practitioners is established there will be no clear way to overcome
this issue when undertaking national surveys.
Given the national aim of the survey study, it was also necessary to collect demographic
information to contextualise the workers' compensation responses received due to the
differences that exist between Australia's 11 workers' compensation Schemes and the
associated legislated frameworks as they relate to CM practitioners and acupuncture as a
treatment intervention (as discussed in Chapter 2). The survey also had a strong focus on
CM practitioners' perceptions, involvement and opinions of the workers' compensation
Scheme (relevant to the State or Territory in which their practice was located). The results
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of this study therefore represent opinions specific to this professional group and cannot be
accurately extrapolated to other professional groups' experiences and perceptions of the
workers' compensation system, but can, however, be used for comparative purposes.
Given the target population, there were no obvious implications of selection bias with the
possible exception of limiting the survey distribution to only members of those
organisations (CM professional associations and industry group) which were thought
would reflect best the national membership of the CM profession. In relation to recall bias,
people remember better their negative experiences 130 and so the survey questions were
designed as a series of open-ended questions to allow respondents to fully detail their
experiences of the workers' compensation Scheme, regardless of whether they were
positive or negative. Despite this measure, there was still a notable leaning towards
documenting more negative experiences and any future survey needs to include questions
that specifically target positive experiences as well.
The last known national survey conducted on the CM profession 9 is well over a decade old,
a decade that has seen many changes to the CM professional landscape. Beyond a lapse in
time, the Bensoussan and Meyers study was a broad-based review of the practice of CM
within Australia and overseas; it was inclusive of all practitioners (such as
physiotherapists, osteopaths, naturopaths, chiropractors, nurses and shiatsu therapists) and
not necessarily restricted to those who identified with the CM profession alone. Therefore,
a comparison of the demographic data could not be validly undertaken against population
characteristics reported in the Bensoussan and Meyers study and there is need for current
data that better reflects the contemporary demographic characteristics of the national CM
workforce. Their review additionally lacked any assessment of the relationship or
involvement of CM practitioners in the treatment of workers' compensation patients, (if
only because thi s was not an overriding pri01ity or objective of the study). There was also
no analysis or cross comparison undertaken to check the validity of the survey responses of
the workers' compensation related data and therefore replication of the current survey
study is required to be undertaken to verify findings in this respect.
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3.5.2

Demographic characteristics of Chinese medicine practitioners
surveyed

The investigation into the demographic characteristics of the survey participants has shown
some variations in responses due to within subject variability (including education and
place of training) and which were not specific to the related workers' compensation
Scheme itself. However, given the variations in the Australia Commonwealth and State
based workers' compensation Schemes (as identified in Chapter 2), there was always the
chance that responses may vary between collective groups of practitioners but which were
not reflected in all practitioners. It was for these reasons, in addition to the small number of
responses from SA, WA, TAS and NT that the key focus of the in-depth analysis
concentrated on responses of respondents from NSW, VIC and QLD .

Age, gender and number of years in clinical practice
While there were no statistically significant differences between the States for age, gender,
number of years in clinical practice and the type of CM practitioners, the remaining results
do provide useful information on this professional group. When a respondent's age was
compared with their sex, there were differences noted between the proportional
representation of males and females. For example, there were a higher number of females
aged 20-30 years (23.6%) compared to males of the same age range (7.8%). There were
comparatively more males aged 41-45 (21.4%) than females (10.5%), and more males
represented in the 56+ age group (15.8%) than females (5.0%). It is likely that this reflects
national education trends with more women entering tertiary education than men in recent
years. In comparison, the decline in women aged between 35 and 45 years of age was seen
as a reflection of women leaving the workforce and having children later in life. This is
supported by figures from the Australian Bureau of Statistics 131 who reported the increase
in the median age of all women who gave birth in 2005 was 30.7 years.
In contrast, the survey results indicated more women responders aged between 46 and 55

which may suggest women re-entering the workforce after childrearing. The data showed
proportionally more men in the workforce aged 56 and older than women and this likely
reflects historical workforce trends from previous decades where men had higher work
participation rates than women.
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At face value, the survey results portray a relatively young professional group with over
half of the respondents indicating a practice length of less than 10 years. However, there
were likely several factors which contributed to a 'skewing effect'. For example, the year
of availability of degree programs and the related educational institution were two such
factors. That is, there was a burgeoning of the availability of CM courses in the mid-1990s
when CM education moved into the tertiary education system (as discussed in Chapter 2).
Another factor influencing the young age of the CM professional group is the fact that
Bachelor programs gave some level of acceptance of CM as a legitimate treatment option
and so more enrolments may have been forthcoming in recent years reflecting a change in
societal attitudes towards CAM 24 .

Education and place of training

The correlation analysis ofNSW, VIC and QLD practitioners showed some relationship
between these factors as noted in the reported results. In particular, a practitioner' s highest
level of education in CM and place of training had some relationship to which State they
resided.
Over 50% of respondents reported obtaining a Bachelor degree qualification. This reflected
the current minimum requirements for Australian primary qualifying courses in CM as
recommended by the National Academic Standards Committee for Traditional Chinese
Medicine
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and a relatively recent addition to the qualification framework for Chinese

medicine. Given this, and the generally increased engagement of practitioners in treating
patients with work-related injuries (refer to Part II of the survey results), it is also possible
that Bachelor degree students were given greater levels of knowledge than occurred in
'older' degree pathways. For example, prior to the emergence of Bachelor degree level
programs in CM, there existed Diploma and advanced Diploma qualifications. Given the
related year of graduation of practitioners with a Diploma it was also unlikely that the
workers ' compensation system was specifically discussed as a general part of professional
practice issues in these courses and so 'Diploma graduates' levels of knowledge would
have been generally low when they graduated. However, relatively low knowledge levels
would have been countered by their greater clinical experience, with more years in practice
than recent Bachelor degree graduates, who are subsequently disadvantaged in the system
by their limited clinical experience and limited referral networks that 'older' established
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practitioners are more likely to have. This may account for some of the perceptions and
discrepancies noted in the results. While it was anticipated that the increase in CAM
acceptance 24 as a legitimate treatment option for injuries would result in a response from
course providers to increase the level of information on CAM integration into the broader
health system (inclusive of the workers' compensation system), the overall feedback by
respondents indicated that this was not the case.
There were significant differences identified between the states with respect to the highest
level of formal education in CM and acupuncture and where qualifications in
CM/acupuncture were obtained. A very different situation has emerged in QLD compared
to those practitioners in NSW and VIC. These differences in the highest level of education
and place of training were reflective of the different education system and course structures
offered in QLD compared to NSW and VIC. This is also reflective of the workers '
compensation situation in those States (as identified in Chapter 2).
As discussed in Chapter 2, historically the first acupuncture courses offered were
established in Sydney, Brisbane and Melbourne during the early 1970's. However, the
transition into Bachelor award levels at tertiary institutions occurred first in NSW and VIC
during the 1990's, followed later by QLD. Whilst there remain a small number of courses
offering CM or acupuncture with awards at Diploma or graduate Diploma levels, the
recognised course list from AACMA recognises primarily courses awarded at Bachelor
level 132 , which is in keeping with meeting industry standards 51 • This is refl ected in the QLD
respondents where there appear to be more with Diploma awards in acupuncture or CM
who have undertaken their training at private colleges. This saw only one in five surveyed
respondents from QLD who undertook training at a Bachelor degree level and there were
more practitioners in QLD with less post-graduate qualifications than in NSW and VIC but
comparable Bachelor qualified practitioners. These results did not take into account the
migration of practitioners between the States as there is no method to verify this.
In contrast to the QLD picture, there is a greater availability of courses offered in both

NSW and VIC in acupuncture. Given NSW and VIC were the two States to lead the
standard in Australian acupuncture and CM courses (in accordance with industry
recognised qualifications) it was no surprise that six out of ten practitioners in NSW and
VIC undertook training in acupuncture or traditional Chinese medicine (TCM) at a
Bachelor degree level. This is likely to reflect the funding provided by the Commonwealth
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government for students enrolled in tertiary level courses where many undergraduate
award level courses were subsidised by the Australian federal government (such as the
HECS program for students enrolled prior to 2005 133 ). Results from NSW and VIC
respondents also showed one in two respondents with post-graduate awards in CM and/or
acupuncture. Funding for post-graduate award levels were also subsidised by the
Australian government (under the HECS program) until the mid 2000's where many of
these courses are now fee paying. The presence of nearly one third of practitioners in both
NSW and VIC with a Diploma award is reflective of the CM and acupuncture courses
offered through the private colleges in these States prior to the integration of CM and
acupuncture into tertiary level where courses have been offered at Bachelor degree levels
since the 1990's.
Of the practitioners who indicated they had undertaken at least some of their training
overseas, results showed one in three NSW practitioners and one in four VIC practitioners
had undertaken at least some of their training overseas compared to less than one in ten
(9. 7%) of QLD practitioners. Again, this is reflective of the availability of courses offered
in each State.

Practice type
While the analysis did not identify any statistically significant differences between the
States and practice type ( for example, if they were a sole practitioner or worker with
others), it did reveal CM practitioners were practicing as health professionals in a broad
range of clinical settings and often with other allied health professionals or other CAM
professionals. This reflected the discussion in Chapter 2, where CM is not considered part
of mainstream medical practices (but rather exists parallel to it) and its members therefore
are not primarily employed within the public health system (as health care professionals).
For these reasons, it was anticipated that CM practitioners would be in private practice.
The findings supported this reasoning with one in two respondents (53.5%) were working
individually as sole practitioners. The findings also showed nearly two out of five CM
practitioners (36.8%) were working together in group practices either with other CM
practitioners or CAM practitioners. This supports the notion that CM practitioners have
been integrating with other CM and CAM professionals therefore establishing a network of
referrals and mutual professional recognition.
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In addition to this is the finding which showed a small number of CM practitioners who

were working alongside allied health professionals and registered medical practitioners,
(8.3% and 1.4% of surveyed respondents respectively). This finding suggests these allied
health professions and registered medical practitioners are also accepting of CM
practitioners as health professionals. However, it is unknown when the integration of CM
practitioners into these private practices commenced but the small numbers may suggest
this is a relatively recent occurrence. With CM practitioners now found to be working
alongside allied health professionals and medical practitioners in private practice, it also
creates greater opportunities for CM practitioners to educate those health professionals on
the use of CM. This also increases networking opportunities and encourages mutual levels
of professional recognition of each others scope of practice.

3 .6. Summary of the demographic characteristics of Chinese
medicine practitioners surveyed
In summary, the number of surveyed CM practitioners appears to be reflective of a

growing profession in Australia. A growing profession with a number of reputable and well
established courses (within leading tertiary institutions) primarily available in the three
eastern States of Au tralia (NSW, VIC and QLD). With a growing number of graduates
entering the CM workforce from industry recognised courses, the standard of
professionalism and competency as a health practitioner is comparable to other health
professions recognised within the Australian health system (such as physiotherapy) at
undergraduate university levels. Whilst the analysis did not identify any statistically
significant differences between the States for age, gender, number of years in clinical
practice and type of practitioner, the results did show CM practitioners were practicing
across in a broad range of clinical settings. CM practitioners can be found working in a
private practice as a sole practitioner or working with other CM practitioners or with CAM
practitioners in group practices. CM practitioners were also identified to be working
alongside allied health practitioners and registered general practitioners. This further
suggests CM practitioners are being accepted by other health professionals and also
supp01ts the discussion in Chapter 2 regarding the increasing level of acceptance given to
CM practitioners by other health professional groups in Australia. Finally, the differences
observed between the States with respect to education levels and place of training are
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reflective of the different course structures, availability of courses and funding provided to
students enrolled at university or tertiary institutions in NSW, VIC and QLD.
The remaining results from Study 1 will now be presented in the following chapter. These
results pertain to specific information gathered on the respondents' perceptions of and
interaction with the relevant workers' compensation Scheme. It will also discuss the future
directions survey respondents indicated they would like to see acupuncture and CM
progress within the Australian workers ' compensation system.
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CHAPTER4:
Results Part II (Study 1): Chinese
medicine practitioner's interactions
with the Australian workers'
Compensation system
4.1

Study 1, Part II: Introduction

Study l generated a ]arge amount of data and consequently the analysis and results of
Study l were intentionally separated into two discrete section to assist with their
presentation. The previous chapter reported on the 'demographical' component of the data
obtained in the national survey and consequently was presented as Part I of the results. This
assisted with understanding 'who' the members of CM profession were. This chapter
reports on Part II of the results for Study 1 and relates to the CM profession's (that is,
practitioners) experiences and interactions with the Australian workers' compensation
Scheme relevant to the practitioners' State of residence. This is followed by the discussion
and the overall Study 1 conclusion.
A major design aspect of the survey tool used in Study 1 was to gather relevant information
on the survey respondents' perceptions of the workers' compensation Scheme and repmi
upon their experiences when interacting with the Scheme (if any) . This information was
necessary to contextualise the information gathered to each of the different Schemes
operating in Australia (as it was previously identified in Chapter 2 in that each State and
Territory had Schemes specific to their jurisdiction). In other words, the different contexts
of each Scheme meant it was therefore necessary to analyse a respondent ' s responses on
the basis of their State or Territory of residence. The survey tool was designed with these
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requirements in mind. As such, questions 10 to 31 were constructed to report on the
complexity of the Australian workers' compensation system while being able to be related
specifically back to a particular Scheme.
As discussed in Chapter 3, the number of responses from South Australia (SA) (n = 11 ),
Western Australia (WA) (n = 5), Tasmania (TAS) (n = 2) and Northern Territory (NT)
(n = 1) were low. These could not be said to be a representative sample of the views of
practitioners in those States and Territories and thus unable to be extrapolated to the
broader population of practitioners residing in those related jurisdictions. While
practitioner numbers in these States and Territories are low anyway (for a variety of
reasons discussed previously in Chapter 3) this still did not allow for their statistical
analysis due to their sample size violating assumptions for both descriptive analysis (with
respect to normal distribution assumptions) and statistical testing used on the data. The low
response numbers from SA, WA, T AS and NT also meant the survey responses were not
discussed in this chapter (except in a few specific cases where appropriate and will be
noted as such below). Consequently, in continuing with the same approach used in Chapter
3 (Study l, Part I), the analysis of the Study 1 data forming Part II of the results in this
chapter include responses from New South Wales (NSW), Victoria (VIC) and Queensland
(QLD) only (a total of 451 respondents).
The responses from Questions 10 to 31 required an additional in-depth analysis to be
undertaken. The 22 questions could be re-ananged and categorised on the basis of specific
themes. Consequently, rather then reporting on the questions in numerical order, it was
thought a more constructive presentation of the results would be to present the questions on
the basis of the theme to which they related thus comparing the results in a logical manner.
This would assist the reporting and discussion of the results as well. The 22 questions
composing Questions 10 to 31 were analysed (a further description of the actual analysis
where relevant and appropriate is discussed below) and then sorted for presentation and
discussion according to their related themes. Consequently, the results below are organised
into themes on the basis of questions relating to:
•

Knowledge of and perceptions of the workers' compensation Scheme (4.2)

•

Respondents who have treated workers' compensation patients ( 4.3)

•

Respondents who have treated workers' compensation patients and have a system in
place to manage workers' compensation patients (4.4)

•

Respondents who have not treated workers' compensation patients (4.5), and
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•

Respondents who have not treated workers' compensation patients but have a system in
place to manage workers' compensation patients (4.6)

4.2

Knowledge and perceptions of the workers'
compensation Scheme

This section presents the results of the analysis conducted on eight questions in the survey
tool. These were questions 10, 11 , 12, 13, 22, 28, 30 and 31. (Refer to Appendix 3.1 for a
copy of the survey tool). These questions gathered information from all the survey
respondents in the following areas:
•

Knowledge of the workers' compensation Scheme (4.2.1)

•

Formal training and education obtained on the workers' compensation system and
awareness of legal obligations ( 4.2.2)

•

Perceived difficulties of the workers' compensation Scheme (4.2.3)

•

Obtaining assistance when experiencing difficulties with the workers' compensation
Scheme (4.2.4), and

•

Practitioners marketing efforts to attract injured workers and preferences for future
directions for the CM profession within the Australian workers ' compensation system
(4.2.5)

4.2.1. Knowledge of the workers' compensation Scheme
An investigation of the respondents ' State ofresidence in respect to their knowledge of the
workers ' compensation Scheme in their respective State was undertaken but there were
expected cell frequencies with too small counts so a recoding of the variables was
undertaken to allow for a more meaningful interpretation. The variables were re-coded into
three new groups, very poor/poor, satisfactory/good and very good/excellent. This is shown
below in Table 4.1.
Results of the re-coding showed statistically significant results (p = .0001) when State of
residence was compared with the respondents' level of knowledge on workers'
compensation in their respective States. Respondents in VIC appeared to be more satisfied
with their level of knowledge on workers' compensation with 61 % ofrespondents rating
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their knowledge as at least satisfactory or good. This is in contrast to respondents in NSW
where only 40% rated their knowledge as at least satisfactory or good and QLD with only
28% rating their knowledge as at least satisfactory or good. Refer to Table 4.2 for further
details.
These results provide further validation of the questionnaire. These results are likely to be
reflective of the levels of recognition of acupuncture within the workers' compensation
Schemes in NSW, VIC and QLD.

Original category
Very poor
Poor
Satisfactory
Good
Very good
Excellent

Coding
1
2
3
4
5

6

New coding

New category

1

Very poor/poor

2

Satisfactory/ good

3

Very good/excellent

Table 4.1 Re-coding of Question 10 - How would you rate your knowledge of the
workers ' compensation system in your state?

I

I
Knowledge of workers' compensation
(n = 448) (p = .0001)
NSW
Very poor/Poor
Count
110
60.4%
% within state
Satisfactory/Good Count
58
% within state
31.9%
14
Very good/
Count
Excellent
% within state
7.7%
182
Total
Count
% within state 100.0%

STATE
VIC
44
38.9%
57
50.4%
12
10.6%

111
72.5%
35
22.9%
7
4.6%

265
59.2%
150
33.5%
33
7.4%

100.0%

100.0%

100.0%

113

OLD

153

Total

448

Table 4.2 New South Wales, Victoria and Queensland respondents' knowledge of the
workers' compensation Scheme
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their knowledge as at least satisfactory or good. This is in contrast to respondents in NSW
where only 40% rated their knowledge as at least satisfactory or good and QLD with only
28% rating their knowledge as at least satisfactory or good. Refer to Table 4.2 for further
details.
These results provide fmther validation of the questionnaire. These results are likely to be
reflective of the levels of recognition of acupuncture within the workers ' compensation
Schemes in NSW, VIC and QLD.

Original category
Very poor
Poor
Satisfactory
Good
Very good
Excellent

Coding
1
2
3
4
5
6

New coding

New category

1

Very poor/poor

2

SatisfactoryI good

3

Very good/excellent

Table 4.1 Re-coding of Question 10-How would you rate your knowledge of the
workers' compensation system in your state?

-

Knowledge of workers' compensation
---·-STAT~----·- Total
(n = 448) (p = .0001)
NSW
VIC
QLD
Very poor/Poor
44
111
265
Count
110
% within state
60.4%
72.5%
59.2%
38.9%
Satisfactory/Good Count
58
57
35
150
% within state
31.9%
50.4%
22.9%
33.5%
Very good/
Count
14
12
7
33
Excellent
% within state
7.7%
10.6%
4.6%
7.4%
182
Total
Count
113
153
448
% within state 100.0% 100.0% 100.0% 100.0%

I

Table 4.2 New South Wales, Victoria and Queensland respondents' knowledge of the
workers' compensation Scheme
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4.2.4. Obtaining assistance when experiencing difficulties with the
workers' compensation Scheme
Respondents were asked to select where they would obtain assistance from when
experiencing difficulties with workers' compensation patients. This was another multiple
choice question. The results showed respondents often selected more than one of the six
options available. There were 746 responses from 444 respondents who answered this
question. The results are provided in two tables. Table 4.3 details NSW, VIC and QLD
respondents ' overall preferences for seeking assistance when experiencing difficulties with
workers' compensation patients whilst Table 4.4 which show the results between the
States.
Overall, the investigation into where respondents sought assistance when experiencing
difficulties with the workers' compensation Scheme showed more than 60% of the 444
respondents preferred to seek assistance from their professional association when
experiencing difficulties with workers' compensation patients. This was followed by
seeking assistance from the relevant State based workers' compensation authority (42.8%)
followed by seeking assistance from colleagues (27 .5%).
A chi-square test applied showed statistically significant differences between the States
with respect to three of the six options where respondents preferred to seek assistance when
experiencing difficulties with workers' compensation patients. These were options one,
option two and option four. Statistically significant differences were found in the three
most selected options by respondents, that is, obtaining assistance from your professional
association; workers' compensation authority in your state and obtaining assistance from
colleagues. 71.9% of QLD respondents preferred to seek assistance from their professional
1

association compared with 59.8% ofNSW and 50.9% of VIC respondents (X 2 = 11.761, p

= .003). Half(54.5%) of VIC respondents preferred to obtain assistance from the workers'
compensation authority compared to 43.8% in QLD whilst in NSW only 34.6% would seek
._, :2

assistance from the NSW workers' compensation authority ("l 2 = 11.962, p = .003). Over
a third ofrespondents in VIC (39.39%) indicated they would seek assistance from
2

colleagues compared to only 27.4% in NSW and 19.0% in QLD (X 2 = 13.591, p = .001).
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Practitioners preferences when
seeking assistance with workers'
compensation difficulties

Respondents
(subtotal
Responses
n = 444)
Total
Number of
Total
percentage of
percentage of
responses
respondents
(n =)
responses (%)

Obtaining Assistance from your
professional Association
Obtaining Assistance from WorkCover
Obtaining Assistance from Colleagues
Don't know where to obtain assistance
Obtaining Assistance from Medical
Doctor
Obtains Assistance from Other source
Total
Note/ Total number of respondents greater than

(%)

274

36.7%

61.7%

190
122
81

25.5%
16.4%
10.9%

42.8%
27.5%
18.2%

57

7.6%

12.8%

22
2.9%
5.0%
746
100.0%
168.0%
100% due to multiple response question

Table 4.3 New South Wales, Victoria and Queensland respondents' overall preferences for
seeking assistance when experiencing difficulties with workers' compensation patients

State based preferences for seeking
assistance when experiencing difficulties with
the workers' compensation system
NSW
(subtotal n = 444)
107
Obtaining As istance from
Count
your professional Association % within state
59.8%
(p = .003)
Obtaining Assistance from
62
Count
WorkCover (p = .003)
% within state
34.6%
49
Obtaining Assistance from
Count
Colleagues (p = .001)
% within state
27.4%
Don't know where to obtain Count
36
assistance
% within state
20.1%
Obtaining Assistance from
Count
27
Medical Doctor
% within state
15.1 %
Obtains Assistance from OtherCount
13
source
% within state
7.3%
Total number of respondents by State
179
Note. Percentages and totals are based on respondents.

STATE

------

VIC

QLD

57

110

50.9%

71.9%

61
54.5%
44
39.3%
20
17.9%
14
12.5%
7
6.3%
112

67
43.8%
29
19.0%
25
16.3%
16
10.5%
2
1.3%
153

----~·----

Total
number of
responses
(n = 746)
274

190
122
81
57
22

Table 4.4 State based preferences when seeking assistance with workers' compensation
difficulties experienced
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4.2.5. Practitioners' marketing efforts to attract workers'
compensation patients and preferences for future directions for
the Chinese medicine profession within the Australian workers'
compensation system
These four questions gathered information on the respondents' marketing efforts to attract
workers' compensation patients, preferences for increasing their workers' compensation
patient loads, if they would consider undertaking training in workers' compensation and
preferences for the future direction of the profession in relation to the workers'
compensation system.
In relation to the marketing efforts to attract workers' compensation patients, the analysis

showed no significant differences between the States with respect to practitioners actively
seeking to treat workers' compensation patients (p = .100). Overall, more than 91 % of
respondents don't actively seek to treat workers' compensation patients. In QLD this was
96.8%, whilst in VIC and NSW the results were 94.7% and 9L3% respectively.
After analysing respondents' preferences for increasing workers' compensation patients,
the results showed statistically significant results were identified between the States with
75% of QLD respondents indicating they would like to increase their workers'
..,,.a
compensation patient numbers followed by 70% in NSW and 50% in VIC (A 2 = 19.439,
p

= .0001).

There were no significant differences between the States when respondents were asked if
they would consider undertaking training to increase their knowledge of workers'
compensation. Overall, four out of five respondents indicated they would consider
undertaking training to increaser their knowledge in the area of workers' compensation.
When respondents were asked where they would like to see CM develop within the
workers' compensation system in the next five years results showed there were no
significant differences between the States. However, overall 53.8% ofrespondents
indicated they would like to see CM/acupuncture as a gazetted therapy within the workers'
compensation system (p = .186).
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4.3

Respondents who have treated workers' compensation
patients

The second theme of information gathered focused on respondents who indicated they have
treated workers' compensation patient. This section presents two sets of results. One set of
result is of the descriptive analysis undertaken of all the survey respondents and the second
are results of chi-square tests applied only to NSW, VIC and QLD respondents. This was
undertaken to determine any significant differences between the States with respect to
whether practitioners had treated workers' compensation patients. As mentioned above in
the introduction section, the chi-square tests have excluded the respondents from SA, WA,
T AS and NT as they were too small to allow the results to be extrapolated to the overall
population in those respective States and Territory (n = 11,5,2, 1 respectively). As
respondents answered questions within the survey tool, they were directed to further
questions dependent on their responses.
Respondents who indicated they have treated workers' compensation patients were
directed to questions 14a, 14b, 14c, 15, 16, 17, 18, 19, 20, 21, 23, 24, 25, 26 and 27 (a total
of 15 questions). These additional questions gathered infonnation on:
•

The frequency of workers' compensation patients treated ( 4.3.1)

•

Patient referral patterns (4.3.2)

•

Techniques utilised by practitioners when treating injured workers ( 4.3.3)

•

Difficulties experienced when engaging with the workers' compensation system (4.3.4)

•

Workplace systems in practice to manage workers' compensation patients (including
how the system was developed and level of effectiveness) (4.3.5)

•

Interactions with insurance companies (frequency of treatment request approvals and
number of insurance companies respondents have engaged with) ( 4.3.6)

•

Payment rates charged (4.3.7), and

•

Rep01i writing practices (4.3.8)

The results of the analysis on respondents who have treated workers' compensation
patients have been presented in the above order.
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4.3.1.

Frequency of workers' compensation patients treated (inclusive
of all respondents)

To obtain an overall picture of the responses, an initial descriptive analysis was performed
on all the survey respondents who answered this question. Overall, this showed 496 valid
responses of which 57.5% ofrespondents (n = 286) indicated they have treated workers'
compensation patients at some time whilst 42.3% (n = 210) indicated they had not
previously treated workers' compensation patients. There were also an additional 27 handwritten comments detailing their reasons for not having treated workers' compensation
patients. These results were gathered from question 14 of the survey tool.

4.3.1.1.

Estimated number of workers' compensation patients

treated in 2003 and 2004 (inclusive of all respondents)
The cohort of respondents who indicated they have treated workers' compensation patients
were directed to three additional questions before moving onto further questions (n = 286).
These additional questions sought to establish when the respondent had first treated
workers' compensation patients (which year) and also the estimated number of workers'
compensation patients they had treated overall during the 2003 and 2004 calendar years. It
was anticipated these questions would assist in providing baseline information on the
number of workers' compensation patients CM practitioners have been treating since the
first year of treatment and establish a trend (if any) in the frequency of workers'
compensation patients treated by CM practitioners during 2003 and 2004 calendar years.
Respondents estimated a total of 186 workers' compensation patients were treated in 2003
and a further 275 workers' compensation patients were treated in 2004, a relative increase
of 47.85%. (Note that this figure is not the same as the number of individual acupuncture
treatments performed). Overall, the results show an apparent steady increase in the number
of workers' compensation patients treated by CM practitioners. Further details of the
frequency of workers ' compensation patients treated are presented in Table 4.5.
Despite low numbers of respondents reporting treatment of patients in the workers'
compensation system during the decade from 1970 to 1980 (largely reflecting the relatively
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small number of respondents who were in practice at this time and a lack of extant data),
recent reported estimates by respondents show a consistent growth from 1999 with a
doubling of workers' compensation patients treated in 2002. It is of benefit to note this
increase occurred in spite of 90% of respondents indicating they did not actively seek to
attract workers' compensation patients to their practice (as identified in 4.2.5). Results of
the trend from 2003 and 2004 years are presented in Figure 4.1.

Have you treated patients in the workers' compensation system?
(n = 496)

NO

YES
(subtotal n = 286)
Valid percentage = 57. 7%
Respondents who have treated workers' compensation
patients (subtotal n = 284)
Number of patients treated in
2003
2004
(calendar year)
Total number of patients
275
186
treated (n =)
1-5
126
208
Breakdown of
6-10
33
36
number of
11-15
15
16
3
3
I patients treated 16-20
21-25
5
1
>26
4
11

~:)

·-~

(subtotal n = 210)
Valid percentage= 42.3%

I

I

Table 4.5 Surveyed respondents overall level of engagement with injured workers

4.3 .1.2.

Respondents from New South Wales, Victoria and
Queensland who have treated workers' compensation patients

To determine any significant differences between the States with respect to respondents
who have treated workers' compensation patients a chi-square test was performed
comparing NSW, VIC and QLD states. There were 451 valid responses to this question
from the three States with 25 5 respondents selecting 'yes' to having treated workers'
compensation patients (56.5%) whilst 196 indicated they had not ( 43 .5%).
The results showed statistically significant results between the States with 71.7% of
practitioners from VIC having treated workers' compensation patients, compared to 63.4%
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from NSW and only 37.4% from QLD (C~2 = 37.097, p = .0001). This cohort of
respondents from NSW, VIC and QLD who indicated they had treated workers'
compensation patients (n=255) were directed to answer three further questions as part of
question 14. The first question asked them to detail the initial year they commenced
treating a patient with a workers ' compensation claim. The results indicate the first
workers' compensation patient treated by a CM practitioner occurred in 1970. Results also
showed a consistent number of workers' compensation patients initially treated from 1999
to 2001 with a doubling of figures in 2002 . Refer to Figure 4.1 for further details.
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Figure 4. 1 Initial year when Chinese medicine practitioners in New South Wales, Victoria
and Queensland commenced treating workers' compensation patients
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4.3.1.3.

New South Wales, Victoria and Queensland respondents
estimated number of workers' compensation patients treated in
2004 and 2003

The second and third questions asked the respondents in this cohort to indicate the number
of individual patients they had treated in 2004 and 2003. Due to expected cell frequencies
being too small, variables were recoded for part b of question 14 to allow for a more
meaningful result. Part b of question 14 asked respondents to indicate, from six options, the
number of individual patients they had treated in 2004. Details of the recoding are
presented in Table 4.6 and the results showing the number of individual patients treated by
respondents in NSW, VIC and QLD are presented in Table 4.7.

0-5
6-10
11 -15
16-20
21-25
Above 25

Original category

Coding
1
2
3
·-

New coding
1
2

~

--~~=-1

3

Table 4.6 Re-coding of Question 14 part b-Number of individual patients treated in 2004

Number of workers' compensation
patients treated in 2004
(n = 245)
0-5
Count
% within state
6-10
Count
% \Vithin state
11 +
Count
% within state
Total
Count
% within State

STATE
NSW

VIC

QLD

Total

89
77.4%
17
14 .8%
9
7. 8%
115
100.0%

50
63 .3%
11
13.9%
18
22.8%

46
90.2%
4
7.8%
1
2.0%

185
75.5%
32
13.1 %
28
11.4%
245
100.0 %

79

100.0%

·-

51

100.0%

I

Table 4.7 Estimated number of workers' compensation patients treated by respondents
from New South Wales, Victoria and Queensland in 2004
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After the recoding, results showed VIC had the greatest proportion of respondents who had
treated more than 10 patients in 2004 followed by NSW and then by QLD.
An ANOV A test was used to estimate the number of patients treated in 2003 but the data

failed the homogeneity of variance test. The Kruskal-W allis test was then used to
determine whether there were any significant differences among the three States. The result
of the Kruskal-Wallis test was significant (p = .003) with the median number of patients
treated for VIC being five whilst NSW and QLD were both 3.5.

4.3 .2.

Patient referral patterns

This question asked respondents to indicate how the workers ' compensation patient was
referred. Respondents were permitted to select more than one of the six options available
and also had the option of detailing another source if it were not on the list presented. This
was a multiple choice question. There were 255 respondents who answered this question.
The result of chi-square tests showed statistically significant difference between the States
with respect to referral patterns of workers' compensation patients to a CM practitioner.
This was evident in three of the seven options (option one, two and three). More than half
of workers' compensation patients were seeking acupuncture treatments themselves (selfreferral) from CM practitioners. This is evident in NSW where 81.0% of workers'
compensation patients were patient self-referrals followed by 71.6% in VIC compared to
..,

58.6% in QLD (·,r-2 = 9.949, p = .007).

Other methods of referral for a workers' compensation patient varying between States were
2

2

from his/her NTD (X 2 = 6.125, p = .047) and their medical practitioner (A 2 = 9.292,
p = .010). One in four workers' compensation patients (24.7%) in VIC were referred from
his/her NTD and 31.7% in NSW whilst in QLD this was only 13.8%. Half of the workers'
compensation patients seeking acupuncture treatment from a CM practitioner or
acupuncturist in NSW and VIC (55.2% and 50.6% respectively) were referred by their
medical practitioner. Again, QLD had the fewest referrals from medical practitioners
(31 %).

132

There were no other significant results observed between the States for the remaining four
methods of workers' compensation patient referrals . As a multiple response question, the
results did indicate multiple responses were made from NSW and VIC respondents and
less in QLD (who answered this question). This was evident in the 238 responses made
from the 115 respondents in NSW and 155 responses made from 80 respondents in VIC
compared to 80 responses made by 57 respondents in QLD .

4.3 .3 . Techniques utilised by practitioners when treating injured
workers
There were 254 responses to question 16 which asked respondents to indicate what type of
techniques they used when treating workers ' compensation patients. There were no
significant differences found between the States. Overall, the results did highlight
traditional acupuncture; moxa and cupping were the three most frequently utilised
techniques by respondents in all three States. Further results of the most frequently utilised
techniques by CM practitioners when treating workers' compensation patients are detailed
in Table 4.8.

133

Techniques utilised when treating workers'
compensation patients
NSW
(n = 254)
111
Traditional Acupuncture
Count
% within state
96.5%
Mox a
Count
73
% within state
63.5%
69
Cupping
Count
<yo within state
60.0%
Electro-Acupuncture
Count
58
% within state
50.4%
Tunia (Chinese massage)
Count
50
% within state
43.5%
47
Medicinal liniments/
Count
ointments/patches
40.9%
% within state
45
Trigger Point Acupuncture Count
% within state
39.1%
43
Count
Heat Lamps
% within state
37.4%
Other Massage therapy
Count
36
% within state
31.3%
Laser acupuncture
22
Count
% within state
19.l %
21
Transcutaneous Electrical
Count
Nerve Stimulation (TENS) % within state
18.3%
Gua-Sha (also known as
15
Count
scraping)
% within state
13.0%
Total
Count
115
Note/ Percentages and totals are based on respondents.

STATE
VIC
79
97.5%
58
71.6%
63
77.8%
47
58.0%
44
54.3%
42
51.9%
30
37.0%
21
25.9%
14
17.3%
17
21.0%
18
22.2%
36
44.4%
81

QLD

Total

56
96.6%
37
63.8%
29
50.0%
23
39.7%
28
48.3%
24
41.4%
23
39.7%
13
22.4%
13
22.4%
11
19.0%
7
12.1%
17
29.3% --

58

246
168
161
128
122
113
98
77
63
50
46

68
254

Table 4.8 Techniques utilised by Chinese Medicine practitioners surveyed when treating
workers' compensation patients

4.3.4.

Difficulties experienced when engaging with the workers'
compensation system

Question 17 asked respondents to indicate whether they had experienced any difficulties
when interacting with the workers' compensation Scheme (as part of managing an injured
worker). There were two parts to this question. Respondents from NSW, VIC and QLD
who indicated they have experienced difficulties were then directed to the second part of
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question 17 which asked them to select, from the six options, what the difficulties were
(part b). There was also an option allowing the respondents to indicate the difficulty
experienced if it was not one of the five options available.
There were 254 valid responses to this question. There were no statistically significant
differences between the three States with respect to difficulties they experienced when
treating workers' compensation patients. Overall, two thirds ofrespondents (66 .1%)
indicated they experienced difficulties when dealing with the workers' compensation
Scheme in his/her State. Respondents in NSW experienced the highest level of difficulties
(70.4%), followed by VIC (66.7%) and QLD (56.9%).

4.3.4.1.

Question 17 part b-Identified difficulties from respondents
who have treated workers' compensation patients and
experienced difficulties

Respondents who indicated they have treated workers' compensation patients and
experienced difficuJties with the relevant workers' compensation Scheme (n ~= 168) were
then asked to select from the six options provided to indicate what the difficulties were.
This was a multiple response question and results indicated on average, each respondent
made two selections as shown by the total of 376 selections.
Chi-square tests performed on this cohort showed statistically significant differences
between the States in relation to two of the six listed difficulties. These included payment
difficulties (option one) and difficulties receiving approval for acupuncture treatment
requests (option five) . Respondents in VIC who have treated workers' compensation
patients and experienced difficulties when engaging with the workers' compensation
authority (Work Safe Victoria) reported payment difficulties were the greatest difficulty
experienced (94.4%) compared to those in NSW (86.4%) and less than half in QLD
(42.4%)

2

(t' 2 = 38.758, p = .0001).

On the other hand QLD respondents have the greatest difficulty receiving approval for
acupuncture treatment requests (63.6%) compared with NSW (54.3%) and VIC (33 .3%)
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respondents who have the least difficulties obtaining approval for acupuncture treatment
2

requests (X 2 = 9.037, p = .011).
There were no significant differences between the three States shown for the remaining
four options which included poor level of acceptance, communication difficulties, legal
implications and other difficulties. Overall, one third of respondents indicated poor levels
of acceptance (33.3%) and communication difficulties (32.1 %) were issues faced when
dealing with the workers' compensation Scheme whilst only 4% indicated the difficulties
experienced were in relation to legal issues.

4.3.5.

Workplace systems in place to manage workers' compensation
patients (including how the system w

Respondents in NSW, VIC and QLD who indicated they had treated workers'
compensation patients were directed to answer three fmiher questions relating to the
presence of any workplace systems to manage workers ' compensation patients. (This
reflected questions 19, 20 and 21). This gathered infonnation on any existing workplace
systems used by respondents who had treated workers ' compensation patients. There were
25 3 respondents in this cohort.
An investigation into any existing workplace systems in place to manage workers'

compensation patients from respondents who had treated workers' compensation patients
showed statistically significant differences between the States. There were 158 respondents
who have treated workers' compensation patients but did not have a system in place.
Results showed four out of five respondents in QLD (80.4%) who have treated workers'
compensation patients did so with no extant system in place to manage them compared to
three out of five respondents in NSW (62.1 %) and only half of VIC respondents (50.6%)
y2

(;,_, 2 = 12.501 , p = .002).
Overall, only one third of respondents (37.5%) had a system in place to manage workers'
compensation patients. For this reason, it was thought to be of value to further investigate
this cohort of respondents. The results of these findings are presented further below in 4.4
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(Subgroup 1-Respondents who have treated workers' compensation patients and have a
system in place to manage workers' compensation patients).

4.3.6.

Interactions with insurance companies (frequency of treatment
request approvals and number of insurance companies
respondents have engaged with)

It was thought to be of value to gather information on the level of engagement with
insurance companies as part of treating a workers' compensation patient. This information
was gathered from questions 23 and 24 of the survey tool. Respondents who initially
indicated they had treated workers' compensation patients were asked to answer question
24 which gathered information on the frequency of approvals they received from insurance
companies. Respondents also had the option to detail any reason(s) for not receiving
approval requests for acupuncture treatments from the insurance companies. Question 24
asked respondents to indicate how many insurance companies they have engaged with
whilst treating a workers' compensation patient.

4.3.6.1.

Frequency of approval for treatment requests submitted

There were 23 8 valid responses. An investigation of the respondents' State of residence
with respect to how often their requests for acupuncture treatment were approved by
insurances companies (or Scheme Agents) was carried out but due to expected cell
frequencies being too small, variables were recoded to allow for a more meaningful result.
Details of the recoding are presented in Table 4.9.

After the recoding was undertaken, the results showed statistically significant differences
between the States with respect to how often requests for acupuncture treatments were
approved. Approximately half of the respondents in VIC (54.5%) and NSW (45.9%) who
submitted acupuncture treatment requests always or almost always received approval for
acupuncture treatment requests in comparison to respondents in QLD where only 20.0%
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2

would always or almost always receive approval (X 4 = 19.340, p = .001) ..For further
details of the results refer to Table 4.10.

Original Category
Never
Almost never
Occasionally
Frequently
Almost always
Always

Original Coding
1
2
3
4
5
6

New Coding

New Category

1

Never, almost never
Occasionally,
frequently
Almost always,
always

2
3

Table 4.9 Recoding of Question 23-How often requests for acupuncture were approved
from the insurance companies

Approval rates
Never or almost never
Occasionally or frequently
Almost always or always

Total

NSW

22
Count
% within state
19.8%
Count
38
% within state
34.2%
Count
51
% within state
45.9%
Count
111
% within State 100.0%

STATE
VIC
17
22.1%
18
23.4%
42
54.5%
77
100.0%

QLD
22

44.0%
18
36.0%
10
20.0%
50
100.0%

Total
61
25 .6°('2_

74

31.1 %
103
43.3%

238

100.0%

Table 4.10 Approval rates for acupuncture treatment requests by respondents from New
South Wales, Victoria and Queensland

4.3.6.2.

Details of insurance companies respondents have engaged
with

There were 192 valid responses to this question. This was a multiple response question and
respondents often selected more than one option from the seven available. This was evident
by the 589 selections made from the 192 respondents in this cohort.
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The results showed the three most frequently engaged workers' compensation insurance
companies were GIO, Allianz and QBE (in that order). Two out of three respondents have
engaged with GIO whilst half of the respondents have engaged with Allianz and QBE.
Refer to Table 4.11 for further details.

Insurance companies

Responses

Respondents
(subtotal
n = 192)
Total percentage
of respondents

Number of
Total percentage
responses
of responses
(n =)
(%)
(%)
Worked with GIO
22.6%
69.3%
133
54.2%
Worked with Allianz
104
17.7%
101
17.1%
52.6%
Worked with QBE
46.4%
89
15.1%
Worked with CGU
45.3%
87
14.8%
Worked with NRMA
38
6.5%
19.8%
Worked with Vero
Other Insurers
37
6.3%
19.3%
Total
589
306.8%
100.0%
Note/ Total number of respondents greater than 100% due to multiple response question
Table 4.11 Workers ' compensation insurance companies ' respondents in New South
Wales, Victoria and Queensland reported as having engaged with

4.3.7 . Payment rates charged
This question asked respondents to indicate what fee rates were charged for acupuncture
treatments when treating workers' compensation patients (question 25 of survey tool).
There were 239 valid responses to this question. Statistically significant differences were
found between the States with respect to how much respondents were charging when
treating workers' compensation patients.
Four out of five QLD respondents (82.7%) indicated their standard rates were applied
when treating workers ' compensation patients compared to only one in two respondents in
both NSW (53.5%) and VIC (50.7%). VIC had the greatest number ofrespondents who
billed less than their own standard fees when treating workers ' compensation patients
(43.8%) compared to 5.8% in QLD and 1.8% of respondents in NSW. There were notably
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more respondents in NSW billing more than their standard fees (43 .0%) compared to those
~

.2

in QLD (9.6%) and VIC (2.7%) (A: 8 = 103.388, p = .0001).
Overall, results showed 59% of respondents billed their standard rates when treating
workers' compensation patients with one in five respondents (23.4%) billing more than
their standard fee rate whilst 15.5% billed less than their normal standard fee rate.

4.3.7.1.

Reasons respondents billed more than their standard fees

when treating workers' compensation patients
This cohort include respondents who indicated they had treated workers' compensation
patients and billed more than their standard fee rate when treating injured workers (that is,
workers' compensation patients). This cohort were directed to a further question as part of
question 25 which asked them to indicate a reason(s) for this fee rise when treating
workers' compensation patients (question 25, part b).
From the 239 valid responses from the first part of question 25 , there were 54 valid
responses to this question (two respondents djd not make a comment). This was a multiple
choice question and respondents were permitted to select more than one of the four options
available. Results showed respondents often selected more than one option as evident by
the 147 selections made from 54 respondents.
It is worth noting, 48 respondents (of the 54) who responded in this cohort were from

NSW. These respondents from NSW made a total of 121 selections. The most identified
reason for billing more when treating a workers' compensation patient was due to the
paperwork associated with treating a workers' compensation patient. This was followed by
time spent with 'administration' work for a workers' compensation patient and payment
difficulties.
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4.3.7.2.

Other reasons for billing more than respondent's standard
fee

Respondents who selected ' Other reasons' from the four options of question 25 part b were
given the option of detailing the 'other reason(s)' they billed more fees when treating
workers' compensation patients. As a result, there were 18 hand-written comments. These
hand-written comments were collated and grouped into themes for analysis.
There were three predominant themes identified in thel 8 hand-written comments. The
themes included fees were increased due to the increased time spent on administration,
time spent on report writing, and a delay or difficulty in receiving payments. It was
apparent these resembled three of the four options from question 25 part b. Therefore, it
was considered appropriate to merge the number of respondents with the corresponding
options (from question 25 part b). It was interesting to note one respondent indicated the
reason for charging more when treating workers ' compensation patients was not related to
monetary or administration issues but rather due to the complex treatment and multiple
problems workers' compensation patients presented with . The final results (inclusive of the
hand-written comments) are presented in Table 4.12.

Reasons for billing more than
standard fees

Respondents
(subtotal n = 54)
Total percentage Total percentage
of respondents
of responses

Responses

Number of
Responses
(n=)

(%)

(%)

More fees charged related to
92.6%
50
34.0%
administration
More fees charged related to
52
35.4%
96.3 %
paperwork
More fees charged related to
44
81.5%
29.9%
payment difficulties
Complex treatment, multiple
1
0.7%
1.9%
problems
Total
147
272.2%
100.0%
Note/ Total number of respondents greater than 100% due to multiple response question
Table 4.12 Respondents reasons for billing more than standard fee rates when treating
workers' compensation patients
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4.3.8.

Report writing practices

This final set of questions gathered information from respondents on report writing
practices when treating workers' compensation patients. This included questions 26 and 27
of the survey tool. Question 26 asked respondents to indicate whether they write reports to
insurance companies, who requested the report and how often reports were written.
Question 27 asked respondents if they wrote reports to others apart from insurance
compames.

4.3.8.1.

Writing reports to insurance companies

Question 26 asked respondents to indicate if they wrote reports to insurance companies
when treating workers' compensation patients. There were three parts to this question.
An investigation of the respondents' State of residence with respect to whether they wrote

reports showed statistically significant differences between the States. There were 254
valid responses to this question, of which 59 .4% indicated they wrote reports to insurance
companies (n = 151 ). Statistically significant differences were found between the States
with respect to report writing. Two thirds of respondents in NSW wrote reports to
insurance companies (71.6%) compared to half in QLD (51.7%) and less than half in VIC
(47.5%)

er.

2

2 = 13.222, P = .001).

Respondents who indicated they did write reports were directed to two further questions
(as part of question 26). The first question asked respondents to indicate (from the four
options) who requested the report and the second asked them to indicated how often they
wrote reports.

4.3.8.2.

Who requested the report?

The second pmt of question 26 asked respondents to indicate who requested the report they
wrote to insurance company. This cohort of respondents included respondents from NSW,
VIC and QLD who indicated they had treated workers ' compensation patients and had

142

written reports to insurance companies. There were 145 valid responses to this question
(six respondents did not make any selections). This part of question 26 was a multiple
response question and respondents often selected more than one response as indicated by
the 194 selections made from the 145 respondents in this cohort.
From this cohort, results of a chi-square test showed no statistically significant differences
between the States with respect to who the requesting party for the report was. Overall,
results showed the majority of reports written were requested by insurance companies
(87.6% of respondents).
Respondents who indicated the report was requested by ' another party' (option four) were
asked to provide details of the 'other party'. This resulted in 22 hand-written comments.
These hand-written comments were collated and grouped into themes for analysis. Four
predominant themes emerged from the hand-written comments. These themes included
lawyers and barristers (n=l l), patients (n=6), medical practitioners (=3), and Centrelink
and CRS Australia (formerly Commonwealth Rehabilitation Service) (n=2) as the other
parties requesting reports.
Therefore, to facilitate a meaningful interpretation of all the results, these additional handwritten comments have been included in with the overall results, and where appropriate,
have been merged with the same corresponding option (identified in one of the other three
options) . These results are presented in Table 4.13.

143

Respondents
(subtotal
n = 145)
Total
Total percentage
percentage of of respondents
responses (%)
(%)

Responses
Person(s) requesting report(s)

Number of
responses
(n =)

Report was requested by insurance
128
66.0%
88.3%
company
Report was requested by
29
14.9%
20.0%
rehabilitation company
10.3%
15
Report done through own initiative
7.7%
Report requested by
Barrister/solicitors/lawyers for court
11
5.7%
7.6%
and dispute settlements
Report requested by patient
6
3.6%
4.1%
Report requested by medical
3
1.5%
2.1%
practitioner involved in treatment
2
Report requested by Centrelink/CRS
0.5%
1.4%
Total
194
100.0%
133.8%
Note/ Total number of respondents greater than 100% due to multiple response question
Table 4.13 Person(s) requesting report(s) from respondents to insurance companies in
relation to workers' compensation patient

4.3.8.3.

Frequency of report writing

The final part of question 26 asked respondents to indicate how often they wrote reports .
Of the 145 respondents who indicated they wrote reports to insurance companies there
were 92 valid responses to this part of the question (59 respondents did not make any
selections).
There were no statistically significant differences between the States with respect to how
often repo1ts were written (';r· -' 4 = 2.100, p = .717). Overall, results showed nine out of ten
respondents wrote one to five reports per month (94.6%) whilst only 3.3% wrote six to 10
reports per month and 2.2% wrote more than 10 reports per month.
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4.3.8.4.

Writing reports to other sources

The final question gathering information on report writing practices was question 27 in the
survey tool. There were two parts to this question. Respondents were also given the option
to details reason(s) for writing the report.
The first part of the question asked respondents to indicate whether they had written reports
to other sources. This cohort of respondents included those from NSW, VIC and QLD who
indicated they had treated workers' compensation patients. There were 255 valid responses
to this question of which 47.8% indicated they wrote to other sources (n = 122). There
were no statistically significant differences between the States in relation to writing reports
to other sources.
Respondents who indicated they did write reports to other sources (n = 255) were directed
to the second part of question 27 asking them to indicate, from the four options, to whom
they wrote the reports. From the 122 respondents who indicated ' yes ' to the first part of
question 27, there were 116 valid responses to this part of the question (6 respondents did
not make any selections) . This part of question 27 was a multiple response question and
respondents often made more than one response as indicated by 185 selections made by
116 respondents in this cohort.
Initial results identifi ed 34 responses were made to option four (reports written to ' other'
sources). Respondents who indicated they wrote reports to ' other' sources (option four)
were given the option of writing details of the ' other' sources they wrote reports to. This
identified 34 hand-written comments. These hand-written comments were then collated
and grouped into themes for analysis. Five themes emerged in the hand-written comments.
These themes indicating the ' other' sources who respondents wrote reports to were firstly,
legal related persons including lawyers/solicitors/court subpoenas (n = 25), medical
practitioners I NTD (n = 1), allied health practitioners (n = 2), CM practitioners (n = 1),
and occupational health and safety officers (OHS officers) (n = 1). Four of the remaining
comments were invalid responses. To facilitate a meaningful interpretation of all the
results, the hand-written comments of the 'other' sources have been disseminated into the
overall results, and where appropriate, were merged with the same corresponding option
(identified as one of the other three options).The revised results are presented in Table
4.14.
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Respondents
(subtotal
n = 116)
Total
Total
percentage of percentage of
responses
respondents

Responses
Who respondents wrote reports to

Number of
responses
(n =)

(%)

(%)

79.3%
29.3%
22.4%

Reports written to medical practitioners
92
50.3%
Report written to rehabilitation providers
34
18.4%
Report written to the patient
26
14.1%
Report written to solicitors and lawyers
25
13.5%
21.6%
for court or dispute settlements and
court subpoenas
Other (unidentified)
4
3.4%
1.6%
Allied health practitioners
2
1.7%
1.1%
0.9%
CM practitioner
1
0.5%
0.9%
OHS officer
1
0.5%
Total
185
159.5%
100.0%
Note/ Total number of respondents greater than 100% due to multiple response question
Table 4.14 Who respondents wrote reports to

Overall, the final results showed 4 out of five respondents vrote repmts to medical
practitioners when treating a workers' compensation patient whiJst the most urprising
finding was one in four respondents wrote reports to lawyers and solicitors. There were no
statistically significant differences between the States in relation to respondents writing
reports to other sources.

4.4

Subgroup 1 - Respondents who had treated workers'
compensation patients and had a systern in place (to
manage workers' compensation patients)

There were 95 respondents in this cohort who indicated they had treated workers'
compensation patients and also had a system in place to manage this group of patients. Half
of the respondents in VIC indicated they had a workplace system to manage workers'
compensation patients (49.4%) compared to respondents in NSW (37.9%) and one in five
respondents in QLD (19.6%) (X-2 = 12.501, p = .002).

146

This cohort was directed to two further questions gathering information on how the system
was developed and how effective they perceived their system was. This information was
gathered from questions 20 and 21 of the survey tool. The results of this cohort (Subgroup
1) are presented below.

4.4.1.

Development of the workplace system to manage workers'
compensation patients

Respondents were asked how the system in place to manage workers' compensation
patients was developed (question 20 of the survey tool). This was a multiple response
question and respondents could select from the four options available. As a multiple
response question, respondents were permitted to select more than one option as indicated
by the127 selections made from the 92 respondents (three respondents did not select any of
the options).
The analysis showed statistically significant differences between the States in how
workplace systems were developed to manage workers' compensation patients. Four out of
five respondents in NSW (88.6%) and QLD (81.8%) indicated the system in place was
developed through experience compared to half of the respondents in VIC (57.5%)

.,

(1'-2 = 11.089, p = .004). None of the three remaining options showed any significant
differences between the States.
Overall, 77 .2% of respondents indicated the systems in place to manage workers'
compensation patients were developed through experience, 29.3% were based on other
professions, and 19.6% were based on association guidelines whilst 12% were developed
in collaboration with colleagues.
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4.4.2.

Perceived effectiveness of system in place to manage workers'
compensation patients

This cohort of respondents was then asked to rate the effectiveness of their current system
in place to manage workers' compensation patients (question 21 of survey tool). Results of
the analysis showed some expected cell frequencies were too small. Therefore, it was
decided to recode variables to allow for a more meaningful result. Details of the new
coding are presented in Table 4.15.

Original category
Very poor
Poor
Satisfactory
Good
Very good
Excellent

Original Code
1
2
3
4
5

6

New Code

1
2
-·

3

Table 4.15 Recoding of Question 21-How effective would you rate your current system?

After the recoding, results showed there were no statistically significant differences
between the States with respect to the perceived effectiveness of their systems to manage
2

workers' compensation patients (X 4 == 1.271, p == .866).
Overall, 65.2% ofNSW, VIC and QLD respondents perceived their system was
satisfactory or good whilst 25% perceived their system was very good or excellent in
managing workers' compensation patients.

4.5

Respondents who have not treated workers'
compensation patients

This cohort included respondents from NSW, VIC and QLD who indicated they had not
treated workers' compensation patients (n = 196). As part of question 14, respondents who
indicated they have not treated workers ' compensation patients were directed to a further
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part of the question asking them to select from a list of six options a reason(s) why they
had not done so. This was a multiple response question and respondents could select more
than one response. This was evident by the 381 selections made from 187 respondents
(nine respondents did not make any selections).
Statistically significant differences were found between the States with respect to those
who indicated they have not treated workers' compensation patients. Results showed
62.6% of QLD respondents had not treated workers' compensation patients compared to
a

36.6% in NSW and 28.3% in VIC (X 2 = 37.097, p = .0001).

4.5.1

Reasons respondents have not treated a workers' compensation
patient

Overall over half ofNSW, VIC and QLD respondents indicated 'never receiving a referral'
and 'never having the opportunity' as the two most recognised reasons for not having
treated a workers' compensation patient. This was followed by not knowing enough about
the system. Refer to Table 4.16 for further details.

4.5.2

Other reasons for not having treated a workers' compensation
patient

As part of question 14, respondents who indicated they have not treated workers'
compensation patients were also given the option to write further additional comments if
their reason(s) did not match any of the six statements listed. This identified 20 handwritten comments from respondents in NSW, VIC and QLD. These comments were
collated and grouped into themes.
There were two themes that emerged from the hand-written comments. Firstly, the
comments were all negative and secondly, comments varied depending upon the
practitioner's State of practice. For example, QLD practitioners reported they were aware
of their exclusion as treatment providers within the State Scheme and consequently failed
to receive approvals for acupuncture treatment requests to insurance companies (n = 17).
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Comments arising from NSW and VIC practitioners (n = 4 and n = 3 respectively) were in
relation to monetary issues and a perceived lack of adequate remuneration for their service.
A small number of respondents also commented that they refused to treat workers '
compensation patients (n = 2) whilst others have been advised from colleagues not to treat
workers' compensation patients due to difficulties experienced with approvals and
payments (n = 2).

Respondents
(subtotal
n=)
Total
Total
percentage of percentage of
responses
respondents

Responses
Reasons from not treating workers'
compensation patients

Number of
responses
(n =)

(%)

- · - (%) _ _

Never received referral
115
30.2%
61.5%
105
Never had opportunity
27.6%
56.1%
Don't know enough about the system
73
19.2%
39.0%
41
W orkCover system too difficult
10.8%
21.9%
Not interested
27
14.4%
7.1%
Other reasons
5.2%
10.7%
20
·-·Total
381
100.0%
203.7%
....
Note/ Total number of respondents greater than 100% due to multiple response question
Table 4.16 Reasons practitioners in New South Wales, Victoria and Queensland have not
treated workers' compensation patients

This cohort of respondents was then directed to questions 19 and 22 before continuing onto
the final four survey questions (that is, questions 28, 29, 30 and 31). Please note results of
questions 28 through to 31 were presented in 4.2.5 (these questions were answered by all
respondents regardless of whether they had treated workers' compensation patients or not).
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4.6

Respondents who have not treated workers'
compensation patients but have a system in place (to
manage workers ' compensation patients)

This cohort ofrespondents included respondents from NSW, VIC and QLD who indicated
they had not treated workers' compensation patients (n = 196) but had a system in place to
manage workers' compensation patients. There were no significant differences between the
States in relation to whether respondents had a system in place to manage workers'
compensation patients for those who had not treated workers' compensation patients
..,,

(X""'2 = .004, p = .998). Results showed there were only a small number ofrespondents

from the three States who indicated they had a system in place to manage workers'
compensation patients but they had not treated workers' compensation patients. There were
a total of 12 respondents in this cohort.

4.7

Summary and discussion of the workers' compensation
results

The aim of Study 1was to obtain an overview of the CM profession's level of engagement
with the various workers' compensation Schemes within Australia and a consequent
investigation into their perceptions of this system. Consequently, a large number of
questions in the survey tool were designed to gather this information (as reflected in
questions 10 to 31 ). Reflecting an enormous quantity of data the results of Study 1 were
therefore presented in two sections and the resultant discussions have similarly been
presented along the same theme headings. These discussions below therefore relate to Part
2 of the Study I .results

4.7.1

Respondents' knowledge and perceptions of the workers'
compensation Scheme

Study 1 provided the first clear evidence of the practice of acupuncture by CM
practitioners in the Australian workers' compensation system where previously only
anecdotal reports have been available. Overall, the findings identified significant
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associations between a practitioners' State of residence with the level of know ledge, formal
education and legal awareness of the relevant workers' compensation Scheme.
In NSW the findings depict a professional group with very little formal education or

training in workers' compensation with six out of ten CM practitioners surveyed indicating
they have a very poor or poor level of knowledge in the area of workers' compensation and
one in three rated their knowledge as satisfactory or good. In comparison to respondents in
VIC, half of the practitioners surveyed rated their knowledge in workers' compensation as
satisfactory or good, despite more than 90% indicating they had no formal training or
education in the workers' compensation field. In QLD, similarities were observed with the
number of practitioners with no formal training or education in workers' compensation and
as such were reflected in the very poor or poor levels of know ledge in this area.
The varying levels of recognition of the CM profession and acupuncture (identified in
Chapter 2) in the various workers' compensation Schemes can also be used to explain the
differences in knowledge levels found between practitioners depending upon their State of
residence in the results. As a gazetted technique in VIC, acupuncture provisions within the
workers' compensation legis]ation provide a framework and supp011 for CM practitioners
when operating as a registered acupuncture provider within the Victorian Scheme. As such,
resources and education opportunities are available and this may explain why half of
respondents in VIC rated their knowledge in this area to be satisfactory or good. This may
also explain why 60% in NSW and 72% in QLD rated their knowledge in this area to be
very poor and poor. In particular, CM practitioners resident in Queensland have fared
poorly in that State's Scheme with no recognition being accorded to their use of
acupuncture at all. This effectively stops practitioners from treating injured workers
presenting within that State's Scheme and their resultant knowledge is therefore poor. QLD
respondents therefore were more frequent in noting no prior experience treating a workers'
compensation patient.
For CM practitioners in NSW, however, the situation differs to that in QLD due to the
medical provisions provided within the workers' compensation legislation
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(as discussed

in Chapter 2). The provisions allow CM practitioners to treat injured workers within the
NSW Scheme and receive remuneration for any acupuncture services provided. However,
NSW respondents still reported experiencing high levels of difficulties which appear
unrelated to ' access ' issues and reflect instead the likely non-gazetted status of CM
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practitioners, and consequently, little information to assist them navigate the NSW
Scheme.
Both resourcing and educational opportunities for CM practitioners appear to be frequent
concerns for both NSW and Qld CM practitioners with the exception of practitioners in
VIC. Victorian CM practitioners have available Fee schedule for acupuncture 120 and the
Guideline for healthcare providers 134 , produced by Work Safe Victoria which assist
practitioners to understand the workers' compensation Scheme. In contrast to NSW, CM
practitioners in VIC are not recognised as a profession and the presence of documentation
to assist the Victorian CM practitioners in that State's Scheme may rest with their
professional recognition as a registered profession in that State instead. Nonetheless, the
very poor or poor levels of knowledge reported by practitioners surveyed from NSW and
QLD require addressing. The CM professional associations also have an important role in
providing their members with information given more than half the CM practitioners
surveyed indicated they would seek assistance from their professional association if they
experienced difficulties with managing injured workers in the workers' compensation
system.
Consequently, it was no surprise to find also a significant association between the lack of
education and formal training in workers' compensation with a lack of awareness of legal
obligations when treating injured workers in the workers' compensation Scheme. (Four out
of five practitioners surveyed in QLD and NSW were not aware of their legal obligations
when treating workers' compensation patients compared to four out of five practitioners
surveyed in VIC who were aware of their legal obligations). This lack of education and
awareness of legal obligations in the area of workers' compensation raises potential legal
issues for CM practitioners who are treating (or considering treating) injured workers,
regardless of the State they practice in.

4.7.2

Perceived difficulties with the workers' compensation system

The only significant association identified between the States and their perceived
difficulties with the workers' compensation Scheme (out of the five variables listed) rested
with the fact that a greater number of practitioners in QLD and NSW compared to VIC
attributed this to their 'own lack of knowledge' in this area. This finding indicates CM
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practitioners were aware of their own shortcomings in this area. The result also supports
the previous findings with a need for the development of specific resources to support CM
practitioners (in NSW and QLD) who have or are considering treating injured workers.
Overall, as a profession, the primary perceived difficulties identified by over two thirds of
respondents were the 'doctor's lack of knowledge of acupuncture and its applications to
work-related injuries' whilst half indicated this was a 'lack of referrals'. The results can be
attributed to the continuing strong medical dominance within the workers' compensation
system. Traditionally considered the 'gate keepers' to the workers ' compensation system
any medical treatment is determined by the nominated treating doctor (NTD). As such, any
referrals for acupuncture treatment must be approved by the NTD.
Whilst CM practitioners also perceived their difficulties were due to a ' lack of referrals' ,
the findings did not support this. On the contrary, referral patterns of injured workers show
both medical practitioners and NTD 's, particularly in NSW and VIC are referring injured
workers to CM practitioners. This suggests CM practitioners may not be engaging or
networking with medical practitioners or NTD' s and also suggests efforts to improve ties
between the medical and CM profession are warranted to assist in overcoming the
perceived difficulties associated with the lack of referrals from members of the medical
profession.

4.7.3

Obtaining assistance when experiencing difficulties with
workers ' compensation system

More practitioners in QLD and NSW, compared to those in VIC, were relying heavily on
their professional associations for assistance and support when faced with difficulties with
the workers' compensation Scheme and less on the workers' compensation authority. The
lack of support from the workers' compensation authority (as an outcome of not being
gazetted in that State) means CM practitioners have very limited support (if any) from the
workers ' compensation authorities. However the authorities will continue to remain
ignorant of the requirements for addressing difficulties being experienced by practitioners
while practitioners continue to bypass them. Yet with the Schemes failing to address the
need for resourcing and the associations not addressing the access issues with the Schemes,
then this issue may continue unresolved. As an interim measure, the CM professional
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associations need to provide to their members resources and support in the area of workers'
compensation to better equip its members to engage with the workers' compensation
Schemes.
With the gazettal of acupuncture as a technique in VIC, it was anticipated the provisions,
resources and support available for CM practitioners within the Victorian Scheme would
see the majority of CM practitioners seeking assistance from the workers' compensation
authority (Work Safe Victoria) but the findings did not support this. Rather, it showed half
of the practitioners would seek assistance from Work Safe Victoria whilst the other half
would still seek assistance from their professional association. This further suggests CM
associations remain an important source of support for practitioners when and if they are
faced with workers ' compensation difficulties and also support the need for the
development of resources in this area for its members. Despite the existence of registration
in the state of Victoria, professional associations are seen by CM practitioners as providing
a role to advocate on behalf of the profession to government authorities.
Finally, the findings also suggests there are stronger networks between practitioners in VIC
than NSW and QLD as shown by one third of respondents who would seek assistance from
colleagues when faced with difficulties with the workers' compensation Scheme compared
to those in NSW and fower in QLD. This may reflect the existence of educational
institutions in those States and the ongoing peer networks that develop amongst graduates
from similar institutions.

4.7.4

Practitioners ' marketing efforts to attract workers'
compensation patients and preferences for future directions for
the CM profession within the Australian workers' compensation
system

While the result showed no significant association between the States with the level of
actively seeking to treat workers' compensation patients the overall result showed over
90% of practitioners surveyed did not actively seek to treat workers' compensation
patients. This result supports the earlier finding which showed injured workers sought
acupuncture from CM practitioners and members of the medical profession were referring
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injured workers to CM practitioners. This suggests if CM practitioners were to begin
marketing to treat injured workers in the workers' compensation Schemes, the number of
CM practitioners treating injured workers in the workers' compensation Schemes may
likely continue to grow.
The findings showed a significant association between the respondents' State of residence
with their preference to increase workers' compensation patient numbers. More surveyed
practitioners in QLD and NSW indicated they would like to increase the number of
workers' compensation patients treated in the clinic whilst only 50% of CM practitioners
surveyed in Victoria indicated a preference to increase workers' compensation patients
treated. These findings may be attributed to the level of recognition of acupuncture in those
States. In VIC, two factors have been identified to explain the findings. Firstly, whilst
acupuncture has been recognised as a gazetted treatment in the VIC Scheme it was
anticipated the provisions within the workers' compensation legislation and resources
available to CM practitioners (as registered practitioners of acupuncture within the State
Scheme) would provide a solid supportive framework for CM practitioners to effectively
navigate within the Scheme as treatment providers. However, the findings show the
gazettal status of acupuncture have not resulted in a problem free process for CM
practitioners and consequently CM practitioners have been faced with difficulties when
engaging as treatment providers in areas such as treatment request approvals and payments
for acupuncture services provided.
Secondly, with the current statutory remuneration rate for acupuncture treatments set at
$3 2.10 (as reported in Chapter 2) CM practitioners in VIC may not consider the
remuneration received is commensurate to the service they provide to injured workers.
This creates a problematic situation for CM practitioners in VIC as while half of the
surveyed practitioners indicated they would like increase the number of injured workers
treated, they are faced with a lack of incentive due to the poor level of remuneration they
receive as outlined within the workers' compensation legislation and enforced by Work
Safe Victoria.

In QLD and NSW however, practitioners have indicated a preference to increase the
number of workers' compensation patients treated despite the difficulties faced such as
accessing the State Scheme as treatment providers (in QLD), a lack of professional
recognition as treatment providers with a scope of practice (in NSW), no legislative
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framework in which to assist practitioners when engaging with injured workers in the State
Schemes and difficulties obtaining treatment approval requests, which have stemmed from
acupuncture not being a gazetted therapy in these States (as identified in Chapter 2).
The findings also showed no significant associations between the three States with respect
to undertaking training in the area of workers' compensation and preferences for CM
within the workers' compensation system in the future. Overall , the results showed the
majority of practitioners would consider undertaking training to increase their knowledge
in this area whilst half would like to see CM gazetted within the State based Schemes. The
findings strongly suggest CM practitioners in VIC, NSW and QLD would prefer to be
recognised within the Australian Schemes despite the current difficulties faced .

4.7.5

Respondents who have treated workers' compensation patients

It was anticipated the lack of recognition of CM practitioners and the use of acupuncture in
addition to Australia's complicated workers' compensation system would see few numbers
of CM practitioners having treating injured workers. However, the findings did not support
this, particularly given the interest from the CM practitioners surveyed to treat injured
workers. The year on year increase in the cases of injured workers treated by CM
practitioners surveyed fw1her supports the increasing use of acupuncture by injured
workers in addition to the injured workers themselves who were identified to be the driving
force behind the referral process for acupuncture treatments (discussed further in 4.7 .6) .
The findings showed significant association between the three States with CM practitioners
who had treated workers' compensation patients (over half of the surveyed practitioners
(57 .3%) have treated a workers ' compensation patient(s).From the cohort of surveyed
practitioners who reported they had treated workers ' compensation patients, it was
anticipated the level of recognition given to acupuncture in the three States would affect
the participation rates of practitioners treating injured workers. The results affirmed this
assumption with a greater number of respondents in VIC shown to have treated workers'
compensation patients (7 out of 10 respondents) compared to those NSW and even less in
QLD. However, the lack of a gazetted status of acupuncture in NSW did not explain the
findings which showed 6 out of 10 surveyed practitioners had treated a workers'
compensation patient(s). The findings suggest there is a level of recognition of acupuncture
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when provided by CM practitioners from both the N SW workers' compensation authority
and Scheme Agents despite the non-gazetted nature of acupuncture within the NSW
workers ' compensation legislation. It is also asserted the self-referral patterns from injured
workers to CM practitioners for acupuncture in NSW have also attributed to the results.

4.7.6

Referral patterns

The findings showed significant associations between surveyed practitioners in the three
States and referral patterns of workers' compensation patients . That is, depending on which
State the CM practitioner practiced referral patterns from injured workers themselves (selfreferring to CM practitioners), referrals from the injured workers registered medical
practitioner (GP) and the nominated treating doctor differed. The signifi cant difference in
referral patterns again appear to be attributed to the gazettal status of acupuncture in those
States and this has been used to explain the findings . As a non-gazetted therapy in QLD, it
was anticipated fewer referrals would come from the medical profession (general
practitioners and NTD' s ). While the results from QLD supported this assum ption, it did not
explain the frequency ofreferrals from both NTD's and general practitioners (GP 's) to CM
practitioners in N SW. Over half of the referrals in NS W were from GP' s and one in three
from a NTD suggesting a referral from the NTD and GP has resulted in a greater level of
recognition of acupuncture from the Scheme Agent and WorkCover, than if the referral
were to come from a CM practitioner with no medical referral. However, the recognition of
acupuncture by W orkCover and the Scheme Agents may also be attributed to the use of
acupuncture by the medical profession in the broader Australia health system, as discussed
in Chapter 2.
It is worth noting it is unclear whether the registered medical practitioner (GP) and the

nominated treating doctor (NTD) indicated by the surveyed practitioners are the same
person as there is no method to verify this . Whilst within the workers' compensation
Scheme the NTD is typically a registered medical practitioner (GP) there is no legislative
requirement in the NSW, VIC and QLD Schemes stipulating injured workers must appoint
his/her family (or usual) medical practitioner as the NTD. Consequently, workers can
choose to have a different registered medical pr2ctitioner appointed to be the NTD,
provided the registered medical practitioner consents. As such, these results may
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underestimate the significance of the GP and NTD referral patterns to non-medical
acupuncture practitioners.
A notable finding showed over 50% of injured workers sought acupuncture treatment
themselves from a CM practitioner (that is, self-referrals). The findings showed injured
workers sought acupuncture treatments from CM practitioners regardless of its nongazetted status in NSW and QLD. The finding further supports the evidence presented in
Chapter 2, which highlighted the public consumer as the driving force contributing to the
popularity of acupuncture in Australia. This shows the popularity of acupuncture has now
crossed into the area of the workers' compensation system, independent of the level of
recognition of both acupuncture and CM practitioners (as a profession) from the workers'
compensation Scheme in that State. This is the first objective evidence to show injured
workers have been seeking acupuncture treatments from CM practitioners and members of
the medical profession have been referring injured workers to CM practitioners for
acupuncture treatments

4.7.7

Difficulties experienced with the workers' compensation
system

The findings showed significant associations between surveyed practitioners in the three
States and the difficulties experienced when engaging with the workers' compensation
Scheme. These difficulties were identified as payment difficulties and receiving approvals
for treatment requests. The gazetted status of acupuncture in each of these States is again
used to explain the findings. As a gazetted technique in VIC, it was anticipated
practitioners in VIC would experience fewer difficulties when engaging with the Scheme
than those practitioners in NSW and QLD (where acupuncture is not a gazetted technique).
The findings did not support this assertion but showed significant differences between the
surveyed practitioners in VIC when compared to those in NSW and QLD in relation to
difficulties experienced with payments and receiving treatment request approvals.
The findings revealed payment difficulties were experienced by nearly all of the surveyed
practitioners in VIC (99.4%) compared to lower figures from surveyed practitioners in
NSW and fewer in QLD. However, in relation to receiving treatment request approvals
surveyed practitioners in QLD faced greater levels of difficulties (63%) compared to half
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of those surveyed in NSW and 33% in VIC. Interestingly, whilst two thirds of the surveyed
practitioners in VIC received approvals for treatment requests nearly all of the practitioners
reported difficulties with receiving payments for acupuncture treatments provided to
injured workers in the Scheme. This further supports the notion that the gazetted status of
acupuncture in VIC has not resulted in a problem-free process for CM practitioners. The
lack of formal education in the area of workers' compensation by 90% of the surveyed
practitioners in VIC may also further contribute to the difficulties experienced by VIC
practitioners. This suggests CM practitioners in VIC have not sought to access the
resources provided by Work Safe VIC in order to better educate themselves in this area to
improve their knowledge levels of the workers' compensation Scheme thereby minimising
potential difficulties when treating injured workers and I or the existing resources are not
adequate for the needs of CM practitioners.

4.7.8

Workplace systems in place to manage workers ' compensation
patients (including how the system was developed and
perceived level of effectiveness)

The overall findings showed only one third of surveyed practitioners who had treated
workers ' compensation patients had a system in place to manage these pati ents (37.5%).
However, the findings showed a significant association between the surveyed practitioners
in the three States and the number of workplace systems in place to manage workers '
compensation patients. These findings again can be attributed to the lack of gazettal of
acupuncture in the NSW and QLD Schemes may be used to explain why three out of five
surveyed practitioners in NSW and four out of five in QLD reported treating workers'
compensation patient(s) but with no system in place to manage them compared with half of
the surveyed practitioners in VIC who had treated workers' compensation patient(s) and did
have a system in place. As mentioned in Chapter 2, the non-gazettal status of acupuncture
results in a lack of legislative guidelines and resources to assist CM practitioners in
navigating the State based Schemes. Consequently, without a framework, practitioners are
left to haphazardly navigate through the Scheme and this hinders the effective treatment
and management of injured workers.
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However, the findings from VIC were unexpected. As a gazetted therapy in VIC,
provisions for acupuncture are outlined for practitioners who are eligible and opt to
become a registered acupuncture provider. Given the availability of information for CM
practitioners, it was assumed CM practitioners who had treated workers ' compensation
patients in VIC would also have implemented a system to manage these patients (in order
to make the process for approvals, payments and report writing smoother). The findings
showed otherwise and raise questions as to why there are not greater numbers of CM
practitioners with systems in place to manage workers' compensation patients? While there
are no clear explanations for this finding, it is asserted the difficulties encountered by the
CM practitioners surveyed may likely be attributed to the absence of a system to manage
workers ' compensation patients. That is, without implementing a system in place to
manage injured workers, CM practitioners may not be following appropriate processes
when requesting for acupuncture approvals, invoicing or report writing and this may
impact their ability to fulfil their obligations as a treatment provider. The absence of a
workplace system to manage injured workers may also be related to a lack formal training
in the area of workers' compensation. Furthermore, for practitioners in VIC, the
remuneration levels awarded for acupuncture treatments as stipulated by the workers'
compensation legislation may also be considered an additional hindrance for CM
practitioners considering treating injured workers and thus fail to implement a system in
the workplace to manage workers' compensation patients .

4.7.9

Interactions with insurance companies (frequency of treatment
request approvals and number of insurance companies
respondents have engaged with)

The findings were limited but did show the three insurance company' s surveyed
practitioners most frequently engaged with were GIO, Allianz and QBE. These limitations
were due to a flaw in the design of question 24. In retrospect, question 24 (which asked
respondents to indicate how many insurance companies they have engaged with during the
management and treatment of an injured worker) did not account for other different
workers' compensation insurers and Scheme Agents operating in each State based Scheme
or whether the workers' compensation insurer operated in every State. Therefore, this
limited the way in which survey participants could answer the question. For example, the

161

findings showed surveyed practitioners have engaged with other workers' compensation
insurers not identified in one of the six options provided in the survey tool. This was
evident by the 35 hand-written descriptions provided by the surveyed practitioners of the
'other' workers' compensation insurers. Furthermore, whilst GIO (option one of question
24) is a national workers' compensation insurance company in Australia it does not offer
workers' compensation insurance in South Australia 135 .
While the design of question 24 allowed respondents to indicate ' Other' insurers they have
worked with (if it did not match any of the other six options available) future studies may
address this flaw by designing an open ended question to allow respondents to list a
number of insurers, Agents (or self insurer) they have engaged with.

4. 7 .10 Payment rates charged
The findings showed significant associations between the surveyed practitioner's State of
residence with the fee rates charged when treating a workers' compensation patient. These
findings again can be attributed to the State based workers' compensation frameworks and
the gazettal of acupuncture. As a non-gazetted therapy in QLD and NSW, CM
practitioners' fee rates are not limited to a fee schedule when treating workers'
compensation patients, unlike the situation faced by registered acupuncture providers in
VIC. In practice, this means a CM practitioner in NSW and QLD have the option to
determine a fee rate for treating a workers' compensation patient in accordance with
his/her standard fees or another rate he/she determines is appropriate.
This is supported by findings in QLD where four out of five surveyed practitioners were
engaged in this practice and charged comparable fee rates (to their standard rates) when
treating workers ' compensation patients compared to one in two in surveyed practitioners
in NSW and VIC. However, the findings show a different situation that emerged in NSW.
There were a significantly greater number of CM practitioners surveyed in NSW who were
charging more than their standard fee rate when treating an injured worker compared to
practitioners surveyed in QLD and VIC. It is asserted the non-gazetted status of
acupuncture may be one attributing factor to why four out of five CM practitioners
surveyed in NSW chose to charge more than their standard fee rates when treating injured
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workers. As a non-gazetted therapy in NSW, CM practitioners have an area of flexibility in
determining what he/she considers is a reasonable fee, taking into account the complexity
of the presenting injury, extra paperwork; time spent with request approvals; report
writing; and payment difficulties associated with treating an injured worker. These were all
identified as the most common reasons why the practitioners surveyed charged more when
treating this group of patients, compared to a private patient where these three factors are
not pertinent issues.
However, despite this area of flexibility, one negative aspect of not being a gazetted
therapy is CM practitioners cannot make additional charges for routine activities in the
management of an injured worker, such as report writing, complex injuries/illnesses or case
conferences. For example, in the case of physiotherapy, as a gazetted therapy in NSW there
are provisions within the workers' compensation legislation which outline the maximum
fees applicable for physiotherapists when treating an injured worker. These provisions
allow physiotherapists to charge fees for case conferences, report writing, travel, and
complex treatments, in addition to a standard consultation 136 . These provisions, however,
do not exist for CM practitioners and is a direct outcome of the non-gazetted status of
acupuncture in NSW and other States where acupuncture is not gazetted. Therefore, it is
argued that CM practitioners may be justified in charging higher than their standard fees
when treating injured workers to account for these activities.
It is also argued the fee schedule outlined by the workers' compensation legislation in VIC

has impacted CM in a negative way with findings showing nearly half of the surveyed
practitioners in VIC charged less than their standard fees when treating injured workers. As
a gazetted technique, CM practitioners in VIC have no flexibility in what fee rates they can
charge when treating injured workers. With the fee schedule cunently set at $32.10 per
treatment for a standard acupuncture consultation (as of 1 July 2009) 120 , it is highly likely
this fee rate is not comparable to a CM practitioners standard fee. This may also be another
attributing factor to the payment difficulties experienced by practitioners in VIC as they
seek adequate remuneration for acupuncture services provided to injured workers.
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4. 7.11 Report writing practices
Writing reports as a means of communicating with other health professionals involved in a
patients care is considered routine practice, particularly in the workers' compensation
Schemes. The workers' compensation insurer, Scheme Agent and self-insurer rely on the
reports from treating health providers to assist them in managing the medical aspects of a
workers' compensation claim. Reports also assist Scheme Agents and insurers when
determining approvals for treatments and provide ongoing communication between
involved stakeholders regarding treatment outcomes.
Overall, the findings indicate CM practitioners surveyed in NSW, VIC and QLD were
aware of their obligations as treatment providers with the workers' compensation Scheme
and were meeting their obligations as treatment providers, as shown by report writing
practices to various stakeholders.
The findings also showed significant associations between a respondents' State of practice
and report writing practices to insurance companjes. With report identified as
predominantly being requested by insurance compan ies, the most notable association was
found in NSW where seven out of ten practitioners wrote reports to insurance companies
compared to half of those surveyed in VIC and QLD. It is unclear what factors attributed to
the findings but it is asserted the non-gazetted status of acupuncture in may be one factor
attributing to the findings from NSW. As a non-gazetted therapy in NSW, Scheme Agents
(and self-insurers) have no clear guidelines from WorkCover in which to manage
acupuncture or CM. At a fundamental level, this raises questions for the Scheme Agents
such as how to determine the suitability of acupuncture in the treatment of work-related
injuries and illnesses and how to identify suitably qualified CM practitioners. Therefore,
requesting reports from CM practitioners may be viewed as part of a process to identify
this pertinent information from a CM practitioner in addition to assisting the Scheme Agent
in determining, on the basis of "reasonably necessary treatment" whether an acupuncture
treatment request sent in by a CM practitioner is to be approved.
Alternatively, the practice of Scheme Agents in NSW requesting reports from CM
practitioners may also be viewed as an informal way of accepting CM practitioners as
treatment providers within the workers' compensation Scheme. That is, the practice of
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incorporating CM practitioners into the routine practices (as used with other treatment
providers) informally legitimises CM practitioners as treatment providers.
An unexpected finding identified CM practitioners have written reports in response to

requests from members of the legal profession (including barristers, lawyers and
solicitors). The findings identified the reports were to be used in the courts for dispute
settlements in a workers' compensation claim and I or court subpoenas. This finding brings
to light the importance for members of the CM profession as a whole, to be aware of their
legal obligations when treating an injured worker in the workers' compensation Scheme
(regardless of which State they reside in). This is most pertinent, but not limited to the
surveyed practitioners who have indicated they have very poor or poor levels of knowledge
in the area of workers' compensation as this issue also has broader implications for the CM
professional associations and CM educators in Australia.

4. 7 .12 Respondents who have treated workers' compensation patients
and have a system in place
Given the gazettal status of acupuncture in VIC, the findings reflected a greater number of
practitioners surveyed from VIC had a system in place to manage workers' compensation
patients compared to those practitioners surveyed in NSW and QLD. Significant
associations were also found between respondents ' State of residence and how the system
in place was developed. As one outcome of acupuncture not being a gazetted treatment in
NSW and QLD, the findings suggest the lack of guidelines and framework for CM
practitioners within the State Scheme may be a determining factor why four out of five
practitioners ' surveyed developed workplace systems to manage workers' compensation
patients based on their level of experience (gained through previous interactions with the
workers' compensation Scheme) compared to half of the practitioners surveyed in VIC.
With findings also showing CM practitioners in NSW and QLD would seek assistance
from their professional association when experiencing difficulties, it was also anticipated
practitioners would seek assistance from their professional association when developing a
system to manage workers' compensation patients. However, the results do not support this
and raise the question whether professional associations have resources for their members
to manage workers' compensation patients. While this is beyond the scope of this study,
future studies may benefit from this investigation.
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4.7 .13 Respondents who have not treated workers' compensation
patients
The findings showed a significant association between a respondents' State of residence
and not having treated a workers' compensation patient(s). More practitioners in QLD than
NSW and VIC reported they had not treated workers' compensation patients and this may
be seen as a reflection of the lack of recognition of CM practitioners within the QLD
workers' compensation Scheme. This also supports the discussion in relation to lack of
recognition faced by CM practitioners in the QLD Scheme (detailed in Chapter 2) .
It was thought to be of interest to account for the cohort of practitioners who indicated they

had not treated workers ' compensation patients but did have a system in place to manage
workers' compensation patients. While there were no significant associations between the
respondents ' State of residence, this cohort represented the practitioners who initially
implemented a system to manage workers' compensation patients but for reasons, which
have not determined, have not treated a workers' compensation patient. It is proposed the
overa 11 reasons identified by respondents for not having treated a workers' compensation
patient may provide some insight. 'Never receiving a referral' and 'never having the
opportunity' were identified as the two most identified reasons practitioners have not
treated a workers' compensation patient .

4.8

Study 1 Conclusion

The aim of Study 1 was to obtain an overview of the CM profession' s level of engagement
with the Australian workers' compensation system and a consequent investigation into their
perceptions of this system. Consequently, this saw a large number of questions in the
survey tool designed to gather this information (as reflected in questions 10 to 31 ).
The findings from Study 1 (Results Part II) showed CM practitioners have been engaging
with Australia's workers' compensation system and the first case was reported in 1970.
Significant differences were found in the findings and reflected the different State based
Schemes practitioners were faced with. Thus confirming Australia's 11 Schemes and
subsequent fragmented workers' compensation system have impacted the practice of
acupuncture and integration of CM practitioners within this system.
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The results in Study 1 have provided the first objective evidence into the level of
engagement of CM practitioners with the Australian State based workers' compensation
Schemes and their subsequent perceptions of the Scheme. A consistent theme has emerged
within the discussions which have assisted in interpreting the findings in this Study. Firstly,
the results affirm the fragmented nature of Australia' s workers ' compensation system
(which has resulted in the varying levels of recognition of acupuncture) has directly
impacted the level of interaction of CM practitioners with the relevant State based Scheme.
It has also impacted their perceptions of the workers ' compensation Scheme. Therefore,

due to the differences in the level of recognition of acupuncture within the State based
Schemes; it was of great importance to contextualise the information gathered. Indeed, the
results have shown practitioners in NSW, VIC and QLD are faced with three different
situations when engaging with the State based Scheme, all of which have been shown to
stem from the differences in the level of recognition of acupuncture and the CM profession
in those States (and identified in Chapter 2).
For CM practitioners in VIC, where acupuncture is a gazetted technique, the workers'
compensation authority has an established framework in which to manage health
practitioners who provide acupuncture to injured workers. In theOI)', this framework should
efficiently streamline the communication process for CM practitioners when seeking
approvals, receiving payments for treatments provided and minimise difficu lties
experienced when engaging with the Scheme Agents. However, the findings have shown
the gazettal of acupuncture has not resulted in a problem free process for CM practitioners.
CM practitioners surveyed in VIC were faced with difficu lties when engaging with the
workers' compensation Scheme and these difficulties were primarily related to receiving
payments and approvals for acupuncture requests. The fee schedule of acupuncture in VIC
is also likely to be a problematic issue and deter CM practitioners from actively seeking to
treat injured workers as CM practitioners may not consider the remuneration received is
commensurate to the service provided.
In QLD, the lack of recognition of CM (as a profession) and acupuncture (as a gazetted
technique) has created a situation where CM practitioners are faced with a workers '
compensation Scheme that has failed to recognise them as a provider of acupuncture and as
health professionals with a scope of practice that is appropriate in the treatment of
workplace injuries and illnesses . This has limited the pathway for CM practitioners to
engage with the Scheme and treat injured workers and the findings have reflected this
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situation. Consequently, CM practitioners are faced with several difficulties ranging from
communication issues, referrals from medical practitioners, treatment requests and
receiving payments (if acupuncture treatment was provided). Despite the issues faced by
CM practitioners in QLD, the findings indicated were aware of their obligations as
treatment providers (evidenced by report writing practices) and an overall preference from
the majority of practitioners surveyed to increase their workers' compensation patient
numbers.

In NSW, although acupuncture is not a gazetted therapy, the findings show the situation
faced by CM practitioners in NSW was not equivalent to that faced by CM practitioners in
QLD or VIC. These finding affirm the NSW workers' compensation legislation and
Scheme framework have resulted in a distinct situation for CM practitioners (as discussed
in Chapter 2). The findings indicate CM practitioners in NSW have been informally
accepted as treatment providers due to provisions within the NSW Workers' compensation
Act 1987
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.

This has meant CM practitioners are able to engage with the Scheme as

treatment providers, request approval for acupuncture treatments from Scheme Agents and
receive remuneration for treatments provided. One encouraging outcome of the nongazetted status of acupuncture in NSW is the absence of a fee schedule. This in effect
allows CM practitioners a certain area of flexibility to seek adequate remuneration for
acupuncture service(s) provided to injured workers. However, the lack of formal
recognition of acupuncture in NSW has also resulted in issues for CM practitioners. This
includes, but is not limited to, a lack of resources available to CM practitioners from the
workers' compensation authority. Additionally, Scheme Agents (who rely on the workers'
compensation authority for guidelines) and registered medical practitioners (as sources of
referral) consequently have no clear guidelines to detennine the appropriateness of
acupuncture for the diverse range of work-place injuries and illness affecting injured
workers. This is likely to impact not only referral patterns to CM practitioners but also
approval rates for acupuncture requests sent in by CM practitioners to Scheme Agents or
insurers. Although practitioners surveyed reported experiencing difficulties with receiving
approvals for treatment requests, the findings showed CM practitioners have been
receiving approvals for treatment request and were remunerated for acupuncture treatments
provided. Report writing practices undertaken by CM practitioners and the number of
practitioners surveyed in NSW who have treated workers' compensation patients also
suggest practitioners have been aware of their responsibilities as treatment providers when
engaging with the Scheme despite a lack of resources to assist them when engaging with
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the Scheme. Even though CM practitioners in NSW are faced with issues, the overall
situation appears to be more favourable than that faced by CM practitioners in VIC and
QLD.
The findings have also brought to light some areas of concern for the CM profession which
will need to be addressed. The overall findings show a professional group who have been
engaging with the workers' compensation system as acupuncture providers for over 40
years but who possess very little knowledge in the area of workers' compensation. This
raises potential legal concerns for the CM profession in Australia which impacts not only
CM practitioners but also the professional associations and CM educators. With injured
workers themselves seeking acupuncture treatments from CM practitioners and members
of the medical profession referring injured workers to CM practitioners, the frequency of
CM practitioners treating injured workers in the future will only continue to rise.

In conclusion, this study provided the first clear evidence that members of the Chinese
medicine profession have been engaging with the workers' compensation system in
Australia despite the many legislative barriers that inadvertently impede their ability to
treat

ir~jured

and ill workers. These finding were very encouraging given that most

Australia workers' compensation Schemes do not officially 'include' CM practitioners as
treatment providers or recognise acupuncture as a treatment option. Given the year on year
increase in the number of work injury cases reported and the injured workers themselves
seeking acupuncture from CM practitioners, the use of acupuncture by CM practitioners is
likely to continue. The treatment of injured workers has seen CM practitioners operating
essentially as a treatment provider within the workers' compensation Schemes. This is
evidenced by the report writing practices undertaken by CM practitioners in NSW, VIC
and QLD (despite not being formally required to do so in QLD and NSW) and which have
been requested by the Scheme Agents or insurance companies.
The lack of formal recognition and acceptance of the CM profession has seen CM
practitioners without provisions to support them as they treat injured workers. This
includes provisions for the appropriate remuneration for report writing, case conferences or
complex treatments undertaken as part of treating an injured worker. This has seen CM
practitioners in NSW charging more than their standard fees when treating injured workers.
This is in contrast to other gazetted therapists in the NSW Scheme, such as
physiotherapists, who have a Fee Schedule outlined allowing physiotherapists to charge a
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fee and receive remuneration for administrations activities such as report writing, case
conferences, travel and the management of complex treatments performed as part of their
role when treating injured or ill workers 137 . This clearly disadvantages CM practitioners
who are also likely to perform these same tasks as part of their role when treating injured
or ill workers in most State based workers' compensation Schemes in Australia and
somewhat justifies the choice made by CM practitioners in NSW who charged more than
their standard fee.
It remains clear however, despite the difficulties faced by CM practitioners in NSW, VIC

and QLD this professional group are interested in treating injured workers and do want to
treat more injured or ill workers in the future. If CM practitioners were to actively market
to this sector of the community in the future, this may likely see more injured workers
treated by CM practitioners. This is a likely outcome, given the popularity of acupuncture
in the general community and the pending registration of the profession (as mentioned
above).
Overall, Study l was importantly an investigation to understand workplace practices of a
traditionally 'non-mainstream' health profession. The catch he ·e, however, is that being a
traditionally non-mainstream hea]th profession there is much less information about the
operation and practice of the profession than would be found when compared against other
allied health and medical professions. So while Study 1 constitutes a unique and valuable
contribution of knowledge to inform industry, policy decision makers, educators and health
frameworks it is in most ways an isolated contribution. In retrospect, it did not inform
about the types of patients (injured workers) who received acupuncture for their workrelated injuries or even discuss the type of injuries they presented with. This infonnation
was neither present nor available in the existing relevant literature. As such, in order to
better understand the results of Study 1 and place these within an entire 'clinical context' it
was realised further data acquisition were necessary but this time from the perspective of
the injured worker instead. For these reasons, a second study was proposed. However,
there were some very difficult issues that needed to be addressed in the method used for
Study 2 before the actual data collection was to occur. These issues and the subsequent
reasons for focusing on one state Scheme are discussed in the following chapter.
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CHAPTERS:
Case Study: New South Wales
5 .1

Introduction

Study 1 (presented in the previous two chapters) provided the first evidence into the level
of engagement Chinese medicine (CM) practitioners have had with the various State based
workers' compensation Schemes in Australia and their subsequent knowledge and
perceptions of these systems. Despite many of the Schemes not officially 'including' CM
practitioners or acupuncture treatment, the findings showed CM practitioners noted their
interest to treat injured workers and increase the number of injured workers they treated.
Study 1 provided infonnation on the composition of the CM profession, the practice of
acupuncture and CM in a workers' compensation context (including the systems of
'engagement' the practitioners used to manage workers' compensation patient claims); It
did not provide information on who the CM practitioners' patients were, that is, the injured
workers. Additionally the injury and illness type ' s workers presented for treatment
remained unknown and the acupuncture treatments they received. To address these
important issues, a second study (termed 'Study 2') was proposed as a 'case study'
focusing on specific Scheme Agents operating within the New South Wales workers'
compensation Scheme (NSW Scheme).
This chapter will elaborate upon the Scheme arrangements in New South Wales (NSW)
and why this State was selected for purposes of investigating the use of acupuncture. In
particular, this will focus on how the NSW workers' compensation legislation supports the
use of acupuncture by the CM profession in NSW and includes a presentation on the
context of the NSW workers' compensation Scheme. Together, these discussions
contextualise the framework for Study 2 and the subsequent data identification, collection
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and analysis to which it relates. Furthermore, it provides necessary background information
and acts as a broad introduction to Study 2.

5.2

Rationale for selecting New South Wales

It was initially thought the information needed for Study 2 could be gathered from the

workers' compensation Schemes as legislative requirements necessitate Schemes collect a
range of data on injured workers and their injuries (and illnesses). As such, this information
collected by the Schemes posed to be a valuable resource of information that could be
potentially extracted to identify just who the injured workers receiving acupuncture are,
their types of injuries and the type of acupuncture treatment received. However, the
fragmented (and complex) nature of Australia's workers' compensation system combined
with varying levels of recognition between the Schemes on acupuncture posed problems.
First, there is no consistency between the 'recognition' levels of acupuncture and not all
Schemes include its use when it was provided by CM practitioners. Secondly, variations in
the injury types and location of injury(s) on the body mean that even when the
'acupuncture' (as a modality) is ' standardised in the level of acceptance and applied as a
stand alone treatment, the acupuncture treatment itself given to injured workers may differ.
The consequences of the variability does not allow for any consistency in reporting
methods to the Scheme's administrators and further impacts issues of identification and
recruitment of an appropriate sample that reflects and can be extrapolated back to the
population of injured workers who use acupuncture.
A further re-assessment of the Schemes was therefore necessary to identify the
circumstances in which the targeted workers population (that is, injured workers) would
see each individual having the chance of:
1.

Receiving acupuncture for the treatment of their injuries,

2.

When received, had the acupuncture treatment been provided by a CM
practitioner, and

3.

Being within a Scheme in which the CM practitioner was viewed as a member of
a profession with a scope of practice and not as a 'technician'.

Together, these three criteria needed to be identified within a relevant Scheme in order to
target the workers population required for Study 2.
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The review of the Schemes undertaken in Chapter 2 of this thesis had the purpose therefore
of noting the legislative and statute Scheme arrangements. This review indicated that NSW
was the only Scheme in Australia's workers' compensation system that best reflected the
necessary criterion requirements for undertaking Study 2.
The decision to select NSW was based on four key reasons. Firstly, the findings from
Study 1 showed there were more survey responses from CM practitioners in NSW (39.1 %)
compared to the number of responses from Victoria (24%) and Queensland (32.9%). This
would provide a larger comparative sample for contrasting and comparing additional data
obtained from the NSW Scheme compared against the other States.
Secondly, the decision to select NSW also rested on the complexity of the Australian
workers' compensation system itself (as discussed in Chapter 2). The various difficulties
and impediments for attempting to collect information on injured workers who received
acupuncture meant Study 2 had to be carefully designed and strategically targeted to limit
any sample skewing affects while ensuring the reliability of the data collected. As
identified in Chapter 2, acupuncture is recognised at different levels in each of the State
and Territory Schemes which immediately excluded any information from the majority of
Schemes, six of the 11 Schemes, for potential inclusion in Study 2, These were Northern
Territory (NT), Queensland (QLD), South Australia (SA), Western Australia (WA),
Australian Capital Territory (ACT) and Tasmania (TAS) . The Scheme arrangements meant
CM practitioners would not be included or identified in any of the data collected as they
are not recognised providers of acupuncture within those Schemes. While the three
Commonwealth Schemes were favourable in their recognition of acupuncture when
provided by CM practitioners, the main obstacle to using the Commonwealth Schemes was
the difficulty in extrapolating the context of these Schemes. These have additional
complicated arrangements to the other eight Schemes operating in the States which
introduced a level of ambiguity to the Commonwealth Scheme 's jurisdictional framework.
Whereas in comparison, there were better defined contexts to each of the State based
workers ' compensation Schemes.
Thirdly, the wording of the NSW workers' compensation legislation was a very large
determining factor in focusing on NSW. The findings from Study 1 showed CM
practitioners in NSW were in a unique situation for recognition of their treatment services
and faced different issues (but not of access) when engaging with the NSW Scheme. A
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review of the NSW workers' compensation legislation identified specific provisions which
allow for CM practitioners to be recognised as treatment providers. These provisions
(which are discussed in-detail later in this chapter) allow acupuncture to function as a
legitimate treatment option (even though it is not gazetted) and additionally recognises CM
practitioners as treatment providers (although the profession is not recognised within the
legislation), thereby bypassing the restrictions in the Victorian Scheme (as discussed in
Chapter 2 and reported in Study 1). The review undertaken in Chapter 2 did, however,
identify Schemes which did include CM practitioners, but not officially gazette the
profession. These were the Victorian Scheme and the three Commonwealth Schemes.
While these four Schemes do recognise acupuncture, any data collected on its use is
limited. At worst the CM practitioner is viewed at the level of a 'technician', and at best,
limits their scope of practice to only acupuncture related techniques. These Schemes fail to
recognise CM practitioners as belonging to a 'profession' and their scope of treatment (as
discussed in Chapter 2). Furthermore, any available data on the use of acupuncture would
most likely not specifically identify CM practitioners but rather be a mix of CM
practitioners and other allied health professions (such as physiotherapists, chiropractors
and nurses) who may also provide acupuncture (as a technique) to injured workers and then
only as an adjunctive to their primary practice 120 · 138 . This problematic situation meant the
specific information on the use of acupuncture by the CM profession within these workers'
compensabon Schemes would be near impossible to identify within the databases and
impossible therefore to be collated. The exception however was identified in the NSW
Scheme. The NSW Scheme, in comparison to the other 10 Schemes reflected best a
Scheme in which acupuncture was recognised as a treatment modality and the CM
profession best accepted as an allied health provider.
Finally, the data from the NSW Scheme itself would have a specific injured worker focus
and met the data requirements of the investigation proposed for the study. The data could
be obtained or extracted from the workers' compensation claim held within the individual
Schemes with such data being obtained at the time of injury and not being prone to the
temporal effects of subjective memory recall.
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5.3

Additional issues impacting the availability of suitable
data for collection and analysis

The fragmented nature of Australia's workers' compensation system results in additional
differences in data collection practices. Even in a perfect situation where acupuncture use
and CM practitioners are accepted, variations in each Scheme's data collection practices
meant not all Schemes would collect, or be required to collect, this data. This includes data
records detailing the treatment type provided and the nature of the injury treated.
Study 1 identified an important relationship between a practitioner's reported State of
residence and their involvement in that State's workers' compensation Scheme and not all
practitioners reported similar levels of acceptance into their State's respective Scheme.
This suggested even within a Scheme, there were differences in the levels of acceptance of
acupuncture and CM practitioners between the Scheme Agents. This indicated a lack of
existing policy on accepting acupuncture treatment, and where policies may exist, these
appeared to be applied inconsistently (irrespective of the Schemes' 'official' position on
acupuncture and CM practitioners). Needless to say there could be an obvious skew to the
collection of any such data available from the e Schemes thereby not correctly reflecting
the range of patients and the injury/illness types presenting for acupuncture treatment. All
these factors indicated the best approach was to focus on one Scheme.
The inconsistency of reported acceptance by the CM profession in Study 1 between the
different Schemes also excluded the CM 'practitioners' themselves as a reliable and
uncontaminated source of information on workers and related injuries. Ethical issues
relating to confidentiality fmiher complicated the collection of reliable and normally
distributed data using practitioners as a source of patient data would be further impacted by
the individual practitioner's own data recording practices. Findings from Study 1 suppmied
that not every practitioner recorded the same information consistently the same way and
practitioners may also vary the data recording practices between patients. Not only were
practitioners not reliable for collecting 'patient' data but reported many systems of
managing their workers' compensation patient's data and just as many practitioners had no
such systems in place to manage workers' compensation patients.
With the exclusion of most of the 11 Schemes in Australia and CM practitioners as a
source of the 'patient' or injured workers perspective data, this left only NSW as the
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remaining potential source of data necessary for the proposed Study 2. Further
investigation into the NSW Scheme made it apparent that it was an exception to the poor
data collection practices found in other Schemes. The NSW Scheme was not averse to
allowing non-gazetted professions to provide treatment to injured workers. This was
consistent with the findings from Study 1 which showed that in NSW, despite the fact that
acupuncture and CM practitioners were not gazetted, they were still expected to undertake
the same reporting obligations as if they were gazetted.
Study 1 showed CM practitioners in NSW have been engaging with injured workers, had
interacted with various Scheme Agents operating in NSW, did receive approvals for
treatment requests and finally, received payments for treatments provided to injured
workers in the NSW Scheme. The findings also showed that CM practitioners operate
broadly as 'allied Health practitioners' as defined by the NSW Scheme and irrespective of
any specific processes available about the use of acupuncture in the Scheme.
On the basis of this assessment and literature investigations on the NSW Scheme
(discussed in detail below), formal discussions were entered into with the NSW workers'
compensation statutory authority (known as WorkCover) for purposes of designing a study
to look at the use of acupuncture for workers illness and injuries and to pro ide access
therefore into the Scheme' s database for the necessary information needed for the study.
While Study 2 is presented in Chapter 6, the remainder of this chapter will discuss the
specifics of the N SW Scheme.

5.4

The NSW Scheme

In order to contextualise the N SW workers' compensation legislation in relation to Study 2,

the followin g areas of the workers' compensation legislation have been included for
discussion. These are:
•

The design of the Scheme

•

Provision for medical and treatment costs

•

Rehabilitation within the Scheme

•

Stakeholders

•

Injury management and the role of allied health

•

Common injuries in the Scheme
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5.4.1.

Design of the NSW Scheme

NSW was the fourth State to implement workers' compensation laws in Australia.
Originally known as the Workmen's' Compensation Act 1910 the present day workers'
compensation system operates under two pieces of legislation termed the Workers'

compensation Act 1987 and the Workplace Injury Management and Workers'
compensation Act 1998. Both pieces of workers ' compensation legislation are administered
by W orkCover.
Established in 1989, WorkCover was the first statutory body in Australia to integrate injury
prevention, rehabilitation and compensation into a single organisation. and currently also
administers work health and safety, injury management, return-to-work, workers'
compensation laws in addition to its responsibilities to manage the NSW Scheme 59 . Major
changes in 2005 resulted in the present day role of WorkCover as the 'insurer' in addition
to its role as the 'managing authority'. Scheme changes in 2005 have resulted in
WorkCover now having a dual role within the NSW Scheme. Firstly, WorkCover "acts on
behalf of the Nominal Insurer, which is the legal entity responsible for the performance of
the WorkCover Scheme" 59 . This ees the Nominal Insurer (being WorkCover) contracting
'Scheme Agents' (mostly established insurance companies) to deliver case management
and policy services on behalf ofWorkCover. For CM practitioners who are treating (or
considering treating) an injured worker with a workers' compensation claim, the Scheme
Agents are the primary entity they engage with (and rarely with the W orkCover authority
itself). CM practitioners therefore would engage with a Scheme Agent when attending to
administration duties associated with managing injured workers. For example, this may
include acupuncture treatment requests, writing reports and invoicing payments. As the
managing authority, the role of WorkCover is to "regulate and manage the workers'
compensation system, including the licensing of self and specialised insurers and oversight
of service providers" 59 .

177

New South Wales workers' compensation legislation and

5.4.1.1.

funding
W orkCover's primary statutory functions are to ensure employer compliance with the

Workers' compensation Act 1987 and the Workplace Injury Management and Workers'
compensation Act 1998. It also has additional responsibility to ensure the compliance of the
following six legislations. As outlined by WorkCover 139 these are:

•

Occupational Health and Safety Act 2000

•

Workers' compensation (Bush Fire, Emergency & Rescue Services) Act 1987

•

Explosives Act 2003

•

Workers' compensation (Dust Diseases) Act 1942

•

Sporting Injuries Insurance Act 1978, and

•

Rural Workers Accommodation Act 1969 and their associated regulations and codes of
practice

Similar to other Schemes in the Australia's workers' compensation system, the cost of
implementing and maintaining the work health and safety services and the management of
the Scheme in NSW is borne by the industry through premiums collected from employers.
The premiums are also used to compensate and/or rehabilitate workers with work-related
illnesses, injuries or compensate their dependants in the case of fatalities 60 . Premiums are
used to pay the following:
•

Income support and rehabilitation-through definitions of employee and work-related
injury and illness

•

Injury management-through claims processes, rehabilitation and return-to-work
requirements

•

Statutory benefits-provisions for compensation for medical costs, periodic payments
and commutations

• Licensing requirements for insurers and self insurers

•

Premium setting arrangements; and

• Dispute resolution processes 60
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5.4.2.

Changes to the provisions for medical and treatment costs in
the New South Wales Scheme

The NSW Scheme has undergone several changes over the years and many of the
entitlements originally awarded to injured workers have now been curtailed by the various
Governments ofNSW. One of the largest expenses to the Scheme in recent years has been
the cost of ' medical treatment' (which encompasses treatment such as acupuncture,
physiotherapy and massage including conservative medical and surgical procedures).
Provisions for medical treatment in the NSW Scheme can be traced back to the first
workers' compensation laws introduced in this state. However, the actual provisions which
have allowed CM practitioners to engage with injured workers as treatment providers in
NSW relate to changes introduced to the NSW Scheme in the 1930's.
Known as the Worlrmen's Compensation Act 1910 (the 1910 Act), the medical provision
applied to personal injury resulting from accident arising in the course of employment but
was limited only to defined 'dangerous occupations' within the 1910 Act. The 1910 Act
being limited to a small segment of the NS\V workforce was subsequently superseded by
the Workers' compensation Act 1926 (the 1926 Act). This was a major piece of legislation
and laid the foundations for the current system operating in NSW. It introduced
compulsory insurance for employers and introduced the Workers' Compensation
Commission (WCC). The WCC was the first specialised workers' compensation tribunal in
Australia. While the 1926 Act remained fundamentally unchanged until the mid l 980's, the
extent and applicability of the medical provisions (which covered 'medical treatment'
including acupuncture) have undergone several changes over the years. These changes
were attributed to the growing expenditure of medical costs to the Scheme. For example,
within the 1926 Act, provisions for medical, hospital and certain other treatment and
services where an injury occurs were detailed in Section 10 (s.10) Medical and hospital
treatment. Section 10 stipulated the maximum amounts an employer was liable to pay for
medical, hospital and ambulance attendances 140' 141 • The emphasis of Section 10 (the 1926
Act) was placed on the 'cost' aspect of hospital and medical treatment for work-related

injuries and the provisions lacked any clear identification of the specific allied health
professional groups as part of the definition for "medical treatment". It also lacked the
concept of "rehabilitation". Refer to Appendix 5 .1 for further details of the progressive
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developments to medical and hospital treatment provisions within the NSW workers'
compensation legislation

The changing economic and community needs of the 1920's and 1930's have since been
attributed to the many legislative amendments m ade to the medical provisions in these
decades to Section 10 of the 1926 Act. A noted change to Section 10 occurred in the

Workers' compensation (Amendment) Act, 1927, No. 32, s.3. This amended 10(1) Medical
and hospital treatment and introduced the notion of "reasonably necessary" treatment. The
notion of "reasonably necessary" was to become the 'gateway' which would allow CM
practitioners in NSW to slowly engage treating injured workers. The "reasonably
necessary" provision within the Workers' compensation (Amendment) Act, 1927, No. 32,
s.3. in effect paved a pathway for CM practitioners to gain access to the NSW Scheme as
the popularity and use of acupuncture gradually increased in Australia during the 1970's
and 80's. This also paved a pathway for injured workers to begin accessing acupuncture
from CM practitioners to assist in the recovery of a work-related injury or illness on the
basis of acupuncture being a "reasonably necessary" treatment.
The next significant amendment to medical provisions was documented in the Workers'

compensation (Amendment) Act, 1929, No. 36. This amendment addressed the
exclusiveness of the term 'medical treatment' by repealing the whole of then Section 10
and redressing its' content. This resulted in the broadening understanding of the term
'treatment' and 'rehabilitation ' to include a number of registered allied health professionals
into the NSW workers' compensation legislation. In addition to the legally qualified
medical practitioner (already established in s.10(2)) registered dentist and masseur were
introduced into the NSW Scheme as allied health professionals. The Scheme's recognition
of a profession within the legislation was also known as 'gazette' and hence the recognition
of gazetted professions. Further amendments to the "medical treatment" provisions
occurred in the Workers' compensation (Amendment) Act 1951, s.4(a)(ii)-(iv) but this was
in relation to the definition of "Ambulance service" within the legislation.
Changes to the Workers' compensation (Amendment) Act, 1964, No.66, s.3(l)(c), identified
in Boulter (1966)

140

,

resulted in the expansion of registered Allied health professionals

within the " medical treatment" provisions. The new health profession introduced into the
legislation included registered physiotherapists, remedial medical gymnasts and speech
therapists

140

.

It was the Workers' compensation (Amendment) Act 1978, No. 133, which
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introduced a further broadening of the health professions identified in the NSW workers'
compensation legislation. These changes saw the dental prosthetist; registered chiropractor
and osteopath professions introduced into the legislation. This resulted in a total of nine
health professional groups recognised within the legislation (or nine gazetted therapies).

5.4.3.

Rehabilitation within the New South Wales Scheme

In addition to 'treatment', the workers' compensation system was also meant to provide

'rehabilitation' services to the injured worker. The concept of "rehabilitation" during the
1970's appeared to be dominated by a narrow medical model of physiological recovery,
which was supplemented by physiotherapy and occupational therapy and generally basic
vocational training where the disabled worker would require a change of job 66 .
The Conybeare Inquiry (1970) 142 into the NSW Scheme highlighted a lack of any
meaningful effort prior to the 1970's at providing rehabilitation services to injured workers
in the NSW Scheme. The subsequent recommendations from the Conybeare Inquiry

addressed this issue and influenced the introduction of separate "rehabilitation" provisions
into the workers' compensation legislation.
The introduction of "rehabilitation" into the legislation as part of the medical and hospital
treatment provisions of injured workers was not until the Workers' compensation

(Amendment) Act 1980, No.79 in SectionlO. However, the changes to the legislation at this
time were described as 'short and vague', and offered little towards advancing the
rehabilitation process for inured workers. Some issues identified at this time included
delays in processing claims and a lack of obligation from employers to support
rehabilitation 141 . Employers had no obligations to maintain a job for the injured worker and
workers with permanent disabilities were often dismissed leading up to the offering of a
lump sum settlement. Employers that did retain disabled workers often consigned them to a
restricted set of functions that under utilised their capabilities demeaning them with titles
such as 'light duties'. The delays in processing claims also often undermined the
rehabilitation process.
Bohle & Quinlan (2000)6 6 reported the refonns in the l 980's sought to address some of the
issues and provided a noticeable emphasis on "rehabilitation". The increased interest in
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rehabilitation during the 1980's was associated with the evolving notion of what
rehabilitation meant. The earlier notion of rehabilitation gave very little attention to other
factors impacting the successful "rehabilitation" of a worker. Purse (2003) identified some
of these factors as the physiological impacts of an injury, the disruption to family or
domestic roles, and attempts to create supporting networks to enhance meaningful
employment with the same or different employer 143 . This however, significantly changed in
the 1980's.

5.4.3.1. Rehabilitation, treatment and the Workers' compensation Act
1987
Reforms to the NSW Scheme during the l 980's facilitated a far broader and openly
multidisciplinary notion of "rehabilitation" . This was widely accepted among professional
bodies and as a result, it introduced the concept of a multidisciplinary approach based on
early intervention and shared responsibility of all stakeholders including workers,
employers, insurance companies, compensation agencies and health professionals 144 . These
reforms culminated with the introduction of the Workers ' compensation Act 1987 (the 1987
Act).

T he 1987 Act repealed the Workers ' compensation Act 1926 and was a drastic change to
previous workers' compensation laws. Some changes as a result of the 1987 Act included
the public underwriting of the Scheme, the removal of the workers rights to claim common
law damages against their employers and to make the Scheme economical. Employers
were now also required to establish a rehabilitation program in consultation with unions
and in accordance with the guidelines issued by the OHS & Rehabilitation Council of
NSW 66 .
The 1987 Act also resulted in changes to the provisions in Section 10 of the legislation.
Most notably, Section 10 was re-titled "Hospital, medical and other benefits". The 'cost'
aspect of medical and hospital treatments remained but maximum costs for these services
were introduced (though authority to order above the excess maximum to be paid remained
for the WCC

145

).

The number of health professions recognised as treatment providers

within the 1987 Act remained the same. For injured workers, this meant they were able to
receive 'reasonably necessary' medical or hospital treatments including treatment by a
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medical practitioner, dentist, dental prosthetist, physiotherapist, chiropractor, osteopath,
masseur, remedial medical gymnast, speech therapist, as directed by the medical
practitioner.
After the introduction of the 1987 Act, the period from 1987 to 1991 saw the Scheme
performing well. This resulted in a reduction of premium levels and a number of
amendments that broadened the range and level of benefits. The Scheme was in receipt of
almost $1 billion surplus but by mid 1996 the surplus rapidly wore away leaving a
$454million deficit. It was clear the Scheme was losing money at an exponential rate. As a
result premium rates increased from 1.8% to 2.8% (this rate did not even cover the cost),
the duration of workers on weekly benefits increased significantly from 6% to 12%,
rehabilitation cost also increased dramatically from $1 Omillion to $50million with no
apparent impact on return to work rates. By 1998, the Scheme had an estimated deficit of
$1.9 billion 146 .
The marked Scheme deficit resulted in an inquiry in 1997 into the NSW workers'
compensation Scheme known as the Grellman Inquiry. In a briefing paper on the NSW
workers' compensation ystem, Lozusic (1999) reported the Grellman Inquiry was perhaps
one of the most significant Inquires at the time 147 . Instigated to address the Scheme's
continuing financial problems, recommendations from the Grellman inquiry were
influential in the development of the most influential legislation in the previous 10 years.
This was the Workplace Injury Management and Workers' compensation Act 1998 (the
1998 Act)

148

.

The 1998 Act was designed to place greater emphasis on workplace injury

management and to make related changes to the NSW Scheme in order to address a
comprehensive approach to rehabilitation and effective management of workplace injuries
and illness. An exert of the relating to Workplace Injury Management and Workers'
compensation Act 1998

148

is presented below in Box 5.1.
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(a) To assist in securing the health, safety and welfare of workers and
in particular preventing work-related injury,
(b) To provide:
prompt treatment of injuries, and
effective and proactive management of injuries, and
necessary medical and vocational rehabilitation following injuries, in
order to assist injured workers and to promote their return to work
as soon as possible,
(c) To provide injured workers and their dependants with income
support during incapacity, payment for permanent impairment or
death, and payment for reasonable treatment and other related
expenses,
(d) To be fair, affordable, and financially viable,
(e) To ensure contributions by employers are commensurate with the
risks faced, taking into account strategies and perforn1ance in injury
prevention, injury management, and return to work,
(f) To deliver the above objectives efficiently and effectively

Box 5.1 Primary objectives of the Workplace injury and management and workers'
compensation Act 1988

As a result, the primary legislation presently governing workers' compensation
arrangements in NSW currently includes the 1987 Act and the 1998 Act. Since the
introduction of the 1987 Act and the 1998 Act, the management of employees after
sustaining work place injuries changed considerably. The two pieces of legislation are to be
read as though they were part of the same 'Act' and if there is any inconsistency, the new
1998 Act prevails (s.2A of the 1987 Act) 149 . As a result, employers continue to pay
premiums to a public or private insurer, or otherwise can self-insure if they meet certain
requirements, (for example, in relation to prudential matters, employment size, OHS, and
claims management), to cover their liability for all work-related illness, injury and fatality.
The years from 2000 to 2005 have seen further changes to the NSW Scheme. These
changes have continued to focus on employers, workers and Scheme viability. As a result,
it has created greater competition and choice for employers, improved outcomes for injured
workers while concerted efforts were made to reduce the Scheme deficit.
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These efforts were successful and by mid-2006 t e financial objective was achieved and
the Scheme deficit was diminished. Part of the reforms in 2005 shifted from using insurers
on open-ended licenses to the appointment of Scheme Agents on commercial performance
contracts (commenced 1 January 2006). This approach made Scheme Agents more
accountable for delivering good Scheme outcomes and improving service standards 150 .

One other change to impact employers was the exemption to hold workers' compensation
insurance for employees whose annual wages was $7500 or less. From 30 June 2008, these
employers received automatic coverage, except where an employer engages an apprentice
or trainee or is a member of a group of companies for workers' compensation purposes 16 •
The latest provisions for medical and hospital costs can be found in Divisions 3 and 5, s.59,
s.60, s.61 of Part 3 of the 1987 Act, No. 70. Similar to the previous workers' compensation
Acts, depending on the individual claim and the injury sustained, an injured worker may be
eligible for medical treatment, hospital treatment, ambulance treatment, occupational
rehabilitation service, damage to artificial aids, damage to clothing and care travel
expenses to attend appointments for medical and other treatments 122 '

123

.

As at 30 June

2009, the applicable limits applied to medical benefits are calculated on 'All reasonable
costs' s.60 (1) 1987 Act. The limits are $7500 for reasonably necessary medical costs under
provisional liability. In these circumstances the insurer (or Scheme Agent) can pre-approve
amounts in excess of $7500 in exceptional circumstances. The statutory maximum for
medical and hospital expenses is $50,000. Insurers (or Scheme Agents) can apply to
WorkCover to approve amounts over $50,000

16

•

These latest provisions are the most

comprehensive to date and whilst there continues to be nine recognised professions within
the 1987 Act, No. 70, the definitions of the profession groups are now defined. (Refer to
Appendix 5. 2 for further details of the provisions for medical, hospital and rehabilitation
expenses within the 1987 Act).
For treatment providers, the most recent changes to the 1987 Act in 2009 has meant injured
workers are now able to receive prompt medical treatment for a workplace injury or illness
under the direction of the nominated treating doctor (NTD). This was to facilitate a prompt
recovery of the injury or illness to reduce the impact of the injury or illness to the worker
and the cost associated with medical treatment and rehabilitation (if necessary). For CM
practitioners in NSW, the existing provisions for medical costs, have in fact, allowed CM
practitioners to engage with injured workers in the workers' compensation Scheme with the
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condition that the NTD deems the use of acupuncture 'reasonably necessary' for the injured
worker.

5.4.4.

Workers' compensation claim: stake-holders and the process where Chinese medicine practitioners fit into this process

When a workers' compensation claim, has been raised by an injured worker, there are
several key persons (or stakeholders) involved in assisting with the claims management
process and the injured worker's recovery. Each stakeholder has responsibilities to ensure
that the injured worker is provided with assistance in the recovery of the injury or illness
and assist in the prompt, durable and safe retum-to-work 59 .
Figure 5.1, illustrates the potential stakeholders involved in any one workers' compensation
claim. At the centre of the workers' compensation claim is the injured worker, who if
determined by the NTD may be directed to receive acupuncture as part of the medical
treatment of the work-related injury or illness. Within the NSW Scheme, CM practitioners
are broadly categorised as an 'allied health' provider. Allied health providers are
recognised therapies and health professions within the NSW Scheme and are known as
'gazetted' therapies if they are specifically identified in the related workers' compensation
legislation. For CM practitioners in NSW, the legislation allows for acupuncture to be
utilised as a treatment option whilst still being a non-gazetted technique and for CM
practitioners to provide that acupuncture technique (while also being an unrecognised or
non-gazetted profession). The arrangements of the NSW Scheme and related legislation
allow for this situation to occur. As such then, the NSW Scheme uses the process of
'gazettal' when there is evidence to show the related profession or therapy requires defined
rules and regulations to ensure its appropriate interaction with the Scheme. Table 5.2 lists
the current gazetted therapies in the NSW Scheme. The role of the allied health provider is
discussed in detail in 5.4.5 .
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Insurer
or
Scheme Agent

practitfoners

Injured
worker

Allied Health
providers

•

Gazetted therapists

Non-gazetted

- Chiropractors

therapists

- Exercise physiologists

- CM practitioners

-

Hearing service providers

- Independent consultants
- Osteopaths

I - Physiotherapists
~ - Psychologists and Counsellors:"
I..

I
.~-~

/-,

- Remedial massage therapists .

Figure 5 .1 Stakeholders involved with a workers' compensation claim
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5 .4.5.

Injury Management and the role of Allied health providers:
relevance for the Chinese medicine profession

Injury management is defined in the 1998 Act, Section 42(1) as "the process that comprises
activities and procedures that are undertaken or established for the purpose of achieving a
timely, safe and durable return to work for workers following workplace injuries" p34

149

.

This provision is an important feature of the 1998 Act, a guarantee to ensure the Scheme
Agents and employers comply with their obligation to initiate the management of an
injured worker's rehabilitation and return-to-work (RTW).
For Scheme Agents and self-insurers, this means they are required to establish an overall
injury management program integrating all aspects of injury management, under s.42(1)
and s.43, of the 1998 Act. This includes treatment (including acupuncture), rehabilitation,
retraining, claims management and employment management practices. For employers,
they must comply with the injury management program (s.46, of the 1998 Act) as must the
worker, (s.47 , of thel 998 Act). For CM practitioners who want to engage in the treatment
of injured workers in the NSW workers ' compensation system, they too have a
responsibility to comply with the injury management program. Interestingly, whilst
acupuncture is not gazetted in NSW, CM practitioners have an obligation to the workers'
compensation legislation none-the-less when undertaking the role of a 'treatment provider'.
This includes the responsibilities and obligations as an allied health (or treatment) provider.
Part of the 2005 NSW Scheme refom1s was an increased focus on delivering measurable
outcomes as evidence of treatment progress. For NSW Scheme Agents, this means they
need to show how they provide effective, outcome-based services to injured workers and
employers in order to be awarded contracts by WorkCover 149 • For allied health providers,
and in particular CM practitioners, it has become increasingly important to demonstrate
measurable outcomes for continuing any proposed and intended treatments as approvals for
treatment requests are often determined on this basis. This can take the form of
measurement scales, range of movement measures, RTW indicators and activity frequency
indicators.
Allied health providers and occupational rehabilitation providers in the NSW Scheme
assist injured workers in their recovery and RTW and as such, the role of an allied health
provider is to enhance the injury management process and assist with medical treatment
188

and occupational rehabilitation needs (if any) of an injured worker. As part of this
responsibility, allied health providers are required to communicate with the Scheme agent
and employers (when required) to provide information about the injured workers'
treatment. This includes the required treatment, rationale for acupuncture treatment based
on clinical reasoning, evidence (if available) and effectiveness, and how the treatment will
assist the injured workers RTW (a measurable outcome) 59 .
There are currently eight recognised allied health professions (eight gazetted therapies)
within the NSW workers' compensation legislation. As a gazetted therapy, provisions
within the legislation assist the allied health provider in understanding his/her role and
obligations when treating an injured worker with a workers' compensation claim 150 · 151 • As
outlined in Table 5.2 recognised allied health providers are required to follow
administrative procedures as developed by W orkCover and receive remuneration in
accordance with the fee schedule. Whilst it has been identified acupuncture and CM is not
formally recognised in the NSW Scheme, when a CM practitioner does engage with an
injured worker as a treatment provider they too have a responsibility to follow the same
obligations as other allied health providers.

Recognised allied
health providers
(Gazetted therapies)
Obligations
Reasonably Necessary
intervention/Treatment

l

Osteopaths
Chiropractor
Physiotherapists
Exercise Physiologists
Psychologists and
Hearing service providers
Counsellors
Independent Consultants
Remedial massage therapists
Must follow administrative procedures developed by
WorkCover in conjunction with the relevant professional
association
Provisions under the 1998 Act, s50 (1)
Scheme Agents may provide payment for the cost of
interventions that are determined reasonably necessary
Are means to which providers inform insurer of the anticipated
outcomes of the treatment
It describes the type, number of treatments, and cost of services
to achieve the anticipated results.
It should contain outcome measures to demonstrate how the
intervention with be effective and directly improve the
workers condition.

-~~-~~~~~~~-+~~~~~~~~~~~~~~~~~~-'-~~~-"-~--i

Treatment plans

Table 5.2 Role of allied health providers in the NSW Scheme
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5.4.6.

Common injuries and the cost impact to the NSW Scheme:
relevance for Chinese medicine practitioners

At the core of any workers' compensation Scheme in Australia are the injuries sustained by
workers. Understanding the types of injuries workers are sustaining (or are likely to
sustain) is important to cost containment for the Scheme and in minimising the long-term
impact an injury or illness may have on the worker. The type of injury(s) sustained by a
worker consequently impacts the type of allied health provider a NTD may recommend to
the injured worker. For example, in the case of a physical injury, a NTD is most likely to
refer an injured worker to an allied health provider such as a physiotherapist, chiropractor
or an acupuncture practitioner (either a registered medical practitioner or a non-registered
acupuncture practitioner, that is, a CM practitioner) where the treatment received will be
more physical in nature.
Injuries reported to the Scheme Agents are broadly categorised as employment injuries.
WorkCover (2010)
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defines tota] emp]oyment injuries as "all claims whether the worker

incurred any lost time from work and also includes claims for medical costs only" (p. 8).
Despite eff011·s to improve work place safety and injury management practices in the last
two decades (from 1989-2009), the number of total employment injuries recorded have
doubled. During the 1998/99 financial period, this figure was 55,492 but escalated to
133,188 in 2008/09 152 • This resulted in a gross incurred cost of$854 million to the Scheme
during the 1998/99 period and $900 million in the 2008/09 financial periods 152 .
A sub-category of employment injuries is workplace injuries. W orkCover (2010) 152 defines
workplace injuries as "injuries that occur at the workplace, either during work or a work
break, and when the worker's activity is under the control of an employer including road
traffic accidents while on duty" (p. 26). Workplace injuries account for the majority of total
employment injury numbers. This is supported by figures from WorkCover (2000)
showing workplace injuries represented 75 .2% (41 ,739 claims) of all employment injuries
during the 199 8/99 financial year period, equating to a cost of $616 .2 million 153 • In
comparison to the latest figures available from WorkCover, workplace injuries represented
70.3% (30,133 claims) of all employment injuries and cost the Scheme $584 million in the
2008/09 financial year

152

.

It is for this reason the remainder of the discussion will focus on

workplace injuries reported by workers. An assessment of the common injuries sustained
in the workplace during this same decade identified two prominent themes contributing to
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high costs to the Scheme and impacting workers. "Manual handling" and "back"
repeatedly appear in the annual reports as two significant issues impacting injured workers.
W orkCover (2010) 152 defines manual handling as "any activity requiring the use of force
exerted by a person to lift, lower, push, pull, carry or otherwise move, hold or restrain any
animate or inanimate object" (p.69). Other common injuries reported were open wounds,
fractures, contusions and crushing injuries 152 . Interestingly, these types of common injuries
sustained by workers involving sprains and strains to ligaments and surrounding tissue
have been treated effectively with acupuncture for over hundreds of years (refer to Chapter
2 for further details). In addition to the injuries afflicting workers as a result of manual
handling, the evidence identified back injuries as another prominent injury sustained by
workers. As a treatment approach, conventional treatment for acute physical injuries such
as sprains and strains and back injuries routinely involve the use of analgesia, rest, and
physical treatments such as mobility, stretching and strengthening exercises 154 .
Physiotherapy, chiropractic, and osteopathy (identified in Table 5.2) have long been
utilised in the treatment of physical injuries such as sprains and strains and back pain
within the NSW Scheme.
As a form of physical treatment, acupuncture (as part of a scope of CM practice) has long
been used in the treatment of musculoskeletal injuries, of which sprains and strains and
back injuries are categorised 155 . In Australia, Ernst (2004) reported the increasing
popularity of acupuncture in the treatment of musculoskeletal injuries 156 . Also supported by
Kim (2005) who identified the practice of acupuncture for pain relief and musculoskeletal
conditions delivered by both CM practitioners and medical practitioners continued to be
prevalent88 • It is apparent the recognition of acupuncture use by CM practitioners within
the workers' compensation arena has lagged well behind the present day treatment
interventions used in the treatment of musculoskeletal injuries.
In conclusion, CM practitioners in NSW are in a unique position to treat injured workers in

the NSW Scheme compared to CM practitioners in Victoria or Queensland. The design of
the NSW Scheme appears to have accommodated CM practitioners as treatment providers.
Given the scope of practice of CM and the appropriateness of acupuncture in the treatment
of the common injuries sustained by workers, the evidence shows CM practitioners are
justified in their decision to treat injured workers. This level of' accommodation' has
largely been attributed to the provisions for medical treatments in the NSW workers'
compensation legislation. Coupled with the findings from Study 1, the decision to select
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NSW as the 'case study' for Study 2 has been well justified. The next chapter will
introduce Study 2 Part 1, which details the study design, aims, objectives and the first part
of the Study results .
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CHAPTER6:
Study 2: The use of acupuncture by
injured workers in the New South
Wales workers' compensation Scheme
- Study design, Aims and Objectives
and Results Part I
6.1.

Introduction

Whilst Study 1 provided pertinent information on Chinese medicine (CM) practitioners and
their interactions with the workers' compensation system, it did not include information on
the injured workers treated. There remains no investigation to identify who the injured
workers within the workers' compensation schemes are that receive acupuncture treatment
or investigations into the associated injuries acupuncture was used to aid in the medical
management of the injury. Therefore, to understand the entire 'clinical context' and
purpose of the acupuncture treatment used it was deemed necessary to gather information
from the injured workers.
A second investigation was consequently proposed as part of the broader investigations
into the use of acupuncture in the New South Wales (NSW) workers' compensation
scheme. Termed 'Study 2', this chapter presents the study's conceptualisation, its design,
aims and objectives. The initial parts of the results (termed Part I) and discussion of Part I
results are presented in this chapter detailing the demographic characteristics of those
injured workers. Similar to the national survey reported in Chapters 4 and 5, Study 2
generated an enormous volume of data and subsequent analysis and reporting.
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Consequently, the reporting of the results and associated discussions were separated into
three sections. The latter two result sections atre presented in Chapter 7 (termed Part II and
Part III). Part II of the results present the analysis and findings of the data relating to the
'nature' of the acupuncture treatments the injured workers received whilst the third part of
results present the findings of the classification of injuries seen in injured workers. Chapter
7 additionally concludes Study 2 by presenting an overall summary and the study's
conclusions.
Study 2 was proposed as pa11 of the broader investigations into the use of acupuncture in
the New South Wales (NSW) workers' compensation Scheme. The proposed study required
support and prior approval from the NSW workers' compensation authority (WorkCover)
for the necessary permission to access confidential health information; information
gathered from the workers' compensation claims containing details of individual workers
and their related injuries or illnesses.

6.2.

Conceptualisation of Study 2

The results of Study I highlighted the enormous lack of information from the literature
about injured workers. This included demographic characteristics and the injuries sustained
by injured workers who presented for acupuncture treatment. The need to investigate this
situation led to contact being made with the Provider Services Branch within W orkCover
in 2005 and developed into a series of discussions on the Scheme's framework with respect
to acupuncture. From these discussions, it soon became apparent that there was an endemic
paucity of understanding on what constitutes an acupuncture treatment, its' clinical practice
and the education standards of CM practitioners. This was in spite of the treatment services
provided by the CM profession generally being recognised as appropriate for treating
work-related injuries within the NSW Scheme. A contributing factor to this situation was
that the CM profession was not gazetted within the NSW Scheme. This deficit of
knowledge would impact the Scheme and its various stakeholders by affecting:
•

How the Scheme Agents assess for 'necessity' and 'appropriateness' of acupuncture
treatment when provided by a member of the CM profession?

•

Issues of cost appropriateness to the NSW Scheme

•

Ethical issues including ' duty of care' relating to ensuring timely and appropriate
application of treatment specific to a claimants work injuries
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•

Determining the factors for identifying an appropriately qualified practitioner to be
providing acupuncture treatment and rehabilitation services to the injured worker, and
finally

•

Acceptance of the choice of therapy for the thousands of workers' compensation
claimants in NSW receiving treatment for their injuries each year

The conceptual idea of piloting a study was raised during discussions with W orkCover in
2005 and an interest in the study idea grew. It was at that time that officers from the then
Work Injury Management Branch (Provider Services) at WorkCover suggested
approaching Allianz Australia Workers' compensation (NSW) Limited (Allianz) to be
involved in the study (as providers of the workers' compensation claims information).
Allianz was recommended by W orkCover largely on the basis of their foresight to
implement coding for identifying the types of treatment being provided to the injured
workers they were managing. Importantly, they had included specific codes for
acupuncture treatment in their systems. Allianz is one of Australia's and NSW's leading
private workers' compensation insurance companies and operates as a Scheme Agent
within the NSW Scheme. The application of a treatment code meant that a range of data
could be 1dentified and mined for analysis of acupuncture treatment(s) drawn from within
the larger number of workers' compensation claims gathered as a Scheme Agent working

in the NSW Scheme. Supporting this idea to approach Allianz was a finding from Study l
where 54% of all survey respondents who had treated an injured worker in the workers'
compensation Scheme noted that they had engaged with Allianz at some time when they
had treated patients with a workers' compensation claim. In particular, results from Study 1
reported 63.5% of survey respondents from NSW had engaged with Allianz. (Refer to
Appendix 3 .1 , question 24 of the survey tool for details)
In March, 2005 discussions progressed with a Senior Injury Management Advisor
representing Allianz. It was agreed by W orkCover that the information required for
purposes of the proposed study would be provided from within the Allianz workers'
compensation database as specified within the Confidentiality Deed. Allianz was
acknowledged as being the objective contributor of the information recorded from within
the individual claims processed and that any results of the analysis are not reflective of
Allianz as a Scheme Agent. A flowchart of the conceptualisation for Study 2 is outlined
below in Figure 6.1.
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March 2005 - Discussions progre' sed with Senior Injury
Management Advisor Allianz

r

'-

!

April 2005 - Study framework and investigation plan into
the W orkCover database developed including proposal for
investigative study into injured workers using acupuncture
treatment and presented to Allianz

!

"'

~

October 2005 - Formal meeting convened at UTS offices to
determine study parameters, aims and objectives

r

'"

l

!

December 2005 - Ethics approval obtained from the UTS
Human Research Ethics Committee (HREC). Written
consent from both WorkCover and Allianz obtained

!

January 2006 - Confidentiality D~ed initiated by UTS

"'

.)

J

March 2006 - the (doctoral) Student Research and
Confidentiality Deed signed by representatives from UTS
and Allianz

September 2006 - Amendments made to allow expert
assistance from a UTS statistician. The (doctoral) Student
Research and Confidentiality Deed were fully executed on
4th September 2006

December 2006 - Complete database of information
requested for Study 2 presented to UTS research student

Figure 6.1 Flowchart of the conceptualisation for Study 2
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6.3.

Method

6.3.1.

Study aims and objectives

The aim of Study 2 was to identify the prevalence of acupuncture use in workers'
compensation claims within Allianz. This was achieved through a retrospective analysis of
specific workers' compensation claims data held by Allianz. Through discussions with the
stakeholders (WorkCover and Allianz), three key areas of information required for the
study from within the workers' compensation claim were identified. These areas were:
•

Demographic characteristics of the injured workers who were receiving acupuncture
treatments

•

The type of acupuncture treatments injured workers received, and

•

The injuries workers presented with for acupuncture treatment

This information gathered served as the collective 'database ' used for the study and this
database was subsequently used to address the study objectives identified. These were:
•

To gather a profile of the injured workers who utilised acupuncture treatment

•

Profile the work-related injury treated with acupuncture (identified as occurring during
the acute or chronic phase of the injury, the anatomical location of the injury treated,
the mechanism and agency of the injury), and

•

An analysis of the acupuncture treatment cost

6.3.2.

Study 2 design

Study 2 was a retrospective analysis of workers' compensation claims within one NSW
Scheme Agent. In the context of work-related injury and illnesses sustained by workers,
the term 'injury ' will be used in Study 2 to refer to both work-related injuries and illnesses.
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6.3.2.1.

Inclusion and exclusion criteria

6.3.2.1.1.

Claims

To identify the claims required for Study 2, the selection inclusion criteria included both
active (open) and finalised (closed) workers' compensation claims identified with the
acupuncture codes used by Allianz to identify the use of acupuncture treatment within the
Allianz NSW workers' compensation database. All claims identified with the acupuncture
code(s) were included in the study database and were inclusive of all dates retrospectively
within the database until July 30, 2006.
The Allianz acupuncture codes included code 028 and codes AL900, AL911 , AL913,
AL920, AL922 and AL923. The exclusion criteria included any claims which did not
contain the acupuncture codes used within the Allianz database system.

6.3.2.1.2.

Categories of information

After the claims were identified, specific information required from within the claims was
requested. The document titled ' Reports required from Allianz for Study 2' (located in
Appendix 6.1) lists the information that was requested for purposes ofunde1taking the
study from within the Allianz database. This was compiled by a panel of CM practitioners
with expertise in the workers' compensation system in conjunction with secondary input
provided from the Allianz Injury Management Team Leader-Medical in early 2006. This
document was designed to gather information in order to address the study's aims and
objectives (listed above). The information gathered also formed the basis of the database
analysed for the study. The data was requested in Microsoft Excel spreadsheet format to
allow further statistical analysis.
After a rigorous review of the claim details were received it was identified further
information was required from within the claims. A further "Additional reports required
from Allianz" was then requested. An outline of the report is appended. (Refer to Appendix
6.2 for details).
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After the later two reports were received from Allianz, it was apparent that some of the
requested data from within the claims were difficult to obtain. This was discovered to be
due to the absence of an identifying code during the data collection process and this meant
the information would need to be collected manually through individual claim files. The
large amount of workers' compensation claims within the database used for the study
meant this was not feasible (although future studies investigating the suitability of treating
practitioners and their qualifications may benefit from this information). The following
information was attempted to be obtained but was unable to be collated for analysis. This
included:
•

Diagnosis of the injury sustained

•

The individual number of injured workers treated by an acupuncture provider (medical
practitioner or non-medical practitioner)

•

Professional qualifications of the treating practitioner

•

Post code of the treating practitioner

•

Breakdown of costs associated with each treating practitioner

The information provided in the final database contained five pertinent areas of claims
information. These were:
•

Claim details

•

Demographic data

•

Allied health medical expenses

•

Acupuncture treatment details, and

•

Injury details

The complete list of claims details provided by Allianz is attached. Refer to Appendix 6.3
for details.

6.3.3.

Data Analysis

The data were entered into a Microsoft Excel spreadsheet format and analysed using the
Statistical Package for Social Sciences (SPSS) for Windows, version 14.0. A range of
descriptive analyses was applied to the data.
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6.4.

Results

Overall, there were 4200 workers' compensation claims identified within the Allianz
database which met the inclusion criteria. This identified a 19 year span from 1987 to 2006
where acupuncture was used as a treatment by injured workers (as indicated by the
acupuncture code present within the claim details).
The analysis was undertaken on the data as provided by Allianz without audit or
independent verification. It is acknowledged the accuracy of the results is dependent upon
the accuracy and completeness of the underlying data. However, where possible, review of
this information for reasonableness, was undertaken. It is important to note the study
objectives were developed prior to the collection of study database and unforeseen
limitations occurred during the analysis (as identified in 7 .5). After descriptive tests were
applied to the data, it became apparent the extent of the results obtained needed to be
separated to ensure the results were presented to assist in their presentation. This was
achieved by presenting the results in distinct sections. The remainder of this chapter will
present the demographic characteristics of injured workers and conclude with a discussion
on the findings of the demographic characteristics of injured workers. The overall
summary and conclusion of Study 2 will be presented in Chapter 7.

6.5.

Part I: Results of the demographic characteristics of
injured workers

It was anticipated that the demographic information would reveal some insight into
patterns of acupuncture utilisation across NSW, therefore a further in-depth analysis of the
geographical breakdown of acupuncture utilisation in NSW was conducted.
There were five areas of demographic information analysed. These were:
•

Gender

•

Age

•

Nature of the claim

•

Language spoken, and

•

Geographical location of claimant (suburb ofresidence)
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6.5 .1.

Gender and Age

Gender refers to the male and female ratios found within the database. The analysis
revealed there were more males represented than females. Males totalled 2355 or 56.1 % of
claims whilst females totalled 1845 or 43.9% of claims.
For the purposes of the study, age refers to the chronological age of the workers'
compensation claimant at the date of the injury (DOD. Identifying the age of the claimant
at DOI was necessary for determining trends within the population. When analysing the
data, the initial result figures were represented with two decimal places, for example, 42
and a half years of age was represented as 42.50 and 37 and three quarter years old as
37.75 . In order to present the figures in a more constructive manner and to allow for further
analysis the figures were adjusted and rounded either up or down to the nearest whole
figure using 0.50 as the marker point. Prior to the analysis, the ages of injured workers
were categorised in groups of 10 year periods where age categories were rounded to the
nearest full year increment for a more constructive analysis.
The results showed the largest age groups utilising acupuncture were between 30-39 and
40-49 years of age. These two age groups contained 57. 7% of all injured workers in the
project database. The next two highest age groups of injured workers to use acupuncture
were aged between 20 to 29 years and 50 to 59 years of age. Only 2% of the population
were less than 20 years old and 3.5% were over 60 years of age. Refer to Table 6.1 for
further details.

Age category
10-19
20-29
30-39
40-49
50-59
60-71
Subtotal
_______Miss~--- .._
Total

Number of claims
85
819
1160
1255
722
148
4189
11
4200

_____________

Percent(%)
2.0
19.5
27.6
29 .9
17.2
3.5
99.7
0.3
-----------·100.0

Table 6.1 Frequency of claims against the injured workers' age (in 10 year intervals)
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6.5.2.

Nature of the workers' compensation claim

The nature of the claim referred to the open or closed status of the claim. That is, whether
the claim was finalised and closed or whether it was current and open at the time of
analysis. The analysis revealed 4005 or 95.4% of claims were finalised and closed with the
remaining 195 or 4.6% of claims remaining active and open.

6.5.3.

Language spoken

Language referred to the claimant's language spoken at home as recorded at the time of
lodging or reporting a workplace injury claim. Language in this context did not mean the
claimant's nationality. Within the context of the study, this also did not allow for
identifying patterns of specific cultural groups. It was necessary to acknowledge the data
relating to language could potentially be misinterpreted as representing the cultural
background of the claimant. That is, a person noted as speaking English at home does not
necessarily mean that he/she identifies culturally with England as English is spoken by
many people from diverse cultural backgrounds as their first language. With this potential
bias in mind, analysing the language column could show interesting information using the
claimant's language spoken at home to illustrate a relationship between whether a language
spoken at home influenced the treatment of choice/s for a work-related injury. Thus, an
attempt was made to see if there was a trend in this respect.
In attempting to undertake an analysis of the injured workers language, it became quickly

apparent that there were several coding discrepancies for a claimant's language in the
data base that prevented analysis of the data. This also impeded identifying patterns of any
cultural groups more likely to utilise acupuncture therapy. In particular, the language
column shows missing and possibly incorrect data entry details. For example, 1469 claims
(35%) had "no description" of language recorded and 43 claims (1 %) were recorded as
English speaking. As such, it was apparent the data did not appear to truly reflect the
demographic of the project database. It was also acknowledged the system upgrades during
the 19 year period may have also affected the data and skewed the results. Therefore, due
to the coding discrepancies within the database the breakdown of the language of the
claimants was not achieved. Whilst it was beyond the scope of this study, future studies in
this area may benefit from undertaking a review of the injured worker's cultural
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background in order to identify trends (if any) which may influence an injured worker's
decision to seek out certain treatment options. That is, does the cultural background of a
claimant attribute or influence a treatment choice?

6.5.4.

Geographical location

It was thought to be of great value to investigate the injured worker's place of residence

and represent the results geographically to determine if there was a relationship between
geographical areas and the distribution of workers' compensation claims in which
acupuncture had been used as a treatment intervention. Initial attempts into performing an
analysis in this way were limited as the information received on the injured worker's
residence listed a suburb and postcode. When attempting to place the postcodes in a
broader geographical grouping of suburbs, the postcodes often crossed over suburb
boundaries and suburbs were often grouped into more than one local government area
(LGA).
To address this issue, assistance was sought from staff within the Australian Bureau of
Statistics (ABS) Geographical Section to detennine the most suitable approach to
categorise the inf01mation. It was identified that the ABS utilised the Australian Standard
Geographical Classification (ASGC) for the collection and distribution of geographically
classified statistics. Therefore, in order to maximise the comparability and value of the
statistics the following geographical analysis have also been presented in accordance with
the ABS ASGC 15 7 •
The demographic data was classified in alignment with the ASGC Main classification
structure. This classification structure was selected from amongst the seven interrelated
classification structures of the ASGC for the reason that it covered the whole of Australia
and allowed for the useful representation of the demographics required for this study. The
ASGC Main Classification structure has been appended. See Appendix 6.4 for details.

203

There are 13 Statistical Divisions (SD's) represented within New South Wales (NSW) and
the data has been grouped accordingly. The 13 NSW SD ' s include:
•
•
•
•
•
•
•

Sydney
Hunter
Illawarra
Richmond-Tweed
Mid-North Coast
Northern
North Wes tern

•
•
•
•
•
•

Central West
South Eastern
Murrumbidgee
Murray
Far West
Off-Shore Areas & Migratory

It was anticipated the geographical analysis would provide great insight not only into the

distribution of claims across NSW but also cost expenditure attributed to the various
geographical divisions within NSW. It was also anticipated a large proportion of claims
would be from the N SW SD of Sydney mainly due to the population numbers in this SD.
Therefore, in addition to analysing the 13 NSW SD's, a series of analyses were also
perfonned on the Sydney SD to allow for a more meaningful interpretation of the results.
The four additional analyses were conducted on the Sydney SD were:
•

Identify the distribution of claims within the Sydney SD

•

Show the average cost per claim within the Sydney SD's

11

Undertake a comparative analysis of distribution of claims and average cost per claim

in the Sydney Subdivisions (SSD's)
•

Undertake a comparative analysis of cost per claim within the Sydney SSD's and
broader NSW SD 's.

6.5.5 .

Workers' compensation claims distribution within the NSW
Statistical Division

There are 13 Statistical Divisions within NSW . There were 13 missing entries within the
database totalling 0.3 % of the results. As anticipated, the vast majority of claims where
acupuncture was used by an injured worker were in the SD of Sydney (80.8%). This was
followed by the Hunter (7.8%), Richmond-Tweed (2.9%) and Mid-North Coast (2.8%)
SD' s. This result was reflective of the general NSW population distribution and also
corresponds with ABS figures for the 2006/2007period 15 8. These results indicated a
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widespread area of claims proportionate to the population distribution of NSW. Refer to
Table 6.2 and Figure 6.2 for further details of the results .

NSW Statistical
Division

Number
of claims
(n =)

Percent
of claims

Mean
acupuncture
cost per
claim($)

Rank
(based on mean
acupuncture
cost per claim)

80.8%

Rank
(based on
number
of claims)
1

Sydney

3382

Hunter

327

7.8%

2

$539

4

Richmond-Tweed

120

2.9%

3

$345

8

Mid-North Coast

118

2.8%

4

$453

5

Illawarra

64

1.5%

5

$449

6

South Eastern

53

1.3%

6

$356

7

Central West

42

1.0%

7

$590

3

Northern

35

0.8%

8

$1478

1

Murrumbidgee

22

0.5%

9

$298

9

Murray

12

0.3%

10

$190

10

North Western

11

0.3%

11

$704

2

Far West

1

0.0%

12

$80

11

0

0.0%

13

$0

12

4187

99.7%

13

0.3%

4200

100.0

(%)

- · - - -·- -·- - - - · --·---·-- · - - - --·----·-----·- --Off-Shore Areas
& Migratory
Subtotal
Missing

Total

Table 6.2 Distribution of workers' compensation claims within the New South Wales
Statistical Divisions
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Figure 6.2 Diagrammatic di tribution of claims within the New South Wales Statistical
Divisions

6.5.6.

Breakdown of claims within the Sydney Statistical Division

As indicated above, the Sydney SD was analysed further to highlight the distribution of the
claims and to allow for a more meaningful dissemination of the results. As outlined by the
ABS ASGC, the Sydney SD is represented by 14 Statistical Subdivisions (SSD's) 157 .
These include:

•

•

•
•
•
•
•

Inner Sydney
Eastern Suburbs
St George-Sutherland
Canterbury-Banks town
Fairfield-Liverpool
Outer South W estem Sydney
Inner W estem Sydney

• Central W estem Sydney
• Outer Western Sydney
• Blacktown
II

Lower N011hem Sydney

• Central Northern Sydney
• Northern Beaches
• Gosford-Wyong

The results of the analysis showed acupuncture was used by injured workers within every
SSD in Sydney. The four Sydney SSD ' s with the highest number of claims were observed
in Blacktown (n = 380), Outer South Western Sydney (n = 368), Fairfield-Liverpool (n =
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355) and Outer Western Sydney (n = 328). Tliis was followed by St-George-Sutherland (n

= 292), Canterbury-Bankstown (n = 283), Central Western Sydney (n = 269) and Inner
Sydney SSD's (n = 257). Eastern Suburbs, Central Northern Sydney and Lower Northern
Sydney had 182, 17 4 and 13 7 claims respectively with the fewest number of claims being
within the Gosford-Wyong (n = 124) Northern beaches (n = 120) and Inner Western
Sydney (n = 113) SSD's. The distribution of claims within the Sydney SSD is presented in
Figure 6.3.
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Figure 6.3 Distribution of claims within the Statistical Subdivisions of Sydney

In addition to analysing the claims distribution, a comparative analysis was performed on
the accumulated cost associated with each Sydney SSD to determine any relationships (if
any) between claims costs and geographical areas (SSD's) where an injured worker
resided. The analysis showed five prominent SSD's within the Sydney SD where the
average cost per claim of acupuncture treatments ranged between $1,048.00 and $1,372.00.
These were the Canterbury-Bankstown, Central Western Sydney, Fairfield-Liverpool,
Inner Western Sydney and the Central Northern Sydney SSD's, respectively. These cost
figures were two to three times greater than the average cost per claim in other Sydney
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SSD 's such as Blacktown, Outer Western Sydney, Gosford-Wyong and the Outer South
Western Sydney areas. These costs per claim are presented in Figure 6.4.
When the distribution of claims and the mean cost per claim within the Sydney SSD's were
presented alongside each other it was apparent the number of claims in one SSD did not
necessarily equate to a higher mean cost per claim within that same SSD. For example, the
Blacktown, Outer South Western Sydney and the Fairfield-Liverpool SSD's had the largest
recorded number of claims (first, second and third respectively), yet Blacktown and the
Outer South W estem Sydney SSD did not rank the highest when compared to the mean
cost per claim for acupuncture treatments. When the number of claims and mean cost of
claims were compared together, there were only three SSD's with a comparable ranking.
These were the Fairfield-Liverpool SSD (which was ranked third highest in both number of
claims and mean cost of acupuncture per claim), Inner Sydney SSD (ranked eighth) and the
Gosford-Wyong SSD (ranked 12th).
The remaining Sydney SSD's showed differing proportions for number of claims and mean
cost of total acupuncture treatments per claim. The three notable differences were seen in
the Canterbury-Bankstown, Central Western Sydney and Inner Western Sydney SSD's
which had the sixth, seventh and 14th largest number of claims but ranked the first, second
and fourth highest for the mean cost per claim within the Sydney SD. These results are
presented in Figure 6.5 .
Due to the differences observed in the mean acupuncture cost per claim within the Sydney
SSD's, it was thought a further comparative analysis between the 14 Sydney SSD's and the
broader remaining 12 NSW SD would provide some insight into any trends associated with
the mean cost of total acupuncture treatments per claim in NSW. The results of this
comparative analysis showed significant cost differences within the broader NSW SD's in
comparison to the Sydney SSD 's. The most notable difference was in the Northern SD
(which includes the Tamworth, Northern Slopes, Northern Tablelands and North Central
Plain SSD's). There were only 35 claims identified as having utilised acupuncture as a
treatment, making it the eighth highest SD in NSW out of the 13 NSW SD's (when based
on the distribution of claims) and according to the ABS, represented only 2.64% of the
total NSW population ending June 2006 159 . However, the average cost of acupuncture per
claim associated with the Northern SD far exceeded any other NSW SD and Sydney
SSD 's. The results are presented in Figure 6.6.
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Other findings show the mean cost per claim with the remaining 12 NSW SD's ranged
from $704 in the North Western SD (second highest when based on mean total acupuncture
cost per claim) to the lowest mean cost per claim of $80 which was in the Far West SD
with one identified claim that utilised acupuncture. Again, the results of the distribution of
claims within an area (SD or SSD) did not equate to comparable cost figures within that
same area. This was observed in the Hunter, Richmond-Tweed and Mid-North Coast SD's
which had the second, third, and fourth largest number of claims, (following the Sydney
SD) but ranked the fourth, eighth and fifth highest when based on the mean cost per claim
within the NSW SD. In particular, this difference was noted in the North Western SD
which had the second highest mean acupuncture cost per claim ($704) but ranked 11th
within the NSW SD with only 11 claims. It was not one of NS W' s largest SD's nor one of
the most populated yet the results raise questions as to why this SD showed a higher mean
cost per claim within NSW. (Refer to Figure 6.6 for fmther details). The relationship
between population distributions and geographical land mass (if any) on the utilisation of
acupuncture within NSW is in the discussion section of this chapter.
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6.6.

Discussion on the results of the demographic
characteristics of injured workers

The investigation into the demographic characteristics of the injured workers within the
project database focused on gender, age, status of the claim, language spoken and the
geographical location (suburb ofresidence). Overall, the investigation revealed a 19 year
retrospective look into workers ' compensation claims where acupuncture has been
identified as having been used as a treatment modality in the treatment of a work-related
injury. The analysis was performed on all 4200 claims within the project database with
4005 (95.6%) claims identified as finalised and closed whilst the remaining 195 (4.6%) of
claims remained active and open at the time the analysis were undertaken. This represents
an average of 221 injured workers utilising acupuncture as a therapy per year which is
consistent with the 4.6% of remaining open claims.
The Australian demographic has progressively changed over the 19 year history of the
study database. This was supported by figures from the ABS which show a rise in the
national population from 16.2 million in 1987 to 20.6 million in 2006 (ending June)
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Despite the increase, the population distribution across States remains proportional. In
relation to gender, the findings from the workers' compensation database revealed a greater
number of males (56.1%) than females (43.9%) had received acupuncture. In comparison,
Easthope et al (1999) 2 using Medicare data (for 'medical acupuncture') noted females
(61.7%) were more likely to claim for acupuncture treatment than males. The Easthope
data by chance reflects the general health patterns in the population with females more
frequently presenting for health treatment than males. The difference in the proportion of
males found in the study is reflective of both national and New South Wales State based
workers' compensation figures where there are a higher proportion of males who sustain
work-related injuries. This is supported by figures from Safe Work Australia where it was
reported males accounted for two thirds of all serious claims during 2009-2010 161 and in
New South Wales, WorkCover figures in 2008-2009 showed males accounted for 65% of
workers' compensation claims compared to 35% of females 162 . In addition to the genderbased differences, Easthope et al also suggested age-based differences as a determining
factor of treatment along with the patient's doctors ' willingness to use acupuncture and
identified women aged between 40 to 60 years were more likely to use acupuncture. In
contrast, the use of acupuncture by the older middle-aged and elderly population (> 70
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years of age) were attributed to the failure of conventional medical treatment to effectively
alleviate their problems 2 and was selected as a treatment of 'last resort'.
The investigation into the geographical location of the injured workers, in particular the
geographical distribution of claims and cost of total acupuncture treatments per claim
within the NSW SD's and Sydney SSD's has provided insight into an area not previously
explored. The analysis of the geographical distribution of claims within the NSW SD and
Sydney SSD areas was given greater attention as the results may assist in identifying trends
of acupuncture use for future studies and comparative analysis. These investigations were
undertaken in the hope that they would provide some insight to a broad question
underlying the use of acupuncture treatment within the workers' compensation systems,
that is, 'What factors influence an injured worker to seek acupuncture treatment to expedite
the recovery process?' Further questions which underpin this broad question include 'who
is likely to utilise acupuncture therapy after sustaining a workplace injury?'; 'what
geographical areas ofNSW and Sydney are frequently utilising acupuncture therapy?';
'does the place ofresidence, cultural background (ethnicity) or socio-economic status
influence the utilisation of acupuncture therapy?'; and/or whether the 'availability of
acupuncture practitioners', and 'costs charged by the acupuncture practitioner' are
attributing factors in the decision making process for the injured worker. Whilst these
various questions are outside the realm of the study, the info1mation extracted from the
analysis provides insight and value for future studies in this area.
The results of the analysis showed a relationship between the injured worker's place of
residence, the distribution of claims and mean costs per claim observed within the NSW
SD and Sydney SSD's. It was not surprising to find the majority of claims within the
project database located within the Sydney SD. This breakdown is representative of the
broader NSW population distribution and suppo1ied with ABS figures which reported 63%
(4.29 million) of NSW' s population resided in the Sydney SD in the year ending June
2006 160 .
At first glance, the investigation into the Sydney SD revealed the number of claims in the

13 SSD's within this SD did not necessarily equate to higher costs per claim within that
same SSD. For example, the Blacktown SSD had the highest number of claims utilising
acupuncture treatments but had the lowest cost per claim ($371) when compared to the
remaining Sydney SSD's. It is asserted the extraneous factors attributing to the results
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appear to be differences relating to socio economic status (socio-economic areas within the
Sydney SSD's and the broader NSW SD); occupation and employment (professional
versus labourers and related workers); ethnicity distributions across NSW; costs associated
with acupuncture treatments rather than population distributions; and geographical sizes of
SD's and SSD's.
It was difficult to delineate social-economic boundaries within an SSD and it is

acknowledged assumptions made on the socio-economic status of a SSD are
generalisations of the population within that SSD and do not account for individual
differences found within the population residing in that same SSD. This has meant smaller
geographical areas with differing socio-economic status within an SSD have not been
identified. The ABS also acknowledges this difficulty and consequently implemented the
Socio-Economic Indexes for Areas (SEIFA) to broadly define relative socio-economic
areas. The ABS defines the SEIF A "in terms of people's access to material and social
resources, and their ability to participate in society" 163 . Unfortunately, in 2006 when the
study was undertaken, SEIF A indexes were not yet created for larger geographical areas
such as SD and SSD's. To overcome this difficulty, the ABS census community profiles
have been used as an alternative source to support the assumptions made in reference to the
socio-economic status in Sydney SSD's.
When the Sydney SSD's are compared based n the number of claims the results appear to
be influenced by socio-economic status, cultural diversity and occupation and employment
factors existing in the different SSD's. As mentioned above, the four Sydney SSD's with
the largest number of claims include the Blacktown, Outer South Western Sydney,
Fairfield-Liverpool and Outer Western Sydney areas. These areas are representative of
Sydney SSD's identified as lower socio-economic areas with diverse ethnic groups. The
basic community profiles (BCP) of these SSD as presented by the ABS support this
assertion. The BCP of these SSD' s identified a vast number of persons born overseas in
one of the 34 overseas countries listed (for example China, Greece, India, Indonesia, Italy,
Lebanon Thailand, and Vietnam) whilst the working population profiles (WPP) identified a
wide range of different levels of income depending on a person's occupation. These areas
have also been found to have a higher proportion of labourers and related workers versus
c-.
.
l s 164-167 .
pro1ess10na
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The higher number of claims in these four SSD's may also be attributed to the higher
proportion of manual labourers and the physical nature of the work involved with manual
labour jobs. This is supported with data from WorkCover identifying that labourers and
related workers (e.g. tradespersons) reported the highest number of claims and also
incurred the highest gross cost of claims in both the 1997 168 and 2006 periods 169 • This
raises questions as to whether different injuries are more prominent in areas with a greater
number of white collar workers. For example, assuming there are a greater number of
white collar workers (that is, professional workers) residing in the northern beaches, lower
and central northern Sydney SSD areas, would the injuries likely to be sustained by this
group differ? This is again supported by figures from W orkCover which show a contrast in
claim numbers and mean costs associated with injuries from professionals. Figures from
WorkCover in 198?1 68 and 2006 169 show that professionals had the highest average gross
incurred cost per claim but a relatively low number of claims and relatively low amount of
time lost. This may reflect a tendency for professionals to remain working (due to the
reduced physical demands of their jobs) despite sustaining a workplace injury as opposed
to being unfit to carrying out their duties and taking time off.
With the exception of the Fairfield-Liverpool SSD, the Blacktown, Outer South Western
Sydney and Outer Western Sydney SSD's had the largest number of claims but did not
have the highest mean cost per claim. In fact, all these three SSD's had the lowest mean
cost per claim. These figures may be explained due to the higher propmtion of blue collar
workers from a diverse ethnic population who are more likely to be familiar with, value
and accept acupuncture as a preferred treatment modality and may therefore seek out this
treatment as opposed to more conventional western medical practices (for example,
physiotherapy). Indeed, these SSD's have a diverse ethnic population as identified by the
ABS 2006 census of population and housing country of births list. There were 34 overseas
countries identified on the census of population and housing list and of the overseas born
persons residing in these SSD's, over half were born in one of the ten countries comprising
the Association of Southeast Asian Nations 170 (ASEAN). The identified countries include
China, Indonesia, Malaysia, Philippines, Singapore, Thailand and Vietnam. Other overseas
born residents likely to be familiar with CM practices also include those born in Japan,
Hong Kong, and Korea (also identified on the ABS 2006 census of population and housing
country of births list) 164· 165 · 167 • The results showed the acupuncture fees within these four
SSD's were comparable and therefore less likely to be a major factor in the utilisation of
acupuncture.
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Other factors that may have contributed to the result are the ethnicity of the referring
medical practitioner (GP) and injured workers seeking treatments themselves. For example,
GP's in these four SSD areas may be more familiar with the scope of CM practice and
have a greater level of acceptance, particularly if he/she is from an Asian background
(where one 's cultural background may influence the knowledge and awareness of CM
practices) and therefore may refer a greater number of patients to CM practitioners for
acupuncture treatment. They may also be more likely to refer to a CM practitioner at the
request of the injured worker (that is, the injured worker driving the referral for
acupuncture treatments) resulting in a greater number of acupuncture treatments within
these areas. This is supported by results in Study 1 which showed 81 % of workers'
compensation patients themselves were seeking acupuncture treatments from CM
practitioners. It was also likely that there were a greater number of CM practitioners within
these four Sydney SSD' s resulting in greater access to these practitioners than compared
with the Gosford-Wyong SSD which had fewer claims and a lower mean cost per claim
($436). However, with the absence of a national database (or register) of CM practitioners,
it is difficult to affirm this assumption.
Acupuncture treatment costs within these areas are also generally lower than other areas in
Sydney such as the Eastern suburbs or Northern Sydney SSD. So whilst the number of
claims may be higher, the costs associated with each treatment are less and may reflect
lower fees charged. This was reflected in the mean total acupuncture cost per claim for
Blacktown (ranked 14th), Outer Western Sydney (ranked 13th) and Outer South Western
Sydney SSD's which rated the lowest, second lowest and fourth lowest respectively in
comparison to the other 14 Sydney SSD's (when based on mean acupuncture cost per
claim).
Results of the comparative analysis on the mean acupuncture cost per claim of Sydney
SSD's also provided valuable insight. The four Sydney SSD's with the highest mean cost
per claim included Canterbury-Bankstown, Central Western Sydney, Fairfield-Liverpool,
and Inner Western Sydney (in that order). Again, these SSD's are representative of a
diverse Asian ethnic population, as indicated by the ABS 166'

171 173
•
-

The results in the Eastern suburbs identify two issues likely to be occurring. The Eastern
suburb SSD was ranked ninth (based on the number of claims) and the high cost per claim
is likely to be atttibuted to the higher concentration of CM practitioners within this area
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and also generally higher fees for acupuncture treatments. The greater number of
acupuncture/CM practitioners within the area also implies a higher level of acceptance of
acupuncture treatment and CM . The higher costs associated with each acupuncture
treatment would have led to higher mean costs per claim.
The cost differences observed between the Sydney SSD ' s may also reflect different
expectations of health care costs within the population. This was seen in some areas of the
Sydney SSD. For example, Chinese residents from a Chinese born background seeking
acupuncture practitioners in the Inner Sydney SSD may have expectations of affordability
of treatment in care when selecting a CM practitioner and would seek acupuncture
treatment for physical injuries before turning to traditional western practices such as
physiotherapy; whereas, Australian born residents may have an expectation to pay more for
health care services and therefore do not necessarily seek out practitioners who charge
lower fees for health services. Another example is observed in the St George-Sutherland
SSD which has a higher proportion of while Anglo-Saxon Protestant residents compared to
other ethnic groups (with the exception of persons born in China) 174 . This SSD had the fifth
highest number of claims within the Sydney SSD's with a mean total acupuncture cost per
claim of $792. This was likely to reflect irijured workers residing in this SSD who
anticipate paying higher for health services, such as acupuncture treatments and who may
often seek more complementary forms of health care to supplement traditional western
medicine practices.
The overall results did not, however, appear to be impacted by geographical or population
distributions and this was evident across several NSW SD's. For example, in 2006 the ABS
reported the Hunter SD was the second most populated SD in NSW with an estimated
population of 611 ,935 people 160 and had a larger land mass compared to the Sydney SD but
results showed the Hunter SD accounted for only 7.8% of all claims with an average mean
cost per claim of $53 9. This was in contrast to the Northern SD, which had fewer numbers
of claims (0 .8% of all claims), less population numbers (181 ,078), and a larger
geographical land mass but had a mean total acupuncture cost per claim which exceeded
the Hunter SD by nearly two and a half times ($1478).
This led into another interesting question which asked whether or not there was a
difference in the average cost of acupuncture treatments regardless of whether one lived in
NSW. For example, if a worker gets injured in the outer Eastern suburbs area and sought
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acupuncture treatment in the Eastern suburbs area would there be a difference in the total
cost expected to pay when compared to what someone living in the Northern western NSW
would pay? At first glance, looking at the two figures of Eastern suburbs SSD ($777) and
Northern Sydney SSD ($704) there wouldn't be a great difference. Another example was
seen in the Canterbury-Bankstown SSD ($1 372) and the Northern NSW SD ($1478).
In summary, the analysis of the results support the indicators for distribution of claims and

means cost per claim are not based on the geographical size or population distributions
across the NSW SD' s but rather are likely to be attributed to several identified extraneous
factors. These have been identified as the socio-economic status of the injured worker,
occupation and employment (blue versus white collar workers), ethnicity distributions
across NSW, cost associated with acupuncture treatments and the availability of CM
practitioners in that area. It was thought there may be some benefit to investigate whether
there was a correlation between the birth place of the practitioner and the cost of
acupuncture treatments charged within the NSW SD but unfortunately the data did not lend
itself to this. Whilst references have been made to the socio-economic status of areas
within the Sydney SSD' s, it is acknowledged these are broad statements which do not take
into account the individual situation of each person living within that SSD.
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CHAPTER 7:
Study 2 Results Part II and III:
Acupuncture treatments (Part II) and
the classification of injuries (Part Ill)
Chapter 6 presented the first part of the Study 2 results and focused on the demographic
characteristics of the injured workers within the study database. This chapter presents the
remaining sections of the results and discussions for Study 2. The chapter will conclude
with the overall summary and conclusion of Study 2.

7 .1.

Results Part II: Discerning the nature of acupuncture
treatments injured workers received

Part II of the results relates to the 'nature' of the acupuncture treatments received by
injured workers for their work-related injuries. This includes the medical or non-medical
background of the practitioner providing the acupuncture treatment, the frequency of
acupuncture treatments provided to injured workers and the associated costs . Also included
in Part II is a comparison of the acupuncture cost in relation to three other gazetted
therapies within the NSW Scheme (these were physiotherapy, chiropractic and osteopathy).

2 19

7.1.1

Acupuncture treatment providers: Medical versus Non-medical
practitioners

There has been recognition of two distinct providers of acupuncture treatments in New
South Wales (NSW) and the broader Australian workers' compensation system (as
discussed in Chapter 2). This distinction was also evident within the Study 2 database. The
analysis showed the two groups of acupuncture providers' were non-medical acupuncture
practitioners and registered medical practitioners. Non-medical acupuncture practitioners
included CM practitioners and also other allied health professionals, such as
physiotherapists, chiropractors and osteopaths (who may use acupuncture as an adjunct to
their primary therapy, as discussed in Chapter 2).
However, there was cause to question the validity of applying the literature distinction
between 'medical' and 'non-medical' acupuncture practitioners to the related data and this
should be interpreted with caution. It is asserted there is a greater probability of the 'nonmedical' category of practitioners to be CM practitioners than other registered allied health
practitioners. This is based on two reasons. Firstly, other physical therapy providers such as
physiotherapists, chiropractors and osteopaths are currently gazetted within the NSW
workers' compensation scheme. These therapy providers have distinct categories (or
classifications) within the database under their own professional titles for any treatment(s)
he/she provide to injured workers within the Scheme. As such, if they were to provide any
acupuncture treatment to injured workers, this is likely to be recorded as an extension of
their related profession field (or professional title) and not as an independent treatment (as
discussed in Chapter 2). This may see physical therapy providers (who provided
acupuncture to injured workers) invoicing fees under their primary profession. For
example, if a physiotherapist or chiropractor provided acupuncture to an injured worker
(regardless of whether it was provided in an adjunct manner), the cost of that acupuncture
treatment may likely be invoiced as a physiotherapy or chiropractic treatment and not as an
acupuncture treatment. This would result in any acupuncture costs being subsumed under
the therapy provider's primary profession.
Secondly, if allied health professionals and physical therapy providers were to provide
acupuncture to an injured worker as a stand alone treatment and not as an adjunct to his/her
primary practice requesting for acupuncture treatments may not be approved as frequently
as if they were requested under the 'banner' of a gazetted and accepted health profession
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within the NSW Scheme. It would be assumed the requests would follow the same
procedure as applied to CM practitioners prior to the approval by insurers or Scheme
Agents. Given that acupuncture is not formally gazetted in the NSW Scheme, the treatment
request for acupuncture made may be declined if it were not recommended by the
nominated treating doctor and if it were not deemed "reasonably necessary treatment" by
the insurer. Therefore, for these reasons it was assumed the 'non-medical' acupuncture
practitioners identified within the study database were predominantly CM practitioners.
The two groupings of codes used within the Scheme Agent for the purpose of collecting
data on acupuncture usage were:
•

Code 028, used specifically to identify acupuncture therapy that is provided by nonmedical acupuncture practitioners; and

•

Codes AL900, AL911, AL912, AL913, AL920, AL921, AL922, and AL923 which
were codes used to identify acupuncture therapy provided by registered medical
practitioners practising in New South Wales (NSW). It was noted the AL900 to AL923
codes were based on the Australian Medical Association (AMA) own published
acupuncture cost codes.

The analysis of the database for code 028 identified the first workers' compensation claim
to record the code 028 dated back to August 18, 1987 and the most recent claim was June
13, 2006. Additionally, physiotherapy, chiropractics and osteopathy had all been gazetted
in the NSW Scheme prior to 1987 and hence further evidence to support the establishment
of the 028 code as a code specific to the increasing utilisation of acupuncture and CM
practitioners by the Australian population. This would also be consistent with the
development of higher education courses for CM practitioners and their professional
development within Australia at this time (as discussed in Chapter 2).
An analysis of the treating acupuncture practitioner showed the majority of injured workers
received acupuncture treatments from non-medical acupuncture practitioners. A total of
3632 workers' compensation claims were identified with the code 028 representing 86.48%
of the claims. As such, 568 claims were identified as acupuncture treatments provided by a
registered medical practitioner. This represented 13.52% of all claims. Refer to Table 7.1
for further details. The result also established the Scheme Agent has historically and
continued to accept a wide range of varied fees invoiced by non-medical acupuncture
practitioners whilst payments to registered medical practitioners providing acupuncture
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treatments were provided in accordance with the fee schedule outlined by the AMA (codes
AL900 to AL923) 124 . The fee rates accepted by the Scheme Agent for both acupuncture
practitioner groups are outlined in Table 7.2 .

Mean

Median

Number of claims

Percentage

Code 028

14.33

5

3632

86.48%

Code AL900 - AL923

0.42

0

568

13.52%

4200

100%

Total

Table 7 .1 Breakdown of the claims by treating acupuncture practitioner: Medical
acupuncture practitioners and Non-medical acupuncture practitioner

Code

Fee rates

Description

Acupuncture performed by a non-medical practitioner. This
028

Nil specified
rates set

includes members of the Australian Acupuncture/Chinese
Medicine profession (primary practitioner in acupuncture) and
may include treatment from members of other Allied Health
professions.

AL900

$28.50

Acupuncture performed by a

LEVEL A consultation

AL911

$58.00

registered medical practitioner

LEVEL B consultation

AL912

$106 .00

by application of stimuli on or

LEVEL C consultation

through the surface of the skin
AL913

$162.00

by any means in consultation

LEVEL D consultation

rooms
AL920

$73 .00

ACUPUNCTURE performed by

LEVEL A consultation

AL921

$99 .00

a registered medical p ractitioner

LEVEL B consultation

AL922

$148.00

at a place other than the

LEVEL C consultation

AL923

$205.00

consul ting rooms

LEVEL D consultation

Table 7 .2 Comparison of the fee schedules and payment rates for acupuncture treatments
provided by non-medical acupuncture practitioners and registered acupuncture
practitioners
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7.1.2

Yearly breakdown of acupuncture costs claimed per calendar
year between August 1987 and June 2006

In order to discern claim numbers and cost expenditure on acupuncture treatments, claims
were organised into calendar year periods and analysed to identify the cost expenditure for
acupuncture treatment per year. A broad overview of the distribution of claims per year is
presented in Table 7.3 and Figure 7.1 .An overview of the yearly breakdown of acupuncture
costs claimed and paid in each calendar year during August 1987 to June 2006 are
presented below in Figure 7.2. It is important to acknowledge that the years in Table 8.3
only signify the year of commencement of the claim as represented by the Date of Injury
(DOI). These figures do not, however, equal the total expenses that have occurred for the
claim in that year as figures may not have been calculated or apportioned during that
period. Additionally, the total cost of acupuncture therapy shows only the cost calculated
during each calendar year and did not take into consideration the total amount of cost
(actual or not accrued where a claim was active) incurred for the entire duration the claim
remained open or the associated cost which may not have been calculated during that year.
For those reasons, the following results of acupuncture costs and the other therapies
presented will be inclusive of the finalised cases only.
From the 4200 claims identified within the database there were 4055 finalised claims. This
represented 96.55% of all claims. The average total cost of acupuncture treatment in 1987
for each claim was $367.89. During the 10 years from 1989 to 1999, the average total cost
of acupuncture treatment per claim cost varied from $739.39 to $1122.97, with the
exception of 1991, where total acupuncture treatments showed an average cost of $2464.19
per claim. These figures were inclusive of both the non-medical practitioners and
registered medical practitioners. A number of claims from 2000 to 2006 were active
(remained open) at the time of analysis (as outlined in Table 7.3) and therefore the average
cost per claim during this period was incomplete. These results are presented in Figure 7 .2.
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Year

Number of Finalised claims

Number of All claims

1987

5

5

1988

15

15

1989

21

21

1990

16

16

1991

24

24

1992

27

27

1993

62

62

1994

120

120

1995

239

239

1996

424

425

1997

418

418

1998

544

545

1999

558

558

2000

450

452

2001

323

325

2002

282

284

2003

212

21 7

2004

156

169

2005

138

201

2006

21

77

Total

4055

4200

Table 7 .3 Comparison of finalised claims and all claims by calendar year
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7.1.3

Number of acupuncture treatments identified within each claim

The analysis of the 4200 claims identified a large cross-section of acupuncture treatments
and to allow for a more effective and valuable analysis the numbers of acupuncture
treatments were clustered into groups of 50 prior to analysis.
The results showed the frequency of acupuncture treatments per claim ranged from 1 to
614 acupuncture treatments with the vast majority of claims (3 934) recording up to 49
acupuncture treatments during the active and open period of the claim. This represented
93.7% of the total figure. Of the remaining 6.3% of claims, 3.5% recorded between 50 and
99 acupuncture treatments while the remaining 2.8% of claims recorded 100 or more
acupuncture treatments. The results are presented in Table 7.4.
Due to the substantial number of claims recorded with 49 or less acupuncture treatments a
further analysis of these claims were conducted to allow for a more useful interpretation.
The results highlight half of those claims had four or less recorded acupuncture treatments
(51.0%) whilst the next largest group has 5-9 recorded acupuncture treatments. The
remainder of those claims recorded between 1 and 40 acupuncture treatments during the
open period of that claim.
The result also showed 33.5% of the 0-49 group of claims recorded five to fourteen
acupuncture treatments during the open claim period. The remaining 14.6% of the 0-49
group of claims recorded between 15-49 acupuncture treatments during the claim period.
Further details are provided in Table 7.5.
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Number of acupuncture

Number of claims

Valid Percent

treatments

(n =)

(%)

0-49

3934

93.7

50-99

149

3.5

100-149

55

1.3

150-199

30

0.7

200-249

15

0.4

250-299

6

0.1

300-349

4

0.1

350-399

4

0.1

450-499

2

0.0

600-649

1

0.0

Total

4200

100.0

Table 7.4 Breakdown of all workers' compensation claims by the number of total
acupuncture treatments within each claim

- ·

Number of acupuncture

Number of claims

Valid Percent

treatments

(n =)

(%)

0-4

2006

51.0

5-9

894

22.7

10 - 14

423

10.8

15 - 19

192

4.9

20 - 24

156

4.0

25 - 29

101

2.6

30 - 34

58

1.5

35 - 39

44

1.1

40 - 44

32

.8

45 - 49

28

.7

Total

3934

100.1

Table 7 .5 Breakdown of claims in group with 0-49 recorded acupuncture treatments
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7.1.4

Comparison of the cost associated with acupuncture,
physiotherapy, chiropractic and osteopathy treatments

While the primary focus of the study was on the use of acupuncture therapy, a further
analysis was conducted including other physical therapies utilised within the database for
comparative purposes. This was aimed to place acupuncture treatment costs into
perspective with three physical therapies frequently used within the NSW workers'
compensation scheme. The additional three therapies were physiotherapy, chiropractic and
osteopathy. The rationales behind the inclusion of those therapies were largely based on the
following two reasons. Firstly, these three professions are gazetted within the NSW
workers' compensation scheme and payments are recorded with a distinct code allowing for
a comparative analysis of cost payments to occur. Secondly, physiotherapy, chiropractic
and osteopathy therapies have comparable educational and training levels for members of
these professions when compared to members of the CM profession. In Australia, CM
practitioners are required to undertake a minimum of four years full-time study (or
equivalent) in order to meet industry standard qualifications 51 (as discussed in Chapter 2).
Comparable educational standards imply a certain level of knowledge for graduates
entering the workforce and practicing members of the profession. For example, this
includes knowledge of occupational health and safety practices; infection control and
minimal hygiene standards; regulatory and statutory requirements; ethics standards and the
proficient use and application of the therapy. These aspects are core knowledge outcomes
for any graduate of a health profession in Australia. In addition to educational standards
and knowledge base, the CM, physiotherapy, chiropractic and osteopathy professions niche
themselves similarly within the Australian health system and each have an overlap in their
scope of practice. Costs for physiotherapy, chiropractic and osteopathy were identified
using the designated W orkCover cost codes for those therapies.
The analysis identified the average cost of total acupuncture treatments per claim was
$749 .16 whilst the median value was $238.00. Total physiotherapy costs were significantly
higher with a mean of $1,471.94 per claim. This figure represented 50% more expenditure
than the average payment accumulated for acupuncture and significantly higher than total
chiropractic and osteopathic payments per claim. The average payments per claim for
chiropractic and osteopathy treatments were $163.75 and $103 .1 2 respectively.
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Comparative analysis of the total cost fo r acupuncture, physiotherapy, chiropractic and
osteopathic therapies highlights payments fo r physiotherapy as being the largest cost
expenditure of the four allied and complementary health services. Acupuncture was
identified as the second highest therapy expenditure followed by chiropractic and
osteopathy respectively. The total expenditure for physiotherapy ($6, 182, 164) treatments
during the 19 year period was twice the cost of acupuncture treatments ($3 , 146, 154).
Chiropractic and osteopathic expenditure were significantly lower with total payments of
$687,732 and $433 ,486 accumulated respectively. Results of the further analysis for each
therapy group and average cost per claim are presented below in Table 7.6, Table 7.7 and
Figure 7.3.

Therapy

Number of claims
identified with the
therapy code

Percentage of
claims

Accumulated therapy
costs between August 18,
1987 and June 13, 2006

Acupuncture

4200

100%

Physiotherapy

2928

69.71 %

$6,1 82,164

Chiropractic

652

15.52%

$687,732

Osteopathy

341

8.12%

$433,086

$3 ,146,458

I

Table 7 .6 Comparison of acupuncture, physiotherapy, chiropractic and osteopathy
therapies and associated costs

Mean

Median

$749.16

Range

Standard Deviation

Minimum

Maximum

$238.00

$3.00

$ 27,967.00

$1,768.65

$1 ,471.94

$499.00

$0.00

$ 40,362.00

$2,714.73

Chiropractic

$163 .75

$0.00

$0.00

$ 15,095 .00

$780.44

Osteopathy

$ 103.1 2

$0.00

$ 0.00

$ 21,015.00

$752.33

Acupuncture
Physiotherapy

Table 7. 7 Comparative cost of acupuncture, physiotherapy, chiropractic and osteopathy
therapies per claim between August 18, 1987 and June 13, 2006
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$433,086
$687,732

II Total Acupuncture
payments

$3,146,458

II Total Physiotherapy
'" payments

Total Chiropractic
payments
[] Total Osteopathy
·· payments
~

Figure 7.3 Total cost of acupuncture, physiotherapy, chiropractic and osteopathy
treatments between August 18 1987 and June 13 2006

7.2.

Discussion of Results Part II

7.2.1.

Acupuncture treatment providers and the frequency of
acupuncture utilisation by injured workers

The results of the analysis showed two distinct groups of acupuncture providers and a
range of fee rates remunerated to the treating acupuncture practitioners. This corresponds
with the current recognition of two acupuncture practitioner providers and the varying level
of fees charged by practitioners within the broader workers' compensation Schemes in
Australia. The identification of two distinct practitioner groups within the database
provided some insight into the type of practitioner injured workers sought the acupuncture
treatment from. The results showed the majority of injured workers received acupuncture
from a non-medical acupuncture practitioner (3632 or 86.48% of claims). This was a
significant finding given that non-medical acupuncture practitioners are not currently
'gazetted therapy providers' within the NSW workers' compensation scheme. As such,
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seeking approval and receiving remuneration for acupuncture services provided is not
always a clear, timely or a streamlined process. As all injured workers are required to see a
registered medical practitioner soon after a workplace injury to establish the injury was
indeed work-related, and to then receive a referral for acupuncture services (where
appropriate), the results strongly suggest that injured workers are choosing to seek
acupuncture treatments from non-medical acupuncture practitioners as opposed to medical
practitioners who provide an acupuncture service. This asserts the notion that this
demographic group may have a preference for non-medical acupuncture practitioners to
provide acupuncture treatment for a work-related injury and may view non-medical
acupuncture practitioners, such as CM practitioners as providing a higher level of
acupuncture treatment and greater outcomes than when compared to medical practitioners
who also provide acupuncture services. As payment for approved acupuncture services are
provided by the insurer or Scheme agent and not borne by the claimant, the cost of
treatment is not an apparent factor when detem1ining which practitioner type to choose
from; rather it is the view of a standard of care and treatment outcomes that influence the
decision when selecting a practitioner. This result further supports the increasing popularity
and utilisation of acupuncture as a chosen therapy in the recovery and treatment of workrelated injuries.
There were two groups of acupuncture codes identified within the Scheme Agent to
differentiate acupuncture providers and these identified registered medical practitioners
and non-medical practitioners. Whilst fee rates payable to registered medical practitioners
were in line with AMA rates 124 , there were no pre-determined rates payable to non-medical
acupuncture practitioners. For CM practitioners, this has meant no fee limits have been
pre-determined and a wide range of service fees have been accepted by Allianz.
The breakdown of claims during the 19 year period illustrated a rapid growth in the
number of claims which utilised acupuncture as a treatment in the recovery of a workrelated injury. For example, in 1987 there were only 5 claims identified with an
acupuncture code but a decade later this figure increased exponentially to 418 claims. This
increase was also shown in the cost associated with acupuncture treatments.
Whilst the findings showed a relatively steady expenditure on acupuncture treatments
within the 19 year period (as shown in Figure 7.1) the notable doubling of cost expenditure
per claim during 1991 was unexpected and the factors behind this were unclear. As the
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results highlighted acupuncture cost associated with both non-medical acupuncture
practitioners and medical practitioners, efforts are made to discuss how both these different
groups have contributed to the findings.
Several contributing factors are likely to have impacted the results. Firstly, the number of
claims dated during 1987 and 1991 offered some insight to this including the near five fold
increase of claims identified with the acupuncture code from 1987 to 1991 and thus the
increase in treatment costs. It was also speculated that the figure may also be higher as a
result of a delay in the payment and recording of acupuncture treatments from earlier years
which may have been consequently recorded in 1991, so whilst the claim may have been
opened in prior years payments for previous acupuncture treatments may not have been
made to the treating practitioner until 1991 .
Secondly, several changes within the CM industry and the broader Australian health
system during the database period may have contributed to results found. For example, in
1987, when acupuncture services were first recorded, there were substantially fewer nonmedical acupuncture practitioners than at present. Given CM practitioners were not a
registered professional body at the time (and continues to be at the time of writing, with the
exception of Victoria) there were no means of accurately identifying practitioner numbers
in NSW or ascertaining the number of CM practitioners engaged with the workers'
compensation system. fa addition, there have been no studies investigating the use of
acupuncture by CM practitioners in NSW (or other Australian States and Territories) in the
workers' compensation Schemes and as such no extant literature offers any insight into this
area during the 1980's and 1990's. During that same period, anyone wanting to obtain
qualifications in CM or acupuncture in NSW was required to undertake courses only
offered through private colleges at diploma levels. This was the same situation for medical
practitioners pursuing further qualifications in acupuncture.
With the progression of CM courses into tertiary level first occurring in NSW in 1994
(with the introduction ofundergraduate Bachelor degrees at the University of Technology,
Sydney), it is far more likely that treatments given prior to 1994 were provided by
registered medical practitioners with qualifications in acupuncture. This is supported by
figures from Medicare Australia which show the increasing number of acupuncture
services rendered by registered medical practitioners during January 1994 to June 2010
under the Medicare Itemised rebates for registered medical practitioners 56 . Further details
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can be found below in Figures 7.4 and 7.5. In NSW, acupuncture (as a technique) became a
Medicare benefit item in 1984. Registered medical practitioners who met the criteria as
outlined in the Medicare Benefits Schedule (MBS) were eligible to claim rebates for
acupuncture services provided to injured workers. By allocating Medicare item numbers
acupuncture therapy can be monitored when provided by a registered medical practitioner.
Details of the acupuncture item numbers and a definition of acupuncture as defined in the
MBS are provided in Appendix 7.1.
Since becoming a Medicare benefit item, the use of acupuncture by medical practitioners
has steadily increased (as discussed in Chapter 2) and further supports the increasing use of
acupuncture by registered medical practitioners throughout Australia. Figures from
Medicare Australia 175 during the 1984/1985 financial year period showed 650,000
acupuncture claims were made by registered medical practitioners. This number continued
to increase to over 750,000 during 1987/1988, over 800,000 during 1991/1992 financial
period and 960,000 during the 1996/1 997 financial periods. Medicare reimbursements for
acupuncture also increased from $7 .7 million to $17.7 million during this period 175 • In
1996, it was also found that 15.l % (2997 of the 19,783) of medical practitioners in
Australia claimed at least once for acupuncture43 • It was for these reasons that acupuncture
has been of interest to both the Commonwealth and state and territory health authorities.
The establishment of Medicare item numbers to identify acupuncture therapy allows
Medicare Australia to monitor the use of acupuncture by registered medical practitioners in
Australia. These fi gures however, understate the total use of acupuncture in Australia as
the then Health Insurance Commission (now Medicare Australia) did not include data of
acupuncture services funded by agencies such as workers' compensation, Veteran's Affairs
or services provided in public hospitals43 .
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In the 20 years that ensued, there has been a significant expansion in CM education in

universities and private colleges throughout Australia. In 1996, Bensoussan and Myers
highlighted twelve institutions (including three universities) which offered 13 major
primary courses in CM 9 . In 2001, the National Academic Standards Committee for
Traditional Chinese Medicine (NASC) recognised 19 educational institutions teaching
CM 51 • In 2010 however, the Australian Acupuncture and Chinese Medicine Association
Ltd (AACMA), Australia's leading national professional association of acupuncture and
CM practitioners, recognised ten education providers and 13 major primary qualifying
courses in CM at undergraduate levels (or equivalent) involving four years of full-time
study (or equivalent) 176 .
When looking at the results, the three year period from 1998 to 2000 saw the peak number
of workers' compensation claims. There was a large influx of new CM graduates entering
the workforce from tertiary institutions during this same period but the results did not show
a dramatic increase in the number of claims utilising acupuncture or the cost per claim in
the years that followed. The average cost per claim did show a rather steady expenditure
over the three year period ($774.73, $739.39 and $625.49, respectively) from previous
years. It was an unexpected result given figures from Medicare Australia showed
acupuncture services being steady at 315,053 in 1998, 310,549 in 1999 and 276,481 in
2000 or $5,859,565, $6,271,769 and $5,734,669 respectively dming this same period 56 ' 177 .
It is asserted the results may have been attributed to graduates from the non-medical

acupuncture workforce (for example, the CM workforce) who were treating workers'
compensation patients and likely to produce better outcomes based on the skill-set and
proficiency in CM and acupuncture obtained from tertiary level qualifications. This was
reflected in the results above showing lower cost per claim in years 1998 to 2000 and is
also supported by figures from Choy et al showing a doubling number of CM practitioners
commencing acupuncture treatments for workers' compensation patients within one
insurance company working as a workers' compensation Agent in NSW during 1999 and
2000 178 . The results may have also reflected changes to therapy providers in the workers'
compensation Schemes during the late 1990' s 169 • It would be interesting to assess whether
the frequency of treatment would vary over this time in line with the growth in the
professional number of acupuncture practitioners. While this was beyond the scope of this
study future studies may benefit from this assessment.
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7 .2.2.

Frequency of acupuncture treatments

Injured workers in the database were identified as receiving various amounts of
acupuncture treatments by both non-medical acupuncture and registered medical
practitioners. This ranged from one acupuncture treatment to 614 acupuncture treatments.

It is widely accepted across the CM profession that a course of four or fewer treatments in
most acute and chronic musculoskeletal injuries are insufficient for an effective outcome 113 '
179 180
•
.

It was therefore assumed that these injured workers who had a chronic injury or

multiple injuries and who received four or less acupuncture treatments may have had
poorer outcomes than if they were to have had an adequate amount of treatments. There
was a large amount of claims in this category constituting 49.47% of all the finalised
claims.
One third of claimants did, however, receive between five and fourteen acupuncture
treatments and this figure was considered more acceptable across the profession as being
an adequate course of acupuncture treatments 179 ' 180 (when based on one course of
treatment, that is, one course=lO treatments). Indeed, at first glance of the 4055 finalised
claims (representing 96.55% of claims in the project database) half of the claims (50.53%)
appeared to have received a reasonably acceptable number of acupuncture treatments. The
remaining number of claims which received less than four acupuncture treatments requires
further in-depth analysis before a conclusion can be made to assist in detem1ining whether
a reasonable number of treatments was provided. This would require further infonnation
from each claim and would have involved a case by case review in order to determine the
factors contributing to the outcome of the claim. Due to the large number of claims, time
and resource limitations this was unable to be achieved but future studies may benefit from
this assessment. The remaining 14.6% of the 0-49 group of claims recorded between 15-49
acupuncture treatments during the claim period. This figure again does not seem excessive
given one average course of acupuncture treatments could be undertaken reasonably within
a time frame of two to five weeks 113 .
Despite one claim identified with the largest number of acupuncture treatments recorded, a
closer investigation of that claim with 614 acupuncture treatments revealed an acceptable
number of treatments within industry standards, according to the Accident Compensation
Corporation 113 • The investigation revealed an average annual cost of acupuncture
treatments totalling $6137 .50 and an average number of two to three acupuncture
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treatments per week over the four year duration (based on the date of first and last
acupuncture treatments).
It is also accepted across the CM profession the earlier acupuncture treatments are

introduced after an injury the more beneficial their impact upon the healing process and
prognosis 113 ' 179 • Therefore, the likelihood of a better outcome is greater for claims which
received a minimum one course of acupuncture treatments (and where treatments were
performed at regular intervals). Even with early intervention it is important to recognise the
impact other variables may have on the outcome of a workplace injury. Some of these
variables include the circumstances of the workplace injury sustained (e.g. severity of
injury, nature of injury), the nature of the injury when first presented, the frequency and
regularity of the treatments provided, the use of other physical therapies in conjunction
with, prior to commencement or subsequent to acupuncture treatments; the use of
prescribed medications and the skill-set of the practitioner performing the acupuncture
treatment (that is, a suitably qualified practitioner). For example, of the 895 injured
workers who received between five and nine acupuncture treatments during their open
claim period, the number of acupuncture treatments received may be considered an
inadequate number of treatments if the injured worker presented with a chronic injury
(greater than six months duration), in addition to other complicating factors, such as a preexisting medical condition(s); taking prescription medication as prescribed by the
Nominated Treating Doctor and undertaking other physical therapies concurrently with
acupuncture, as the recovery from a chronic condition requires more intensive treatments
and time.
Finally, given these factors, it appears the number of acupuncture treatments an injured
worker receives is not the only primary indicator influencing the outcome of an injury. In
order to determine the factors impacting upon an injured workers outcome, it appears a
case by case review would be required. Future studies may benefit from this investigation.

7 .2.3.

Comparison of the cost associated with acupuncture,
physiotherapy, chiropractic and osteopathy treatments

It was anticipated the findings associated with the cost of acupuncture treatments would be
of great value. Firstly, an investigation of this nature has not been previously conducted
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and therefore the result of this analysis would provide valuable insight into the monetary
cost associated with acupuncture treatments. Secondly, the findings would establish
baseline data for comparative analysis of future costs associated with acupuncture
treatments. This would also establish a basis for further comparative analysis to be
extended to costs associated with other physical therapy treatments.
The investigation into the cost associated with acupuncture treatments for a workers'
compensation claim identified several pertinent areas for discussion as medical costs are
not atypical aspects of any workers' compensation claim. It is acknowledged the three
additional physical therapies selected for the analysis are not inclusive of all the recognised
physical therapies within the workers' compensation system 181 and based on the rationale
provided below concerning the three therapies there was no necessity to extend the analysis
to other therapies. The addition of physiotherapy, chiropractic and osteopathy therapies has
proven to be valuable in placing acupuncture into greater perspective as a feasible physical
therapy option when based on cost factor alone. The results provide a solid platform for
future comparative purposes, especially in light of the current lack of extant baseline data
on acupuncture use with the NSW workers' compensation scheme.
It is widely identified within the various Australian state and territory workers'

compensation Schemes that physical therapies often used in the management of a
workplace injury may include physiotherapy, chiropractic, osteopathy or remedial
massage. These therapies are gazetted within the various workers' compensation Schemes
where acupuncture is not. The only exception is in Victoria where acupuncture is gazetted
as a technique and health professionals (such as CM practitioners) who meet the criteria are
able to become recognised as acupuncture providers upon meeting the requirements
outlined by the Victorian Scheme (as discussed in Chapter 2) required to register with
Work Safe Victoria in order to and be permitted to claim reimbursements for acupuncture
treatment(s) provided to injured workers 182 .
In January 2006, WorkCover issued a standard code to all NSW scheme Agents for coding

acupuncture payments. This was outlined in the Payment Classification System document
which identified acupuncture therapy as ' Other Therapies and Treatment' with the code
OTT 001 125 . This opened the pathway for an accurate recording of acupuncture data in
terms of utilisation, cost, comparative analysis and future direction and planning. However,
it is the general understanding and acceptance that acupuncture payments provided and
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recorded prior to January 1 2006 were often subsumed under 'medical' costs, 'allied
health' costs (e.g. physiotherapy or chiropractic) or even 'miscellaneous' costs, in the
absence of any specific acupuncture code. As the database used for the analysis included
treatment details prior to the establishment of the OTT 001 code issued by W orkCover, the
accuracy of the analysis result is dependent upon the accurate coding of acupuncture
treatment under the Allianz Code 028. Finally, in analysing the therapy cost associated
with the individual claims, it was necessary to recognise the analysis was reliant on
information supplied by Allianz without audit or independent verification. The accuracy of
the results is dependent upon the accuracy and completeness of the project data provided.
This reflects the nature of the information recorded and does not reflect Allianz as a NSW
Scheme Agent.
The cost data used was extracted from the claims within the database. This allowed for a
comparative analysis of therapy(s) cost within the same claims which were previously
identified as utilising acupuncture. The cost associated with physiotherapy, chiropractic
and osteopathy treatments were identified using the designated W orkCover cost codes for
these therapies. The cost associated with physiotherapy, chiropractic and osteopathy were
recorded as a medical expense within a workers' compensation claim. Other expenses also
categorised under medical expenses include medical or related treatment; hospital
treatment; ambulance service; workplace rehabilitation service and travel expenses to
attend medical, hospital and rehabilitation appointments 181 •
The analysis showed the total medical expenditure for the 19 year period was $45,317 ,313
with the accumulated cost of the four therapies totalling $10,449,440, representing 23.06%
of the total medical expenditure. The analysis of acupuncture treatments show a total of
$3,146,458 was spent and represented the second highest expenditure of the four therapies.
Physiotherapy cost was the largest of the four therapies totalling $6, 182, 164. Chiropractic
and Osteopathy costs were significantly lower at $687,732 and $433,086 respectively.
When compared to the average cost per claim for each therapy the results showed a similar
pattern with physiotherapy costs doubling that of acupuncture at $1,471.94, whilst
acupuncture cost were an average of $7 49 .16 per claim. Again, chiropractic and osteopathy
costs were significantly lower averaging $163. 75 and $103 .12 per claim.
Given the database selected claims with the inclusion of the acupuncture codes it was
anticipated the addition of physiotherapy, chiropractic and osteopathy, would show
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acupuncture treatment costs to be the largest. The results showed otherwise with
physiotherapy shown to be the highest therapy cost per average claim doubling that of the
average cost per acupuncture claims. The selection of workers' compensation claims used
for the study showed a potential for sampling bias and further studies would benefit from
using a random sample of workers' compensation claims to analyse and determine the
overall expenditure per therapy and average cost per claim. However, when based on cost
factor alone, the findings assert that acupuncture is a feasible treatment option.
An additional consideration to the above results was the contamination of the data through
the listing of needle techniques, such as dry needle technique, being categorised as
acupuncture. It was difficult to determine if this was the case without a file search of each
claimant receiving acupuncture. A further possible contamination of the data in this respect
was the listing of acupuncture being provided by a medical practitioner under the nonmedical acupuncture treatment code. However, it would be assumed the cost differential of
the acupuncture treatment payments between medical and non-medical practitioners
(where rates are higher for medical practitioners) would have resulted in the medical
practitioner promptly contacting Allianz to quickly sort such matters out. With an
increasing number of acupuncture professionals operating from medical practices/centres,
similar mistakes could have also occurred by listing non-medical acupuncture treatment as
medical acupuncture.
It is important to highlight the dataset only contains claims which were identified using the

acupuncture code 028 and the AMA codes AL900 through to AL923. Therefore, the results
did not clearly delineate between acupuncture, physiotherapy, chiropractic and osteopathic
practitioners and apportioning of acupuncture costs to these professions where one
practitioner may be claiming rebates for more than one treatment therapy.
Finally, the results of the cost analysis differentiating the four therapies show the growing
increase in the expenditure for acupuncture treatments provided by non-medical
acupuncture providers over the 19 years of data recording. This strongly supports a higher
utilisation of acupuncture as a chosen therapy by injured workers within the workers'
compensation arena than previously thought. It also shows CM practitioners have been
able to receive approval for acupuncture treatment requests, are able to charge varying
amounts when treating injured workers and are being remunerated for services provided to
injured workers. Clinical trials would be required to examine the efficacy of acupuncture
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on a specific workers' compensation injury to concretize the benefits acupuncture may
provide to injured workers who receive acupuncture during the open period of their claim.
It is important to note the cost figures for physiotherapy, chiropractic and osteopathy may

be skewed therefore understating the total expenditure for acupuncture treatments when
taking into account the costs were only derived from within the claims that had been
identified as having received acupuncture therapy under the coding of 028 or AMA codes
between AL 900 to AL 923.

7 .3.

Results Part III: The Classification of presenting
injuries (seen in workers who received acupuncture
treatment)

Part III of the results presents the findings of the classification of types of injuries seen in
injured workers within the database. The classification of injuries presented by workers
included the acute or chronic nature of injuries, the types of injuries (impact trauma as
opposed to overuse), the anatomical location of the injuries and finally, the mechani m and
agency of the injuries.

7 .3 .1.

Introduction: Classifying the nature and type of injuries being
treated with acupuncture

The importance of injury classification is vital to the way injuries and illnesses are
recorded within the Australian workers' compensation system and assists with the
identification of patterns of injury and their related risks thus contributes to the further
development of occupational health and safety (OH&S) and workplace safety policies. At a
practical level, this classification system allows the different workers' compensation
Schemes to standardise coding systems and therefore improve the inter-accessibility of the
data between the Schemes, including the use of these data for comparative analysis of
injuries and illnesses.
For this study, the identification and classification of injuries according to their type, nature
and location was necessary to identify distribution patterns in the clinical use of
acupuncture. In particular, analysis included determining the acute and chronic nature of
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injuries; trauma or overuse causative factors of the injuries (type of injuries); anatomical
location of injuries; the mechanism of injury; and the agency of injury.
Information on the workplace injury/sand illnesses were recorded according to the Type of
Occurrence Classification System Version 3 (ToOCS 3.0) produced by the National

Occupational Health and Safety Commission (NOHSC) 183 . To maintain the consistency of
reporting of the data results and application back to the broader workers' compensation
system, all data was consequently analysed and reported with respect to the ToOCS 3.0
classification system.
The ToOCS 3.0 was originally designed for standardising the coding of workers'
compensation claims across the various workers' compensation Schemes and associated
agencies in the various Australian states and territories. For injury classification, there were
four classifications noted within the ToOCS 3.0 to describe the type of injury or disease
sustained by the worker and the way which the injury was sustained or inflicted. These four
categories of classification included:

111

The nature of the injury/disease

•

Bodily location of the injury/disease

•

Mechanism of incident, and

11

Agency of the injury/disease (the chemicals, products, processes or pieces of
equipment that were involved in an injury or disease occurrence) 183

The results of the data analysis are consequently presented below using the ToOCS 3.0
classification system.

7.3.1.1.

Nature of the Injury/Disease

The intention of classification according to the nature of injury/disease was "to identify the
type of hurt or harm that occurred to the worker. The hurt or harm is generally physical,
although the classification also includes categories for mental illness" (NOHSC, 2004, p.
25)183.
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The data analysis revealed a significant portion of the nature of injury/disease data (94.3%)
missing within the database. This asserted the original data entry was either incorrect,
invalid or systems upgrades have impacted the consistency of the data entry. Therefore, the
results presented in Table 8.8 did not allow for any purposeful interpretation of these data
using the classification of the nature of injury/disease.

Nature of Injury/Disease
Other injuries
Wounds, Lacerations, Amputations and Internal organ
damage

Number of claims
(n =)
171
27

Traumatic joint/ligament and muscle/tendon injury

17

Muscle and connective diseases

17

Digestive system diseases

4

Other claims

3

Subtotal
Missing

Total

239

3961

--

4200

Table 7 .8 Nature of injury and diseases treated with acupuncture-categories derived from
the ToOCS 3.0

7.3 .1.2.

Acute and chronic nature of injuries presented by workers

In determining the nature of the injuries recorded, that is, whether the injury(s) presented
were acute or chronic prior to the acupuncture intervention; an analysis of all the claims
date of injury was performed. The definition of a chronic injury used in this study was
defined as "one lasting three months or more" 184 . As such, an acute injury is subsequently
one which has had less than three months duration. The results of the descriptive analysis
indicated 53.88% or 2263 of injuries within the study database being acute in nature. This
showed half of the injured workers received their first acupuncture treatment within three
months of the date of injury while the injury was still considered within an ' acute phase'.
In contrast then, the results indicated the remaining 46.12% or 1937 claims did not have
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their first acupuncture treatment until after the injury became chronic in nature (greater
than three months after the date of injury).

7.3.1.3.

Location of injuries/diseases

This classification was defined as "the bodily location of injury/disease" and referred
specifically to the identification of the "the part of the body affected by the injury or
disease" (NOHSC, 2004, p.99) 183 .
The analysis identified 41 missing data entries for the location of injury classification. The
remainder of the results highlighted the majority of injuries were located in the trunk and
upper limb areas. Together these two areas accounted for 71.2% of the injured areas
presented for treatment with acupuncture. The remaining results indicated 12% of injuries
presented were in the lower limbs whilst the neck (4.7%) and head (1.4%) areas had the
least frequently reported injury location being treated with acupuncture. Injuries in multiple
locations '"''ere reported in 10.5% of patients attending for acupuncture treatment. These
results are presented in Table 7.9.

------------------~---------·-

Location of injuries

Number of claims
(n =)
1668

Valid Percent

Upper limbs

1295

31.1

Lower limbs

505

12.l

Multiple locations

435

10.5

Neck

197

4.7

Head

57

1.4

Systemic locations

2

0.0

4159

100.0

Trunk

Subtotal
Missing

Total

--

(%)
40.l

41

4200

Table 7 .9 Location of injuries
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7.3.1.4.

Mechanism of injury/disease

The classification of mechanism of injury was "used to identify the overall action,
exposure or event that best describes the circumstances that resulted in the most serious
injury or disease" (NOHSC, 2004, p.143) 183 .
The analysis identified five missing data entries within the mechanism of injury details.
The results highlighted significant differences in the mechanism of injury/disease sustained
by the injured workers. Body stressing was the highest identified mechanism of
injury/disease accounting for 60% of the claims. This was followed by falls, trips and slips
of a person with 18.3% whilst the third highest mechanism was identified as other and
unspecified mechanisms of incident (8.7%). Together these three mechanisms accounted
for 87 .0% of the database. Refer to Table 7 .10 for further details of the mechanism of
injury disease.

Number of
claims (n =)
2516

Valid
Percent(%)

Falls, Trips and Slips of a Person

766

l 8.3

Other and Unspecified Mechanisms of Incident

367

8.7

Being hit by moving objects

328

7.8

Hitting objects with a part of the Body

170

4.1

Mental Stress

26

0.6

Heat, Electricity and Other Environmental Factors

11

0.3

Chemicals and Other Substances

7

0.2

Sound and Pressure

3

0.1

Biological Factors

2

0.0

4196

100.0

Mechanism of Injury
Body Stressing

Subtotal
Missing

Total

60.0

4

4200

Table 7.10 Mechanisms of Injury/Disease
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7.3.1.5.

Agency of injury/disease

The classification of agency was "used to code both breakdown agency and agency of

injury/disease" (NOHSC, 2004, p.167) 183 .
"The breakdown agency is intended to identify the object, substance or circumstance that
was primarily involved in, or most closely associated with, the point at which things started
to go wrong and which ultimately led to the most serious injury or disease" (NOHSC,
2004, p.167) 183 .
"The agency of injury/disease refers to the object, substance or circumstance directly
involved in inflicting the injury or disease" (NOHSC, 2004, p.167) 183 .
The analysis of the agency of injury/disease identified 13 missing data entries. There were
ni ne agencies of injury/disease identified in the database. The single most identified agency
of injury or disease resulting in nearly one in three injuries was identified as non-powered

hand tools, appliances and equipment (30%) . The second most common agency of injury
or disease and attributing to one jn five injuries was identified as being attributed to other

and unspecified agencies (23.3%) whilst environmental agencies, animal, human and
biological agencies accounted for 12.3%. Other and unspecified agencies can be one of
many non physical agencies, where it is the situation, rather than an obj ect or substance
that is considered to be the agency. Examples of situations include bank robberies, holdups, work pressures, deadlines. According to the NOHSC (2004) the use of this code can
also be applied where the agency is not known or not apparent

183

•

The remaining six agencies accounted for 34.4% of the results. These were mobile plant
and transport; materials and substances; powered equipment; tools and appliances;
machinery and (mainly) fixed plant; animal, human and biological agencies; and chemicals
and chemical products respectively. Refer to Table 7.11 for further details of the agency of
injury or disease.
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Number of claim s
(n =)

Valid
P ercent (%)

1256

30.0

Other and Unspecified Agencies

975

23.3

Environmental Agencies

517

12.3

Mobile plant and Transport

361

8.6

Materials and Substances

349

8.3

Powered Equipment, Tools and Appliances

261

6.2

Machinery and (Mainly) Fixed plant

233

5.6

Animal, Human and Biological Agencies

202

4.8

Chemicals and Chemical Products

34

0.8

4188

100.0

Agency of Injury/Disease
Non-Powered hand tools, Appliances and
Equipment

Subtotal
Missing
Total

12

4201

Table 7.11 Agency of Injury/Disease

7.4.

Discussion of Results Part III

Part III of the results presented the findings in relation to the classification of types of
injuries seen in injured workers within the database. The investigation into the types of
injuries recorded in the database identified some limitations for discussion relating to the
nature of injuries. These limitations were not anticipated and were not discovered until
after the database was collected. However, the analysis identified a wide range of claims
with differences in the types of injuries, length of injury at time of first acupuncture
treatment, location, mechanism and agency of injuries sustained by injured workers for
which they have sought acupuncture treatment.
The findings of the acute or chronic nature of injuries presented for acupuncture treatments
within the database identified 53% of the injured workers receiving their first acupuncture
treatment within the acute phase of the injury (that is, within less than three months from
the date of injury). Without any histmical data available for comparison on acupuncture
use within the Australian workers' compensation system or the Chinese Medicine industry
in Australia, these figures indicate acupuncture is a sought after physical therapy of choice
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by injured workers within the Allianz workers' compensation claims, particularly within
the first three months of sustaining a work place injury.
Given the current non-gazettal status of acupuncture within the NSW Scheme where
acupuncture has not traditionally been considered as a physical therapy option during the
acute injury phase the results suggested extraneous factors outside the workers'
compensation sector influenced the drive for injured workers to seek acupuncture
treatment. Three extraneous factors have been asserted. These are firstly; the injured
workers themselves are driving the referrals for acupuncture treatment. This is supported
by results from Study 1 where 81 % of workers' compensation patients in NSW sought
acupuncture from CM practitioners themselves (self-referral). The second extraneous
factor is the increasing acceptance of acupuncture in the wider community and the broader
Australian health system. Both MacLennan et al (2004)2 5and Coulter et al (2004) 24
identified the increasing utilisation of acupuncture within the community driven by societal
demands for a feasible treatment option in the treatment of many medical conditions which
conventional medicine have provided limited outcome(s) and/or where injured workers are
seeking difference options outside the scope of conventional western medicine approaches
in the treatment of work-related injmies. This increasing level of acceptance has also been
observed with the increasing use of acupuncture within other sectors of Australia's health
system including Medicare Australia (Australia's universal health system) and the private
health care sector (as identified in Chapter 2). The final factor asserted to influence the
drive for acupuncture treatments by injured workers is the increasing acceptance, practice
and referral of acupuncture by medical practitioners in Australia to non-medical
acupuncture practitioners. This is supported by Easthope et al (2000) 185 who assessed the
extent to which general practitioners (GP's) accept complementary therapies as normal
medical practice by examining two Australian surveys of GP's undertaken in Tasmania and
Victoria in 1997. Easthope et al (2000) found the extent ofreferrals by Tasmanian GP's to
non-medically trained complementary therapists to be 55% of those surveyed with
Victorian figures higher at 93%. Acupuncture and hypnosis were the two most popular
complementary therapies Victorian GP 's reported referring patients to, as in Tasmania.
Easthope et al (2000) also concluded most GP's accepted acupuncture as normal, but not
orthodox, therapy. The increasing utilisation of acupuncture within the medical profession
is further supported by figures from Medicare Australia which show medical practitioners
in NSW have claimed more than 200,000 Medicare acupuncture item numbers annually
since 1994 to 2009 186 (as discussed in Chapter 2). For example, Medicare Australia figures
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showed in NSW 343,332 consultations were provided by medical practitioners during the
1993/ 1994 financial period resulting in $16,059,274 of Medicare benefits paid. During
2000/2001 there were 262,310 consultations totalling $15,197,076 and during 2005/2006
there were 228,492 consultations totalling $21,568,926 Medicare benefits paid 186 •
The remaining results investigating the location of injuries workers presented with
identified the trunk area as the most frequently injured body location whilst body stressing
was the most prevalent agency of injury and non-powered hand tools, appliances and
equipment the highest mechanism of injury. These results are comparative with figures
from the broader NSW Scheme. For example, in the 1997 /1998 and 2005/2006 periods, the
NSW workers' compensation authority (WorkCover) reported 26-30% of common
workplace injuries were back injuries and manual handling was identified as the
mechanism of injury in 30% ofinjuries 168 • 169 .
The remainder of the results revealed injured workers were treated with injuries
predominantly located in the trunk and upper limb areas (71.1 % combined) with 60% of
injuries due to 'body stressing'. Considering that the trunk is proportionally larger than
other body regions and the regular use of the upper limbs for day-to-day activities it was
not unexpected that these two areas accounted for the majority of reported injury locations.
When the findings from the location of injuries and mechanism of injury of Study 2 are
compared with national and NSW Scheme statistics the results are representative of the
broader figures reported by both Safe Work Australia (2012) 161 and W orkCover (2010) 162 •
For example, latest figures in 2009/10 from Work Safe Australia identified the most
common bodily locations injured were upper limbs and trunk areas (59% combined) with
'body stressing' accounting for 41 % of serious claims. Within the 'body stressing' group
33% of all serious claims resulted from manual handling mechanisms 161 • In comparison
with WorkCover figures in 2008/09, back injuries represented 24% of all major workplace
injuries whilst manual handling was the most common cause of injury accounting for 29%
of workplace injuries 162 . It is worth noting, whilst Safe Work Australia and WorkCover
often use the term ' manual handling' in its reporting, this definition comprises of the
mechanism of injury/disease (Group 4 Body Stressing - "Codes of 41: Muscular stress
while lifting, carrying, or putting down objects and Code 42: Muscular stress while
handling objects other than lifting, carrying or putting down" (p.148) as defined by the
Types of Occurrence Classification System (2004) 183 •
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7.5.

Study 2: Overall summary and conclusion

There were limitations for comparison of the study database. It was understood there were
data system upgrades and changes to data coding practices with later versions of coding
systems utilised within Allianz during the 19 years from which the study database was
collected and underlying data entries may be affected and the results may therefore be
skewed. These were the notably Australian Standard Classification of Occupations
(ASCO) versions and ToOCS versions. These system changes have resulted in unavoidable
discrepancies when analysing the database where codes may have varied and this may have
resulted in some skewing of the results. This was most notable for three categories, the
'language spoken' by the injured workers, 'nature of the injuries' and 'type of injuries ' .
The comparability is also not readily possible with information obtained from previous
editions of the W orkCover NSW Statistical Bulletin. The reclassification has affected
several areas including, but not limited to the classification system used for coding injuries
and diseases, classifications used for coding industry, classification used for coding
occupations, and classifications used for coding employment injuries. For example, NSW
workers' compensation statistics on Occupation data has been coded using the ABS
Australian Standard Classification of Occupations Second Edition (ASC02) between
2002/03 and 2005/06 as opposed to the first edition (ASCOl) which was used between
1990/91 to 2001/02 . Details of injuries and illnesses also changed in 2002/03 when the
National Occupational Health and Safety Commission's (NOHSC) Type of Occurrence
Classification System Second Edition-Revisions ] (ToOCS 2.1) was used for coding. Prior
information on injury and illness were collected using the first edition ofToOCS

169

.

There

was also a reclassification of road traffic injuries, which has meant workplace injury
figures in the 2004/05 and 2005/06 NSW Statistical Bulletin editions are not readily
comparable with previous versions. All road traffic accidents while the injured person was
on duty are now classified as workplace injuries/fatalities

169

•

There were also limitations for comparison of the study findings with other studies in
Australia and overseas (as identified Chapter 1) due to the lack of research in this area. The
last known study to gain access to workers' compensation claims information from the
NSW Scheme was conducted by Tuchin et al 187 in 1995. This study is well over a decade
old and it assessed the use of chiropractic treatments and the cost-effectiveness on workers'
compensation claimants.
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Study 2 has provided insight into the use of acupuncture as a treatment option in recovery
of work-related injuries within the NSW workers' compensation scheme, using Allianz as a
case study. The decision to approach the study in this manner was justified as Australia's
complex and fragmented workers' compensation system with its varying levels of
recognition of acupuncture and CM practitioners posed an enormous hurdle in gathering
the information on injured workers required for the study (as discussed in Chapter 2 and
Chapter 5). In addition to this, Allianz was chosen due to their foresight to code and
implement data collection practices relating to the use of acupuncture as a therapy within
their workers' compensation claims database. The collective ' database' gathered for the
study was therefore able to address the study objectives and provide evidence into the
profile of injured workers who utilised acupuncture, the work-related injury treated with
acupuncture (identified as occurring during the acute or chronic phase of the injury, the
anatomical location of the injury treated, the mechanism and agency of the injury), and
show the cost associated with acupuncture treatments. The NSW Scheme also viewed CM
practitioners as a member of a profession with a scope of practice (rather than as a
'technician') and this allows CM practitioners to engage with injured workers as allied
health professionals and received appropriate remuneration for acupuncture treatments
provided.
The findings from Study 2 provided concrete evidence injured workers in NSW have used
acupuncture since 1987. However, as a physical therapy choice for injured workers within
the NSW Scheme acupuncture has been largely unnoticed until recent years. The absence
of any investigations into the use of acupuncture within the NSW Scheme have resulted in
a knowledge deficit by various workers' compensation stakeholders (including workers'
compensation authorities, insurance companies working as Scheme Agents in NSW and
health professionals) of the practice of acupuncture within Australia. Some of these areas
include acupuncture's scope of practice, mechanisms to identify suitably trained
acupuncture providers (both CM practitioners and other health professionals), the vetoing
of inappropriately trained practitioners and identifying the appropriateness of acupuncture
in the treatment of work-related injuries (and illnesses).
The findings identified an increase in the utilisation of acupuncture that peaked in the
1990's and appeared to have plateaued in the years since. This would be in line with the
cost blow outs related to workers' compensation claims and the NSW Scheme deficit

188 189
•
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which resulted in more stringent assessment practices being applied to claims for physical
treatments.
Study 2 profiled the age range of injured workers to be broadly representative of the
normal working age groups in the population and correspond with W orkCover figures on
the number and incident rate of employment injuries in 2005 190 . The findings are also
consistent with the broader findings within the NSW Scheme where workers aged between
40 - 49 years reported the greatest number of injuries 190 • In keeping with broader
population trends, the findings showed acupuncture treatments were utilised more
predominantly by injured workers aged between 30- 49 years (57.5%). However, gender
preferences differed between the broader population and those in the workers'
compensation database. Whilst the trend in the broader population showed females more
often that males utilised acupuncture 2, the opposite was found in the study with more males
than females in the workers' compensation database using acupuncture.
The findings also identified the widespread use of acupuncture across NSW, as evident by
the claims distribution across the NSW SD' s. It also identified pertinent factors which were
likely to have contributed to the differing levels of use and cost factors observed within the
NSW SD's which were not based on the geographical sizes or population distributions
across the NSW SD's. This suggests extraneous factors attributed to the findings and these
were identified as differences in socio-economic status of the injured worker; occupation
and employment (labourers and related workers versus professionals); ethnicity
distributions across NSW (and in particular the Sydney SD); costs associated with
acupuncture treatments and the availability of acupuncture/CM practitioners.
Half of the injured workers were also found to use acupuncture during the acute stage of an
injury and this provides further evidence that injured workers are seeking acupuncture
treatments and supports the increasing acceptance of acupuncture within the medical
profession, as the nominated treating doctor determines the medical management and
treatment of injuries for an injured worker in the workers' compensation Scheme. This
additionally supports the findings from Study 1 which identified the injured workers were
the driving force behind the referral process for acupuncture treatments (self referrals) . The
findings also confirm a preference by injured workers for non-medical acupuncture
practitioners as providers of the acupuncture treatment over registered medical
practitioners. This was unanticipated given the consistent number of acupuncture
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treatments provided by registered medical practitioner within the Medicare system (as
shown in Chapter 2). These findings indicate the use of acupuncture by CM practitioners
within the NSW Scheme is hugely understated. Especially in view of the lack of
consistency of acupuncture data with other NSW Scheme Agents and insurance companies
who may not have implemented a code to identify acupuncture within its data collection
practices.
Despite the majority (94%) of descriptors for the nature of injuries missing, findings from
analysing the anatomical location of the injury treated, mechanism and agency of the injury
showed workers who sustained injuries to the trunk, upper limbs and lower limb areas were
using acupuncture more frequently than workers who had injuries to other body locations
(in that order). Injured workers also used acupuncture for a wide range of musculoskeletal
injuries and given the supporting evidence for the efficacy of acupuncture in the treatment
of musculoskeletal conditions (as discussed in Chapter 2) acupuncture is clearly an
appropriate treatment of choice for injured workers to utilise. These findings also show that
consumer choice in their health engagement has crossed over into the workers'
compensation system with consumers (who are now also injured workers) also exerting
their right to choose treatments as injured workers and this has included the use of
acupuncture. Furthennore, in relation to back injuries, a report undertaken by Access
Economics Pty Limited for The National Institute of Complementary Medicine (2010) 191
found the use of acupuncture to be "cost effective if used as a complement to standard care
(medication, physiotherapy, exercises, education)" (p.3). Given the cost impact of back
injuries to the NSW Scheme and the broader workers' compensation system (as discussed
in Chapter 2), these findings suggest the use of acupuncture for back injuries (and the
associated pain suffered by injured workers) may lessen both the direct and indirect cost of
back pain to the injured worker and to the Schemes as a whole.
In detennining the number of acupuncture treatments injured received, the findings
appeared to be acceptable within CM industry standards for the treatment and management
of the work-related injuries presented in the database (which were identified as
predominantly musculoskeletal injuries). This is supported by the Accident Compensation
Corporation (ACC) document Acupuncture Treatment Profiles (2006) 113 which provides a
guideline and consensus for what is considered appropriate and acceptable treatment
ranges are for a range of health conditions.
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Overall, the cost associated with acupuncture treatments indicate acupuncture is a
reasonable therapy option when compared to physiotherapy, chiropractic and osteopathy
and on a cost per claim basis. Recalling the workers' compensation database was gathered
from claims identified with the acupuncture codes (section 6.3.2.1.1), the cost figures for
physiotherapy, chiropractic and osteopathy used were identified within these acupuncture
claims and this may under state the true accumulative cost of the three therapies.
In conclusion, findings from Study 2 confirm consumer choice in their health has crossed

over into the workers' compensation Scheme with injured workers (as a subset of the
general population) exerting their right to choose treatments and this has included the use
of acupuncture. The lack of gazettal of acupuncture and the recognition of CM
practitioners as part of a profession by the NSW Scheme has not hindered the use of
acupuncture by injured workers. On the contrary, the findings showed historically,
acupuncture has been used by injured workers all across the State of NSW from different
age groups and for a broad range of work-related musculoskeletal injuries and disorders.
The findings have shown acupuncture treatment has been a widely accessible treatment for
injured workers in NSW (and the general population) and a reasonable treatment option
(for Scheme Agents and insurers). Together with the number of tertiary institutions
offering industry recognised qualifications in Australia as outlined in Chapter 2, the
resulting number of graduates entering the CM workforce, the cost and the national
registration of CM practitioners from 1 July 2012, access to acupuncture treatments and
CM practitioners will only become increasingly easier. With injured workers showing a
preference for non-medical acupuncture practitioners over medical practitioners (as
providers of acupuncture treatment) and CM practitioners indicating they would like to
increase the number of injured workers treated in the clinic (as shown in Study 1) this may
result in a greater number of injured workers using acupuncture in the years to come.
Finally, with the introduction of acupuncture item codes by WorkCover first identified in
2006 192 , Scheme Agents operating in NSW are now able to collect data on the use of
acupuncture by injured workers and future investigations may see the patterns of
acupuncture usage identified in the Allianz data emerging in coming years in the data from
other Scheme Agents.
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CHAPTERS:
Summary and recommendations
The primary aim of this thesis was to investigate the utilisation of acupuncture by Chinese
medicine (CM) practitioners within the Australian workers' compensation system. The
research was composed of two distinct but inter-related studies (termed Study 1and Study
2). Study 1 gathered information from a segment of Australia's CM profession on its level
of engagement with the workers' compensation system and its perceptions of the workers'
compensation Scheme in its respective State of residence. Study 2 was an investigation into
the demographic profile of injured workers seeking acupuncture treatment from CM
practitioners and an analysis of the injury types , mechanisms and location of their injmies
Study 1 (the workforce study) was the first study undertaken in Australia specifically
designed to target members of the Chinese medicine (CM) and their use of acupuncture in
the workers' compensation system. The findings of the study provided clear evidence that
indicated acupuncture and the CM profession have been engaged by injured and ill workers
and this reflected the broader integration of CM and acupuncture into the Australian health
system in recent decades.
A review into the current workers' compensation legislation in Australia (as discussed in
Chapter 2) revealed the majority of Australia's workers' compensation Schemes did not
have documentation relating to CM practitioners and their use of acupuncture and yet
despite this a proportion of the profession does provide acupuncture to injured workers and
consequently engaged with the workers' compensation Schemes. However, when a
comparison was undertaken with other allied health and medical professions, CM
practitioners were seeing fewer workers' compensation patients and this could be attributed
to the adverse nature of the current workers' compensation legislative framework.
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It was apparent from Study 1 the data reflected the practitioners' perspective only (as was
the study's purpose), but this was still viewed as a limitation as it only provided a single
view of the clinical treatment relationship and was limited by a reliance upon the
practitioner's retrospective recollection. It did not attempt to illicit information about the
injured workers who were seeking acupuncture treatment nor the types of injuries they
presented with. In order to provide an understanding of the entire clinical encounter, it was
concluded that investigations from the 'injured worker' seeking acupuncture treatment
were necessary, and importantly, the location and nature of the injuries being treated with
acupuncture. Study 2 therefore had the purpose of identifying the demographical profile of
an injured worker and reporting upon the presenting injuries (including the location, cause,
nature and mechanism of the injury).
As far as it can be gathered with respect to CM, Study 2 was also the first collaboration of
its type undertaken in any Scheme of the broader Australian workers' compensation system
and as such, is an important model for further investigations of this type by other medical
and health professions treating injured workers in the system.

8 .1 .

The Chinese medicine profession and its interaction
with the workers' compensation Schemes: Study 1
outcon1es and implications

The link between societal changes and the acceptance of acupuncture and CM in the
broader health system was apparent in the acceptance and subsequent integration of
acupuncture into some of Australia's workers' compensation Schemes. Even when
Schemes did not formally recognise acupuncture or the CM profession, the findings from
Study 1 and Study 2 demonstrated the demand by injured workers for acupuncture was still
not enough to prevent the use of acupuncture from occurring. It was also possible that
injured workers were paying for acupuncture treatment themselves and avoiding treatment
inhibitions by the individual Schemes in the process. Consequently, further studies are
required to investigate the use of acupuncture and whether injured workers are paying for
this themselves; despite the provisions in the workers' compensation legislation that ensure
workers don't have such out-of-pocket expenses. Such data could only be obtained and
sourced from injured workers themselves and could indicate a much higher level of
acupuncture use than was apparent in the investigations in the thesis.
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The CM workforce sample (which comprised of the respondents from Study 1) was predominantly from the three Eastern states (New South Wales, Victoria and Queensland) .
Missing from the respondents were practitioners located in the other States and Territories.
Given the apparent use of acupuncture within the workers' compensation system, the lack
of CM practitioners responding in high numbers from South Australia (SA), W estem
Australia (WA), Northern Territory (NT) and Tasmania (TAS) should not be seen as
reflecting a lack of interest from the working population in those States and Territories for
acupuncture treatment. Rather, this probably reflected instead the lack of available degree
courses in acupuncture in those jurisdictions and hence the fewer number of graduates and
CM practitioners residing in those States. Whilst courses in acupuncture were available in
those States, degrees which met the minimum standard of education and training in
acupuncture and CM were not identified (as recommended by the National Academic
Standards Committee for Traditional Chinese medicine 51 ). Consequently, injured workers
may be receiving acupuncture but not by practitioners with the appropriate level of training
to apply it safely, appropriately and correctly to the injured worker. The lack of clear
guidelines or policies by the various stakeholders involved in the workers' compensation
Schemes (including the workers' compensation authority, Scheme Agents, other workers'
compensation insurance companies, self insurers and employers) certainly underpins this
issue. A necessary mechanism to identify suitably qualified practitioners in those States for
treating workers injuries using acupuncture is required.
Specifically, Study 1 provided clear evidence that:
•

The use of acupuncture by CM practitioners is expanding further into Australia

•

CM practitioners have engaged with the various workers ' compensation Schemes in
Australia and the number of practitioners treating injured workers was demonstrated to
have increased over time and is predicted to further increase as graduates continue to
enter the workforce, and

•

The Nati onal registrati on of CM practitioners in July 2012 will have implications to the
Commonwealth and State based workers ' compensation Schemes currently operating
in Australia. Schemes such as those operating in Queensland (as an example) currently
exclude CM practitioners as there are no mechanism to identify suitable qualified
practitioners in acupuncture from this profession, but which will no longer be the case
with national registration of the CM profession from July 1 2012
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The proportion of CM practitioners surveyed engaging with injured workers across
Australia differed across the States and Territories. The findings were not comparable
across Australia's existing 11 Schemes and this was attributed to the differences in levels
of recognition and acceptance of acupuncture when provided by CM practitioners in each
respective State. Consequently, the findings presented in the thesis clearly evidenced that
situations faced by CM practitioners when engaging with the State based Australian
Schemes are not alike. As such:
•

CM practitioners are faced with different issues and difficulties when engaging with
different State based Schemes, and

•

The issues or difficulties faced by CM practitioners are State specific and reflect both
the workers' compensation Scheme design and the subsequent level of recognition of
acupuncture and the CM profession in that State or Territory

In relation to the CM practitioners and the CM profession, the study findings are valuable
in a number of ways. They provide evidence that CM practitioners need to increase their
level of knowledge of the relevant State based workers' compensation Scheme in order to
better engage and manage workers' compensation patients. More importantly, a better
knowledge and understanding of the State based Scheme will ensure CM practitioners are
better prepared to carry out their role as treatment provjders when engaging with the State
based Scheme as a whole. This is of importance as Study 1 data indicated that CM
practitioners may not realise that they are required to fulfil obligations as allied health
providers in the context of the workers' compensation system even when 'acupuncture'
and/or the CM profession are not mentioned in a Scheme's framework.
As such, for CM professional associations and acupuncture/CM teaching institutions in
Australia, and for the Scheme authorities themselves, it is obvious from the results that a
'lack of inclusion' does not equate to a 'lack of treatment', or indeed, and interest in further
engaging opportunities to increase further share of the workers compensation work injury
caseload. It appeared that CM practitioners:
•

Are interested in treating injured workers

•

Would like to increase the number of injured workers they treat, and

•

Would consider undertaking further training to increase their knowledge in this area

Practitioners perceived difficulties with the workers' compensation system were
contributed by their own lack of knowledge in this area. This was partly viewed as the
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responsibility of educators, the Schemes themselves and CM professional associations to
provide resources and information to keep practitioners aware and up to date on practice
issues such as that relating to workers ' compensation. Clearly the study results showed CM
practitioners were relying on their professional associations for assistance when
experiencing difficulties with the workers' compensation Scheme. They were also referring
to the workers' compensation authority (in that State) when experiencing difficulties with
the system and as such, even if they were not 'officially' recognised, CM practitioners
continued to treat injured workers. This occurred on the basis of:
•

Injured workers were identified as the driving force behind the numbers of workers in
the workers' compensation system seeking acupuncture treatments from CM
practitioners, and

•

The medical profession (both medical practitioners and nominated treating doctors)
have been referring injured workers in the workers' compensation system to CM
practitioners for acupuncture treatments

Overall, CM practitioners indicated a preference to see the profession recognised within
the State based Schemes and the development of transparent policy and procedures
specifically designed to support CM practitioners as providers of acupuncture to irtjured
workers within the workers' compensation Schemes.

8.2.

Study 2 outcomes and implications

Study 2 was a further investigation into Australia's workers' compensation system but had
the purpose of identifying the demographical profile of an injured worker, report upon the
workers' presenting injuries (including the location, cause, nature and mechanism of the
injury) and an analysis of the cost associated with acupuncture treatments. This was
achieved through a retrospective case study focusing on one Scheme Agent operating in
the NSW Scheme.
The findings from Study 2 showed injured workers in NSW have sought acupuncture as a
treatment to assist in the recovery of a work-related injury. Whilst there were two distinct
groups of acupuncture providers identified (non-medical acupuncture practitioners and
registered medical practitioners) the findings showed the majority of injured workers
received acupuncture treatment(s) from non-medical acupuncture practitioners (that is, CM
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practitioners). This affirmed the findings from Study 1 which showed injured workers were
seeking acupuncture treatments from CM practitioners (as opposed to registered medical
practitioners) and patients (injured workers) were the driving force behind the number of
injured workers receiving acupuncture from CM practitioners.
Specifically, the use of acupuncture treatment within one Scheme Agent operating in the
NSW Scheme dates back to 1987. The data collected from Study 2 and consequently
analysed showed that:
•

Acupuncture has been used and accepted as a treatment for work-related injuries for
over two decades in NSW

•

Injured workers were choosing acupuncture as a treatment to assist in the recovery of a
work-related injury

•

Acupuncture is a widely accessible treatment option and was utilised by injured
workers all across NSW. The majority of injured workers who received acupuncture
treatments resided in the NSW statistical division of Sydney

•

More males than females received acupuncture treatments for a work-related injury or
illness

•

Non-medical acupuncture practitioners were remunerated for acupuncture treatments
provided to injured workers, and

u

Acupuncture was a cost effective option in the treatment of work-related injuries or
illnesses comparative to physiotherapy, chiropractic and osteopathy costs within the
database

Geographically, the indicators for distribution of claims and means cost per claim were not
based on geographical size or population distributions across the NSW statistical divisions.
These were likely to be attributed to several identified extraneous factors such as the socioeconomic status of the injured worker, occupation and employment levels within the
geographical division, ethnicity distributions across NSW, cost associated with
acupuncture treatments, and the availability of CM practitioners in that area.
Study 2 successfully met its objectives with profiling work-related injury treated with
acupuncture. The findings showed that:
•

Injured workers sought acupuncture treatments during the acute phase of the injury,
that is, within three months of the date of injury
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•

Injured workers predominantly presented with injuries to the trunk and upper limbs for
acupuncture treatment

•

Body stressing was identified as the predominant mechanism of injury. This was
followed by falls, trips and slips of a person, and

•

Non-powered hand tools, appliances and equipment were identified as the most
common agency of injury followed by other and unspecified agencies and
environmental agencies

Even when viewed against other treatment provider professions, Study 2 still remains a
unique and significant study. No other therapy provider profession within the last decade
(including physiotherapy or chiropractic), has been identified as having been granted
pennission or the opportunity to undertake an in-depth investigative study directly using
data from within the NSW Scheme. Additionally, the findings demonstrate that
acupuncture (as a treatment) and CM practitioners (as providers of acupuncture) can be
integrated into a State based Scheme despite not being formally gazetted into that Scheme.

8. 3.

Recommendation for future researchers

The investigations undertaken in the thesis provide information to the future development
of additional studies into this area of the Australian health system. The following
recommendations should be considered by investigators conducting further studies into the
use of acupuncture by the Chinese medicine profession in Australia.
•

The research model utilised in Study 1 and Study 2 can be replicated for other
professions interested in investigating the level of interactions of its members in the
context of the workers ' compensation system

•

For any profession engaged with the workers ' compensation Schemes but which is not
gazetted (similar to the Chinese medicine profession), the study outcomes which
identified issues and problems for CM practitioners may also be similar to those
experienced by other professions in this situation and which have a comparable
treatment scope. These could be used as basis for developing a survey framework or
other investigation methods to focus upon in detail certain issues

•

The results highlight that if CM practitioners are reporting problems then other
professions in a similar situation may also likely have these problems as well.
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Investigations therefore should similarly be undertaken to identify what these issues are
as this will consequently impact the injured workers capacity to access the therapy

8.4.

The national registration of health professions:
implications for the workers' compensation Schemes
and stakeholders

The ultimate value of Study 2 lies in that is has provided evidence and insight into a
probable scenario (or "what to expect") of how Australia's workers' compensation
Schemes could integrate acupuncture (as a technique) and CM practitioners (as a
profession) into the workers' compensation system. This has greater importance with the
impending national registration of CM practitioners in 2012 which will effectively see CM
practitioners recognised as part of the Australian health workforce from 2012. For the State
based workers' compensation Schemes that currently exclude or do not recognise
acupuncture or CM practitioners as treatment providers within the Scheme, the registration
of CM practitioners in 2012 will have important ramifications to those Schemes continued
reasoning and claims to the exclusion of each. One such ramification is the
Commonwealth and State based Schemes would be unable to deny the legitimacy of CM
practitioners and accordingly accept registered CM practitioners as part of a professional
body. Consequently, the previous reasoning used by various workers' compensation
Schemes to exclude CM practitioners and the use of acupuncture from engaging with
injured workers will no longer be justified The various workers' compensation Schemes
can also look at the results of the studies reported in the thesis to help guide, plan and
implement any necessary and appropriate changes to their frameworks for recognising and
integrating the CM profession (as providers of acupuncture treatment).
The National registration of CM practitioners could also mean changes to all the Schemes
relationships with CM practitioners (as a profession) and the use of acupuncture (as a
recognised part of a broader practice scope and not as a stand alone technique). National
registration may also provide the impetus for all the Schemes to confront the issue of
addressing associated uniform standards of recognition of CM practitioners for the first
time in Australia. This would enable identification of practitioners appropriately trained in
acupuncture and would thereby demolish one of the current impediments and arguments
used to prevent the incorporation of the CM profession into the majority of Australia's
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workers' compensation Schemes. Analysis of the information and identification of trends
would also have ethical implications towards improvement of the injury management
systems of workers' compensation patients and the appropriateness of the treatment choices
made.
The National registration of CM practitioners will have even greater implications for the
professional associations and CM teaching institutions as registered practitioners will be
held accountable to the same standard expected from other health professions in Australia.
•

For the CM profession in Australia, the CM professional associations will need to
develop resource materials and educational tools to assist its members in understanding
the role and obligations as an Allied health provider in the context of the workers'
compensation Scheme. The importance of this is evident with the findings from Study
1 which showed CM practitioners sought assistance from their professional association
when experiencing difficulties with the workers' compensation Scheme. Therefore , it is
vital for the CM profession to provide direction for its members and educate both
practitioners and students to the increasing use of acupuncture within the Australian
workers' compensation system. It is also vital that the CM profession spearhead, in
partnership with key stakeholders, changes that are required in order to ensure injured
workers receive the most appropriate and reasonable treatments in order to promote a
safe, prompt and durable return to work.

•

For CM teaching institutions, course co-ordinators will need to provide material within
the course structure to inform students of their obligations when treating an injured
worker and how to navigate the workers' compensation Scheme as a treatment provider
when providing acupuncture treatments to injured workers

For the State based Schemes, the data set gathered for Study 2 with respect to the type of
injuries reported by workers, has not previously been published in any literature source in
Australia. This was the first time such information was available for use by the Schemes
(and the CM profession) and allows for the development of appropriate policy, treatment
profiles for use by the CM profession when treating injury types and increases the Schemes
understanding therefore towards the treatment scope of acupuncture. Ultimately it provides
for the appropriate development of necessary clinical tools for assessing and treating
injured workers relevant to their injury type. For example, the workers' compensation
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Schemes can refer to the results of Study 2 when designing specific injury guidelines (such
as, revising soft tissue management guidelines in NSW to include the use of acupuncture
treatment by CM practitioners) or resources to assist injured workers and other
stakeholders involved in the workers' compensation Scheme with understanding how CM
practitioners can assist in the treatment of a work-related injury or illness.

8.5.

Conclusion

This thesis focused on gathering reliable and valid evidence on the level of engagement of
CM practitioners within the Australian workers' compensation system and their subsequent
perceptions of this system whilst also providing reliable information on the injured worker
who used acupuncture after sustaining a work-related injury. The survey tool used in Study
1 was found to be appropriate in gathering the information required. Analysis of the data
confirmed CM practitioners have engaged with Australia's workers' compensation system
using acupuncture on a regular basis to treat injured workers despite the many structural
impediments that do not recognise this treatment or profession within many of the Schemes
framework. Yet despite this finding, there remains many difficulties for CM practitioners
when engaging (or considering engaging) with the relevant workers' compensation
Schemes. Limitations of the data obtained in Study 1 were noted with re ·pect to what the
Study did not do, that was look also at the clinical encounter from the perspective of the
injured worker. Study 2 therefore obtained the necessary information on determining the
profile of injured workers who sought acupuncture treatment while also providing
information on the nature of the injuries being treated. Together, Study 1 and 2 provide a
contribution to a body of knowledge that has not previously been investigated.
Specifically, the research undertaken for this thesis has increased knowledge in the area of
workers' compensation and its relationship to CM practitioners and their use of
acupuncture within contemporary Australia. Clearly identified were the profile of injured
workers who used acupuncture and the types of injuries presented. The two studies clearly
support the increasing integration of acupuncture by the broader Australian population
reported by other investigators, The illustration and illumination of the workers'
compensation system with respect to acupuncture and Chinese medicine is a valuable
finding given the complexity and intricacy of the system in Australia. It is hoped the
information and findings in the thesis provide a mechanism for integrating acupuncture and
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CM practitioners in an appropriate manner that reflects their current interactions with
injured workers in the Australian workers' compensation system.
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Appendix 2.1 :

Variations and common aspects within Australia's
workers' compensation Schemes
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Common
Provisions
Eligibility for
income support
and
rehabilitation

Details
Through definitions of
employee, and work
related injury and
illness

Injury
management

Claims process,
rehabilitation and return
to work requirements

Statutory
benefits

Provisions for
compensation for
medical costs, periodic
payments and
commutations
For insurers and selfmsurers

Licensing
requirements

Differences in
Provisions
Role of private
and public
insurers and
approaches to
premium
settin
Access and
coverage
Benefits
structure, step
downs and
commutations
Injury

management
rocess

Details
Determined by the state or
territory workers'
compensation authority

Issues and
Problems
Lack of consistent
definitions

Including employer, workers,
workplace, work-related injury/illness
and fatalities

Including definitions of
employee and workrelatedness (including
·ournevs to and from work)
Determined by the state or
territory workers'
compensation authority

Lack of consistent
benefit structure

Including income replacement, medical
and related costs for injured workers and
their families

Varying strengths
and weaknesses of
each Scheme

Workers' compensation and
occupational health and safety (OHS)
arrangements

Involving early
intervention, rehabilitation
and return to work

Access to selfinsurance

Available in most Schemes but
conditions of access are not uniform
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Common
Provisions
Premium setting
arrangements

Dispute
resolution
processes

Details
Determined by the
State or Territory
workers' compensation
authority
Determined by the state
or territory workers'
compensation authority

Differences in
Provisions

:.oet~ils

Access to
common law
settlements

With thresholds for
impai rment and ti ming

Definitions of
tenns used to
ascertain
workers'
compensation
entitlements

Differences in the
definitions used for terms
such as 'worker' and
'injury'

I

Issues and
Problems
Reducing
regulatory burden
and compliance
costs
Cost-sharing and
cost shifting

Dispute resolution
The role of private
insurers

I

Workers' compensation and OHS
arrangements add to the burden and
compliance costs facing all jurisdictions.
The multiplicity of Schemes adds
further costs.
Differences in access, coverage and the
structure Schemes have the potential to
affect the way in which the costs of
injury and illnesses are shared among
employers, employees and their families
and governments.
These procedures differ noticeably
between Schemes
This varies across jurisdictions from
none at all, through to handling claims
management on an agency basis, to full
provision of all insurance functions such
as risk underwriting and claims
mana!!ement
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Appendix 2.2:

The World Health Organisation Provisional List of
diseases successfully treated by acupuncture (1979)

78

Note. The World Health Organisation recognises the inclusions of specific diseases are not
meant to indicate the extent of acupuncture's efficacy in treating them.
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Upper
Respiratory
Tract

•

Acute sinusitis
Acute
rhinitis
•
• Common Cold
• Acute tonsillitis
• Acute bronchitis
Respiratory
• Bronchial asthma (most effective in children and in patients
System
without complicating diseases)
Disorders
• Acute conjunctivitis
• Central retinitis
of the Eye
• Myopia (in children)
• Cataract (without complications)
• Toothache
Disorders
• Post-extraction pain
of the Mouth
• Gingivitis
• Acute and chronic pharyngitis
Gastro-intestinal
• Spasms of oesophagus and cardia
• Hiccough
Disorders
• Gastroptosis
• Acute and chronic gastritis
• Gastric hyperacidity
• Chronic duodenal ulcer (pain relief)
• Acute duodenal u leer (without complications)
I
Acute and chronic colitis
ii
Acute bacillary dysentery
• Constipation
• Dian-hoea
--~ Parali'.!i_c ileu_s___
>-·- - - - - - -..II
Headache and migraine
Neurological
Trigeminal
neuralgia
•
and
• Facial palsy (early stage, i.e., within three to six months)
Musculo• Pareses following a stroke
skeletal
• Peripheral neuropathies
Disorders
• Sequelae of poliomyelitis (early stage, i.e., within six months)
• Meniere's disease
• Neurogenic bladder dysfunction
• Nocturnal enuresis
• Intercostal neuralgia
• Cervicobrachial syndrome
• "Frozen shoulder,"
• "Tennis elbow"
• Sciatica
• Low back pain
• Osteoarthritis
• Carpal Tunnel syndrome
• Fibromyalgia
• Chronic fatigue
• Sports injuries and Pains
• Premenstrual Syndrome
Reproductive
• Dysmenorrhoea (menstrual cramps)
and
Spotting and Excessive Bleeding
•
Gynaecological
• Amenorrhea (Loss of Menstrual Period)
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Conditions

•
•
•
•

Impotence
Infertility
Incontinence
Prostatitis

Mental Emotional
Problems

•
•
•
•

Stress
Anxiety
Depression
Insomnia
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Appendix 2.3:

The World Health Organisation list of diseases or
disorders for which acupuncture therapy has been
tested in controlled clinical trials reported in the
literature
(up to 1999) 79
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1.

Diseases,
symptoms
or
conditions
for which acupuncture
has been proved
through
controlled trials
to be an
effective treatment

•
•
•
•
•
•

•
•
•
•
•
•
•

•
•
•
•
•

•

Ill

a

•
•
•
•
•

•
2.

Diseases,
symptoms
or
conditions
for which the
therapeutic effect
of
acupuncture
has been shown
but for which
further proof
is needed

Adverse reactions to radiotherapy and/or
chemotherapy
Allergic rhinitis (including hay fever)
Biliary colic
Depression (including depressive neurosis and
depression following stroke)
Dysentery, acute bacillary
Dysmenorrhoea, primary
Epigastralgia, acute (in peptic ulcer, acute and
chronic gastritis, and gastro spasm)
Facial pain (including craniomandibular disorders)
Headache
Hypertension, essential
Hypotension, primary
Induction of labour
Knee pain
Leukopenia
Low back pain
Malposition of fetus, correction of
Morning sickness
Nausea and vomiting
Neck pain
Pain in dentistry (including dental pain and
temporomandibular dysfunction)
Periarthritis of shoulder
Postoperative pain
Renal cohc
Rheumatoid arthritis
Sciatica
Sprain
Stroke
Tennis elbow

• Abdominal pain (in acute gastroenteritis or due to
•
•
•
•
•
•
•
•
•
•
•
•

•

•

gastrointestinal spasm)
Acne vulgaris
Alcohol dependence and detoxification
Bell' s palsy
Bronchial asthma
Cancer pain
Cardiac neurosis
Cholecystitis, chronic, with acute exacerbation
Cholelithiasis
Competition stress syndrome
Craniocerebral injury, closed
Diabetes mellitus, non-insulin-dependent
Earache
Epidemic haemorrhagic fever
Epistaxis, simple (without generalized or local
disease)
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2.

Diseases,
symptoms
or
conditions
for which the
therapeutic effect
of
acupuncture
has been shown
but for which
further proof is needed
(cont.)

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

•

Eye pain due to subconjunctival injection
Female infertility
Facial spasm
Female urethral syndrome
Fibromyalgia and fasciitis
Gastrokinetic disturbance
Gouty arthritis
Hepatitis B virus carrier status
Herpes zoster (human (alpha) herpes virus 3)
Hyperlipaemia
Hypo-ovarianism
Insomnia
Labour pain
Lactation, deficiency
Male sexual dysfunction, non-organic
Meniere disease
Neuralgia, post-herpetic
Neurodermatitis
Obesity
Opium, cocaine and heroin dependence
Osteoarthritis
Pain due to endoscopic examination
Pain in thromboangiitis obliterans
Polycystic ovary syndrome (Stein-Leventhal
syndrome)
Postextubation in children
Postoperative convalescence
Premenstrual syndrome
Prostatitis, chronic
Pruritus
Radicular and pseudoradicular pain syndrome
Raynaud syndrome, primary
Recurrent lower minary-tract infection
Reflex sympathetic dystrophy
Retention of urine, traumatic
Schizophrenia
Sialism, drug-induced
Sjogren syndrome
Sore throat (including tonsillitis)
Spine pain, acute
Stiff neck
Temporomandibular joint dysfunction
Tietze syndrome
Tobacco dependence
Tourette syndrome
Ulcerative colitis, chronic
Urolithiasis
Vascular dementia
Whooping cough (pertussis)

•
•

Chloasma
Choroidopathy, central serous

•
•

•
•
•
•

•

•

•

•
•
•
•
•
•
•

•

•

•
•
•
•
•
•
•
•
•
•
•
a

•

3.

Diseases, symptoms or
conditions for which
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4.

there are only individual
controlled trials reporting
some therapeutic effects,
but for which
acupuncture
is worth trying because
treatment by
conventional and other
therapies is
difficult:
Diseases, symptoms or
conditions for which
acupuncture may be tried
provided
the practitioner has
special modern medical
knowledge and adequate
monitoring equipment:

• Colour blindness
• Deafness

•
•
•
•
•

Hypophrenia
Irritable colon syndrome
Neuropathic bladder in spinal cord injury
Pulmonary heart disease, chronic
Small airway obstruction

•

B.reathlessness in chronic obstructive pulmonary
disease
Coma
Convulsions in infants
C?ronary ~ea.rt disease (angina pectoris)
Diarrhoea m mfants and young children
Encephalitis, viral, in children, late stage
Paralysis, progressive bulbar and pseudobulbar

•

•
•
•
•
•
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Appendix 3 .1 :

Study 1 survey tool
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UNIVERSllY OF
TECHNOLOGY SYDNEY

WORKCOVER

AND

THE USE OF ACUPUNCTURE/TRADITIONAL

CHINESE MEDICINE: SURVEY

This survey is part of a project being conducted to gather information on the provision of treatment for work
related injuries within the workers' compensation system by members of the acupuncturefTCM profession.
The project is being undertaken as part of a research Masters by Bobbie Sodarak at the University of
Technology, Sydney. While your participation is voluntary, we encourage you to complete the survey, as
the information gathered will be used to inform the future development needs of the acupuncture!TCM
profession within the legislative framework of the workers' compensation system. Any information you
provide will be confidential, and unless otherwise indicated, anonymous. The survey will take 5-15 minutes
of your time. Your time and effort in completing the survey is appreciated. Kindly return the survey in the
Reply Paid envelope provided.

Instructions:
•
•
•
•

Please mark boxes with a tick ./or fill in D
WorkCover: refers to the WorkCover system within your state of residence/practice .
Please write comments where requested.
If more space is required for comments please write on the back of the page with a notation
indicating the question for which the response/comment relates.

---~_Q_9_not write ~~1ame on the surv~
---------------1. Age
6. Highest level of Formal Education in
TCM/acupuncture?
Year of graduation
Award
20-25
D
46-50
D
Doctorate
(PhD)
26 -30
51 -55
D
D
Professional doctorate D
31 - 35
D
56 - 60
D
Masters (research)
6'! +
36 - 40
D
D

41 -45

Masters(coursework)
Bachelor degree
Advanced Diploma
Diploma
Other (state below)

D

2. Gender
Male

D

Female

D

D
D
D
D
D

3. Area of Practice: Please write the
postcode of the suburb in which your
main/primary practice is located.

7. Place of training?

Postcode: ......... .. . .. . ... .. .

4. Number of years in clinical practice?
5. At your clinic, are you the:
Sole practitioner

D

Other TCM practitioners
Complementary/Alternative medicine
practitioners
Allied health practitioners
Medical/General Practitioner (GP)

D

Or do you work with:

Australia
Overseas
University:
Private college
TAFE:
Other:

D
D

State: ...... .. . .. .
Country: ... ... .. ..... .... . ..... .
D
D
D
D

D
D
D
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8. Area of specialty? (You can select more than one )

Acupuncture
Chinese Herbal Medicine
Chinese Remedial Massage
Other Massage therapy

D
D
D
D

13. What are your perceived difficulties with the
WorkCover system from an Acupuncture practitioner's
perspective?

o
o

9. What is your current professional association
membership(s)?

AACMA
AC Ac
ANTA
ATCMA
ATMS

D
D
D
D
D

o
D
D

GP's lack of knowledge of Acupuncture and
application to work related injuries .
Lack of knowledge of Acupuncture and
application to work related injuries by Allied
Health practitioners .
Your own lack of knowledge on the workers
compensation system .
Lack of referrals.
Other:

Comment: ... ......... ... .... .. ... .. ......... .... .............. ... .

Other

1O. How would you rate your knowledge of the
WorkCover system in your State?
Very poor
Poor
Satisfactory
Good
Very good
Excellent

D
D
D
D
D

No

Yes

D

D (see below)

Yes

D (see below)

If yes.
a) When was the first year you treated a patient in the
Work Cover system? .................... .

0

11 . Have you had any formal training or education involving
WorkCover or the Workers' compensation system?

No

14. Have you treated patients in the WorkCover
system?

D

If yes ,
In which year & institution was this conducted?

b) Number of individual
• 0-5
I 6-10
1•
I. 11-15
•
16 - 20
•
21 - 25
• Above 25

patients treated in 2004?
D
D
D

D
D
D

Estimated number of patients treated in 2003?
(Go to Question 15 if answered Yes).

Qualification obtained?

12. Are you aware of your legal obligations under
WorkCover legislation when providing Acupuncture to
patients within the system ?
No D

Yes D

If no. reasons
• Never had opportunity
• Never received referral
• Not interested
• Don't know enough about the system
• WorkCover system too difficult
Other (please specify below):
If answered No, go to Question 19

Unsure D
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D
D
D
D
D

18. How did you overcome these difficulties?

15. If answered yes to Question 14.
How were the patients referred? (you can select
more than one)
Patient self referral
By the Nominated Treating Doctor
By the patients GP
Rehabilitation Provider
Insurance company
Allied health practitioner
Other source?

0
0
0
0
0
0

16. Generally, which techniques/approaches do you
use in treating work related injuries? (You can
select more than one)
Traditional Acupuncture
Trigger point acupuncture
Chinese Remedial Massage
Medicinal liniments/ointments/patches
Cupping
TENS
Electro-acupuncture
Gua sha (scraping)
Moxa
Heat lamps
Laser
Other Massage therapy (specify)

D
D
D
D
D

Other technique: (specify)

0

0

Yes

No

0

Yes

0

(Go to Question 22 if answered No)

If yes , give a brief description

D

D
D

O

o

20. How was this system developed?

Q

o

17. Have you experienced any difficulties dealing with the
Workers' compensation system in your state?

No

19. Do you have a system in place to manage
Workers' compensation patients?

0
0

Based on association guidelines
Details

0

Developed in collaboration with colleagues

D

Comments

0

If yes , were these?
•
Payment difficulties
•
Poor level of acceptance
•
Communication difficulties
•
Legal implications
•
Difficulty receiving approval for treatment
•
Others (specify)

Through experience
Based on other professions
Explain

o

o
o
o
o
o

Comments: .... ..... ... ... .... .. .. .... ...... .... .... ... . .. .. ... .. ... .
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21. How effective would you rate your current
system?
Very poor
0
Poor
0
Satisfactory
0
Good
0
Very Good
o
Excellent
o
Comments:... ..... ... . .. .... ........... . ...... .... .. .... .. .... .. .. .

24. How many Insurance companies have you
worked with in the workers' compensation
system? Rank in order of most commonly 'worked
with' to 'least worked with' for those insurance
companies you have indicated.
Rank
0 ....... ..
GIO
0 ........ .
NRMA
0 ....... . .
Allianz
QBE
0 ... ..... .
0 .. .. .... .
CGU
0 ........ .
Vero (formerly Royal & Sun Alliance)
Others ...... ... ... .. .. .. .... ... .... .. o ..... ... .
... ...... ... ... .... .. .. . ... ... .0 .. . ... . . .
... ...... ... . .. .. ...... . ...... .0 ..... .. . .
. .... . ..... ..... . ... . .. . ... ... .0 .... .. .. .

22. Where would you obtain assistance from if you
were experiencing difficulties managing workers'
compensation patients?
Your Professional Association
Work Cover
Medical doctor
Colleagues
Don 't know
O ther source (specify below)

0
0
0
0

0
0

(Go to Question 28 if answered No to Question 14).

23. On average, how often are your requests for
Acupuncture treatment approved f rom the
insurance com pan ies?

•
•

•

•
•
•

Never
Almost never
Occasionally
Frequently
Almost always
Always

0
0
0
0
0
0

25. What payment rates do you charge for
Workers' compensation related treatment?
Same as your own standard set rate
Fee(s)?lnitial
$ .. .... .. . ... ... .. .
Standard$ ... ... ..... .. .. .. .
0
Less than your standard rate
Fee(s)?lnitial
$ ... ... .... .... ... .
Standard$ ... ..... .. .. .. .. . .
More than your standard rate
0
Fee(s)?lnitial
$ ... .. .......... .. .
Standard$ .. . ... .... ..... .. .
AMA rates
0
$ .. .. .. ... ... ..... .
Fee(s)?lnitial
Standard$ .. . .. . ... ... .... . .
o
Rates based on other professions?
Description : ... ...... ... .. . .. . ....... .. .. .. . ... ... ..... ..... ..... .
0

Comments

If more fees are charged , why?
• Administration
• Paperwork
• Payment difficulties
• Other reasons
Comm ents

o
o
o
o

Has there been an identified reason for not approvi ng
treatment? Comments: (write overpage if required).
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26. Do you write reports to Insurance
com pan ies/WorkCover?
No

0

Yes

D

If yes , who requested the report?
•
Insurance company
D
•
Rehabilitation company
D
• Your own initiative
D
•
Other,
D
Details: .................... . .......... ............ ... ....... .... ...... .

If so,
How often?
1 - 5 per month
6 -10 per month
Greater than 10 per month

0

Yes

No

D
D
D

D

Yes

0

Comments

30. Wou ld you consider undertaking training or
attend seminars to increase your knowledge on the
workers' compensation system if provided by your
professional Association or another organisation?
No

27. Do you w rite reports to other sources?
No

29. Would you like to increase your workers'
compensation patient load in the future?

D

If no, why?
• Not interested
• Time restraints
• Other

Yes

0

D
D
D

Comments

D

if yes,
• To medical practitioners
D
" To rehabilitation providers
D
11
To the patient
D
•
Others,
o
Details ... ... .. . ... ... .... .. .. .... ... ..... .... .. ... . .

31 . Where would you like to see Traditional Chinese
Medicine develop within the WorkCover system in
the next 5 years?

Reason for writing report?

0
0

28. Do you actively seek to treat workers'
compensation patients?
No

0

Yes

D

How do you promote/advertise for these patients?

0
0
0
D

As a gazetted* therapy provider within the
WorkCover system
As a Non gazetted therapy provider within the
WorkCover System
As a therapy outside of the WorkCover system
Unsure
Don't know
Not concerned

*Gazetted: means a recogn ised provider within state
based legislation for purposes of treating workers'
compensation patients with a set fee structure for a
range of services provided .

Comments (write over page if required):
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Thankyou
Your assistance in completing the survey is greatly appreciated.

For more information,

contact Bobbie Sodarak on 02 9514 2500 (Bouavirone.Sodarak-1@uts.edu.au) or her
supervisor Dr Sean Walsh, ph (02) 9514 7864 (Sean.Walsh@uts.edu.au ) if you have any
concerns or questions about the research.
If you have no objections to being contacted regarding the survey, please include your
name, contact details and signature on the separate form provided. Your details will only be
used for purposes of follow-up to the information provided in the survey and will remain
strictly confidential.

Your details will also be kept separate from the survey to ensure

confidentiality. Please note that follow-up contact is optional only - please do not fill in your
details if you do not want to be contacted or wish the survey result to remain anonymous.
Simply, seal the survey in the Reply Paid envelope provided and return to:
Attn: Bobbie Sodarak I Bob Hayes
College of TCM
University of Technology, Sydney
Level 4/645 Harris St
Ultimo NSW 2007
Name:

* Signature (participant)

-

- I- -I- -

*Please note that your signature indicates your consent for being contacted regarding the contents of
the survey.
Your contact details:
Mail: - - - - - - - - - - - - - - - - - - - - Telephone: - - - - - - - - - - - - - - - - - - Email: - - - - - - - - - - - - - - - - - - - NOTE:

This study has been approved by the University of Technology, Sydney Human Research Ethics Committee (UTS HREC 2004-137A).
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Appendix 5 .1 :

Changes to Medical and hospital treatment provisions
within the NSW workers' compensation legislation:
1900 to 2010
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Workers 9
compensation Act
1926
Section
Subsection(s)
Details

Section 10
Medical and hospital
treatment
s. I 0(1)
( 1) Where total or
partial incapacity for
work resu Its from
the injury the
compensation
payable by the
employer shall also
include the cost of
such medical
surgical and hospital
treatment as may in
the opinion of the
comm1ss1on
reasonably be
required to relieve
the worker from the
effects of the injury.
(2) The treatment
shall include
nursing, medicines,
medical and surgical
supplies, crutches,

Workers'
compensation
(Amendment) Act,
1929, No. 36.

Workers'
compensation
(Amendment) Act,
1966, No. 66

Section 10
Medical and hospital
treatment
s.10(1)
s.10(2)

Section 10
Medical and hospital
treatment
s. l 0(1),
s. l 0(2)

s. 10(1) Where an
injury is received by
a worker, and
medical or hospital
treatment or
ambulance service
thereby becomes
necessary the
employer shall,
subject to this
section, and to the
extent therein
prescribed, be liable
to pay in addition to
any compensation
otherwise provided
the cost of such
treatment or service
as may be
reasonably
necessary, having
regard to the injury

s. 10( 1) \Vhere an
injury is received by
a worker, and
medical or hospital
treatment or
ambulance service
thereby becomes
necessary the
employer shall,
subject to this
section, and to the
extent therein
prescribed, be liable
to pay in addition to
any compensation
otherwise provided
the cost of such
treatment or service
as may be
reasonably
necessary, having
regard to the injury

Workers'
compensation
(Amendment) Act,
1978, No. 133

Section 10
Medical and hospital
treatment
s. l 0(2) [Definitions],
s. l 0( 4)(b) OTHER
ACT BENEFITS
s.10(2) "Medical
treatment" includes-

(a) treatment by a
medical practitioner,
a registered dentist, a
dental prosthetist, a
registered
physiotherapist, a
registered
chiropractor or
osteopath, or a
masseur or remedial
medical gymnast or
speech pathologist;
(al) therapeutic
treatment afforded
by direction of a
medical practitioner;
(a2) treatment by
way of rehabilitation
afforded by an

Workers'
compensation
(Amendment) Act,
1980,No. 79

Workers'
compensation Act
1987

Section 10
Medical and hospital
treatment
s.10(1) [Cost of
Services]

Section I 0
Hospital, medical
and other benefits
s.10

(1) Where as a resu It
of an injury received
by a worker-

s. I O(a) Having
regard to injury of
worker, the cost of
reasonably
necessary:

(a) Uisreasonably
necessary that any
medical or hospital
treatment be
afforded, or any
ambulance service
rendered, to him; or
(b) it is appropriate
that any such
treatment, being
treatment by way of
rehabilitation, be
afforded to him,
his employer shall,
subject to and to the
extent provided by
this section, be liable

(i) ambulance
service including any
conveyance to or
from medical
practitioner or
hospital (max.
$2500);
(ii) medical
treatment including
treatment by doctor,
dentist, dental
prosthetist,
physiotherapist,
chiropractor,
osteopath, masseur,
remedial medical
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artificial members
and other curative
apparatus, and the
treatment shall be
continued for three
months if required or
for such further time
as the commission
directs .
(3) The cost to the
employer shall be
limited to fifty
pounds unless the
comm1ss1on
otherwise directs.
(4) If the employer
fails to provide
promptly the
treatment, the
worker may do so at
the expense of the
employer, but shall
be not entitled to
recover any amount
expanded by him for
such treatment or
services unless he
has requested the
employer to furnish
the same and the
employer has refused
or neglected to do

received by the
worker.

received by the
worker.

s. 10(2) "Medical
treatment" includes (a) treatment by a
legally qualified
medical practitioner,
a registered dentist,
or a masseur; and
(b) the provision of
skiagrams, crutches,
and artificial
members; and
(c) any nursing,
medicines, medical
or surgical supplies
or curative
apparatus, supplied
or provided for him
otherwise than as a
patient at a hospital;

History
Amended Act No.
32, 1927, s. 3).
Substituted section,
Act No. 36, 1929, s.
5(1).

"Hospital treatment"
means treatment at
any hospital and
includes the
maintenance of the
worker as a patient at
the hospital, and the
provision or supply
by the hospital of

s. 10(2) For the
purposes of this
section"Medical treatment"
includes-

I
I

I

(a) treatment by a
legally qualified
medical practitioner,
or registered dentist,
a registered
physiotherapist, or a
masseur or remedial
medical gymnast or
speech therapist; and
(b) the provision of
skiagrams, crutches,
and artificial
members, eyes or
teeth and other
artificial aids and
spectacle glasses;

approved person or
body at an approved
place;
( a3) treatment
prescribed by the
regulations as
medical treatment;
(b) the provision of
skiagrams, crutches,
and artificial
members, eyes or
teeth and other
artificial aids and
spectacle glasses;
(c) any nursing,
medicines, or
medical or surgical
or curative
apparatus, supplied
or provided for him
otherwise than as
hospital treatment;
and
(d) (Repealed by Act
No. 79 of 1980)
( e) care (other than
nursing care) of a
worker in his home
directed by a
medical practitioner
having regards to the
nature of the

to pay, in addition to
any compensation
otherwise provided,
the cost of that
treatment or service
and the expenses
specified in
subsection (l A).
History
S .10 amended by
Sch. 2 cl. S(a) Act
No. 79 of 1980,
commenced 29 Apri I
1980.

gymnast, speech
therapist; therapeutic
treatment directed by
doctor and treatment
by way of
rehabilitation;
artificial aids;
nursing, medicines,
medical or surgical
supplies or curative
apparatus supplied
otherwise than as a
patient in a hospital;
fares and other
expenses incurred in
obtaining treatment
(max. for same
injury $6000).
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so.
(5) The fees and
charges for the
treatment shall be
limited to such
charges as prevail in
the same community
for similar treatment
of injured persons.
(6) The commission
may if he thinks fit
direct a change of
doctor or treatment
when in its
judgement a change
is desirable or
necessary.

nursing attendance,
medicines, medical
or surgical supplies
or other curative
apparatus, and any
other ancillary
service;

and
(c) any nursing,
medicines, medical
I or surgi~al supplies
or curative
apparatus, supplied
I or provided for him
I otherwise than as a
I patient at a hospital;
I and
I (d) the cost to the
worker of any fares ,
travelling expenses
and maintenance
necessarily and
reasonably incurred
by him in obtaining
any medical
treatment.

I

History
Amended Act No.66,
1964, s.3 (1) (c).
"Hospital treatment"
means treatment at
any hospital and
includes the
maintenance of the
worker as a patient at
the hospital, and the
provision or supeli'._

worker's incapacity,
but doe not include
ambulance service or
hospital treatment.
10(4 )(b) OTHER
ACT BENEFITS
Medical Treatment
$2000* maximum
from 03.12.1970
$6000* maximum
from 05.09 .1980
*OR SUCH
GREATER SUM AS
THE
COMMISSION
MAY ORDER
History
s. l 0(2) [Definitions]
(2) For the purposes
of this section"Medical
Practitioner" means
a person registered
under the Medical
Practitioners Act,
193 8, or under any
law of another State
or Territory of the
Commonwealth for
the registration of
persons practising
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by the hospital of
nursing attendance,
medicines, medical
or surgical supplies
or other curative
apparatus, and any
other ancillary
service;

I
I
II

II
I

I

I

the profession of
medicine.
Definition of
"Medical
practitioner" inserted
by Sch.2cl. 5© Act
No. 70 of 1980,
commenced 29 April
1980.
Definition of
"Medical treatment"
amended by:
(i) s. 3 Act No 133
of 1978, commenced
30 March 1979;
(ii) s. 3(b) Act No.
159of1978,
commenced 2 April
1979;
(iii) Sch. 2 cl.
5( d)(i)-(iv) Act No.
79of1980,
commenced 29 April
1980;and
(iv) Sch. 2 cl. 3( d)
Act No. 73of1981,
commenced 28 May
1981.
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Appendix 5.2:

Provisions for medical, hospital and rehabilitation
expenses in the NSW Workers' compensation Act 1987
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Workers' compensation Act 1987, No. 70
Section
Sub-section
(s)

Part 3, Division 3 Compensation for medical, hospital and rehabilitation expenses etc
s.59 Definitions (cf formers . l 0(2))
s.60 Compensation for cost of medical or
hospital treatment and rehabilitation etc

Details

In this Division:
ambulance service includes any conveyance of
an injured worker to or from a medical
practitioner or hospital.
chiropractor means a person registered under
the Health Practitioner Regulation National
Law to practise in the chiropractic profession
(other than as a student) .
dental prosthetist means a person registered
under the Health Practitioner Regulation
National Law:
(a) to practise in the dental profession as a
dental prosthetist (other than as a student), and
(b) in the dental prosthetists division of that
profession.
medical or related treatment includes:
(a) treatment by a med ical practitioner, a
registered dentist, a dental prosthetist, a
registered physiotherapist, a chiropractor, an
osteopath, a masseur, a remedial medical
gymnast or a speech therapist,
(b) therapeutic treatment given by direction of
a medical practitioner,
( c) (Repealed)
( d) the provision of crutches, artificial

I

(1) If, as a result of an injury received by
a worker, it is reasonably necessary that:
(a) any medical or related treatment
(other than domestic assistance) be given,
or
(b) any hospital treatment be given, or
(c) any ambulance service be provided, or
(d) any occupational rehabilitation
service be provided,
the worker's employer is liable to pay, in
addition to any other compensation under
this Act, the cost of that treatment or
service and the related travel expenses
specified in subsection (2).
Note. Compensation for domestic
assistance is provided for by section
60AA.
(2) If it is necessary for a worker to travel
in order to receive any such treatment or
service (except any treatment or service
excluded from this subsection by the
regulations), the related travel expenses
the employer is liable to pay are:
(a) the cost to the worker of any fares ,

s.61 Rates applicable for medical or
related treatment (cf former s l 0 (4 ),
(SA))
( 1) The amount for which an employer is
liable in respect of the medical or related
treatment of a worker is such amount as is
reasonably appropriate to the treatment
given, having regard to the reasonable
necessity for the treatment and the
customary charge made in the commun ity
for the treatment to persons other than
workers.
(2) The maximum amount for which an
employer is liable for any particular
medical or related treatment shall not
exceed such sum (if any) as may be fixed
by the Authority in respect of that
treatment by order published in the
Gazette.
(3) The maximum amount for which an
employer is liable for medical or related
treatment given to a worker in respect of
the same injury (whether the treatment is
given at different stages of the injury or
not) is:
(a) $50,000, or
(b) where some greater amount has been
fixed by the Authority by order published
in the Gazette-that greater amount.
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members, eyes or teeth and other artificial a ids
or spectacles,
(e) any nursing, medicines, medical or surgical
supplies or curative apparatus, supplied or
provided for the worker otherwise than as
hospital treatment,
( t) care (other than nursing care) of a worker in
the worker' s home directed by a medical
practitioner having regard to the nature of the
worker's incapacity,
(fl) domestic assistance services,
(g) the modification of a worker's home or
vehicle directed by a medical practitioner
having regard to the nature of the worker's
incapacity, and
(h) treatment or other thing prescribed by the
regulations as medical or related treatment,

travell1ng expenses and maintenance
necessarily and reasonably incurred by
the worker in obtaining the treatment or
being provided with the service, and
(b) if the worker is not reasonably able to
travel unescorted-the amount of the
fares, travelling expenses and
maintenance necessarily and reasonably
incurred by an escort provided to enable
the worker to be given the treatment or
provided with the service.
(3) Payments under this section are to be
made as the costs are incurred, but only if
properly verified .
(4) The fact that a worker is a contributor
to a medical, hospital or other benefit
fund, and is therefore entitled to any
treatment or service either at some special
rate or free or entitled to a refund, does
not affect the liability of an employer
under this section.

but does not include ambulance service,
hospital treatment or occupational
rehabilitation service.
occupational rehabilitation service means any
of the following services provided by or on
behalf of a provider accredited under section
52 of the 1998 Act or by a person, or a person
of a class, prescribed by the regulations:
(a) initial rehabilitation assessment,
(b) functional assessment,
( c) workplace assessment,
( d) job analysis,
( e) advice concerning job modification,

I
I

I
-

( 4) Subject to the regulations, a direction
may be given that the employer of a
worker is liable for an amount additional
to that fixed by subsection (3 ).
(4A) If proceedings relating to the
worker's claim for compensation are
before the Commission and those
proceedings relate to, or include matters
relating to, the provision of medical or
related treatment for the worker, such a
direction may be given by the
Commission. If no such proceedings are
before the Commission, such a direction
may be given by the Authority on
application made in respect of the worker
from time to time.
(5) The amount for which an employer is
liable for the care of a worker as referred
to in paragraph (t) of the definition of
medical or related treatment in section 59
is (subject to any maximum amount under
this section) the reasonable cost of
providing that care having regard to the
extent to which care might be expected to
be provided by the worker's spouse or
other person residing with the worker.
(6) The amount for which an employer is
liable for the modification of a worker's
home or vehicle as referred to in
paragraph (g) of the definition of medical
or related treatment in section 59 is the
reasonable cost of carrying out those
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(f) rehabilitation counselling,
(g) vocational assessment,
(h) advice or assistance concerning jobseeking,
(i) advice or assistance in arranging vocational
re-education or training,
G) preparation of a rehabilitation plan,
(k) any other service prescribed by the
regulations,
but does not include hospital treatment.
osteopath means a person registered under the
Health Practitioner Regulation National Law to
practise in the osteopathy profession (other
than as a student).
public hospital means:
(a) a public hospital within the meaning of the
Health Services Act 1997 controlled by an area
health service or the Crown,
(b) a statutory health corporation or affiliated
health organisation within the meaning of the
Health Services Act 1997,
(c) (Repealed)
(d) a hospital or other institution (whether in
this State or in another State or a Territory of
the Commonwealth) that:
(i) is prescribed by the regulations, or
(ii) belongs to a class of hospitals or
institutions prescribed by the regulations, for
the purposes of this definition.

I

I

modifications.
(7) Except as otherwise provided by the
regulations, the maximum amount under
subsection (3) does not apply to any
liability of an employer referred to in
subsection ( 6).
(8) Any amount for which an employer is
liable under this Division in respect of
medical or related treatment may be
recovered from the employer by the
person who gave the treatment.
(9) If the maximum amount referred to in
subsection (3) is, on or after the
commencement of this subsection,
amended either by an Act or an order of
the Authority, the amount for which an
employer is liable in respect of the
medical or related treatment of a worker
under this section is to be calculated by
reference to the maximum amount
applicable to the worker at the time when
the worker became injured.
Editorial note. For Orders under this
section and section 62, see the Historical
notes at the end of this Act.

I
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Appendix 6 .1 :

Reports required from Allianz for the Study 2
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Column
No.
1
2
3
4
5
6

10
11
12

Case number
Age (year of birth)
Gender
Place of Residence
Place of Residence
State of Residence (NSW ONLY)
Primary language spoken
Date of injury
Date claim was closed (or remains
open)
Injury sustained
Type of injury
Type of injury

13

Nature of injury

14

Nature of injury

15

Number of acupuncture treatment
claims per claimant

7

8
9

-·

Date back retrospectively to when
Allianz first introduced acupuncture
codes

16

Number of practitioners claiming
acupuncture costs
Date back retrospectively to when
Allianz first introduced acupuncture
codes

17

Data coding

Column title

Cost of overall acupuncture claims
Date back retrospectively to when
Allianz first introduced acupuncture
codes

Numbered 1 onwards
Year of birth
Male or Female
Suburb
Postcode

Day/Month/Year
Day/Month/Year

1

Diagnosis recorded
Trauma or overuse
Simple - one injured area
Complex - Two or more distinct areas
(not related, injured wrist and injured foot
for example)
Acute - less than six months
Chronic - greater than six months
Region of injury- e.g., shoulder, neck,
head, elbow, thoracic, lumbar, pelvis, leg,
knee, ankle.
Grouped in 6 monthly periods
retrospective! y,
i.e. July- December 2005,
Jan-June 2005)
July - December 2004,
Jan-June 2004,
July- December 2003,
Jan - June 2003
July - December 2002,
Jan-June 2002
Grouped in 6 monthly periods
retrospectively,
i.e. July- December 2005,
Jan - June 2005,
July- December 2004,
Jan - June 2004,
July- December 2003,
Jan - June 2003
July-December 2002,
Jan - June 2002
Grouped in 6 monthly periods
retro spec ti vel y,
i.e. July- December 2005,
Jan -June 2005,
July-December 2004,
Jan - June 2004,
July- December 2003,
Jan - June 2003
316

18

Costs per practitioner

19
20

Number of claimants per practitioner
Source of referral to Acupuncturist
(may be difficult but feedback is
welcomed)

21

Professional background of
Acupuncture Practitioner claiming
cost

Post code of practicing acupuncture
practitioner
Date of acupuncture treatments
23
Number of acupuncture treatments
24
provided
Cost of individual treatment claims
25
per claimant
Breakdown of costs against
26
..________ _Eractitioner
22

July - December 2002,
Jan - June 2002
Could a cost range for treatment be
recorded against each practitioner
Number
Was the claimant referred for acupuncture
by the NTD, specialist, own self referral
or other source.
Primary acupuncture practitioner (holds a
Bachelor degree in acupuncture or
equivalent) OR
Non-Primary acupuncture practitioner
(hold primary qualification in other health
care field, e.g. GP, physio)
Postcode
Date commenced and date ceased
Number of treatments
Cost $00.00
Cost $00.00

·- - - - - - - - - - - - -
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