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1. Summary of Public Consultation Process
1.1. Public consultation process

A national public consultation was undertaken from 15 January 2018 to 15 March 2018. The purpose of this consultation was 
to receive feedback on the draft Guideline, Technical Report and Implementation Plan from key organisations, individuals 
and groups who may be affected by the guidelines, or who have an interest in the provision of high quality general practice 
care to people with work-related mental health conditions.   

A total of 39 individuals and 101 organisations (see Appendix B of Administrative Report) were invited to review these 
documents and provide their feedback. Targeted individuals and organisations were notified of the public consultation 
through electronic- mail (e-mail) and followed-up with two email reminders prior to 15 March 2018. Links to a Public 
Consultation submission template were also made available via the Monash University Department of General Practice and 
National Health and Medical Research Council webpages. In addition, Steering Group members and members of the project 
team further disseminated notice of the public consultation amongst their networks.  

1.2 Overview of submissions received 
In total, we received 32 responses over the sixty days of public consultation. Of those, four were from individuals (12.5%), 
and 28 were from organisations (87.5%). Individual responses were received from a general practitioner (GP), a guideline 
methodologist, a psychiatrist, and retired medical practitioner who is also a carer of an individual with a work-related mental 
health condition. Responses were received from the following organisations:  
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• Care organisations: 
o Health Issues Centre 
o National Mental Health Commission

• Employer/Employee/legal groups: 
o De-identified employer organisation

o Independent Education Union of Australia

– Queensland and Northern Territory
Branch 

o The Actuaries Institute

• Professional organisations and associations: 
o Australasian Faculty of Occupational and 

Environmental Medicine of the Royal 
Australasian College of physicians 

o Federation of Ethnic Communities’ 
Councils of Australia 

o Dieticians Association of Australia
o Exercise & Sports Science Australia
o Australian Society of Rehabilitation

Counsellors 
o Australian Rehabilitation Providers 

Association 
o Australian College of Rural and Remote 

Medicine 
o The Royal Australian and New Zealand 

College of Psychiatrists 
o The Royal Australian College of General 

Practitioners 
o Australian Nursing and Midwifery

Federation (Victorian Branch) 
o De-identified professional association

• Regulatory groups / Worker’s compensation
authorities: 
o QBE Insurance 
o iCare 
o WorkCover Queensland
o Department of Jobs and Small Business 

and Comcare 
o Society for Industrial and Organisational 

Psychology Australia 
o WorkSafe QLD 
o Insurance Commission of WA
o State Insurance Regulation Authority
o Safe Work Australia
o WorkSafe Western Australian

Commissioner 
o SafeWork SA
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1.3 Overview of themes arising 
A range of topics were raised during the public consultation. These topics are reflected in four broad themes:  

1) The first was regarding the value add of this guideline. Most responders commented that the method was
rigorous, the evidence base was valid, and that the guideline had the potential to offer valuable assistance to GPs. 
However, many individuals and organisations commented that in its draft version, the draft guideline did not
provide sufficient practical advice to GPs that would assist them with a patient in practice. It was suggested that
where there was an absence of evidence that the Guideline Development Group should include consensus
statements to answer a clinical question. 

Overview of decision taken in response to feedback: Additional consensus-based recommendations and 
practice points have been incorporated into the guideline to address any clinical challenges that are likely 
to arise during a consultation with a patient with a work-related mental health condition. 

2) Secondly, the topic of roles and responsibilities was raised by many responders. Individuals and organisations
requested clarity about the role of the GP, and other key stakeholders who might be involved in a person’s
recovery. Some of the key roles were rehabilitation counsellors, occupational physicians, psychologists, return to 
work coordinators, employers, dietitians and exercise physiologists. Many individuals and organisations said that 
the guideline should include advice about the role of the GP; primarily as the coordinator of care that can facilitate 
a multidisciplinary and patient-centred approach. 

Overview of decision taken in response to feedback: Greater emphasis has been made on defining the role 
of the GP. This includes adding practice points that recommend referral to a Workplace Rehabilitation 
Provider, rehabilitation counsellor, psychologist, exercise physiologist and engaging with cultural 
consultants. 

3) A third theme was regarding the acceptability of the recommendations to various populations including
Aboriginal and Torres Strait Islander (ATSI), Culturally and Linguistically Diverse (CALD) and rural and remote
populations. Specifically, responders commented on the absence of a specific search strategy for these groups,
and the absence of specific representation from these groups on the Guideline Development Group. These groups 
have recommended a number of consensus statements and other advice to incorporate into the guideline and
supporting documentation. 

Overview of decision taken in response to feedback: The Guideline Development Group conducted a 
deliberately broad search strategy to identify any published studies that included ATSI, CALD and rural and 
remote populations. We were nevertheless unable to identify high quality studies that focussed on these 
population groups. In the absence of a strong evidence base, we invited comment from key organisations 
and individuals who represent these groups (as outlined in Appendix B of the Administrative Report). 
Valuable feedback was received from CALD and rural and remote organisations and this feedback has been 
incorporated throughout the guideline.   

4) The final theme raised during the consultation was the notion of “work as recovery”. Numerous responders
discussed the importance of good and safe work as being an important factor in recovery and that this should be
a part of management rather than an end goal. The concept of work as recovery is founded in evidence on the
health benefits of good work, so the GP must be cognisant of the person’s work (including factors that could be
detrimental to recovery) when recommending that a person returns to work. 

Overview of decision taken in response to feedback: The structure of the guideline was revised to put greater 
emphasis on the value of work as part of recovery. In addition, reference to safe and good work have been 
incorporated into all aspects of the guideline. 
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2. Submissions Received During Public Consultation and Corresponding Responses

No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

1. Organisation The Royal 
Australian 
College of 
General 
Practitioners 

Page 27 There is an error regarding Mental Health Skills Training (MHST) not 

encouraging GPs to make a diagnosis   

1. It is a requirement of the Medicare Benefits Schedules (MBS) mental 

health item numbers that a diagnosis be made 

2. GPs may worry about the consequences for the patient, but MHST is 
not the reason behind this problem 

The error has been amended.  

Page 29 1. While the PHQ-9 is useful in assisting GPs with diagnosis and severity 
assessment, we emphasise this should be used alongside 
comprehensive assessment. Diagnosing and determining severity are 

dependent on a GP’s clinical judgement and experience.

2. We suggest the term ‘should’ be replaced with ‘could’ as much of the 
focus is on the evidence for screening tools in the ‘work-place’ 
context, and less on evidence for what works or will work in clinical 
general practice 

3. We also suggest providing guidance on how to interpret PHQ-9 – cut 
scores should be mentioned in the evidence paragraph 

1. The Guideline Development Group agreed to add a 
practice point that the tools as recommended be used 
alongside a comprehensive clinical assessment. We 
also highlight the importance of clinical judgement. 

2. We have kept the term ‘should’ as the Guideline 
Development Group agreed this aligned with the level 
of importance of the strong recommendation. 

3. Optimal cut off scores and other guidance pertaining
to the PHQ-9 is included. 

Page 34 Section B includes information on patients who choose to submit a claim, 
but it does not provide advice for GPs on how to guide patients in making 
this decision. 
1. This is a common area of challenge for GPs as patients often ask the 

GP for their opinion 
2. The guideline could direct GPs to some other approaches to assist

(e.g. structure problem solving) 

The decision to submit a claim is complex and dependent 
on each patient and their situation, including their legal 
context. This guideline is developed to provide GPs with 
the clinical knowledge that they require in order to assist a 
patient to recovery. For some patients, this will include 
submitting a claim for worker’s compensation while for 
others this will not.  We have, in addition, included links to 
relevant jurisdictional information to assist GPs with 
understanding the jurisdictional factors that are likely to 
influence the claims process for their patients. 

Page 35 There should be a greater emphasis on the role of GPs as advocates for 
their patients in the case of work-placed injury 

This is emphasised within. In particular, we emphasise the 
role of the GP as the coordinator of care and to ensure that 
all care and communications are in the patient’s interest. 

1. ‘Is it a mental health condition?’ – This only provides tools for some 

common conditions  and neglects advice on when to use (the more 

common) ‘acute stress reaction’ and ‘adjustment disorder’. 

Additionally, it downplays the need to do a full assessment 

1. Advice regarding the assessment of Adjustment disorder 
has been included. We have also emphasised the 
importance of using any tools alongside a comprehensive 
clinical assessment. 
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No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

2. ‘Is this patient developing a comorbid mental health condition?’ – This 
is section is confusing as it seems to be discussing patients who 
already have a work-related injury and may be at risk of developing a 
secondary mental health condition. This is a parallel but somewhat 
different issue to developing a work-related mental health condition 
de novo. 

a. We suggest this section could be divided into patient-related versus 
work-related factors; this comes up later in ‘Why is the patient not 

getting better?’, but needs to be addressed  much earlier. 

b. It may be more helpful if the flowchart asked ‘Is this a primary or 
secondary mental health condition?’ 

c. The key question, ‘How to make a decision to attribute the mental 
health symptoms to work’, is without advice and needs to be 
examined and explored 

2a. Amended. 

2b. Patients may develop a mental health condition 
following a primary physical injury (e.g. an injury that takes 
a long time to recover) or a mental health condition may 
arise along with a physical injury (e.g. PTSD that arises 
from the same incident that causes a physical injury). 
We have amended the heading to incorporate both 
secondary and comorbid mental health conditions.  
2c. The consensus statements for this clinical question have 
been expanded to better provide GPs with advice to what 
they can do.  

The key question, ‘Is this workplace safe for my patient?’, does not provide 
sufficient guidance. A focus on ‘patient’ versus ‘work environment’ factors 
would make this a more useful decision aid. 

We have amended the factors to fall within patient versus 
workplace factors.  

1. We recognise that treating patients with work-related mental health
conditions is complex and often requires prolonged consultation 
times. 

2. The RACGP understands the difficulties in forming this guideline; we 
recognise this may in part be a consequence of the scarcity of 
available evidence. The practical implications of the 
recommendations and consensus statements make it difficult for GPs 
to make any pragmatic change to the diagnosis and management of 
patients with work-related mental health conditions. 

3. The guideline could benefit from the inclusion of recommendations 
and consensus statements on what GPs need to do differently when a
patient presents with work-related mental health conditions. 

1. The practical utility of recommendations and 
consensus statements has been improved. 

2. As the coordinator of care, we recommend that a GP 
reviews diagnostic and treatment strategies to ensure 
that these are appropriate for the patient. 

3. We have included additional consensus-based 
recommendations and practice points to assist a GP
with diagnosing and managing mental health 
conditions where work factors have caused or 
exacerbated the condition. 
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No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

4. It would also be useful to have the guideline’s recommendations and 
consensus statements presented clearly and concisely at the start of 
the publication. We suggest a format where the key questions are 
supported by tables, such as the one presented on page 28. While the 
inclusion of the flowchart is helpful, further clarity is required to assist 
GPs in guiding them to make clinical decisions. 

5. We also suggest avoiding the use of terms such as ‘should’, especially
in cases where the evidence is weak. 

6. The guideline does not currently provide GPs with any practical and 
clinical information on how to delineate work-related mental health 
conditions from general mental health conditions. Despite the lack of
evidence, it would be beneficial to GPs if the guideline could include 
factors (i.e. red flags) that might indicate a mental health condition is 
work-related. 

4. The Executive Summary includes a summary of 
recommendations, consensus statements and practice 
points which includes corresponding page numbers 
linked to the appropriate chapter. 

5. Stronger words such as “should” have been used 
where the evidence is weak but the GDG felt that the 
advice is important. 

6. Factors that indicate work-related mental health 
versus non-work-related mental health conditions are 
described within.

Management sections This section includes factors to consider why a patient is not getting 
better, and then how to treat the underlying condition which only provides 
advice about depression. 
1. Advice specifically related to work-related injury would be useful,

even with a lack of evidence. For example: 
a. Make sure you have optimised treatment for the underlying

mental health condition  (as per usual treatment protocols) 

b. Discuss with the patient about their own and work-related 

factors that might be affecting progress 

c. Seek independent remediation (or case management, or 

whatever is likely to be best)  to negotiate the changes that 

need to be done to achieve safe return to work. 

2. The information on post-traumatic stress disorder (PTSD), while 
interesting, is possibly out of the realm of the work most GPs do. 
Instead, guidance on when to refer for trauma- focussed PTSD 
treatment, or what GPs can do to assist in cases where such therapy is 

not available or refused, should be provided 

3. There should be greater emphasis on the advice for GPs:

1a-b. A new consensus statement describes the importance 
of optimising treatment and investigating work- and non-
work-related factors.  

c. Where a GP us not in a position to manage work-related 
stressors or where a patient does not consent for the GP to 
communicate with the workplace, we have suggested GPs 
could seek independent remediation. 
2. The Guideline Development Group agreed that it may be 
out of a GPs scope to provide trauma-focussed services; 
however, they can provide direction of the treatment plan. 

3. Care should always be patient-centred, including
selecting appropriate and acceptable treatment 
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No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

a. When a patient refuses to follow a treatment plan that 

relate to their eligibility for  worker’s compensation 

b. If a patient does not consent to communication with the 

workplace 

approaches and developing a therapeutic alliance with the 
patient will assist a GP in addressing issues such as this. The 
guideline also includes advice on refer patients to a 
psychologist, where required.  

Background The recommendations and consensus statements provided does not seem 
to help GPs overcome some of the barriers that were previously identified 

We have enhanced the practical utility of the 
recommendations, consensus-based recommendations 
and practice points. Strategies have been highlighted.   

Acute stress and 
adjustment disorder 

The general advice requires clarity on how GPs can intervene early. For 
example, do patients who present with an acute stress reaction do better if 
they return to work more quickly? Under what circumstances is it safe to 
do so? 

It was agreed, for practical utility, consensus statements be 
included to direct GPs in the diagnosis of adjustment 
disorder (AD).  

In addition, advice is provided within the chapter “Can the 
patient work?” to assist a GP to determine if a person has 
capacity to work and if returning to the workplace is likely 
to be safe for the patient.  We included also referral 
pathways to other allied health clinicians who can assist a 
GP in making this assessment. 

Clinical questions This section is useful, but is not clearly answered when one reads the 
flowchart or key recommendations and consensus statements  

1. Despite a lack of evidence, GPs need more expert advice on 
these specific questions if the guide is to be of interest to general 

practice 

2. A review of questions 4 and 5 seem to be the most important, 

but these are not clearly outlined in the flowchart or summary

We have reviewed the practical utility of the guideline 
recommendations and provided consensus-based 
recommendations and practice points to enhance GPs 
understanding of strategies they can employ in addressing 
each of the clinical questions. The evidence has been 
highlighted and the strength of recommendations 
indicated throughout.  

Page 46 Clarity is required on the definition of ‘collaborative care’, especially given 
some of the studies suggest multidisciplinary care might not work. 
Additionally, some of the types of intervention may get patients back to 
work quicker, but might not help them feel better. 

We have provided greater detail in our definition of 
collaborative care and discussed the health benefits of 
good work where it is safe and appropriate.  
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No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

1 Individual General 
Practitioner 

Please provide 
feedback on the 
Executive Summary.  

The context of the legal system of Australia that exacerbates mental 
health claims requires inclusion. The adversarial nature of and likely added 
psychological distress of the system of worker's rehabilitation is something 
I always describe to patients. Making recommendations in the context of 
this reality needs highlighting.  

We intend for the guideline in its entirety to equip GPs to 
provide considered advice to patient with this regard.  This 
clinical guideline is developed to provide clinical assistance 
to GPs. Whilst GPs frequently provide advice to patients 
with regards the claims process, this advice is based on a 
range of factors that are specific to each patient and their 
context, as well as the compensation process in a particular 
jurisdiction and the expertise and knowledge of the 
patient’s GP.   

We acknowledge that submitting a claim is associated with 
adverse patient outcomes however, these outcomes are 
dependent on the patient, their clinical situation, their 
context, the quality of communications between a GP and 
other health professionals and the compensation system 
itself. These factors are highlighted within the guideline. 

Is the structure of the 
draft Guideline logical 
and easy to navigate? If 
not, how could this be 
improved? 

An emphasis on the primacy of clinical judgement should be highlighted in 
all aspects of the document.  

The importance of clinical judgement is highlighted.   

Do you agree with the 
recommendations 
and/or consensus 
statements in the 
Guideline? 

Adding the adversarial nature of the legal context of workers 
compensation and subsequent effects recommended. 

As above. 

2 Individual Clinical 
Associate 
Professor 
Leena Gupta, 
Guideline 
Methodologist  

Aside from being on the 
NHMRC website, how 
else do you suggest this 
Guideline be accessed? 

PHNs We will request inclusion of a link to the guideline on 
primary and secondary target audience websites including 
iCare, AMA, and Safe Work Australia, PHNs, GPs, OH&S 
and rehabilitation professional groups, industry (trades 
unions, and labour councils), rural and remote GP bodies, 
superannuation insurers and workers compensation bodies. 

Assessment and 
diagnosis: Are there any 
individuals or groups 
who are likely to be 

Literature search should assist in identifying this and search strategy 
should consider and document potentially differential outcomes. This is 
something that the guideline developers need to consider. 

A broad strategy was applied in order to capture available 
data.  
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No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

worse-off as a result of 
these 
recommendations? 

Please provide any 
other feedback about 
the Executive Summary 

Suggest you have practice points Practice points have been included.  

Are the 
recommendations in 
this guideline 
appropriate for 
Aboriginal and Torres 
Strait Islander 
individuals? 

It would not be possible to answer this if there has not been a literature 
search to look for specific literature, and consultation with Aboriginal 
persons at a minimum. It would seem particularly important for a guideline 
such as this.  If there are gaps in the literature, these should be specified. 
What are the recommendations for future research and unanswered 
questions. 

A broad search strategy was applied in order to capture this 
data. In addition, a targeted consultation with Aboriginal 
and Torres Strait Islander organisations and peak bodies 
was conducted. The dearth of evidence has been 
highlighted in a new chapter titled “Future Research”.  

Please provide any 
other feedback about 
the Methodology 

1. Given that this is guideline regarding mental health issues, and the 
social circumstances and environmental factors have an impact (as 
stated) on outcomes, co-morbidities the search strategy should 
include searches for evidence stratified by factors such as the 
“PROGRESS” factors (Cochrane). If evidence does not exist, the gaps 
should be identified.

2. There does not seem to be any specific search strategy which relates 
to specific groups such as CALD or ATSI populations, and these are 
not discussed, nor are persons with physical disabilities, or other 
groups which might theoretically have poorer outcomes. Other 
methodologists might be better placed to comment on the 
completeness of the search strategy and grading of the evidence. 

3. Consumer consultation seems to be only through one consumer 
representative on guideline group.

4. Should ideally be more extensive and be inclusive of those from 
disadvantaged groups.

5. Conflict of interest section poorly described and COI’s are not 
published not are details of how they are managed.                                            

1. A broad search strategy was applied in order to
capture this data. 

2-4. A broad search strategy was applied in order to
capture this data. In addition, a targeted consultation 
was undertaken with organisations and peak bodies 
that represent health consumers, culturally and 
linguistically diverse communities, and specifically 
Aboriginal and Torres Strait Islander communities was 
conducted. The dearth of evidence has been 
highlighted in a new chapter titled “Future Research”. 
Consensus statements and practice points have been 
added to the guideline where appropriate.  

5. Descriptions of Conflicts of Interest have been 
incorporated. Where COI was identified in a meeting, 
members stepped out of the room for the duration of
the meeting. 

Management: Are there 
any individuals or 
groups who are likely to 

As per above. Literature review needs to consider whether the guideline 
recommendations are likely to have differential impacts due to: 

A broad search strategy was applied in order to capture this 
data. 
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No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

be worse-off as a result 
of these 
recommendations? 

socioeconomic factors, race, gender, sexual orientation, disability etc. 
How are these impacts to be mitigated? 

4.  Individual Andrew 
Nielsen, 
Psychiatrist 

Assessment and 
diagnosis: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

The section is filled with material that should be in the introduction or the 
methodology section! It does not provide any information about what to 
actually do! 

Addressed within.  

Please provide any 
other feedback about 
the Executive Summary 
here: 

1. There should have been line numbers or paragraph numbers.
2. The first paragraph is a waste of space, the second also.

Both addressed within.  

Please provide your 
feedback about the 
Flow chart  

1. Remove the contents of the top blue box and replace them with a
disclaimer about not replacing clinical judgement. 

2. Replace "Is it a mental health condition?" contents with the following:
Consider using questionnaires to rule out mental health conditions. 
PHQ-9 for depression, and etc. 

3. It is not possible to make an accurate diagnosis of anything using a 
form. A form will not distinguish between hypothyroidism and major 
depression. A generalised anxiety form will not exclude PTSD. 

4. "Undertake a comprehensive clinical assessment" Really? There is no
information in this box. 

5. Re "How can I ensure that the patient understands and acknowledges 
the diagnosis?" Saying "understands" and "acknowledges" the 

1. The importance of clinical judgement is highlighted.

2. The recommendation is presented according to the 
research evidence-base and thus cannot be changed.

3. The importance of clinical judgement is highlighted.

4. Details regarding a comprehensive clinical assessment 
have been extrapolated in the background, including: 

• Description of multidisciplinary approach to 
determine if a mental health condition has arisen
due to work factors 

• A definition of work is provided

• A description of the processes used by 
compensation agencies when determining
causality is provided 

• A list of work factors that can contribute to a
mental health condition is included 
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No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

diagnosis is a waste of space and corporate speak. In fact, there is no 
guarantee that you will be able to ensure the patient understands the 
diagnosis. You need to meet the patient where they are, sense out 
resistance to the information, provide education, and inform the 
patient about limits of confidentiality.  

6. "Patient-centred recovery approach" is not defined. But thinking that 
you can ensure that the patient understands and acknowledges the 
diagnosis is not consistent with a patient-centred approach. 

7. Put the location of the forms on the flow chart.
8. Put a location on the chart where all the forms can be downloaded as 

one big PDF. 
9. There is no point saying to refer to high-quality clinical guidelines.

Give the names and locations of such guidelines. 
10. Work-directed CBT should be broken down. I am not sure if there is 

even such a thing. Does WD-CBT include, in the event that someone 
is being bullied: staying polite, keeping a date-stamped diary and 
getting powerful friends? 

11. Being overweight is not a health behaviour or attitude any more than
chronic pain or work stress are. 

12. Talk about beliefs. Not beliefs and attitudes.
13. Talk about bullying. Not bullying and harassment.
14. The belief that one should not return to work until one is better is an

important belief. 
15. The belief that if I get physical pain on RTW, then I have exacerbated 

my injury is an important belief. 
16. The cycle of over work then too much pain is a common behaviour.
17. The DDx for not improving is too motherhood and not specific

enough. 
18. The workplace might not be co-operative with RTW. That is not poor 

communication. That is a problem. 
19. Compensable injuries have a worse prognosis.
20. Seeking justice and using the injury as a way of demonstrating to the 

world that the employer was bad are specific enough to put on the 
list. 

21. "assist to address them" Really?

5-6. The importance of using a patient-centred approach is 
highlighted throughout the guideline. Indictors have 
been included.  

7-8. Hyperlinks are included.

9. Hyperlinks to clinical guidelines are included.

10. Detail has been provided.

11-13.  Overweight and underweight are now listed under 
medical factors. Other factors are described as 
they are discussed in the literature.   

14-16.   New consensus statements regarding the health
benefits of safe work and work as recovery, and 
GP review of the treatment plan is included.  

17. A range of factors have been included, and advice 
provided on how a GP can address these. 
18. Noted 

19. Noted 
20. The importance of clinical judgement is highlighted.
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No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

22. "A collaborative approach... CBT as an adjunct to medication" Well, 
nothing here is specific enough to provide information. Medication as 
an adjunct to CBT would be better, because you already 
recommended CBT. 

23. You need to overhaul your view of substance use disorders and 
trauma therapy. For example, if someone is experiencing intrusive 
memories anyway, you might as well tell them about viewing the 
memory in a different colour and running the memory forward and 
backwards in their mind until they lose concentration. They are 
experiencing the intrusive memory anyway, so they might as well 
have a way of dealing with it. Likewise, they can use grounding 
techniques. 

21. Noted 
22. The recommendation is constructed in accordance with
the evidence. 

23. The GDG agreed that the consensus statement for 
substance use disorders and trauma therapy doesn’t reflect 
actual clinical practice. This is moved into the background 
text. 

Please feel free to make 
any additional 
comments 

The document does not tell people what to actually do. It provides a 
commentary about what someone might actually do. If you were a 
clinician and were about to see someone with a work-related condition, 
would you be able to read this document and see what to *actually* do? 

We have expanded the current consensus statements to 
better detail what GPs should do when met with a patient 
with a work-related mental health condition. This included 
defining what a comprehensive clinical assessment 
encompasses with consideration to the work context: 

• GP knowledge of the workplace is important to make 
a decision. 

• A GP needs to take into account temporal 
relationships between the occurrence of problems, 
and knowledge of the workplace, pressures, events or 
changes at work 

• If a GP is unable to manage this, they should refer to a
trained rehabilitation counsellor, or psychiatrist etc. 

N/A I have some follow up thoughts about the guidelines. I mentioned that 
they are a commentary rather than guidelines about what someone might 
actually do. There are a number of ways that that could be fixed. The first 
is to provide links so that someone reading the guideline could go to where 
to get more information.  
1.  Tell the reader that the scales are at the end of the guideline.
2. Provide the reader with a list of treatment guidelines.

3. Provide actual pears about management of work-related conditions.
They include the following: 

1-2. Links to resources and tools included throughout 
guideline, and appendices are labelled within the guideline 
text. 
3. Addressed within. Advice is provided with regards to 

identifying slow recovery and addressing this, setting
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No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

a. Information about treating chronic pain before it becomes 
chronic, 

b. Information about maladaptive pain beliefs,
c. Make sure the worker has an up to date and realistic guidance 

about work limitations and restrictions, 
d. ensure that the insurer/employer is able to provide a graduated 

return to work with the employer or a host 
e. deal with maladaptive RTW beliefs such as needing to be 

completely well before returning to work 
f. if bullied be polite, keep a date-stamped diary, get powerful 

friends 
g. address that compensable injuries have worse outcomes than 

non-compensable injuries (the College of Physicians put out an
excellent thing about this about 10 or 20 years ago). 

4. The guidelines say not to use trauma-focused CBT until substance use 
is taken care of. I do not expect that GP will be doing the trauma-
focused CBT unless their level of knowledge is beyond that of the 
Guidelines. The guidelines hint that the GP should not refer the 
patient to a psychologist until their substance use is under control. In 
fact, if the patient is referred to a psychologist, then the psychologist 
should assess for substance abuse and provide CBT for the whole 
person, not just their PTSD symptoms. So, that bit of the guideline is 
directed at psychologists rather than the GP. 

patient expectations, communicating with the 
workplace, accurate recording etc. 

4. The consensus statement is re-worded to support GPs 
using an integrated approach. A new consensus 
statement is included to direct GPs to high-quality 
guidelines for the management of substance misuse 
and addictive disorders. In all aspects of care, it is 
important that the GP maintains a coordination role, 
including ensuring that treatment plans meet the 
needs of the patient. 

Management: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

The section "Is this a mental health condition" is filled with material that 
should be in the introduction or the methodology section! It does not 
provide any information about what to actually do! 

Addressed within.  

5. Individual Carer or family 
member of an 
individual with 
a diagnosis of 
a work-related 
mental health 

Aside from being on the 
NHMRC website, how 
else do you suggest this 
Guideline be accessed? 

The fewer the better. There is already so many different sites out there Noted 
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condition 
AND retired 
medical 
practitioner 

Assessment and 
diagnosis: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

The advantage a GP has with patients is that there can be opportunities to 
visit the patient's home. This can provide useful detail of the espoused 
history and details given by the patient vs the reality; no food in the fridge, 
messy rooms or immaculate kept house without outside helped 
incongruous with patients stated lack of function. Similarly, being able to 
observe the workplace, the boss, other workers perhaps as a not formally 
written down but approved by the top hierarchy of the work organisation 
(assuming they are not part of the perceived problem). How is any GP at a 
distance supposed to fully assess the situation with his/her patient without 
this type of direct observational input? I have always encouraged 
employees to keep records of all or any situations at work where they feel 
threatened, disrespected or coerced. This includes keeping copies of 
emails, paperwork and (if legal) recording conversations, even if these are 
during a minuted meeting (I have seen the look in the faces of patients 
who have a very different recollection of how a meeting proceeded, what 
was discussed etc.). Agreement before hand to audiotape meetings 
between employee and workplace, with immediate handover for the 
meeting recording to each party, may seem excessive BUT the problem 
with minuted meetings is that the chairperson is at liberty to alter the 
minutes before release by omissions, additions etc. The employee is put at 
GREAT disadvantage but such minutes. It is a very similar argument that is 
used for medical records, if it is not written down, it did not happen. Unless 
the patient in such a scenario can read the record (and is well enough to do 
so, or a chosen representative is appointed to do so) the writer can record 
the entry with their own, biased version of events. I have seen this happen. 
To deny that it is does not happen and to the detriment of the patient is 
naive. Given that the patient is or becomes mentally unwell the question of 
how capable they are of making decisions, taking action is extremely 
important.  

You may note that the APHRA Code for Good Medical Practice mentions 
the requisites for consent, BUT there is no Code of Practice that I have 
found in Medical Boards, under or post graduate studies, State Laws (even 

The role of the GP has been described, with emphasis on 
the GPs as the coordinator of a patient’s care and ensuring 
patient-centred care. Advice is provided for referral to 
rehabilitation counsellors or return to work coordinators to 
aid GPs who do not feel experienced to assess work 
capacity and the work-environment.   

Furthermore, advice is provided to enhance patient-
centeredness, understanding, accuracy and reduce the risk 
of harm to the patient caused by misinterpretation or 
inaccurate attribution.  

The importance of a therapeutic alliance is emphasised 
throughout. This includes a GP using clinical judgement to 
assess a patient’s capacity to provide consent and open 
discussion between the GP and their patient about patient 
concerns (e.g. with regards to sharing information with an 
employer and others).  

Advice has been provided about communicating with the 
workplace including the emphasis that communications 
should be factual and should be recorded. 
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if called for in a court case under the Consent to Medical Treatment and 
Palliative Care South Australia or in ACT where the Mental Health Act 
requires such a code as a notifiable instrument) for assessment of a 
patient's requisite capacity to give Consent. Requisite capacity I believe is a 
relevant and helpful, British legal term. So how can the actions of a person 
with work-related mental illness be blamed by work management if 
incapacity might apply? And how could such incapacity be assessed after 
the event? Extreme threat, fear could also cause reduced decision-making 
capacity and make coercion by the perpetrator(s) easier, again putting into 
question the patient's consent. 

Assessment and 
diagnosis: Are there any 
individuals or groups 
who are likely to be 
worse-off as a result of 
these 
recommendations? 

Whatever the research might say, fitness to return to work is relevant to 
the female employees where there has been psycho-sexual issue between 
that employee and their boss. I wonder how well the grooming, sexual 
harassment, power games etc. which are usually (but not always) between 
male boss and female employee, have been researched given the sensitive 
nature of such situations? So, I question why it is the male who receives 
attention in your list and not all genders? 

Being ‘male’ is removed as a factor.  

Please provide any 
other feedback about 
the Assessment and 
Diagnosis Sections 
here: 

Perhaps patients have to have advocates with them at each meeting and 
to have meeting postponed if deemed lacking the requisite capacity to 
make decisions. If the alleged perpetrator is present at meetings this will 
affected the usefulness of meetings. Also, there needs to be strict 
adherence to a policy where the patient (and advocate) states as to what, 
if any parts, of the meeting or of initial and subsequent written or audio 
reports of the patient are made available to the perpetrator(s). I have seen 
where the perpetrators have taken the information and allegedly twisted it 
to absolve themselves from any wrong-doing. Equally, the alleged 
perpetrator must have the right to report his/her 'side' of the story and 
provide evidence. 

We have highlighted the importance of the following in GP 
communication with the workplace: 

• Stick to actual facts 

• Focus on workplace and worker’s needs

• Communicate hazards with workplace early on

• Include patient in decision-making and 
communication with workplace (if they consent to)

• Engage patient advocate, where appropriate 

Is the structure and 
layout of the draft 
Guideline logical and 
easy to navigate? If not, 
how could this be 
improved? 

Bigger printing. Too cramped. Amended 



Public Consultation Submission Summary 18

No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

Are the 
recommendations in 
this Guideline 
appropriate for 
Aboriginal and Torres 
Strait Islander 
individuals? 

You may be a member of their cultural circle as a representative. There 
may be cultural sensitivities to observe such as about family hierarchies 
and death. 

Cultural considerations are highlighted.  

Please feel free to make 
any additional 
comments: 

Stressing the psycho-sexual and sexual abuse, power abuse (or seduction) 
angle I believe ii Australian States the task of providing a Code of Practice 
for Assessment of Decision-Making Capacity in patient’s best rests with 
the Chief Psychiatrist (similar title), to cover Mental Health Acts and be 
accepted for other ACTS. It would be a great idea if APHRA could co-
ordinate these to arrive at a Code which is Australia-wide I believe that all 
patients (within the medical capacity to do so, or otherwise written by a 
legal patient representative) should have the right, ideally 
contemporaneously or soon after, to write in their medical record. That 
any submissions in say a written or oral form are incorporated, and that 
they have the right to see what is written and have permission to discuss 
the contents, accuracy etc. of their record with the health provider writing, 
entering information by whatever means into their record. Inaccuracies in 
records, caused by sloppy, unchecked or uncorrected recording can lead to 
misunderstandings, loss of reputation, health and life of patients. I 
appreciate a health professional may decline the patient's request under 
FOI etc. BUT there needs to be penalties for health professionals who do 
this to protect themselves or another professional or the 'system' rather 
than the patient. 

Noted for consideration and future action. 

Management: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

If the workplace is deemed toxic, the patient is usually the one that is 
moved. This is inherently unfair if the patient has particular skills and built 
up a career, which is likely to be affected by transfer or redeployment. 
Even if it is a proven 'toxic' boss and there have been other complaints 
against the boss, that boss has been exonerated and left to continue their 
damaging regime (and in some cases, this alleged to be due to political 
'friends). I have heard situations where the new 'boss' has been briefed by 
one or more of the toxic team and then patient is put under suspicion, and 
has less chance of adapting to the new work environment. 

There is concurrent Australian and international work that 
aspires to improve work-contexts to assist workers return 
to safe work. 
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Please provide any 
other feedback about 
the Management 
Section here: 

The upper work management can be seen as responsible but have to 
somehow set themselves apart from any collegial affiliations with their 
staff. They will tend to see and know their managers etc. far more than 
their staff, have budgetary matters to consider and may be less open to 
innovative solutions. They are also subject to pressure from above (e.g. 
heads of Department, representatives of the Minister's Office, bosses in 
another State). I have also seen medical certificates stating that the 
patient is unfit to work in a current work environment and for it being 
ESSENTIAL that they work in a specified environment be disregarded. In 
one instance a patient was told and threatened to continue working on a 
computer and filing heavy files whilst it took 6 months for a GOVT 
Department to approve her to train on dictation software so as to ease her 
anxiety, depression and to rest her injured hand and arms. 

Thank you for these very relevant examples. There is 
concurrent Australian and international work that aspires 
to improve work-contexts to assist workers return to safe 
work. 

3 Organisation Employer 
organisation 

Please provide your 
feedback about the 
Flow chart  

1. “What is appropriate communication with a patient’s workplace”? -
Nothing in there about written recommendations post 
communications with their patient that outlines workplace 
adjustments or considerations that might need to be made. 

2. Is there any tool that should be used to assess and diagnose 
Adjustment Disorder given there are tools for the other conditions; 
anxiety, depression, PTSD/Acute stress, alcoholism etc.? i.e. DIAD. 
"How can the condition be managed effectively to improve personal 
recovery or return to work”? 

3. Treatment recommendations would be based on the degree of 
functional impairment both personally and occupationally – this is not 
mentioned. Hence treatment engagement by the patient i.e.: 
psychiatrist, Psychologist or medication (not specified) would be 
assessed on this level of functional impairment. It would be assumed 
that the above has been commenced or engaged in prior to assessing 
why a condition is not improving as expected, but would be included 
in these considerations i.e.: quality of rehab services but also quality 
of clinical treatment deliver, communications and understanding of 
this treatment by the GP – are they communicating with any 
additional referred providers to understand treatment but also the 
worker’s compliance with that treatment – I assume this would fit 
under both your Medical Factors but also Health Behaviours and 
Attitudes. "Employment / workplace factors” - are they participating 

1. Benefit of written information is highlighted.

2. A new consensus statement for Adjustment disorder is 
included to address clinical question 1. 

3. A new consensus statement is included to consider 
adherence to a treatment plan. 
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in occupational rehabilitation support as offered by their employer – 
should they? If they are – is this failing – and hence contributing to 
decline in mental health?  Being mindful about what the patient 
“wants” from the workplace, as opposed to what the patient has a 
mental health capacity to engage in.  

4. What is appropriate communication with the patient’s workplace?
Would there be a reason, written communication is not included? 
Workplaces generally are guided by anything written as it can’t be 
misinterpreted and has to be specific. 

5. Is the patient ready to RTW? “b – Work related factors including” –
you’ve noted “Size of the workplace” twice

6. It’s also worth considering whether the workplace has engaged their 
Rehabilitation or Health and Safety team to help support a 
coordinated return to work effort and any prior efforts that have been
unsuccessful and why. 

7. We also find that it’s important that the GP has a clear understanding 
of the duties the employee is engaging in – the psychological 
demands but also the practical demands of the role. On most 
occasions employees are not disclosing or explaining this and it’s hard 
for practitioners to be able to comment on alternate duties, 
suitability, capacity or modifications without this understanding this. 

4. Benefit of written information is highlighted.

5. Amended 

6. As there was no evidence to support the inclusion of 
the suggested factor ‘engagement with Rehabilitation
or Health and Safety Team’ as a contributing factor to 
delayed return to work efforts, the GDG agreed to 
keep the recommendation unchanged. 

7. Advice provided for GPs to use patient-centred care 
and referring the patient, where appropriate. 

Is the structure and 
layout of the draft 
Guideline logical and 
easy to navigate? If not, 
how could this be 
improved? 

There is a lot of research noted but what I noticed is the majority of it 
noted no significance or no support of a particular theory or method and 
the instead noted the need for more research in this area. I felt like I had to 
'sift' through the data that had no impact on how GP's would function - to 
find the strategies that actually were recommended - which would be 
most relevant to them given it's a guideline of recommendations. 

Strategies are highlighted. Evidence is now presented 
separately from the discussion.  

Do you agree with the 
recommendations 
and/or consensus 
statements in the 
Guideline? 

Somewhat, I think that whilst there is some research that does not 
support, or in the majority of cases are inconclusive on supporting a 
particular support strategy, that some of these strategies are worthwhile. 

Noted.  

Please feel free to make 
any additional 
comments: 

Generally speaking - I think given research data has been collated in 
relation to therapeutic methods and compensable scheme findings - it 
might be useful to explore and include data from rehabilitation providers 

Noted. 
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who work with GP's and employee treatment providers in order to 
facilitate return to work. Their data would be specific to what gains can be 
achieved from these alliances and working relationships, what barriers 
they notice from health practitioners, how these barriers tend to be 
overcome, how successful outcomes are achieved (wellbeing and RTW). 

Are the clinical 
questions presented 
clear and relevant? 

Mostly Noted.  

Please provide any 
other feedback about 
the Introduction here: 

“Introduction” – not sure why “racism” was specifically called out – we 
would think that any form of discrimination in the workplace would have a 
negative impact on someone’s wellbeing. 

Revised within. 

Please provide any 
other feedback about 
the Management 
Section here: 

“Review Q4 – in patients with a mental health condition, what GP 
strategies result in the highest level of personal recovery and or return to 
work?” - Is there no data to suggest engagement of therapy, medication 
and specialists i.e.: psychiatrist, all may yield an improved mental well-
being? Or alternately the promotion of exercise, healthy eating, good 
sleep hygiene etc. to enable increased functioning and stabilisation of 
some MH symptoms? Consideration that some engagement in the 
workplace would be beneficial for recovery – that long-term workplace 
absence tends to exacerbate a condition and reduce the % likelihood of a 
person returning to work – there is much research to support consideration 
of finding something an employee CAN do to remain engaged in the 
workplace to promote recovery and wellbeing as part of a holistic recovery 
plan.   

“Why isn’t the patient’s condition improving as expected?” – p 52 - Regular 
reviews are definitely an opportunity to review progress in a patient’s well-
being but also an opportunity to influence increased consideration of RTW 
options and considerations the more a patient improves in their wellbeing 
– not having a 100% wellness expectation before return to work can be 
considered. 

A new consensus statement regarding the health benefits 
of safe work and work as recovery is included. 

A new consensus statement regarding GP investigation of 
continuing work-related and non-work-related stressors, 
and review of diagnosis and treatment plan has been 
included.  

6. Organisation Australasian 
Faculty of 
Occupational 
and 
Environmental 

Assessment and 
diagnosis: Are the 
recommendations 
and/or discussion likely 
to be useful and 

We are concerned that some of the recommendations in the guideline may 
not be useful and achievable in clinical practice. While it is well within the 
clinical competence of GPs to make a clinical diagnosis, especially with the 
aid of the instruments identified, it is neither within the statutory 

It is necessary for the GP to form an opinion about whether 
mental health condition has arisen as a result of work 
factors as this information will guide treatment planning.  
We have clarified that it is the role of the Compensation 



Public Consultation Submission Summary 22

No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

Medicine 
(AFOEM) of 
The Royal 
Australasian 
College of 
Physicians 
(RACP) 

achievable in clinical 
practice? Why/Why 
not? 

responsibility nor within the clinical competence of most GPs to attribute 
causation. 

In all medicolegal jurisdictions across Australia, it is a statutory 
responsibility of insurance agencies to determine if a mental health 
condition is work-related: it is not a decision within the scope of practice of 
a GP. This is evident when considering the number of psychological injury 
lodgements and intimations that do not proceed to a claim decision (and 
not including “cancelled intimations”). 

The BEACH study of general practice identified that all work-related 
injuries constitute less than 5% of the case load of general practice, and 
mental health related injuries are a subset of this limited case load. 
Consequently, most GPs will not have the case exposure to maintain 
competency even if they have been trained to undertake such 
assessments. Thus, this appears an unrealistic recommendation as it is 
currently contextualised. 

Scheme to make any definitive decisions about whether a 
claim is accepted or not.  

The role of the GP is kept as it is defined in the guideline 
with any emphasis to determining work-relatedness 
removed.  

Web links are provided to direct GPs to information 
relevant for their jurisdiction.  

Assessment and 
diagnosis: Are there any 
individuals or groups 
who are likely to be 
worse-off as a result of 
these 
recommendations? 

We do believe some patients are likely to be worse off as a result of the 
guidelines’ recommendations. One of our Fellows, Dr Graeme Edwards 
(2016),5 analysed the data from Queensland between 2009 through to 
20156 and showed that the number of withdrawn and rejected 
psychological claims represented over 70% of all psychological injury 
lodgements and intimations. We are not aware of similar analyses in other 
jurisdictions and it would be valuable to see if similar circumstances exist 
across the various jurisdictions in Australia. 

Most cases start as medically certified work-related mental health 
conditions. Effectively, when considering lodgement and intimation data 
for workers’ compensation, Edwards (2016) showed that for each claim 
accepted as work-related, there are at least two people whose claims were 
initially thought to be attributed to a work-related mental health problem 
that do not proceed as an accepted work- related mental health disorder. 
These are either claims withdrawn or rejected after investigation. As these 
cases are not a statutory responsibility for insurers, they do not appear in 
the work-related injury statistics (except those few claims overturned by 
review processes). However, they remain a significant concern for the GPs 
who still need to manage them. 

Included is a paragraph detailing the importance of clinical 
accuracy.  
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This constitutes evidence of the difficulties facing GPs when forming 
opinions regarding the work-relatedness of a claim. 
The adverse consequences for the patient if they are inappropriately 
labelled as having a work-related mental health disorder can be 
catastrophic. It is directly harmful for the individual as it adversely, and not 
uncommonly permanently, affects the employer/employee relationship. 
This is detrimental for all involved. Even when there is a good outcome 
after redressing the inappropriate label, it is at the expense of a protracted 
and usually difficult clinical course. 

To our knowledge, the research to quantify the degree of harm caused by 
inappropriate labelling of mental health disorders as work-related, when 
they are not, has not yet been undertaken. We would urge that such 
research should be performed. 

Please provide any 
other feedback about 
the Assessment and 
Diagnosis Sections here 

There is no doubt that good work is good for the psychological wellbeing 
of workers. There is equally no doubt that some workplaces are 
psychologically harmful to some people. However, empirically, we believe 
the greatest value the guideline could offer the Australian working 
population is to reduce the potential harm caused by inappropriately 
attributing to work the cause of a mental health condition for an affected 
individual. 

We have provided revised advice that emphasises the 
importance of good work and working within a GP’s own 
capacity and capability, to avoid an inappropriate 
attribution of work as the cause of a mental health 
condition.  

Please provide your 
feedback about the 
Flow Chart here 

The flow chart is a useful summary/map of the key recommendations for 
general practitioners to use in practice. However, we have concerns 
regarding some of its content: 
The second box of the flow chart on p.5 with the heading “is the mental 
health condition work-related?” advises the general practitioner (GP) to 
‘undertake a comprehensive clinical assessment’. This appears unrealistic 
in the current context, and occupational and environmental physicians’ 
experience from working directly with GPs, workplace insurers, and 
employers confirms that the professional skills to undertake such an 
assessment are beyond the current scope, time resources, experience and 
routine practice of many GPs. 
The reasoning for this commentary is discussed further in the “Assessment 
and Diagnosis” section of this response. 

It appears that the proposed guideline assumes that GPs would know, as a 
matter of course, how to conduct a clinical assessment specifically for a 

Details regarding a comprehensive clinical assessment 
have been extrapolated in the background, including: 

• Description of multidisciplinary approach to 
determine if a mental health condition has arisen due 
to work factors 

• A definition of work is provided

• A description of the processes used by compensation
agencies when determining causality is provided 

• A list of work factors that can contribute to a mental 
health condition is included 

A new consensus statement regarding the health benefits 
of good work and work as recovery is included. We also 
include a description of a multidisciplinary approach to 
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workplace-related mental health condition. An option to address this issue 
would be to provide explicit guidance material concerning what a 
comprehensive clinical assessment might entail. See for example the Civil 
Aviation Safety Authority’s Comprehensive Assessment Guidelines for 
dealing with the assessment of a person found to be consuming alcohol or 
other drugs in a safety critical setting. 

More feasibly, the GP should refer his or her patient to the relevant agency 
who can resource an appropriate investigation, before concluding whether 
or not work was a significant contributor to his or her patient’s mental 
health condition. 

Whilst incomplete, the research to date supports “staying at work” and 
“early return to work” whenever possible where ‘good work’2 is available. 
The evidence suggests this leads to much better occupational outcomes 
than those following extended absence from work. However, this 
approach is predicated on effective communication between stakeholders 
and the existence of a supportive employer with the capacity to 
accommodate their worker. Assessment of workplace capacity is clearly 
beyond the scope of skills and experience of most GPs. We recognise GPs’ 
skills at diagnosing most mental health disorders, but would strongly 
caution against them moving into the area of causation. 

The box titled “what to do for a patient who is not improving?” on p. 6 
implies the use of a multidisciplinary approach as a last resort. Our view is 
that these cases need earlier recourse to a multidisciplinary team than the 
guideline indicates to optimise the outcome for the patient. We also 
recommend that referral to an occupational or rehabilitation physician, or 
a psychiatrist or psychologist with experience in occupational health be 
considered when confronted with a patient whose return to work is not 
progressing as well as expected. As outlined already, the evidence shows 
early return to work is associated with better outcomes. 
In addition, we suggest that other health professionals (particularly 
organisational and occupational psychologists), would be better placed to 
conduct some of the interventions outlined in the guideline. 

determine if a mental health condition has arisen due to 
work factors. 

The consensus statement is further amended to include a 
statement regarding the adoption of a patient-centred 
collaborative care approach. 

A description of referral options and collaborative care 
options are included in the background (including limited 
access for rural and remote GPs and CALD groups): 

• Accredited Exercise Physician

• Psychiatrist (6-months after referral to psychologist)

• Social Worker

• Counsellor

• Occupational Therapist 
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Please feel free to make 
any additional 
comments: 

Occupational Medicine is interested in all workers with mental health 
problems, not just those with a work-related (caused) condition. 
Extrapolating from the WORC Project7 data, around 1 in 30 workers have 
sufficient psychological symptoms that could meet the criteria of a 
diagnosable mental health disorder. Approximately 80% of these workers 
were either not being treated or appeared undertreated. 

As outlined in our response to questions 16 and 18, we would caution that, 
while it is well within the clinical competence of GPs to make a clinical 
diagnosis, especially with the aid of the instruments identified, it is neither 
within the statutory responsibility nor within the clinical competence of 
most GPs to decide about causation. We feel the greatest value the 
guideline could offer the Australian working population is to reduce the 
potential harm caused by inappropriately attributing to work the cause of 
a mental health condition for an affected individual. 

We also feel that the guideline would benefit from giving attention to 
preventing work-related mental health conditions in the first place. In 
addition to encouraging advocacy from GPs with regards to the health 
benefits of good work9, the guideline could also document a practicable 
approach that encompasses some initial ‘workplace mental health crisis 
management / first aid’, a key component of which is to prevent or 
materially limit the time away from their workplace, and early referral / 
coordination with the relevant mental health providers using a 
multidisciplinary team approach from when patients first present and 
before the severity of the disorder escalates into a clinical crisis. 

We commend Monash University’s Department of General Practice for the 
development of this comprehensive guideline to address work-related 
mental health conditions. 

The GDG agreed that part of the GP’s role in managing a 
condition includes considering if work factors have 
contributed to a condition, and if so seek to address these 
in the clinical management plan. For those patients who 
submit a workers’ compensation claim, the compensation 
scheme is responsible for deciding whether a claim is 
accepted or not.  

The role of the GP is kept as it is defined in the guideline 
with any emphasis to determining work-relatedness 
removed.  

Web links are provided to direct GPs to information 
relevant for their jurisdiction. 

We have also included a paragraph detailing the 
importance of clinical accuracy.  

A new consensus statement is included regarding GP 
referral to high-quality guidelines for the management of 
mental health conditions. Web-links to guidelines have also 
been included.  

Are the processes used 
to develop this 
Guideline clear? If not, 
can you identify any 
areas of concern or 
items that require 
greater clarification? 

AFOEM notes the considerable emphasis with respect to developing an 
evidence-based approach to the management of workplace-related 
mental health conditions by general practitioners and the robust 
methodology used by the Guideline Reference Group. 

We commend the Guideline Reference Group’s identification of specific 
areas for further research. 

A new chapter titled ‘Future Research’ is included.  
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The guideline demonstrates the paucity of published research regarding 
the value of occupational physicians and we would recommend including 
specific recognition concerning the provision of funding for well-designed 
studies to confirm or otherwise find what occupational physicians have 
learned empirically. 

Please provide any 
other feedback about 
the Methodology here: 

We have some concerns regarding the translation of the guideline into 
clinical practice. Our view is that the length of the guideline itself may 
prove a barrier for its applicability in practice, particularly given the very 
small number of patients with work-related mental health conditions 
individual GPs are likely to see on a regular basis. 

Layout revised.  

Please provide any 
other feedback about 
the Management 
Section here 

We have some concerns regarding the reason outlined for rejecting the 
Finnish article (Reference 138: Kinnunen-Amoroso M, Liira J. Work-related 
stress management between workplace and occupational health care. 
Work 2016;54(3):507-15). 
Some GPs in both Australian and New Zealand have very effective 
relationships with employers, evident by the GP membership of the 
Australian and New Zealand Society of Occupational Medicine (ANZSOM), 
as do many occupational physicians. Empirically our experience reflects 
the Finnish study as evidence as to what actually works. It is therefore 
strongly recommended that you reconsider the intrinsic value of this study 
in the Australian setting. While the number of suitably experienced 
Australian practitioners may be relatively small, it highlights to both GPs 
and insurers the benefits to be gained by a GP enlisting the support of an 
occupational physician in his or her patient’s care. 
This links in with our concerns expressed earlier, regarding the flow chart 
not including an option to refer to a specialist occupational physician when 
a patient’s condition and return to work are not progressing as expected. 
As previously mentioned, we recommend that referral to an occupational 
physician be an option GPs should consider when confronted with a 
patient whose return to work is not progressing as well as expected. The 
evidence shows early return to work is associated with better outcomes. 

The background has been revised to include the potential 
for referral to an occupational physician. This is addressed 
in the new consensus statement regarding collaborative 
care.  

Please provide your 
feedback about the 
References Section here 

The publication date for the reference to AFOEM’s Australasian consensus 
statement on the health benefits of good work [Reference #1 in the 
guideline] needs to be updated to 2017. The revised consensus statement 
is available online: https://www.racp.edu.au/docs/default-

Amended 
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source/advocacy- \library/afoem-realising-the-health-benefits-of-work-
consensus-statement.pdf?sfvrsn=14  

7. Organisation QBE Insurance Assessment and 
diagnosis: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

In "How can I ensure that the patient understands and acknowledges the 
diagnosis?" - (a) Patient concerns - this should include loss of employment 
and the compounding issue of isolation, having to be competitive in the 
labour market, motivation to seek work and financial insecurity 

The consensus statement has been expanded to include 
patient concerns such as potential for stigma or 
discrimination, loss of employment, isolation, and financial 

insecurity.   

Please provide your 
feedback about the 
Flow chart here: 

In the "Is the patient ready to return to work?" section, when considering 
work-related factors, the consequence of the patient losing their job is an 
important factor. It is important to mitigate any adversary between the 
employer and the patient. Mediation could support this. 

This is encompassed within the existing factor “motivation 
to work”.  

Is the structure and 
layout of the draft 
Guideline logical and 
easy to navigate? If not, 
how could this be 
improved? 

I agree that that structure of the Guidelines is logical and easy to navigate. Noted.  

Do you agree with the 
recommendations 
and/or consensus 
statements in the 
Guideline? (Please 
comment) 

I agree with the recommendations and/or consensus statements in the 
guideline.  

It is also important that the GP's seek out allied health providers who are 
familiar and approach care aligned to the recommendations and 
consensus statements. All the work the GP has done could be undone by 
allied health provider unaccustomed to this approach to the MHC patients 
and/or working with in a compensable environment.  

Patient advocacy can be mistaken for another form of control. The 
importance of the patients being able to control their recovery and to 
make their own "supported" decisions is crucial. 

We have included an additional consensus statement which 
highlights the importance of GPs adopting a patient-
centred collaborative care approach with relevant health 
professionals.  

Aside from being on the 
NHMRC website, how 
else do you suggest this 
Guideline be accessed? 

I think a bulletin out to OH&S and rehabilitation professional groups 
should occur and high-risk industries. 

We will request inclusion of a link to the guideline on 
primary and secondary target audience websites including 
iCare, AMA, and Safe Work Australia, PHNs, GPs, OH&S 
and rehabilitation professional groups, industry (trades 
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(specific websites, 
journals, etc.) 

unions, and labour councils), rural and remote GP bodies, 
superannuation insurers and workers compensation bodies.  

Please feel free to make 
any additional 
comments: 

It would be interesting to know the benefits to the GP's and their patients. 
How is this initiative going to be measured for success? 

Indicators for the implementation of each recommendation 
are included.  

Management: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

Mediation between employer and patient should be considered. There 
may need to be some preliminary preparation on behalf of the patient but 
the GP may want to consider engaging a mediator or supporting 
mediation.  

Could the Workplace Stressors questionnaire be used as part of a 
"Psychological Workplace Assessment" for MHC claims. The purpose of 
identifying barriers to return to work with a plan to resolve any barriers. 

Links to supporting tools are provided to guide GPs. 

Please provide any 
other feedback about 
the Management 
Section here: 

In Review Question 8 -  To ensure that the diagnosis of a work-related 
MHC is understood by the patient, the GP should:  

• Engage the patient in the development of a recovery plan; 

• visualise what a successful outcome of the plan would look like; 

• promote to the patient the need to control their future when the 
patient will often feel that they have lost control. 

It is important that the GP's don't just find limitation in the workplace, but 
also, they need to highlight the opportunities. 

Further emphasis is made to develop a therapeutic alliance 
with the patient and to engage a patent in the 
development of a recovery plan.  

8. Organisation Independent 
Education 
Union of 
Australia – 
Queensland 
and Northern 
Territory 
Branch 

Please provide your 
feedback about the 
Appendices Section 
here: 

Our union believes it is useful for the Appendices Section of the Guideline 
to contain copies of the recommended instruments for assessment of 
mental health conditions. 

Copies of recommended instruments are provided in the 
appendix, where possible.  

Assessment and 
diagnosis: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 

A key strength of the draft Guideline is its focus on review and assessment 
of the utility of various diagnostic instruments. The draft Guideline is 
structured such that it provides clear direction to the instruments of 
greatest utility with particular mental health conditions. A weakness in the 
draft Guideline however, is information/training relating to the broader 
systemic context of work-related mental health. Our work with members 
suggests that many GPs are reluctant to take on patients with work-

We will consider the following potential implementation 
activities: 

• Collaborative GP training and education 

• Return to work checklist

• Podcasts 

• Embedded recommendations in existing GP medical 
software 



Public Consultation Submission Summary 29

No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

practice? Why/Why 
not? 

related mental health conditions because of the perceived burden of 
paperwork etc. Given the significance of work to an individual’s financial, 
social and emotional health and therefore, their opportunity to make a full 
recovery, there is a clear need for GPs who are trained in supporting and 
enabling both return to work and workers compensation claims. In 
particular, there is a need for GPs to understand their role within the 
broader system and how best to facilitate a successful return to work. In 
this sense, we would suggest that the draft Guideline would be enhanced 
through inclusion of: 1. An opportunity for face-to-face training for GPs 
working with patients with work-related mental health conditions and; 2. 
A more detailed guide to assessment of patients’ capacity to return to 
work. 

• Access to mentoring and support 

Assessment and 
diagnosis: Are there any 
individuals or groups 
who are likely to be 
worse-off as a result of 
these 
recommendations? 

In directing GPs to specific instruments that can be used to diagnose and 
assess mental health conditions, the Guideline meets a clear clinical need. 
It is however, worth noting that a significant shortcoming in diagnosis of 
mental health conditions is a reliance, by the Diagnostic and Statistical 
Manual of Mental Disorders (DSM), on checklists, with minimum numbers 
of symptoms required to support diagnosis. In our experience, working 
with members with work-related mental health conditions, it is not 
uncommon for the individual to fall short of diagnosis on the basis of the 
number of symptoms recorded, even if the severity of those symptoms 
which are present is extreme. Given that the absence of a formal diagnosis 
can undermine claims for workers compensation and requests for 
adjustments to work, the utility of the Guideline would be considerably 
strengthened by inclusion of an instrument for assessment of a patient’s 
capacity to return to work. 

Links to relevant tools and fact sheets are provided to 
guide GPs.  

Are the 
recommendations 
pertaining to each 
question realistic 
(achievable) and/or 
appropriate? Why/Why 
not? 

Our union strongly supports the development of guidelines for general 
practitioners working with patients who have work-related psychological 
injuries and recognises that the recommendations in the draft Guideline 
have been developed as a result of robust review of available instruments, 
methods and research. We also acknowledge that the guiding questions 
focus on appropriate elements of the work of general practitioners. While 
the recommendations relating to each question are broadly achievable 
and appropriate, we would argue that there is scope for the Guideline to 
be linked to face-to-face training, with the possibility of accreditation for 
GPs working with, or wishing to work with, patients with work-related 

We will consider the following potential implementation 
activities: 

• Collaborative GP training and education 

• Return to work checklist

• Podcasts 

• Embedded recommendations in existing GP medical 
software 

• Access to mentoring and support 
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mental health conditions. In our experience, recovery of workers with 
work-related mental health conditions is greatly enhanced when GPs 
understand their roles and responsibilities in relation to both return to 
work and worker’s compensation claims. More detailed comments in 
relation to this point are provided in response to additional questions, 
below. 

Which 
recommendations do 
you think are most 
likely to lead to 
improvements in health 
outcomes for patients? 
Why? 

Our union’s interest in the Guideline is focussed on how the work of GPs 
relates to both return to work of injured workers and workers 
compensation claims. Given the significance of work to an individual’s 
overall financial, emotional and psychological wellbeing, promoting and 
supporting return to work is a key role of mental health professionals. In 
this context, we support the recommendation that GPs should consider 
multiple factors when determining whether a patient has the capacity to 
return to work, but would add that assessment of these factors could be 
better supported, as suggested above (Q8) and below (Q10). 

Amended in guideline. 

Please provide any 
other feedback about 
the Executive Summary 
here: 

As a union of ~17,000 teachers, support staff and ancillary staff in non-
government education institutions throughout Queensland and the 
Northern Territory, our union regularly field enquiries from members who 
have sustained work-related psychological injuries. A significant element 
of our work is, therefore, to support these individuals in their return to 
work and, where applicable, in their pursuit of workers compensation. In 
relation to guidelines for GPs working with patients who have work-
related psychological injuries, our concern is that, when commenting on 
the work-related nature of a specific psychological injury, or a particular 
patient’s capacity to return to work, GPs should (for the purposes of 
supporting return to work and worker’s compensation claims) confine their 
comments to the facts about cause of injury, as reported by the 
patient/worker and medical assessments, diagnoses and opinion. To 
support GPs in understanding their roles and responsibilities when working 
with patients with work-related mental health conditions, we would like to 
see the Guideline linked to face-to-face training and possible 
accreditation.  

Further, we believe the section relating to assessment of the patient’s 
capacity to return to work would benefit from development or inclusion of 
a checklist style instrument, completed by reference to a patient’s job 

The importance of accurate reporting of work-related 
mental health conditions is highlighted to: 

• Provide detail in planned treatment and referrals

• Describe the specific tools used to assess work-
relatedness 

• Report only facts as presented by the patient, clinical 
diagnosis and judgment. 

We will consider this as a viable option during 
implementation.   



Public Consultation Submission Summary 31

No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

description, similar to work capacity certificates used in workers’ 
compensation claims in Queensland. Further comments are provided in 
relation to additional questions, below. 

Please provide your 
feedback about the 
Flow Chart here: 

The Flow Chart included in the Guideline provides a useful summary of the 
procedures a GP should follow in working with patients with work-related 
mental health conditions. We would however, like to see the section titled 
“Is the patient ready to return to work?” include reference to a specific 
instrument for objective assessment of a patient’s capacity to return to 
work (as suggested above, Q10). 

Links to fact sheets and tools are provided to guide GPs.  

Is the structure and 
layout of the Guideline 
logical and easy to 
navigate? If not, how 
could this be improved? 

Our union recognises the clarity and relevance of the clinical questions 
presented in the Introduction, but notes that the numbering and sequence 
of these questions differs from the Review Questions referred to in other 
sections. This creates confusion for readers and we recommend editing 
the document to provide greater clarity. 

Amended within.  

Do you agree with the 
recommendations 
and/or consensus 
statements in the 
Guideline? 

Our union recognises that the recommendations and consensus 
statements have been drawn from robust interrogation of the relevant 
literature and believes that these are appropriate for inclusion in the 
Guideline. We would however, also like to see the guideline incorporate an 
instrument for assessment of work capacity to enable GPs to make 
objective assessments of a patient’s capacity to return to work and a 
general orientation to the broader work-related mental health system. 

Links to fact sheets and tools are provided to guide GPs. 

Are the 
recommendations in 
this guideline 
appropriate for 
Aboriginal and Torres 
Strait Islander 
individuals? 

Given the high incidence of mental health conditions among Aboriginal 
and Torres Strait Islander individuals, it is important that any guideline for 
clinical practice be appropriate for use with Aboriginal and Torres Strait 
Islander people. Our union is of the opinion that there is nothing about the 
guide which is incompatible with use for Aboriginal and Torres Strait 
Islander patients, but note the critical importance of cultural sensitivity in 
its implementation. In this context, we would again stress the desirability 
of linking the Guideline to face-to-face training. 

Cultural considerations for Aboriginal and Torres Strait 
Islanders, culturally and linguistically diverse, and rural and 
remote persons have been included.  

We note the desirability for face-to-face training. 

Aside from being on the 
NHMRC website, how 
else do you suggest this 
Guideline be 
accessed? 

In addition to making the Guideline available on-line and promoting via 
practitioner channels, our union would also recommend that the Guideline 
be linked to face-to-face training, with the possibility of accreditation for 
GPs working with, or wishing to work with, patients with work-related 
mental health conditions. In our experience, recovery of workers with 

We will consider the following potential implementation 
activities: 

• Collaborative GP training and education 

• Return to work checklist

• Podcasts 
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work-related mental health conditions is greatly enhanced when GPs 
understand their roles and responsibilities in both return to work and 
workers compensation claims and we believe face-to-face training would 
greatly enhance practitioners’ capacity to support better outcomes for 
mental health patients. 

• Embedded recommendations in existing GP medical 
software 

• Access to mentoring and support 

Please feel free to make 
any additional 
comments: 

As a union of ~17000 teachers, support staff and ancillary staff in non-
government education institutions in Queensland and the Northern 
Territory, our union regularly fields enquiries from members who have 
sustained work-related psychological injuries. A significant element of our 
work is, therefore, to support these individuals in their return to work and, 
where applicable, in their pursuit of workers compensation. In this context, 
we routinely work with GPs to collect both evidence of work-related 
mental health conditions and assessments of the patient’s capacity to 
return to work. In our dealings with GPs we would emphasise the crucial 
importance of reports that confine themselves to relevant facts and 
medical information as an essential support for both workers 
compensation claims and requests for work adjustment. We are also aware 
that some GPs choose not to work with patients with work-related mental 
health conditions due to the administrative workload. For these reasons, 
we believe the guidelines would greatly benefit from: 1) integration with 
face-to-face training for GPs working with patients with work-related 
mental health conditions and; 2) inclusion of an instrument for objective 
assessment of a patient’s capacity to return to work. 

The importance of accurate reporting of work-related 
mental health conditions is highlighted to: 

• Provide detail in planned treatment and referrals

• Describe the specific tools used to assess work-
relatedness 

• Report only facts as presented by the patient, clinical 
diagnosis and judgment. 

Furthermore, we will consider the following potential 
implementation activities: 

• Collaborative GP training and education 

• Return to work checklist

• Podcasts 

• Embedded recommendations in existing GP medical 
software 

• Access to mentoring and support 

Are the clinical 
questions presented 
clear and relevant? 

Our union recognises the clarity and relevance of the clinical questions 
presented in the Introduction, but notes that the numbering and sequence 
of these questions differs from the Review Questions referred to in other 
sections. This creates confusion for readers and we recommend editing 
the document to provide greater clarity. 

Amended within.  

Are the processes used 
to develop this 
Guideline clear? If not, 
can you identify any 
areas of concern or 
items that require 
greater clarification? 

The processes used to arrive at conclusions regarding the utility of various 
assessment instruments and approaches is generally sound. Our union 
does however, have concerns regarding recommendations relating to 
assessment of patient’s capacity to return to work. Given the significance 
of work to an individual’s financial, social and emotional wellbeing, it is 
important that return to work is managed with care and diligence.  

Noted. Further emphasis has been made to the 
involvement of other key health professionals and others to 
assist a patient with returning to safe work. 

Links to fact sheets and tools are provided to guide GPs. 
We will further consider developing a return to work 
checklist as a potential implementation strategy.  
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We note that, in Queensland, recently introduced work capacity 
certificates include checklists of functional ability that are to be completed 
by medical practitioners. At present these certificates incorporate only one 
item relating to mental health (cognition/psychosocial functioning). We 
would suggest that it would be useful for the Guideline for diagnosis and 
management of work-related mental health conditions to include, and if 
necessary develop, a more comprehensive mental health checklist, 
thereby enabling more objective assessment of the patient’s capacity to 
return to work. This would be a significant inclusion because, in our 
experience, GP’s comments in relation to a worker’s capacity to return to 
work, while well intentioned, are often unhelpful in terms of workers 
making compensation claims and encouraging employers to make 
adjustments in order to accommodate return to work. 

Please provide any 
other feedback about 
the Methodology here: 

Our union recognises that the recommendations in the draft guideline 
have been developed as a result of robust review of available instruments 
and methods and therefore supports the adoption of specific instruments 
as recommended. As detailed above however, we would welcome the 
incorporation of a review of instruments for objective assessment of a 
patient’s capacity to return to work and subsequent recommendation of 
best practice. 

Links to fact sheets and tools are provided to guide GPs. 

Assessment and 
diagnosis: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

A key strength of the draft Guideline is direction of GPs to specific 
instruments that can be used to diagnose and assess mental health 
conditions. In this sense, the Guideline provides for useful and achievable 
outcomes. We would however, recommend that when released to 
practitioners, the Guideline be linked to face-to-face training that will 
provide GPs with a greater understanding of the broader system of work-
related mental health conditions, including processes and procedures for 
return to work and assessment of workers compensation claims. This 
would provide much needed clarification around the roles and 
responsibilities of GPs and, in particular, the need for reports and 
assessments on patients’ conditions to be confined to relevant facts and 
medial information so as not to undermine compensation claims and or 
requests for work adjustment. 

Furthermore, we will consider the following potential 
implementation activities: 

• Collaborative GP training and education 

• Return to work checklist

• Podcasts 

• Embedded recommendations in existing GP medical 
software 

• Access to mentoring and support 

Management: Are there 
any individuals or 
groups who are likely to 

While the recommendations are sound, our union would like to register 
the importance of GPs understanding their roles and responsibilities within 
the broader system of work-related mental health, which includes both 

Links to fact sheets and tools are provided to guide GPs. 
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be worse-off as a result 
of these 
recommendations? 

assessment of the patient’s capacity to return to work and lodgement of 
workers compensation claims. In our work with members, we have noted 
that many GPs do not understand how best to support workers with 
psychological injuries, particularly in relation to the formal aspects of 
return to work and workers’ compensation claims. While the draft 
Guideline addresses the issue of assessment of impairment using robust 
clinical instruments, it lacks clarity around assessment of a worker’s 
capacity to return to work. We believe the Guideline would be greatly 
strengthened through development or inclusion of a specific instrument 
that could be deployed to more objectively assess work capacity in mental 
health patients, thereby enabling, rather than impeding, the processes 
surrounding return to work and workers compensation claims. 

Please provide your 
feedback about the 
References Section 
here: 

Our union believes it is appropriate that the Guideline contain a list of 
references that can be consulted if users wish to find more information 
about a particular topic. 

References are provided.  

9. Organisation Federation of 
Ethnic 
Communities' 
Councils of 
Australia 
(FECCA) 

Recommendations 
summary 

In this submission FECCA will raise several issues that it believes to be 
relevant to the mental health diagnostics of its constituents. These need to 
be considered when recommending diagnostic methods to GPs: 
1. Language and interpreting issues in health settings; 
2. The late diagnosis of mental health issues among CALD Australians 

compared to the general population; 
3. The impact of racism and exclusion on CALD communities and their 

mental health outcomes; 
4. The need to apply culturally appropriate diagnostic tools and 

methods; and 
5. The lack of cultural competency amongst many practitioners and 

personnel in the mental health setting 

Noted. 

Late Diagnosis of 
Mental Health Issues 

A significant body of Australian and international research has highlighted 
the fact that immigrant and refugee populations are at higher risk of 
severe mental illness, and tend to have higher rates of diagnosis of 
psychosis upon presenting at acute inpatient units, than the host 
population4. Patients’ of CALD background also tend to access specialist 
mental health services through emergency hospital departments at a 
severe or crisis stage of their condition, and this then drastically limits their 
recovery prospects. These aspects of CALD mental health have been 

The guideline emphasises that GPs practice within their 
expertise and capacity.  

The risks associated with misdiagnosis are highlighted.  
Further advice has been included to recommend referral to 
specialists with expertise in mental health condition and to 
include cultural consultants, where appropriate.   
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attributed to pre-migration, migration and settlement stresses including, 
but not limited to, torture and trauma backgrounds, social isolation, 
unemployment, and an inability or unwillingness to access mainstream 
support services due to these services’ lack of cultural and language 
competency. Additionally, persons originating from collectivistic cultures, 
in the main characterised by the central role of the family and community 
in the individual's life, following migration to a new country, are left 
without their established support networks which can have a significant 
impact on their mental health. 

It is apparent that CALD individuals can fall through numerous gaps in the 
system, and one of the first is the failure of primary health care to carry out 
a timely or early diagnosis of mental health issues. FECCA urges the 
strengthening of these draft guidelines so that those in general practice 
can better accommodate the needs of CALD patients, and help them work 
towards better mental health outcomes. This could be achieved through 
adding diagnostic factors such as migration and settlement stress, social 
isolation and inability to access mainstream support services (along with 
job strain, lower self-efficacy, personal relationships status, etc.) to the 
Guidelines. 

We have highlighted the need to consider cultural 
appropriateness for CALD patients and linked the 
recommended documents.  

Psychosocial factors, are clarified and described in the 
background text. These include discussion of factors which 
are likely to affect CALD, ATSI and rural and remote 
individuals.  

Background discussion is amended to include: 

• Cultural considerations 

• Referral options 

The Impact of Racism 
and Exclusion 

Many CALD Australians experience specific issues relating to racism and 
exclusion in the workplace that may then lead to mental health challenges, 
as recognised by the Victorian Equal Opportunity and Human Rights 
Commission (VEOHRC). In addition, discriminatory actions by co- workers 
can also contribute to poor mental health outcomes. Racism and exclusion 
can have a profoundly negative impact on an individual’s ability to enjoy 
their life, and/or access key services. 

Therefore, FECCA recommends that when assessing the mental health of 
CALD patients in general practice, factors that go towards assessing 
potential racism and exclusion in the workplace should be included. 

We have highlighted the need to consider cultural 
appropriateness for CALD patients and linked the 
recommended documents.  

Psychosocial factors, are clarified and described in the 
background text. These include discussion of factors which 
are likely to affect CALD, ATSI and rural and remote 
individuals. 

Background discussion is amended to include: 

• Cultural considerations 

• Referral options 

The Application of 
Culturally Appropriate 
Diagnostic Tools and 
Methods 

Mental Health in Multicultural Australia recommends the following 
approach to culturally appropriate diagnostics: 
During assessments, mental health workers should remain aware that 
culture is not synonymous with ethnicity, religious belief, nationality or 
language, and that cultural processes will differ within the same ethnic or 

We have highlighted the need to consider cultural 
appropriateness for CALD patients and linked the 
recommended documents.  

Background discussion is amended to include: 

• Cultural considerations 



Public Consultation Submission Summary 36

No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

social group. Mental health workers should not make assumptions about 
culture in relation to beliefs, understandings and traits. In some cases, 
culture may not be central to a consumer’s presentation, and attention to 
cultural difference can sometimes be interpreted negatively by consumers 
and their families. An approach that is respectful, sensitive and consumer 
(and family) centred can help avoid misunderstanding and 
misinterpretation.  

Mental health workers can also seek out advice from cultural consultants 
or community elders and leaders to help better understand what might be 
important or significant for a client and their family. FECCA recommends 
that the draft guidelines also demonstrate a similar approach. 

• Referral options 

The lack of cultural 
competency amongst 
many practitioners and 
personnel in the mental 
health setting 

As previously mentioned, CALD people face multiple barriers when 
accessing mental health services, including cultural, structural and service 
related barriers. Improper diagnostics of mental health conditions in the 
primary health setting is often cited as the service-related barrier. This 
barrier could be overcome with the improvement of cultural competency 
amongst medical practitioners including general practitioners and their 
staff. 

Cultural competency is characterised by a set of behaviours, attitudes and 
skills, policies and procedures that help staff to work effectively and 
efficiently in a cross-cultural context at all levels within the organisation. 
The National Mental Health Standards have been developed specifically 
for the Australian Mental Health Sector7 and they include enabling 
equitable access for people from culturally and linguistically diverse 
backgrounds, and their carers and families, adherence to language 
services policy and mental health cultural competency training for medical 
staff. FECCA recommends that these are referred to by the Draft Clinical 
Guideline. 

The guideline emphasises that GPs practice within their 
expertise and capacity.  

The risks associated with misdiagnosis are highlighted.  
Further advice has been included to recommend referral to 
specialists with expertise in mental health condition and to 
include cultural consultants, where appropriate.   
Furthermore, we have highlighted the need to consider 
cultural appropriateness for CALD patients and linked the 
recommended documents.  

Language and 
Interpreting 

Low English language proficiency has been recognised as a major barrier 
to accessing services such as healthcare by people of CALD backgrounds. 
Additionally, many health practices do not have a consistent policy 
regarding the use of interpreters. This is a key issue because the 2016 
Census revealed that 22.2% of all Australian residents spoke a language 
other than English at home.1 Although free interpreting for medical 
practices is funded by DSS under the TIS programme,2 the majority of 

We have highlighted the need to consider cultural 
appropriateness for CALD patients and linked the 
recommended documents, including: 

• VTPU’s Guidelines for Working Effectively with
Interpreters in Mental Health Settings (2006) 

• AUSIT’s Guidelines for Health Professionals Working
with Interpreters (2007) 
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health practices are either unaware of this service or, if aware, opt to resort 
to not using interpreters at all. Additionally, a frequent practice is to utilise 
family members for language support during consultations3. This 
introduces a particular risk of misleading information and 
miscommunication occurring. At the same time, it limits patient’s ability to 
provide informed consent for medical procedures/further treatment. It 
also brings forward a number of ethical issues including, but not limited to, 
exposing family members, particularly children, to psychological harm 
from having to recount their parents’ physical and mental issues and 
hindering right to privacy of individual patients. Additionally, it further 
complicates the existing difficulties around diagnosing mental health 
problems in primary health settings. It also disadvantages CALD 
individuals with low levels of English language proficiency at the very start 
of the diagnostic process. 

Moreover, sessions conducted with interpreters can take at least twice as 
long as an assessment conducted with a client who has a high level of 
English. This is often cited as the main reason why GPs prefer not to 
involve interpreters, (time restrictions and medical rebate which is the 
same regardless of the time they spend with the patient). If the draft 
Guidelines are to address the needs of CALD consumers and be fully 
inclusive, they must emphasise the need for involvement of interpreters in 
diagnostic sessions. 

Interpreting in a mental health setting is recognised as extremely complex 
by mental health professionals. The Monash University Mental Health 
Interpreting Guidelines for Interpreters (2017) states that; Where the 
mental health professional and the person with a mental illness do not 
have a common language, the work of the interpreter in building this 
relationship is critical. The mental health interpreter’s renditions therefore 
play a key role in the work of the mental health professional, as s/he is 
reliant on these to work effectively with the patient. In light of this, it is 
important to note that only some interpreters will be proficient in working 
in mental health settings, including when the diagnosis is done by a GP. 
Although they may have experience in other medical settings, mental 
health is a particularly challenging context in which to carry out 
interpreting. Therefore, FECCA strongly recommends that the use of the 

• Monash University Mental Health Interpreting
Guidelines for Interpreters (2017) 

• APS’s Working with Interpreters: A Practice Guide for 
Psychologists (2013) 
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following guidelines be encouraged in the draft Monash University Clinical 
Guideline for the Diagnosis and Management of Work-related Mental 
Health Conditions in General Practice: 
1. VTPU’s Guidelines for Working Effectively with Interpreters in Mental 

Health Settings (2006) 
2. AUSIT’s Guidelines for Health Professionals Working with Interpreters 

(2007) 
3. Monash University Mental Health Interpreting Guidelines for 

Interpreters (2017) 
4. APS’s Working with Interpreters: A Practice Guide for Psychologists 

(2013) 

Conclusion FECCA strongly feels that draft guidelines need to be reviewed by and 
tested with CALD communities. 

We will recommend this in our implementation approach.  

10. Organisation  National 
Mental Health 
Commission 

Recommendation: 
Stronger inclusion of 
person-centred care 

The NMHC actively promotes the right of all people to participate in the 
decisions that affect their care and conditions that enable them to live 
contributing lives. As stated in the NMHC’s 2014 review, a person-centred 
mental health system is one where services are designed around the needs 
of people, rather than people having to organise themselves to find their 
way around what the system provides. It shifts the locus of control away 
from providers and towards meeting the needs of users. That does not 
mean that people make all the decisions about their care and support, but 
rather that they are involved in decision-making at all levels of planning, 
designing and delivering services —“nothing about us without us”. The 
NHMC recommends stronger inclusion of person-centred approaches in 
the guidelines, this implicitly includes their active participation in decision 
making, entailing mutual respect, sharing of power and attempts to 
understand the person’s needs. Within the medical context, Mead and 
Bower (2000) identified five aspects of person-centred care including: 
1. bio-psycho-social perspective: broadening the focus of the doctor-

patient interaction to include psychological and social factors as well 
as physical symptoms 

2. patient as a person: exploring the meaning of illness and health to
each individual patient 

3. sharing power and responsibility: including the patient in decision
making and considering them to be an expert in their own health

A biopsychosocial approach is incorporated into the 
guideline discussion. 

An emphasis on patient-centeredness and building 
therapeutic alliances with patient is included in the revised 
recommendations and consensus statements.  

The importance of initial and ongoing consent from 
patients for their involvement in decision making and 
communication with stakeholders is emphasised.  

Furthermore, we have highlighted the importance of GPs 
maintaining focus on the workplace and the worker’s needs 
and functional capacities.  

The importance of initial and ongoing consent from 
patients for their involvement in decision making and 
communication with stakeholders is emphasised. This 
includes patients consent regarding the involvement of 
support people (i.e. patient advocate) and/or family 
members.   
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4. therapeutic alliance: valuing the relationship between doctor and 
patient as a means of promoting health 

5. doctor as a person. Doctors are not interchangeable, the particular 
qualities, attitudes and values of the doctor are important and will suit 
one patient better than another. 

These factors can be implemented in assessment and management 
planning through ensuring medical professionals asks questions around 
the person’s understanding of their concern, how they are feeling about, 
offering support, providing clear information and willingness to share 
decision making.   

A central theme in the person-centred care literature within the field of 
mental health is that of empowerment, when people feel empowered they 
report better outcomes. The NMHC notes that the guidelines 
acknowledge person-centred approaches in ensuring that the diagnosis is 
clearly communicated and understood as detailed below. However, the 
NMHC believes the guidelines could be strengthened through 
incorporating person-centred approaches into the appropriate 
communication with the person’s workplace healthcare providers or 
management stakeholders’ section (page 12). It would be essential that 
meaningful consent was received, not only initial consent as mentioned in 
the guidelines, but ongoing participation in decision-making to ensure the 
individual is comfortable with the stakeholders involved in their care, and 
what information is communicated. For example, GPs should ask the 
individual about work place dynamics, such as perpetrators of workplace 
bullying that may have contributed to the work-related mental injury, and 
allow for clear communication on preferences for who is and is not 
involved in return to work planning at their workplace. Due to work-
related mental injury requiring GP’s to engage with various stakeholders as 
part of the individual’s care, we believe person-centred approaches are 
required at the centre of all communication with stakeholders.  

In addition, the NMHC recommends the guidelines consider the role of 
support people and families from a person-centred perspective. Work-
related mental injury can have significant impact on support people and 
family members. Therefore, ascertaining the wishes of the injured 
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individual as to the level of inclusion of support people and family 
members would additionally be an important consideration. 

Recommendation: 
Increased focus on 
Adjustment Disorder 

The NHMC recommends the inclusion of Adjustment Disorder in the 
summary of recommendations when referring to specific diagnoses and 
assessment tools in the executive summary and flow chart.  

While Adjustment Disorder is considered by many to be transient 
diagnosis, or sub-clinical diagnosis, the guidelines state on page 27 
“national claims database records of mental health conditions that were 
attributable to work, which include ‘reaction to stressors – other, multiple 
or not specified’ (41%)”, indicating that the most frequent mental health 
presentation attributable to work, would be that of Adjustment Disorder, 
or Acute Stress Disorder. This is likely due to the acute nature of work-
related mental injury, when first presenting to their GP. Additionally, the 
guidelines make it clear that Adjustment Disorder was included in the 
review, however has not been included in the executive summary/flow 
chart. 
It would be important to ensure appropriate tools and information is 
available for an accurate diagnosis, given diagnoses such as Generalised 
Anxiety Disorder require the presence of symptoms for a six-month 
period, Adjustment Disorder is a common presentation and GPs limited 
time make it most likely the flow chart will be referred to most frequently. 

Additional background text and a new consensus 
statement is included which indicates that: 

• There is no valid screening or diagnostic tool for 
Adjustment Disorder 

• Care needs to be taken so not to imply that 
Adjustment Disorder is present just because other 
severe mental health conditions have been excluded.

• An accurate diagnosis requires a full clinical 
assessment, which includes consideration of cultural 
issues 

• There should be a measure of functional impairment 
included in the consensus statement. 

o The DSM-5 or WHO DAS could be used as 
functional measures. 

• The DASS could be used as an indicator of distress 
which is associated with Adjustment Disorder. 

o It was agreed to leave DASS open to version 
selection based on GP need as both the 21 or 
42 are acceptable. 

• The advice of a specialist mental health clinician should 
be sought by a GP if they are experiencing difficulties 

in diagnosing and treating a condition  

Recommendation: 
Stronger focus on 
graded return to work 
strategies 

In 2014 the NMHC conducted an Australian-first review of research around 
workplace mental health.  The following recommendations and strategies 
for supporting workers recovery from mental illness were detailed in this 
review. 

Of particular importance to the medical practitioner, is understanding that 
when mental illness is concerned, the notion that one must be ‘fully’ 
recovered to return to work is out of date. In fact, such an approach may 
indeed hinder the recovery of the individual.  

In order to facilitate the functional recovery from a mental health issue 
there are a number of approaches to be implemented with employers that 
have a large evidence base. Creating flexibility around hours, duties, and 

In consideration to work as recovery, the Guideline 
Development Group decided: 

• Undertaking mental health crisis management would 
be hard to anticipate and too burdensome for GPs 

• It is important to note the value of good work, not 
work that is going to make the condition worse 

• It is important to include a statement to address 
patients who are not able to return to work or where it 
is not safe to do so 

o The inclusion of the text “where 
appropriate” addresses this 
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responsibilities may be the best form of support for the individual. There is 
evidence the longer someone is away from work, the more difficult it is to 
return and increasing anxiety can occur. The GP’s role in collaborating with 
the workplace and other professionals to ensure partial or graded return to 
work, including alternative duties is fundamentally important. 

Traditionally, when an individual feels they may be too unwell to be at 
work, they consult with their medical practitioner (usually a GP) who 
declares they are either fit or unfit for work. If the GP feels an individual 
may be unfit for work, a medical certificate is issued which directs how 
long that individual should remain away from work. A number of European 
countries are now promoting more flexible approaches to sickness 
absence certification, which may allow more focus on what an ill worker 
can do, rather than what they cannot.  Such approaches have been called 
‘fit notes’ or partial sickness absence. Rather than encouraging an 
extended period of absence from work, employers and organisations can 
play an active role in helping the return-to-work process by considering a 
range of work adjustments, including partial sickness absence.  

Specifically, it has been noted that avoidance of the place or context 
where the work-related injury occurred can become a barrier to recovery 
for many people. Return to work programs that may include Cognitive 
Behavioural Therapy (CBT) or exposure therapy, both rely on a gradual 
return to work strategy and GP support to ensure appropriate medical 
documentation to facilitate this, and support the health professional 
delivering the therapeutic strategies.  

Finally, it is necessary to acknowledge the importance of clinical 
judgement to assessment the appropriateness of graded return to work as 
in some cases the work place may not be a safe place for the individual to 
return to. This may involve liaison with allied health professionals or return 
to work coordinators in order to make an educated assessment of the 
workplace environment to ensure safety, ensuring a person-centred 
approach is maintained. 

In summary, the NMHC recommend that an additional focus on assessing 
severity of injury and what the individual can do, to facilitate graded return 
to work or partial sickness absence be added to the guidelines 

• Interventions that manage mental health conditions 
need to take into account the work context, i.e. they
need to be work-focused 

• Limit the assumption the patient is not currently at 
work 

Alongside this, we have emphasised in the discussion the 
importance of: 

• Work as recovery, using graded exposure as a possible 
strategy where appropriate, 

• clinical judgement about what is safe work

• Early referral to a Workplace Rehabilitation Provider,
or other specialist, to make an assessment of the 
workplace environment (now included as a practice 
point). 

• Patient-centred care and focussing on what the 
patients can do rather than what they cannot.
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11. Organisation National 
Mental Health 
Commission 
(2nd entry) 

Please provide any 
other feedback about 
the Executive Summary  

Introduction to submission   
The National Mental Health Commission (NMHC) welcomes the 
opportunity to provide comment on the Clinical Guidelines for the 
Diagnosis and Management of Work-related Mental Health Conditions in 
General Practice.  

The NMHC provides cross sectoral leadership on policy, programs, 
services, and systems that support better mental health, and social and 
emotional wellbeing in Australia. There are three main strands to the 
NMHC’s work: monitoring and reporting on Australia’s mental health and 
suicide prevention systems, providing independent advice to government 
and the community, and acting as a catalyst for change.  

Specific to the current submission, the NMHC established on 1 July 2013 
the Mentally Healthy Workplace Alliance (the Alliance), a national 
approach by business, community and government to encourage 
Australian workplaces to become mentally healthy for the benefit of the 
whole community and businesses, big and small.  

The Alliance aims to make sure all people in the workplace, including those 
who experience mental health difficulties, their families and those who 
support them, are supported. This includes minimising harm, promoting 
protective factors and having positive cultures that are conducive to 
mental wellbeing. It also recognises that a mentally healthy workplace is 
not just good for people: it is also very good for business.  

The NMHC agrees that the role of GP, as first point of contact, is pivotal in 
the lives of people who experience work-related mental injury and believe 
that when a person-centred, recovery-oriented and trauma-informed 
response is employed by GP’s there is capacity to change the recovery 
trajectory for the individual and their families. 

Comment not required 

Please provide any 
other feedback about 
the Executive Summary  

Draft Guideline Commentary  
Overall, the NMHC applauds the methodological rigour used in developing 
these guidelines outlined in the technical report and the dissemination 
strategy outlined in the implementation plan. The NMHC would like to 
provide the following comments on the sections detailed below. 

Comment not required 
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Please provide any 
other feedback about 
the Executive Summary  

Executive Summary and Flow Chart  
Recommendation: Stronger inclusion of person-centred care  
The NMHC actively promotes the right of all people to participate in the 
decisions that affect their care and conditions that enable them to live 
contributing lives.  

As stated in the NMHC’s 2014 review, a person-centred mental health 
system is one where services are designed around the needs of people, 
rather than people having to organise themselves to find their way around 
what the system provides.  

It shifts the locus of control away from providers and towards meeting the 
needs of users. That does not mean that people make all the decisions 
about their care and support, but rather that they are involved in decision-
making at all levels of planning, designing and delivering services — 
“nothing about us without us”.   

The NHMC recommends stronger inclusion of person-centred approaches 
in the guidelines, this implicitly includes their active participation in 
decision making, entailing mutual respect, sharing of power and attempts 
to understand the person’s needs. Within the medical context, Mead and 
Bower (2000) identified five aspects of person-centred care including:  

1. bio-psycho-social perspective: broadening the focus of the 
doctor-patient interaction to include psychological and social 
factors as well as physical symptoms 

2. patient as a person: exploring the meaning of illness and health
to each individual patient 

3. sharing power and responsibility: including the patient in 
decision making and considering them to be an expert in their 
own health 

4. therapeutic alliance: valuing the relationship between doctor and 
patient as a means of promoting health 

5. doctor as a person. Doctors are not interchangeable, the 
particular qualities, attitudes and values of the doctor are 
important and will suit one patient better than another. 

An emphasis on GPs using a patient-centred care approach 
is incorporated where appropriate. This includes 
highlighting the importance of establishing a therapeutic 
alliance with the patient, involving the assurance of cultural 
appropriateness and open discussing between GP and their 
patient about patient concerns (e.g. with regards to 
information sharing and decision making etc.).   

A biopsychosocial approach is also incorporated into the 
discussion. 
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These factors can be implemented in assessment and management 
planning through ensuring medical professionals asks questions around 
the person’s understanding of their concern, how they are feeling about, 
offering support, providing clear information and willingness to share 
decision making. A central theme in the person-centred care literature 
within the field of mental health is that of empowerment, when people 
feel empowered they report better outcomes.  

The NMHC notes that the guidelines acknowledge person-centred 
approaches in ensuring that the diagnosis is clearly communicated and 
understood as detailed below.  

How can I ensure that the patient understands and acknowledges the 
diagnosis? When conveying a diagnosis of a work-related mental health 
condition, GPs should have regard to:  

i. Patient concerns such as the potential for stigma or 
discrimination; 

ii. A patient’s socio-cultural background which may affect their 
acknowledgement of a mental health condition; 

iii. Negotiating patient confidentiality and sharing of information
with a person’s family or carer, if necessary. 

iv. (Consensus statement) (page 9) 

Please provide any 
other feedback about 
the Executive Summary  

The NMHC believes the guidelines could be strengthened through 
incorporating person-centred approaches into the appropriate 
communication with the person’s workplace healthcare providers or 
management stakeholders’ section (page 12). It would be essential that 
meaningful consent was received, not only initial consent as mentioned in 
the guidelines, but ongoing participation in decision-making to ensure the 
individual is comfortable with the stakeholders involved in their care, and 
what information is communicated.  

For example, GPs should ask the individual about work place dynamics, 
such as perpetrators of workplace bullying that may have contributed to 
the work-related mental injury, and allow for clear communication on 
preferences for who is and is not involved in return to work planning at 
their workplace. Due to work-related mental injury requiring GP’s to 
engage with various stakeholders as part of the individual’s care, we 

An emphasis on GPs using a patient-centred care approach 
is incorporated where appropriate. This includes 
highlighting the importance of establishing a therapeutic 
alliance with the patient, involving the assurance of cultural 
appropriateness and open discussing between GP and their 
patient about patient concerns (e.g. with regards to 
information sharing and decision making etc.).  

Furthermore, we emphasise the importance of obtaining 
patient consent, initially and on an ongoing basis, for their 
patient’s involvement in decision-making and 
communication with stakeholders. Where appropriate and 
with patient consent, we advise GPs to engage with a 
patient advocate.  
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believe person-centred approaches are required at the centre of all 
communication with stakeholders.  

What is appropriate communication with the patient’s workplace?  
i. GPs should use telephone and/or face-to-face methods to 

communicate between a worker, supervisor, healthcare provider(s),
union representatives and other disability management 
stakeholders.  (Recommendation based on MODERATE quality 
evidence and given a GRADE of Strong FOR) 

ii. GPs should consider using a trained return-to-work coordinator to
coordinate and negotiate return to work amongst stakeholders, if 
available. (Recommendation based on HIGH quality evidence and 
given a GRADE of Strong FOR) 

iii. When discussing the care of a patient who has a work-related 
mental health condition with their workplace, ensure that 
communication maintains a focus on the workplace and on the 
worker’s needs and functional capacities. 

(Consensus statement) (page 12)  

Please provide any 
other feedback about 
the Executive Summary  

In addition, the NMHC recommends the guidelines consider the role of 
support people and families from a person-centred perspective. Work-
related mental injury can have significant impact on support people and 
family members. Therefore, ascertaining the wishes of the injured 
individual as to the level of inclusion of support people and family 
members would additionally be an important consideration.  

Recommendation: Increased focus on Adjustment Disorder  
Is this a mental health condition? For workers with symptoms of mental 
health conditions a GP:  

1. Should use the Patient Health Questionnaire-9 (PHQ-9) to assist in
making an accurate diagnosis of depression and assess its severity.

2. May use either Generalized Anxiety Disorder 7 (GAD-7) item or the 
Depression Anxiety Stress Scales to assist in making an accurate 
diagnosis of an anxiety disorder. 

3. Should use the PTSD CheckList – Civilian Version (PCL-C) to assist in 
making an accurate diagnosis of post-traumatic stress disorder (PTSD) 
and assessing its severity. 

The role of support people such as families, are discussed.  
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4. May use the Alcohol Use Disorders Identification Test (AUDIT), 
Severity Of Alcohol Dependence Questionnaire (SADQ), Leeds 
Dependence Questionnaire (LDQ), to assist in making an accurate 
diagnosis of an alcohol use disorder, and assessing its severity. 

5. May use the LDQ to assist in making a diagnosis of substance use 
disorders and assessing their severity. (page 8) 

Please provide any 
other feedback about 
the Executive Summary  

The NHMC recommends the inclusion of Adjustment Disorder in the 
summary of recommendations when referring to specific diagnoses and 
assessment tools in the executive summary and flow chart.  

While Adjustment Disorder is considered by many to be transient 
diagnosis, or sub-clinical diagnosis, the guidelines state on page 27 
“national claims database records of mental health conditions that were 
attributable to work, which include ‘reaction to stressors – other, multiple 
or not specified’ (41%)”, indicating that the most frequent mental health 
presentation attributable to work, would be that of Adjustment Disorder, 
or Acute Stress Disorder. This is likely due to the acute nature of work-
related mental injury, when first presenting to their GP. Additionally, the 
guidelines make it clear that Adjustment Disorder was included in the 
review, however has not been included in the executive summary/flow 
chart.  

It would be important to ensure appropriate tools and information is 
available for an accurate diagnosis, given diagnoses such as Generalised 
Anxiety Disorder require the presence of symptoms for a six-month 
period, Adjustment Disorder is a common presentation and GPs limited 
time make it most likely the flow chart will be referred to most frequently.  

For practical utility, a consensus statement was included to 
direct GPs in the diagnosis of Adjustment Disorder.  

• The Guideline should state that there is no valid 
screening or diagnostic tool for AD 

• Care needs to be taken so not to imply that AD is 
present just because other severe MHCs have been
excluded. 

• An accurate diagnosis requires a full clinical 
assessment, which includes consideration of cultural 
issues 

• There should be a measure of functional impairment 
included in the consensus statement. 

o The DSM-5 or WHO DAS 2.0 could be used 
as functional measures. 

• The DASS could be used as an indicator of distress 
which is associated with AD. 

o It was agreed to leave DASS open to version 
selection based on GP need as both the 21 or 
42 are acceptable. 

• The advice of a specialist mental health clinician 
should be sought by a GP if they are experiencing

difficulties in diagnosing and treating a condition 

Please provide any 
other feedback about 
the Management 
Section  

Management Section  
Additionally, some GPs have expressed concern with regards 
discontinuing sickness certificates for their patient where the patient is not 
100% fit, as this may cause the patient to feel as though the GP is 
undermining their therapeutic alliance and thus could put a strain on the 
doctor-patient relationship. (page 67)  

Graded return to work strategies are discussed alongside 
advise for GPs to focus on functional capacity, i.e. what 
patients can do, rather than what they cannot.   

The importance of GP clinical judgement is highlighted, 
including, where GPs feel inexperienced, advise to refer to 
workplace rehabilitation providers, rehabilitation 
counsellors, return to work coordinators or other allied 
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Recommendation: Stronger focus on graded return to work 
strategies. 

 In 2014 the NMHC conducted an Australian-first review of research around 
workplace mental health. The following recommendations and strategies 
for supporting workers recovery from mental illness were detailed in this 
review. Of particular importance to the medical practitioner, is 
understanding that when mental illness is concerned, the notion that one 
must be ‘fully’ recovered to return to work is out of date. In fact, such an 
approach may indeed hinder the recovery of the individual. In order to 
facilitate the functional recovery from a mental health issue there are a 
number of approaches to be implemented with employers that have a 
large evidence base. Creating flexibility around hours, duties, and 
responsibilities may be the best form of support for the individual. There is 
evidence the longer someone is away from work, the more difficult it is to 
return and increasing anxiety can occur.  

The GP’s role in collaborating with the workplace and other professionals 
to ensure partial or graded return to work, including alternative duties is 
fundamentally important. Traditionally, when an individual feels they may 
be too unwell to be at work, they consult with their medical practitioner 
(usually a GP) who declares they are either fit or unfit for work. If the GP 
feels an individual may be unfit for work, a medical certificate is issued 
which directs how long that individual should remain away from work. A 
number of European countries are now promoting more flexible 
approaches to sickness absence certification, which may allow more focus 
on what an ill worker can do, rather than what they cannot. Such 
approaches have been called ‘fit notes’ or partial sickness absence. Rather 
than encouraging an extended period of absence from work, employers 
and organisations can play an active role in helping the return-to-work 
process by considering a range of work adjustments, including partial 
sickness absence. Specifically, it has been noted that avoidance of the 
place or context where the work-related injury occurred can become a 
barrier to recovery for many people.  

Return to work programs that may include Cognitive Behavioural Therapy 
(CBT) or exposure therapy, both rely on a gradual return to work strategy 

health professionals to assist with patient return to work 
strategies.  
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and GP support to ensure appropriate medical documentation to facilitate 
this, and support the health professional delivering the therapeutic 
strategies.  

Finally, it is necessary to acknowledge the importance of clinical 
judgement to assessment the appropriateness of graded return to work as 
in some cases the work place may not be a safe place for the individual to 
return to. This may involve liaison with allied health professionals or return 
to work coordinators in order to make an educated assessment of the 
workplace environment to ensure safety, ensuring a person-centred 
approach is maintained. In summary, the NMHC recommend that an 
additional focus on assessing severity of injury and what the individual can 
do, to facilitate graded return to work or partial sickness absence be added 
to the guidelines. 

12. Organisation Dietitians 
Association of 
Australia 

Please provide any 
other feedback about 
the Assessment and 
Diagnosis Sections  

DAA support accurate assessment and diagnosis of work-related mental 
health conditions. DAA recommend that during the assessment process, 
assessment of lifestyle factors, including diet, anthropometry and physical 
activity be conducted. The role of lifestyle factors such as physical activity 
and diet in a range of mental health conditions is highlighted in the 
Dietitians Association of Australia, Australian Psychological Society and 
Exercise and Sports Science Australia Joint Position Statement 
‘Addressing the Physical Health of People with Mental Illness’ which is 
attached to this response and is available here (https://daa.asn.au/wp-
content/uploads/2016/05/addressing-physical-health-mental- illness.pdf). 
Additionally, mental health conditions can impact on one’s self-care and 
lifestyle. Consideration of lifestyle factors during the assessment will 
enable the GP to determine and address the client’s individual 
management needs. Specifically, physical activity, appetite, weight and 
changes in these should be included within the assessment component. 

The value for using tools alongside a comprehensive clinical 
assessment has been emphasised.   

The DAA and ESSA joint position statement is included as a 
resource for GPs.  

Please feel free to make 
any additional 
comments 

DAA are pleased the see guidelines for the diagnosis and management of 
work-related mental health conditions, particularly given the prevalence of 
these in Australia and the lack of evidence-based guidelines to date. There 
is gold standard research including randomised controlled trials, being 
conducted to greater understand the role of lifestyle factors in mental 
health. Given the growing evidence to support the link between physical 
and mental health, DAA recommend greater consideration of lifestyle 

The DAA and ESSA joint position statement is included as a 
resource for GPs. 
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factors, including nutrition, in future revisions. Attachment 1: Dietitians 
Association of Australia, Australian Psychological Society and Exercise and 
Sports Science Australia Joint Position Statement ‘Addressing the Physical 
Health of People with Mental Illness’ 

Management: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

DAA support the recommendations for Question 4 and 5 in the 
Management section. Additional comments for these questions are 
included in question 21 below. 

Please provide any 
other feedback about 
the Management 
Section here: 

Mental and physical health are fundamentally linked and as such the 
management section of these guidelines should include specific reference 
to addressing poor physical health through holistic multidisciplinary 
treatment. There is a growing body of evidence to support the role of 
nutrition and physical activity in the management of mental health 
conditions. It is also clear that the physical health of those affected by 
mental health conditions is poor compared with the rest of the population 
and this may mean that addressing nutrition and physical activity is 
essential for overall wellbeing. This link between physical and mental 
health, the need to address this and are number of references can be 
found in the Joint Position Statement referred to above. Modifiable 
lifestyle factors, such as diet, physical activity, substance use etc. should 
be addressed in the assessment and subsequent management of those 
living with a mental health condition, including work-related mental health 
conditions. 

Review Question 4: DAA support the recommendation that GPs should 
refer to existing high-quality guidelines for the management of mental 
health conditions. DAA in particular support the use of guidelines that 
promote the involvement of diet and physical activity in the management 
of mental health conditions, given the evolving evidence in this space. 

The management of those with a work-related mental health condition (as 
with all mental health conditions) should be undertaken by a collaborative, 
multi-disciplinary team. An Accredited Practising Dietitian (APD) should 
be included within this team where there is a need to support the patient 

Opportunity for multidisciplinary approaches and early 
referral are described in the background text.  

The DAA and ESSA joint position statement is included as a 
resource for GPs. Further, the opportunity for 
multidisciplinary approaches and early referral are 
described in the background text.  

Health behaviours and attitudes are included in the 
recommendation. The opportunity for multidisciplinary 
approaches and early referral are described in the 
background text. 

The DAA and ESSA joint position statement is included as a 
resource for GPs. Further, the opportunity for 
multidisciplinary approaches and early referral are 
described in the background text.  
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with weight management and a nutritious diet. APDs have the skills and 
knowledge to provide medical nutrition therapy to those living with a 
mental health condition in order to support their management and 
recovery. 

Review Question 5: In the list of factors that affect progress in a patient’s 
condition (page 53), under ‘b. health behaviours and attitudes’ additional 
points related to diet and physical activity should be included. As per 
Question 4, DAA support a collaborative multidisciplinary approach for 
management. Given weight is included as a health behaviour and attitude 
that impacts on progress, APDs can play a vital role in recovery and return 
to work. 

Mental health conditions often co-exist with a number of chronic health 
conditions, such as diabetes, cardiovascular diseases and cancer that may 
be related to diet and physical activity. As there is a strong link between 
physical and mental health (see attached joint position statement), the 
role of diet and other lifestyle factors potentially plays a key role in 
addressing not only the work-related mental health condition but other 
co-morbid conditions. 

13. Organisation Exercise & 
Sports Science 
Australia 

Thank you for the opportunity to submit feedback to help inform the Draft 
clinical guideline for the diagnosis and management of work-related 
mental health conditions in general practice.  

Exercise & Sports Science Australia (ESSA) is a professional organisation 
committed to establishing, promoting and defending the career paths of 
tertiary trained exercise and sports science professionals. ESSA is the peak 
professional body and accrediting authority for accredited exercise 
physiologists, accredited exercise scientists, accredited sports scientists 
and accredited high-performance managers. Accredited exercise 
physiologist (AEPs) are recognised by each state’s compensatory scheme 
to provide clinical exercise interventions aimed to increase a worker’s 
capacity for employment. This includes tailoring exercise to a worker's 
injury and work demands.  

There is a growing body of evidence supporting the role of exercise in 
managing and preventing mental illness. Recent evidence guides 
published by the Royal Australian and New Zealand College of 

Description of referral options and collaborative care are 
included in the background, including: 

• Accredited Exercise Physicians, and 

• Allied/Specialist Care service providers.
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Psychiatrists and the Mental Health Commission of NSW recommend 
referral to, or engagement with dedicated allied-health professionals with 
expertise in exercise prescription, specifically an AEP, to promote 
improved health outcomes of people living with a mental illness.  

AEPs are the only exercise based allied-health profession that has an inter- 
profession endorsed statement outlining their role in the treatment of 
mental disorders (attached below). As such, it is not surprising that 1 in 3 
mental health nurses consult with an AEP regarding the physical heath of 
the people they work with. ESSA recommends that when considering 
exercise interventions, the proposed clinical guidelines references AEPs as 
the preferred referral destination. 

14. Organisation Australian 
Society of 
Rehabilitation 
Counsellors 
Ltd 

Review Q1: In workers 
presenting with 
symptoms of mental 
health conditions, what 
tools can assist a GP to 
make an accurate 
(sensitive and specific) 
diagnosis of a mental 
health disorder and its 
severity? 

ASORC is familiar with the screening tools discussed in the practice 
guidelines. In our experience, often GPs are not aware of these tools and 
how to interpret their results. Therefore, we would suggest that during the 
implementation of this guideline, it may be worth considering providing 
some additional education for GPs about these tools. 

From our experience working with workers compensation insurers and 
regulators, we would recommend that GPs are familiar with the diagnostic 
criteria acceptable in the workers compensation jurisdiction. Typically, 
these will either be the DSM IV or V and/or International Classification of 
Diseases. This information can then be combined with the screening 
assessments to determine severity. Perhaps, the determination of claims 
would be faster if GPs were able to provide more information at claim 
lodgement, with regard to the nature and onset of the condition. However, 
we are aware that this may become an onerous task for time poor GPs. 
Fundamentally, what all workers compensation jurisdictions will need to 
consider in the determination process, is the relationship between the 
mental health condition and the workplace. Because the test for mental 
health conditions in many of the legislations which govern workers 
compensation is higher than for physical injuries, this may still require the 
claims administrator to undertake further investigations in regard to the 
compensability of injury. 

In regards to secondary psychological conditions, the suggested tools will 
still be sensitive enough to provide the GP with an indication of symptoms 

Collaborative GP training and education is being 
considered as a potential implementation activity. 

The literature search did not illicit any studies using this 
tool so we have not amended the recommendation to 
include the OMPSQ.   
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severity, however they could also consider using either the long or short 
form or the Orebro Musculoskeletal Pain Screening Questionnaire. This is 
an excellent tool as it helps predict chronic conditions, which in turn lead 
to extended absences from work and a higher risk of developing comorbid 
psychological conditions. There is a study by the CONCORD group at 
Sydney University (see Appendix 1) (Nicholas, 2017), which provides 
further insight into the value of administering this screening tool and 
provides some helpful suggestions to GPs about other services they can 
utilise when their patient presents in the high-risk range if additional 
support is required. 

Review Q2: In patients 
with a diagnosed 
mental health 
condition, what 
methods are effective 
at indicating the 
probability that the 
diagnosed mental 
health condition has 
arisen as a result of 
work? 

Primary Conditions  
The current process for indicating that a mental health condition arises out 
of work, is the issuing of a worker’s compensation medical certificate. This 
is often the first piece of documentation a worker will obtain in completing 
a claim for compensation. However, in our experience, there is limited 
information in relation to the mechanism of injury provided by certifying 
GPs. Often what occurs is that once a worker’s compensation certificate is 
issued, the worker then completes and submits a claim form. The claim is 
then assessed and a decision made. Although there is no specific data that 
we could provide to support this because it is not captured in any of the 
data sets that we are aware of, the most common decision arising out of 
this sort of claim is to pend determination of liability and seek further 
information. Often this process will include writing to the GP and seeking a 
report or clinical notes to support the assertion that the workplace is the 
significant contributing factor to the mental health condition.  
Often when clinical notes are requested, there is a lengthy process and 
delays in determination of claims. Alternatively, the worker is referred for 
an independent psychiatric review to determine diagnosis and the 
relationship with employment. Considering the process, ASORC would like 
to suggest that there be a better way for GPs to report mental conditions. 
We are not aware of any research in this space however it seems more 
proactive to supply the information that workers compensation regulators 
are likely to seek post claim lodgement. Whether this takes the form of a 
referral type letter to support their claim outlining the circumstances that 
have led to the onset of the condition, surmising that contact between the 

The importance of accurate reporting of work-related 
mental health conditions if highlighted to: 

• Provide detail in planned treatment and referrals

• Describe the specific tools used to assess work-
relatedness 

• Report only facts as presented by patients, clinical 
diagnosis and judgement. 

The literature search did not illicit any studies using this 
tool so we have not amended the recommendation to 
include the OMPSQ.   

We have included a statement detailing that where GPs are 
experiencing difficulties in diagnosing and treating a 
condition, the advice of a specialist mental health clinician 
should be sought. 
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patient and doctor, and detailing the planned treatment and return to 
work arrangements.  

Secondary Conditions  
Another common source of work-related mental health conditions arises 
when there is a primary physical injury which occurred at work. In answer 
to Question One we discussed these conditions and made a 
recommendation for the use of either the short or the long form of the 
Orebro Musculoskeletal Pain Screening Questionnaire. This is a tool which 
has been used by Rehabilitation Counsellors and more broadly in the 
workplace rehabilitation sector for a number of years. However, in our 
experience the GP’s understanding of this screening tool varies 
significantly as many of them do not have a good appreciation for what 
this tool can tell them about the patient's recovery.  

From reviewing the Practice Guidelines, it seems that you have considered 
a number of screening tools aimed at helping to identify mental health 
conditions, however outside the ones that you've recommended it seems 
that there has been limited support for a number of those that are in the 
market.  

What may be helpful to GPs (in either primary or secondary mental health 
conditions) who are faced with a patient presenting with a workplace 
mental health condition, is a semi structured clinical assessment to help 
them better understand their patients’ presentation. That said we 
understand that this takes time which is often a challenge in General 
Practice, where GPs are often time poor. Potentially this is another area 
where Rehabilitation Counsellors may be able assist GPs by undertaking 
the clinical assessment for them as this is an area of our expertise. If they 
are able to refer out to our services, we could then document their 
patients’ experiences and respond back to the GP to help them to fully 
understand the work and life impacts of their patients’ condition. This 
approach can also be used in primary psychological claims, however the 
challenge of this may be around funding as generally speaking access to a 
qualified Rehabilitation Counsellor is often limited to those with an 
accepted workers compensation claim.  
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Often there seems to be a delay in referring patients with potential 
workers compensation claims to treatment services (as many wait for the 
claim determination, in the belief that the Medicare system should not be 
burdened with conditions arising from work). Currently Medicare only 
provides facility to refer to a Psychologist, Mental Health Occupational 
Therapist or Mental Health Social Worker for treatment under this 
scheme. If more timely referrals were made to treatment providers, 
another avenue of making this process more cohesive for the GP, patient, 
workers compensation insurer and employer, would be if the treatment 
provider completed a brief report, which is then sent to the GP to be 
reviewed following their first or second treatment. This report would 
provide details of contributing factors of the patient’s presentation or at 
least an excerpt of this report could be provided to the patient, along with 
their workers compensation medical certificate (assuming that both GP 
and treatment provider agree that it is a condition arises out of work), thus 
providing more timely information to all parties. We understand that it 
does place an additional burden on Medicare, however it could also assist 
in moving workers compensation claims for mental health conditions, 
back into the workers compensation jurisdiction in a timelier manner 
therefore saving Australian tax payers money for those people, whose 
treatment really should be funded by a worker’s compensation 
jurisdiction. We acknowledge that some of the suggestions, maybe 
difficult to implement and potentially fall outside of the scope of this 
guideline. 

Review Q3: In workers, 
what factors assist in 
the early detection of a 
comorbid work-related 
mental health 
condition? 

We have touched on this question in our responses to Questions One and 
Two already however to summarise we would recommend the use of the 
Orebro Musculoskeletal Pain Screening Questionnaire as a tool to assist 
GPs in detecting comorbid potential work-related mental health 
conditions. Again, this would also require that GPs become familiar with 
this tool. There are some helpful suggestions for GPs arising from the 
CONCORD study, see Appendix 1.  

Other factors that we believe are helpful for GPs to watch for are:  
a) Reported/observed rumination, anxiety or catastrophic thinking

over work situation (Sullivan, Adams, & Ellis, 2012) 
b) Perceptions of injustice either towards the employer or the 

insurance process (Sullivan, Scott, & Trost, 2012) 

The Guideline Development Group suggested the following 
suggestions do not fit with the nature of the clinical 
question and thus will not be included: 

• Include a tool, such as the Orebro Questionnaire, for 
assessment of pain intensity 

• Include recommendation for GP referral to specialists 

Perceived injustice is included in the recommendation. 
Other psychosocial factors are clarified in the background 
text.  

Management strategies within the guideline have been 
framed to include consideration of a biopsychosocial 
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c) Change in demeanour/attitude to work/colleagues/managers 

d) Increased late attendance/non-attendance at work

When injuries persist for longer than is clinically expected, it may be that 
there are psychosocial risk factors which are adversely impacting upon 
treatment and recovery for the physical condition, however these are 
often left untreated and lead to excessive levels of disability and 
contribute to the largest costs to society (Sullivan M, 2016). Sullivan (2016) 
also suggests that symptom targeted treatments do not always lead to 
return to work outcomes (Sullivan, 2013) as around 30% of the variance in 
return to work outcomes can be attributed to psychosocial risk factors. 
This is supported in your literature but the findings that what is best in the 
management of these types of conditions is goal oriented interventions 
focused on return to work, rather than symptom management per se 
(Mazza, 2018, p. 48).  

Some other tools which might be helpful in identifying psychosocial 

factors which may contribute to prolonged disability include:   

a) McGill Pain Screening Questionnaire (Short Form) - Appendix 2 

This is a straight forward assessment of pain severity. Heighted 

pain levels that extend beyond what is clinically expected may 
indicate underlying psychosocial factors which are impacting a 

patient’s recovery. 

b) FFQ - Appendix 3  The FFQ is a subset of two measures 

concerned with fear (shortened version of the Tampa Scale of

Kinesiophobia) and Fatigue. 

c) CIEQ – Appendix 4  There are two measures embedded in this 

screening tool looking at Catastrophic Thinking (short Pain 

Catastrophising Scale) and Perceptions of Injustice. 

d) Disability Index – Appendix 5  The GPDI or disability index 

indicates perceived disability levels. 

e) Pain Catastrophizing Scale (PCS) – Appendix 6  The PCS 

explores rumination, magnification and helplessness. This has 

been consolidated in questions 6 – 12 in the CIEQ. 

approach, which includes symptoms management along 
with psychological and social factors. 

As the tools suggested were identified in the systematic 
review process they will not be included in the guideline. 
They will be considered for future research and in 
implementation. 
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Australian Society of Rehabilitation Counsellors Ltd (ASORC) supports the 
development of the Clinical Guideline for the diagnosis and management 
of work related mental health conditions in general practice, we feel that 
this is a critical document that will hopefully lead to better outcomes for 

people experiencing poor mental health as a result of their employment.   

In the Guidelines the use of the term ‘a trained return to work coordinator’, 
appears to be sourced from the USA based guidelines. In reviewing this 
information, it appears that there is a disconnect between the USA use of 
this term and the Australian context. In Australian workers’ compensation, 
the term trained return to work coordinator typically means: 

a) The employer representative nominated as the Return to Work
Coordinator; 

b) They can sometime be allied health qualified, however 
particularly in smaller organisations, this function is fulfilled by 
someone in Human Resources or Payroll, with varying degrees of
knowledge on medical conditions and the biopsychosocial 
framework and its application to work; 

c) They have completed training varying from 2 – 9 days 
(depending on jurisdiction) generally focused on employer’s 
rights and responsibilities. 

We agree that this role is beneficial, but are more supportive of the role 
indicated by the guidelines as the RTWC being an allied health qualified 
Workplace Rehabilitation Provider (WRP). We believe that there is a 
benefit in utilising WRP’s who have underpinning competencies and 
training in behavioural science and mental health. In reviewing Shaw et al. 
(2008), this is more suggestive of a WRP who meets the core 
competencies of a Rehabilitation Counsellor.  

Further to the above point, mental health can be multi-faceted and 
complex, this is often more so the case when the condition arises out of 
work. Every step from the claims determination process, through to 
recovery and return to work has layers of complexity. Therefore, it is 
critical that those taking up the role of a WRP (in the literature RTWC) 
understand these issues and can help explain and navigate the processes 
involved. WRPs are best placed to interpret psychological function and 
how this will articulate to duties at work, they are also competent 

The US terminology has been amended to ‘Workplace 
Rehabilitation Provider’ to better reflect the Australian 
context. 
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educators on mental health and can help explain the rationale for 
workplace modifications, without the confidentiality conflicts that General 
Practitioners (GPs) often perceive.  

Review Q4: In patients 
with a mental health 
condition, what GP 
strategies result in the 
highest level of personal 
recovery and/or return 
to work? 

As your Guidelines point out, there is a growing body of literature 
confirming the health benefits of good work and engaging in disability 
prevention (The Royal Australasian College of Physicians and the 
Australasian Faculty of Occupational and Environmental Medicine, 2013; 
American College of Occupational and Environmental Medicine, 2006). 
We note that in the Guideline there is a focus on education, ensuring that 
the patient understands their diagnosis. We support this but would like to 
add that there should be adequate psychoeducation, in terms of their 
recovery and the importance of maintaining activities of daily living 
including work.  

If we consider anxiety, which often forms part of a diagnosis when mental 
health condition arises out of a workplace injury, either as part of the 
primary diagnosis or as a comorbidity, many of the psychological 
treatment approaches or management tools are directed towards graded 
exposure/ or developing strategies to help manage the physiological 
manifestation which occur with anxiety. All off the commonly prescribed 
psychological treatments are aimed at removing the threat value of stimuli 
and discourage avoidance. However, extended periods of time away from 
work may inadvertently confirm the belief that work is dangerous and 
should be avoided by the patient.  

The longer the period of incapacity the more challenging this belief can be 
to challenge. Therefore, we agree that it is imperative that goal-oriented 
therapies be employed by clinicians in order to prevent long term disability 
and worklessness. Much like the recommendation that GPs educate their 
patients to their diagnosis, we believe that this education should extend to 
their recovery of all activities, including returning to work in a timely and 
safe manner.  

A qualified Rehabilitation Counsellor (see 
https://www.asorc.org.au/aboutus/rehab- counsellors-and-rehab-
consultants) should be utilised where necessary to assist the patient and 
the GP identify: 

In consideration of work as recovery and the health 
benefits of good work, the GDG decided: 

• Undertaking mental health crisis management would 
be difficult to anticipate and too burdensome for GPs 

• It is important to note the value of good work, not 
work that is going to make the condition worse. 

• It is important to include a statement to address 
patients who are not-able to return to work or where it 
is not safe to do so. 
o The inclusion of the text “where appropriate”

addresses this. 

• Interventions that manage mental health conditions 
need to take into account the work context, i.e. they
need to be work-focused. 

• To limit the assumption the patient isn’t currently at 
work 
o GPs should consider the health benefits of good 

work and how to keep patients at work 

Graded return to work strategies and a biopsychosocial 
approach are further highlighted throughout the guideline.  

Where GPs feel they lack the expertise to undertake this 
assessment, referral options are detailed. 

A consensus statement regarding GP management of 
patient progress as a key element of monitoring a patient’s 
wellbeing and mental health condition is included.   
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a) Suitable duties preferably within the pre-injury employer 
(Pomaki, et al., 2010); 

b) If a return to work is not possible initially, then a work placement 
should be sought. 

The purpose of which should allow for: 
c) Graded exposure to work relationships / situations
d) Opportunities to practice management techniques 

This strategy should be monitored closely and return to pre-injury 
employment should be implemented as soon as practicable (i.e. ensuring 
that it is safe, durable and sustainable); 

a) Where necessary, assist the patient with helpful ‘patient centred’ 
strategies to manage return to work obstacles; 

b) Educate employers as necessary on what is required from them;
c) Help manage relationships between the stakeholders;
d) Assist with complex communications, dependent on what is 

required. 

Review Q5: In patients 
with a diagnosis of a 
work-related mental 
health condition what 
factors adversely affect 
progress in the patient’s 
condition? 

There are numerous factors which may adversely affect recovery and 
progress, in addition to what you have outlined:  
Medical/ Treatment:  

a) Ineffective treatment modalities/ approaches for the individual 
patient; 

b) Failure to identify and address fear/ avoidance behaviours 
c) Reinforcing messages that work is dangerous, i.e. prolonged 

certification of incapacity; 
d) Quality of medical treatment (i.e. where there are other medical 

professionals) and, 
e) Quality of allied health treatment services, i.e. psychologist, 

Rehabilitation Counsellor, etc. 

Workplace:  
a) Perceived injustice; 

o Including a sense of having had to endure the precipitating
behaviour for long periods of time before addressed or 
accepted; 

o Feeling as if there has been no adverse consequences/
blaming; 

As there was no evidence to support the inclusion of the 
suggested additional patient factors, the GDG agreed to 
keep the recommendation unchanged. A new consensus 
statement is included which includes additional factors 
which were agreed upon by the GDG to have an adverse 
effect on patient recovery. These are: 

• Perceived injustice:
o Currently given high attention in practice 

field 
o Known to perpetuate a patient’s mental 

health condition 

• Compliance to recommended treatment 
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o Feeling that people do not believe them; iv. Feeling as 
though they have to prove that they are psychologically 
unwell; and 

o Protracted claims and handling processes.
b) Poor workplace culture; i. Including poor acceptance/ knowledge 

of mental health conditions (Pomaki, et al., 2010); ii. Poor support/
no systems to assist with return to work; and iii. Inter-relational 
difficulties 

c) Poor job design/ lack of suitable duties;
d) Failure of occupational bonding, this refers to the bond between

workers (patients), employers and employment systems (Shrey, 
1997); 

e) Failure to return to work
f) Diminished trust and failure to address this in treatment.

Health Behaviours 
a) Poor adherence to pharmacological or other treatment.

Patient/ Personal Factors:  
a) Ambivalence; 
b) Experiences/ expectations of others; 
c) Feeling that their emotions have been devalued; 
d) Low self-efficacy; 
e) Increased financial concerns 
f) Fear of unemployment as a result of their claim; and 

g) External Locus of control.

In regards to rehabilitation services, it is not clear what is meant by this in 
the flowchart. ASORC has taken this to mean the types of services that our 
members would provide as Rehabilitation Counsellors, however it could be 
interpreted as a Psychologist or other mental health clinician. Therefore, 

we have split this into Medical and Allied Health Practitioner.   

Review Q6: In patients 
with work-related 
mental health 
conditions who are not 
improving, what 
strategies should a 

In the flowchart, you have stated “consider using a trained return to work 
coordinator” (RTWC). Please be aware that in various places in Australia 
this may be taken to mean different things. For example, in some states in 
Australia, employers are required to have a trained return to work 
coordinator as a representative of the employer. This involves completing 
training consisting of between 2- 9 days which we believe is inadequate to 

The US terminology has been amended to ‘Workplace 
Rehabilitation Provider’ to better reflect the Australian 
context. A link to the Workplace Rehabilitation Providers 
Association is included.  
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general practitioner 
undertake to improve 
the patient’s condition? 

undertake the function that you are suggesting in the flowchart. Their role 
consists of:  

a) Monitoring the progress of the worker (the patient) and their 
capacity to return to work; 

b) Liaising with medical and return to work professionals; 
c) Identifying and offering suitable duties; 
d) Assisting to prepare and implement a recovery/return to work

plan; and 
e) Taking steps to prevent the occurrence of further injuries (Return

to Work SA, 2018). 

Whereas, we believe that what is being advocated for is the use of an allied 
health trained return to work coordinator, usually referred to as a 
Workplace Rehabilitation Provider (WRP), see the Nationally Consistent 
Approval Framework for Workplace Rehabilitation Providers for more 
information (The Heads of Workers' Compensation Authorities, 2018). 
Shaw et al. (2008) makes it clear that RTWCs are appropriately trained, 
they describe 6 core competencies of a RTWC, which are consistent with 
the skills and competencies of qualified Rehabilitation Counsellors.  

We strongly believe that the value that Rehabilitation Counsellors in the 
Australian context add, in addition to those articulated in Shaw et al. 
(2008) are that they have underpinning competencies in behavioural 
science and apply a biopsychosocial approach to return to work. 
Intrinsically they understand the principles underpinning injury 
management including:  

a) Early intervention; 
b) Occupational bonding; 
c) Person centred; 
d) Respect and dignity; 
e) Comprehensive and coordinated services; 
f) Understanding the personal impact of injury and disability; 
g) Trying to reduce adversarial issues; 
h) Goal oriented rehabilitation services; and 
i) Engagement of the stakeholders. (American College of 

Occupational and Environmental Medicine, 2006; Attridge & 
Wallace, 2010; Australian Human Rights Commission, 2018; 

A biopsychosocial approach is emphasised throughout the 
guideline. 

The GDG agreed to amend the recommendation 
terminology to reflect the Australian context.   

Multidisciplinary and collaborative approached are 
encouraged and GPs are advised to work within their 
expertise and capacity.  
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Nicholas, 2017; Pomaki, et al., 2010; Shaw, Hong, Pransky, & 
Loisel, 2008; Shrey, 1997; Sullivan, Scott, & Trost, 2012; The 
Heads of Workers' Compensation Authorities, 2018).  

We note that the reference for this recommendation was made with 
strong FOR based on the GRADE methodology applied and high-level 
evidence from the USA guidelines titled Best Practices for Return-to-
Work/ Stay-at-Work Interventions for Workers with Mental Health 
Conditions (Mazza, 2018). Out of interest, ASORC reviewed the referenced 
USA guidelines as Rehabilitation Counselling is an older profession there, 
compared to Australia. The guidelines referenced were developed by The 
Occupational Health and Safety Agency for Healthcare in British Colombia 
and in this guideline, they state that the role of a return to work 
coordinator is “closely linked to many of the Best Practice principles” 
(Pomaki, et al., 2010, p. 22). We therefore feel that it is important to be 
clear about what is intended as the recommendation is based on 
terminology from another country. The guidelines do state that the term 
RTWC is not discipline or profession specific, but is focused “primarily on 
management and coordination of the return to work and stay at work 
processes” (Pomaki, et al., 2010, p. 22), however in the definitions section 
it suggests alternative titles such as Rehabilitation Counsellors (Pomaki, et 
al., 2010, p. 71). On balance, the definition is drawn from Shaw (2008) 
which does state that a RTWC is a profession, but is not discipline specific, 
however the term Rehabilitation Counsellor in the USA usually requires a 
significant level of training specifically in Rehabilitation Counselling or a 
closely related discipline (i.e. behavioural sciences) as a minimum and 
there are further credentialing processes one can undertake (American 
Rehabilitation Counseling Association, 2018; Comission on Rehabilitation 
Counselling Certification, 2018).  

There were a couple of points that we feel are important to further 
support:  

a) Within Principle Two, the authors made two important points 
relating to RTWCs. The USA Guideline discusses the importance of 
focusing on return to work and return to work plans (RTWP) stating
that they are “most effective when they are developed 
collaboratively by the return to work coordinator” (Pomaki, et al., 
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2010, p. 30). Further evidence indicates that in the case of mental 
health conditions, plans should be multi-domain encompassing 
healthcare, service coordination and work accommodations (Cullen, 
et al., 2018). 

b) In Principle Three, it recommends that RTWC help workers 
(patients) to access evidence-based treatment such as Occupational 
Physicians and develop solution focused strategies to help them 
develop their problem-solving abilities and relapse prevention. This 
indicates that there is some requirement for the RTWC to have some 
understanding of medical conditions and appropriate treatment, in 
fact Shaw (2008) outlines six competencies of RTWCs including: a) 
Ergonomics and Worksite Assessment; b) Clinical Interviewing; c) 
Social Problem Solving; d) Workplace Mediation; e) Business and 
Legal Aspects; and f) Knowledge of Medical Conditions. 

Further to this they also suggest communication, empathy, confidentiality 
and client centred approaches are important aspects of the RTWCs skills 
set.  

There was support in the USA Guidelines for programs which are 
connected to the workplace, i.e. contact with Workplace Rehabilitation 
Provider (in the literature RTWC) and supportive Employer (what is often 
in the Australian Context the nominated RTWC). There is also support for 
employment focused counselling or problem focused therapies. In many 
jurisdictions in Australia, there is limited scope for Rehabilitation 
Counselling as a therapy, it is more purely viewed as a service coordination 
role. We would like to see better support for Rehabilitation Counselling as 
we are well placed because of our knowledge of workplaces, often we visit 
the worksite and familiarise ourselves with the employment situation, 
therefore counselling services provided by our members is often highly 
contextualised to the workplace. Therefore, Cognitive Behavioural 
Therapist are likely to be more effective in reducing unnecessary 
worklessness and prolonged disability (Pomaki, et al., 2010, pp. 42- 43).  

Review Q8: When 
conveying a diagnosis 
of a work-related 
mental health condition 

Diagnosis is generally outside of the scope of Rehabilitation Counselling. 
However, we feel that the following is important: 

a) That the patient understands the nature of their condition;

Noted. A patient-centred approach is emphasised 
throughout the guideline. 
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to a patient, what 
factors should GPs 
consider, to ensure that 
their diagnosis is 
understood and 
acknowledged by the 
patient? 

b) Why their mental health condition affects their cognitions and 

behaviours (i.e.  adequate psychoeducation); 

c) Where possible the normalisation of their experience; 
d) Patient’s level of acceptance of the diagnosis;
e) GPs and other treatment providers should try to increase the 

patient’s knowledge  and understanding (i.e. health literary). This 

should inform the patient’s expectations of recovery 

Understanding one’s health condition and what can be done to improve it 
is central to Health Counselling Frameworks. From a position of 
knowledge and understanding comes the patient’s and GP’s ability to 
assess readiness to change health behaviours and assess the level of 
importance of change to the patient (Health Change Australia, 2018). 
From here patients can set clear goals and understand how working 

towards these goals are likely to improve their health condition.   

Well communicated functional capacity outlining the patient or workers’ 
ability to perform their job tasks can help improve a worker’s mental 
health and ability to manage condition, conversely poor knowledge about 
mental health in the workplace can diminish functional capacity (Attridge 
& Wallace, 2010). It is important to keep in mind that in this instance we 
are referring to psychological functional capacity, therefore Rehabilitation 
Counsellors are well placed to assist in communicating psychological 
function and how this should articulate to suitable duties, taking in to 

account medical recommendations from the GP.   

We have highlighted the importance of the following in GP 
communication with a workplace: 

• Stick to actual facts 

• Focus on the workplace and worker’s needs

• Communicate hazards with workplace early on

• Include patient in decision-making and 
communication with workplace (if they consent to) 

This is included along with an emphasis on strategies for 
patient recovery at work, graded to return to work, and 
referring to a Workplace Rehabilitation Provider where 
appropriate.  

Review Q9: What is 
appropriate 
communication with 
the patient’s workplace, 
in order to 
appropriately manage a 
work-related mental 
health condition? 

Noted through the literature is the importance of confidentiality (Mazza, 
2018; Pomaki, et al., 2010; Shaw, et al., 2008) Shaw et al. (2008) 
recommends that GPs’ communications be centred around work function 
rather than focusing too much on the specifics of diagnosis and 
impairments. This recommendation is sensible as it gets to the heart of 
what the workplace needs to know in order to make work 
accommodations or reasonable adjustments (Australian Human Rights 
Commission, 2018). It is also consistent with much of the literature 
reviewed in Mazza (2018) and Pomaki et al. (2010) which recommends 
interventions and treatments aimed at reducing work disability and loss, 
be squarely focused on return to work function. 

We have highlighted the importance of the following in GP 
communication with a workplace: 

• Stick to actual facts 

• Focus on the workplace and worker’s needs

• Communicate hazards with workplace early on

• Include patient in decision-making and 
communication with workplace (if they consent to) 

A practice point is included regarding GP referral to a 
Workplace Rehabilitation Provider where appropriate. 
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This is where a Workplace Rehabilitation Provider (in the literature 
referred to as trained RTWC) can be helpful, because they can assist the 
GP in translating diagnosis and impairment conversations into discussions 
about strengths and function of a patient (worker), which can then be 
articulated to both the patient and employer. We note that the question 
relates to the workplace, but we would like to encourage where possible, 
that once the diagnosis/ case formation has concluded that all medical and 
health professionals aim to avoid conversations framed in impairment, 
preferring conversations which are recovery and strengths focused with 
the persons current capabilities at the fore of the discussions. 
This falls outside of the intent of this document; however, it may also be 
helpful to educate workplace based RTWCs to refrain from asking these 
types of questions of GPs unless required for determination of liability. 

Review Q10: In workers 
with a mental health 
condition, what 
information should a GP 
consider to determine 
whether a person has 
capacity to return to 
work? 

This is a complex question. The guidelines proposed in Mazza (2018) aim 
to cover a variety of considerations, but ultimately this is likely to be a case 
by case decision. As previously mentioned, we would like to suggest that 
return to work occurs as soon as practicable. We acknowledge that this 
must be a balance of symptom management and avoiding reinforcing the 
belief that work is bad for the patient and should be avoided.  
The factors identified under physical and psychosocial capacity can be 
managed in a well- designed return to work plan. In regard to the 
workplace factors, again, some of these factors we can control, depending 
on the size and flexibility of the organisation. However, there are a couple 
of other strategies which could help with return to work decision making: 

a) Mediation may be appropriate to help the employer and patient see 
each other’s point of view and allow an opportunity for controlled 
discussion about return to work, including but not limited to 
identification of potential barriers and remediation/ problem solving
strategies as recommended in the literature; 

b) If all things considered, returning to work with the pre-injury 
employer cannot be achieved immediately, consider a work 
conditioning program with a similar organisation (if appropriate) 
that will help the patient: 
i. By providing graded exposure (while it is not in the same 

environment which is advocated for in the literature compared 
with imaginal exposure) it does simulate a work environment, 

The health benefits of good work are emphasised 
throughout the guideline along with early return to work 
strategies, where appropriate. This includes highlighting 
the importance of: 

• GP clinical judgement about what is safe work, 
including assessing possibility for graded return to
work 

• Focussing on what patient can do
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which could be help for developing confidence and practicing 
techniques to manage their mental health condition before 
returning to the actual workplace. 

ii. Maintain appropriate work routines. Often poor habits can 
develop when people are away from the workplace for 
extended periods and this can lead to worsening mental 
health. Therefore, it makes sense to try to maintain routine as 
best as possible. Referring early to a WRP skilled at sourcing 
suitable placements or in the short term maintaining routine 
will assist with this goal. 

iii. Maintain social networks and prevent isolation.
iv. Provide confidence not only to the patient, but to the GP that 

the Patient can navigate a return to work successfully, before 
attempting a return to pre- injury employment. 

v. Prevent the well documented health determents associated 
with worklessness (American College of Occupational and 
Environmental Medicine, 2006; The Royal Australasian College 
of Physicians and the Australasian Faculty of Occupational and 
Environmental Medicine, 2013) 

15. Organisation iCare Assessment and 
diagnosis of a work-
related mental health 
condition' Model 

Guidelines such as these are great tools for GP's to assist in diagnosis. 
However, there is some concern that not all GPs have the same level of 
expertise in identifying mental health issues. As such, it may be beneficial 
to provide increased focus and further education on how to identify mental 
health issues. 

Collaborative GP education and training is being 
considered as a potential implementation activity. 

Is this patient 
developing a comorbid 
mental health 
condition? 

It is suggested that the list presented be renamed. At present, the content 
of the list would be better described as 'risk factors' rather than as co-
morbidities as currently there is a mixture of both components. For 
example, 'Job Strain' whilst a valid risk factor, is not a comorbidity as it is 
not considered a medical condition. As stated on pages 9-10, this list was 
based on low quality evidence and we would recommend further research 
be undertaken on comorbidities. Whilst the list would be of use to GPs, a 
refining process or renaming of this section would be encouraged. 

Wording of the recommendations should not be changed 
as the factors are derived directly from the evidence 

Is the mental health 
condition work-related? 

As stated in the Guideline (page 34) it is agreed that work-related issues 
arise from work pressures. When determining whether the mental health 
issue is work related, the GP should ask whether the current injury is 
consistent with the stated cause (including exacerbation of a pre-existing 

We have emphasised the importance of: 

• GPs taking into account temporal relationships 
between the occurrence of problems, and knowledge 
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condition), or if it is likely to be consistent with symptoms of a pre-existing 
condition. This will assist in determining whether the condition is affiliated 
with work. 

of the workplace, pressures, events or changes at 
work, and 

• GPs ensuring the patient’s description of the injury 
and workplace environment corroborates with actual 
events – i.e. plausibility. 

Through our experience and research in engaging with workers we can see 
a value in the Guideline and upon review suggest the following: 

a) The Guideline represents a clinical and academic standpoint. We 
would recommend also including a considered practical focus which
encompasses contemporary mental health research and 
psychosocial approaches. There is growing evidence that 
demonstrates the importance of social connection for people with 
mental health issues, and for many work is a key source of social 
connection and community. As an example, research by Black, Sim, 
Collie, & Smith, (2016), demonstrates a consistent association 
between higher self-efficacy and return to work outcomes. 

The importance of social inclusion, and inversely the effect 
of isolation on delayed recovery and return to work is 
referenced.  

Thank you for the opportunity to review and comment on the Clinical 
Guideline for the Diagnoses and Management of Work-Related Mental 
Health Conditions in General Practice (Version 1.0) ("the Guideline").  

The Guideline provides excellent advice for GPs in identifying and 
managing workers with mental health issues. The detail of information 
provided in an area with a sparsity of existing research is impressive. The 
notion of the pathway which has been presented has great potential to be 
an effective tool for GP's to assist them in returning their patient back to 
work.  

It is estimated that, at any point in time, one in six working age people will 
be suffering from mental illness, which is associated with very high 
personal and economic costs (Harvey, et al., 2014). Consequently, mental 
illness is one the main health related reasons for sick leave and long-term 
work incapacity in Australia.  

Individuals with mental health problems, and their caregivers, are some of 
the most stigmatised and marginalised groups in the workplace and often 
miss out on the many benefits good work can offer (Harvey, et al., 2014). 
Research demonstrates that compensated patients take longer to return 

Comment not required 
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to work; they spend more time away from work, and have a lower chance 
of ever getting back to work. As such, it is important that the Guideline 
highlights that workers with a mental health condition can recover at 
work, as this can reduce the associated personal and economic hardship.  

Studies conducted by beyondblue and PwC demonstrate that mental 
health conditions present substantial costs to organisations. However, 
successfully implementing strategies to create a mentally healthy 
workplace can, on average, provide organisations with a positive return on 
investment. (beyondblue, PwC & National Mental Health Commission, 
2014). This signifies a clear need for increased focus and 'normalisation' of 
mental health in the work place across Australia. Additionally, it suggests 
that GP's need further support to enable people with mental health 
conditions to recover at work and return to work. The Guideline makes an 
excellent point on pages 64 and 65 regarding a GPs engagement with their 
patient’s workplace, and the enormous benefits for the recovery of their 
patient. As mentioned in further detail in Appendix A, it may be beneficial 
to refine the pathway so it better reflects the breakdown of information 
and research throughout the rest of the Guideline.  

We appreciate that Monash University have allowed icare to review the 
guidelines. We see significant value in these guidelines and look forward to 
seeing the updated version. 

'Management of a 
work-related mental 
health condition (MHC)' 
Model  
How can the condition 
be managed effectively 
to improve personal 
recovery or return to 
work? 

a)  As mentioned previously, the Guideline would benefit from 
adopting a more contemporary and psychosocial approach. 
Research and reports such as NHS England, (2015) promote the 
aspects of recovery through community. We know that the 
workplace in some cases can be the best place to be (Black, Sim, 
Collie, & Smith, 2016), however, particularly where mental health 
conditions arise from conflict within the workplace, in certain 
circumstances it would not be beneficial to return to work. It may be 
worth considering issues such as what to do in situations where 
there is conflict with a supervisor or work colleague, or allegations of
bullying/harassment. The Health Benefits of Good Work, as 
suggested in the Guideline, are an excellent resource for GPs to 
consider and discuss with the worker. 

a) The health benefits of good work are highlighted 
throughout the guideline, including an emphasis on GPs to
employ their clinical judgement to initiate early return to 
work strategies only where it is safe and appropriate to do 
so. 
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b) Additionally, it is recommended that the workers psychosocial state 
be taken into consideration when considering return to work; factors 
including (but not limited to) personal relationships, finances, 
housing arrangements and levels of physical activity. 

b) Factors relating to personal circumstances such as 
(personal relationships, finances, housing arrangements, 
level of physical activity) have been included in the 
consensus statement. 

What can I do for a 
patient who is not 
improving? 

a) It is suggested the classification 'persistent depression' is changed to 
encompass a broader range of mental health issues. This language is 
very specific and doesn't include other conditions such as anxiety. 

b) It may also be helpful for GPs to request a case conference with the 
worker, their employer and any insurance and/or rehabilitation 
providers involved in the worker's recovery. This will ensure all 
parties can provide assistance to the worker and agree on the best 
pathway forward. 

a) Whilst we cannot change the term ‘persistent 
depression’ is this is a recommendation as evidence by the 
literature, we have expanded the consensus statement to 
include patients with persistent mental health conditions 
that has arisen out of work. 
b) GPs are recommended to adopt a collaborative care 
approach throughout the guideline. We have included case 
conferencing as a useful method to facilitative this 
approach.

What strategies are 
effective at managing 
comorbid MHC's 

There is some question as to whether PTSD should be included in the 
pathway. As noted on page 61, PTSD already has specific clinical 
guidelines (Phoenix Australia - Centre for Posttraumatic Mental Health, 
2013). Therefore, it may not be necessary to highlight PTSD in the 
Guideline. The guideline presented we believe is more appropriate for 
depression and anxiety in comparison to PTSD. A potential alternative 
may be to list some of the specific guidelines related to each type of 
mental health issue in this section. 

We have provided a link to the PTSD guidelines. 
Furthermore, the Guideline Development Group agreed 
that the consensus statement regarding PTSD and 
substance misuse should be removed and instead discussed 
in the background information.  

Is the patient ready to 
return to work? 

a) The list which is presented is overly complex and includes a lot of 
factors which may automatically preclude a worker from returning to 
work, even if they are able to undertake suitable duties. Consequently, 
GP's may become confused and certify patients as unfit. As mentioned 
in the Guideline, the health benefits for good work are widely 
recognised (page 67) and are a good strategy in aiming to return the 
worker to work and ultimately to recovery. An adaptation of this list 
could be a 'pathway to participate' focusing on what the worker can 
do, and on the psychosocial aspects of return to work 

b) In addition, on page 70, it is mentioned that a number of factors were 
excluded, as they are considered personal factors. However, these 
same factors appear in the Guideline as things to consider when 

a) The health benefits of good work are emphasised 
throughout the guideline along with early return to work
strategies, where appropriate. This includes highlighting 
the importance of: 

• GP clinical judgement about what is safe work, 
including assessing possibility for graded return to
work 

• Focussing on what patient can do 
We have also aligned the chapter heading with health
benefits of good work. 
b) Where the evidence supports the inclusion of patient 
factors, they have been included. 
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determining whether the patient is ready to return to work. It is 
important that the information here is consistent. 

16. Organisation WorkCover 
Queensland 

Please provide your 
feedback about the 
Abbreviations Section 
here: 

Abbreviations are clearly identified. Noted 

Please provide your 
feedback about the 
Appendices Section 
here: 

We do not think there is any value in the tasks for the development or the 
declaration of interest appendices. 

The diagnostic tools appendices are good – we recommend that is 
consideration given to imbedding these into the relevant medical software 
GP use on a daily basis. 

The inclusion of the conflict of interest statements are a 
requirement of the NHMRC. Embedding recommendations 
into relevant medical software will be considered as a 
potential implementation strategy.  

Assessment and 
diagnosis: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

We do not see this content being utilised to its full extent. The section is 18 
pages long and contains a lot of information that is not necessary relevant 
to the quick reference required for a GP. We strongly recommend that a 
summary of information is provided at the front of this section (including 
hyperlinks to the relevant tools/resources). 

The flow chart is to be available as a separate 
downloadable file to the full guideline and includes: 

• Supporting information i.e. what strategies GPs 
should consider, what is useful to support GPs 

• A key for strength of recommendation

• Linked tools and supporting guidelines

• Quick reference page numbers to full guideline 
chapter 

Other links to resources and tools are included throughout 
guideline. 

Assessment and 
diagnosis: Are there any 
individuals or groups 
who are likely to be 
worse-off as a result of 
these 
recommendations? 

No – if the tools and recommendations are applied and used for a patient 
with a work related mental illness. 

Noted  

Are the 
recommendations 
pertaining to each 
question realistic 
(achievable) and/or 
appropriate? Why/Why 
not? 

The information contained in the recommendations has a sound evidence 
basis.  
Assessment and diagnosis  
Is this a mental health condition?  

• We question the practical application of a GP (when faced with 
consultation time constraints) using a GAD/DASS or PTSD checklist 
effectively. The parameters of these tools need to be expanded to 

• Embedding recommendations into relevant medical 
software will be considered as a potential 
implementation strategy. 
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include an education piece for practice staff when booking in patient 
appointments and this could be potentially included in medical 
practice booking software.  

Assessment of work related mental health condition  

• We recommend incorporating a link to the relevant jurisdictions to
assist with GP understanding of what may be considered a 
compensable work related mental health condition. 

Patient acknowledgement and understanding  

• We strongly recommend that patient support groups assist with
enhancing this understanding. 

Comorbid mental health condition  

• One of the challenges with patient acknowledgement of a work-
related condition is the “red-tape” of a claims process – be it 
superannuation/workers compensation. This is an additional overlay
in the comorbid conditions. It may not be related to a perceived 
injustice but the unknown of the claim process itself. 

Management  
Effective Management for recovery or return to work  

• We recommend that the AFOEM statement – Good Work is Good For 
You – needs to be incorporated more into this recommendation. 

Condition not improving  

• Priority should be given to the involvement of psychological supports 
and psychiatric supports – RANZCP guidelines reference referral to a 
psychiatrist 6-months after referral to a psychologist if there has not 
been a significant improvement in patient symptoms (Item 1.4 of Best 
Practice Referral Communication guideline). 
https://www.ranzcp.org/getattachment/Publications/Guidelines-and-
resources-for-practice/GPs-and- psychiatrists/GP-Psychiatrist-
Referral-Pathways.pdf.aspx 
https://www.ranzcp.org/Files/Resources/College_Statements/Practic
e_Guidelines/PS-Best-Practice- Referral-Communication-between-
ps.aspx 

Communication with workplace  

• Links to relevant jurisdictional information are 
provided 

• We have highlighted the importance of linking 
patients with support groups (incl. (e.g. mental health
support groups or culturally relevant support groups) 
in the background information. 

• Patient perceived injustice, such as that of the 
compensation process, is emphasised. 

• The health benefits of good work are highlighted.

• Using a collaborative care approach is emphasised 
throughout the guideline recommendations, 
consensus statements and background information. 
Further, we have included in the background text a 
note for GPs to consider referral to a psychiatrist 6-
motnhs after referral to a psychologist if there has not 
been a significant importance in patient symptoms. 
Guidelines have been linked. 
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• We agree that it is very valuable to communicate with the workplace 
or insurer (where relevant). 

Return to work  

• We strongly recommend that the guidelines state that this should be 
discussed at every conversation. The GP should communicate with 
employer or insurer in order to facilitate a discussion/mediation of any
impacting work-related factors. 

• Early return to work strategies, where appropriate and 
safe to do so, have been discussed. Where patient 
consent has been granted, GP communication with 
the workplace is highlighted. 

Which 
recommendations do 
you think are most 
likely to lead to 
improvements in health 
outcomes for patients? 
Why? 

Patient acknowledgement and understanding of condition. This 
information has the potential to demystify the injury to the patient, 
educate them about the recovery process and increase the personal 
ownership of their rehabilitation. 

Comment not required 

Please provide any 
other feedback about 
the Executive Summary 
here: 

The Executive Summary is very lengthy and hard to follow, particularly 
when faced with time constraints. We strongly recommend that this be 
condensed and would like to suggest inclusion of a quick reference guide 
(separate to the flow chart) to assist practitioners. 

The flow chart layout has been revised and is to be 
available as a separate downloadable file to the full 
guideline and includes: 

• Supporting information i.e. what strategies GPs 
should consider, what is useful to support GPs 

• A key for strength of recommendation

• Linked tools and supporting guidelines

• Quick reference page numbers to full guideline 
chapter 

Please provide your 
feedback about the 
Flow Chart here: 

The flow charts (page 5 and 6) are excellent practical resources to support 
and guide a GP in a clinical setting. However, we note that the statement 
“Is the patient ready to return to work” appears to be mutually exclusive 
and flow after (as indicated by the arrow) with “What is appropriate 
communication with a patient’s workplace?” We strongly suggest that 
these two statements can co- exist and work in harmony together. 

We support the readiness to return to work but suggest that this is placed 
not as the concluding statement or consideration particularly in light of the 
contemporary evidence on the health benefits of engaging in good work 
and as a strategy to facilitate recovery following all work-related injuries. 

The flow chart is to be available as a separate 
downloadable file to the full guideline and includes: 

• Supporting information i.e. what strategies GPs 
should consider, what is useful to support GPs 

• A key for strength of recommendation

• Linked tools and supporting guidelines

• Quick reference page numbers to full guideline 
chapter 
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The process flow itself is succinct (compared to the detailed guideline 
document). 

There is no link/quick reference to guide a practitioner as to how to 
undertake a comprehensive clinical assessment. 

Is the structure and 
layout of the Guideline 
logical and easy to 
navigate? If not, how 
could this be improved? 

The content of these guidelines is comprehensive and extensive with a 
strong emphasis on assessment and diagnosis, followed by supporting 
information to assist in the management of these conditions. The length 
of the guidelines should be reviewed to ensure the usability and 
practicality for use in clinical practice and we recommend placing some of 
the background information and methodology in the appendices so the 
body of the document is practical information that can be used by GP’s in a 
clinical setting. We would also suggest considering the Taking Action Best 
Practice document (Safe Work Australia and Superfriend) action planning 
concept so the document could be used as GP quick reference guides or 
GP factsheets. 

In both the assessment and diagnosis section, and the management 
section the research and evidence background is discussed in some depth. 
We recommend that the research and evidence sections are separated to 
make it easier to differentiate. It would also be useful to have summary 
statement at the beginning of the section or page to enable easy 
identification of key information to the clinician. 

The flow chart layout has been revised and is to be 
available as a separate downloadable file to the full 
guideline and includes: 

• Supporting information i.e. what strategies GPs 
should consider, what is useful to support GPs 

• A key for strength of recommendation

• Linked tools and supporting guidelines

• Quick reference page numbers to full guideline 
chapter 

Do you agree with the 
recommendations 
and/or consensus 
statements in the 
Guideline? 

Yes 

Are the 
recommendations in 
this guideline 
appropriate for 
Aboriginal and Torres 
Strait Islander 
individuals? 

We do not believe the guideline allows for the cultural differences 
adequately when dealing with a patient of ATSI origins. We would strongly 
suggest scoping feedback from the Department of Indigenous Affairs (if 
not already done). 

The Department of Indigenous Affairs was specifically 
invited to give feedback on the guideline. We have detailed 
cultural considerations, including those of Aboriginal and 
Torres Strait Islander peoples and culturally and 
linguistically diverse throughout the guidelines, and linked 
to ATSI and CALD guidelines/sources of information where 
appropriate.  
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Aside from being on the 
NHMRC website, how 
else do you suggest this 
Guideline be 
accessed? 

AMA website 
RACGP website 
Imbedded into medical practice software 
Promoted with workers compensation and superannuation insurers (could 
possibly be expanded to include life insurance companies as well) 
Safe Work Australia 

We will consider embedding recommendations in existing 
GP medical software as part of our implementation 
strategy.   

Furthermore, we will request that a link to the guideline be 
available on primary and secondary target audience 
website, including the AMA, RACGP, SWA, workers 
compensation scheme and superannuation insurer 
websites.   

Please feel free to make 
any additional 
comments 

We support the formulation of clinical guidelines to assist General 
Practitioners identify, assess and manage work-related mental health 
conditions. We acknowledge that for most of our injured workers it is their 
GP that is the first medical professional that they discuss their concerns 
with and it is the GP who completes the work capacity certificate. 

WorkCover Queensland as a self-funded statutory authority providing 
tailored workers’ compensation insurance solutions to over 159,000 
Queensland businesses since 1997. We maintain high return to work rates 
by partnering with our customers, unions, industry associations, medical 
and allied health providers. In the 2017 financial year we received over 950 
claims for work related mental health conditions. 

Comment not required 

Are the clinical 
questions presented 
clear and relevant? 

Yes - we are of the opinion that the clinical questions are clear and 
relevant. 

Please provide any 
other feedback about 
the Introduction  

The introduction is 5 pages long – we strongly suggest reducing this 
substantially. 

We have re-formatted the guideline and taken its length 
into account.  

Are the processes used 
to develop this 
Guideline clear? If not, 
can you identify any 
areas of concern or 
items that require 
greater clarification? 

The various outlined governance/consultation/research/methodologies are 
very detailed. 

We have re-formatted the guideline and taken its length 
and presentation of information into account. 
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Please provide any 
other feedback about 
the Methodology  

The methodology is 8 pages long – we strongly suggest reducing this 
substantially. 

We have re-formatted the guideline and taken its length 
into account. 

Please provide any 
other feedback about 
the Management 
Section  

In relation to the Management of a work-related mental health condition 
(MHC) the overall content is very thorough. However, in relation to F (page 
67) ”Is the patient ready to return to work?”, the content is very brief, 
consisting of one page reviewing current literature and a further table 
listing 21 factors GP’s should consider when determining whether a person
has the capacity to return to work. 

We believe that there is a lack of information in this section of the 
guidelines for a GP to support an effective return to work. The guidelines 
should consider these factors in line with the return to work process, and 
provide information as to what extent they should they guide the return to 
work process and how they should be considered/incorporated into return 
to work planning. 

Information has been provided to GPs about the factors 
influencing return to work outcomes and what strategies 
GPs can employ to address these in their return to work 
planning.  

Please provide your 
feedback about the 
References Section  

References list is very comprehensive but we question its purpose/efficacy 
in this document. We strongly recommend that it is added into a resource 
kit separate from this document if further evidence or research is required. 

The flow-chart will act as a separate downloadable quick-
reference resource for GPs. The reference list has been re-
formatted to better align with each chapter.  

17. Organisation Department 
of Jobs and 
Small 
Business and 
Comcare 

Clinical Question: Is this 
a mental health 
condition? 

The Guideline states: “…However, for patients who submit a claim for 
compensation, it is imperative that a clear and substantiated diagnosis is 
made – otherwise the patient may have their claim denied…” (Page 27, Para 
2). This could be read as if the role of the GP is to make a diagnosis to 
support the employee’s compensation claim. The role of the GP is not to 
determine or assess liability or work-relatedness of the condition or illness 
but rather to assess, diagnose, treat and monitor rehabilitation and 
recovery. The role of the insurer is to assess liability.  The outcome of a 
claim should not form part of a GP’s consideration when forming a 
diagnosis.  Making a clear and substantiated diagnosis is important to 
ensure the best treatment options are made available, not to facilitate a 
workers’ compensation claim. The Guideline should make this clear. 

Page 33 of the Guideline states that GPs should question patients about 
their gambling habits and/or opioid use. Should this line of questioning be 
highlighted in the question overview? 

We have clarified the role of the GP in assessing work-
relatedness in the compensation claims process.  

Opioid use is included for GP consideration as a factor 
affecting recovery.  

We have included an additional consensus statement which 
advises GPs to seek the advice of a specialist mental health 
clinician if they are experience difficulties in their diagnosis.  

We have clarified the use of ‘should’ to emphasise strong 
recommendations and ‘may’ to describe recommendations 
based on consensus.  
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The complexity of mental health conditions can vary greatly from case to 
case, as can the experience of GPs in diagnosing and managing such 
conditions.  The Guideline should reference that the advice of a specialist 
could be sought by a GP if they are experiencing difficulties in diagnosing 
and treating a condition. 

The Department and Comcare support the proposed evidence based 
approach. We note there is an occasional inconsistency with the terms 
‘may’ and ‘should’ that could be confusing. It’s unclear if the use of should 
or may is indicative of multiple options, or a judgement made on the 
strength of the evidence, or is alternatively a drafting preference. The 
Department and Comcare would support clarifying this. 

Clinical Question: Is the 
mental health condition 
work-related? 

This section needs to be carefully drafted as the term ‘work-related’ has a 
specific meaning under workers’ compensation legislation which may be 
different to its common meaning. There are legislative requirements 
across jurisdictions that set out how work-relatedness should be 
determined. From a workers’ compensation perspective, whether a mental 
health condition is ‘work-related’ (i.e., compensable under the relevant 
jurisdiction) is the responsibility of the workers’ compensation insurer. 
Should a worker wish to lodge a compensation claim, it is the 
responsibility of the decision-maker to collect relevant medical and 
workplace evidence to determine if the condition arose at the work place 
or that work was a substantial contributing factor. We acknowledge that 
this is addressed to some extent on page 36 of the Guideline. 
The GP should instead focus on assessing as part of the diagnosis whether 
there are any work-related factors that may have contributed to the 
mental health condition The Guidelines should make this clear.  

In developing a treatment plan, a GP will need to take into consideration 
any contributing factors in the workplace that need to be managed 
through the recovery process. We believe it is more appropriate for the 
question to use the phrase ‘contributed to by work factors’ instead of 
‘work-related’.  

The consensus statement addressing this question could: 
a) Provide further guidance on how to undertake a comprehensive 

clinical assessment in such patients.  For example, this could 

We have amended the term “work-related’ in the chapter 
heading and consensus statement to ”as the result of work” 
to reduce the level of implied significance.   

a) We have expanded the background information and 
consensus statement to better define comprehensive 
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include communication with the employer and other relevant 
providers such as rehabilitation providers. It could be noted that 
Case Conferencing arrangements in most jurisdictions is 
available and now mostly funded. GPs should be encouraged to 
use and charge for these services to support a timely and 
coordinated approach, reducing the need and reliance on 
paperwork to drive return to work engagement. This will also 
reduce the time and administrative burden on GPs.  GPs are 
familiar with the Medicare Benefits Schedule (MBS) case 
conferencing provisions, and as such reference to the similarities 
of these services to compensation case conferences may support 
behaviour change and greater understanding by GPs.  

b) Describe possible factors that may suggest that a mental health
condition is work related. 

The Department and Comcare support advising GPs that their opinion is 
not the only determining factor in a compensation claim, however 
recommending that they have an awareness of legislation is unnecessary, 
particularly in regard to understanding how work-relatedness may differ 
across jurisdictions.  Whether a condition is work-related is not important 
for diagnosis, of more importance is understanding the work factors or 
stressors that have caused or contributed to the medical condition.  
Further information on jurisdictional differences in legislation, referenced 
the Safe Work Australia, Comparison of Workers’ Compensation 
Arrangements in Australia and New Zealand may be of benefit.  

clinical assessment considerations in the context of work. 
This includes: 

• A description of a multidisciplinary approach to 
determining id a mental health conditions has arisen
as the result of work 

• A definition of work is provided

b) Factors identifying whether the mental health condition
has arisen as the result of work have been detailed.

The Guideline Development Group agreed that a GP must 
decide whether a patient’s mental health condition is 
managed as a work-related case which has compensation 
implications. The Compensation Scheme then make the 
definitive decision to whether the claimant’s case is 
accepted or not. A description of this process is provided.   

Clinical Question: How 
can I ensure that the 
patient understands 
and acknowledges the 
diagnosis? 

The Department and Comcare support this approach, but recommend that 
the health benefits of work be emphasised as a potential treatment option 
when holding discussions with the employee on recovery expectations and 
treatments available. 

In consideration of the health benefits of good work, the 
Guideline Development Group decided: 

• To note the value of good work, not work that is going
to make the condition worse 

• To include a statement to address patients who are 
not able to return to work or where it is not safe to do 
so 

o The inclusion of the text “where 
appropriate” addresses this 
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• Interventions that manage mental health conditions 
need to take into account the work context, i.e. they
need to be work-focused 

• Limit the assumption the patient is not currently at 
work 

General comments on 
the Guideline 

The Department of Small Jobs and Business (the Department) and 
Comcare support the evidence based approach to assist General 
Practitioners (GPs) in the diagnosis and management of work-related 
mental health conditions. 

The health benefits of work are widely recognised and we suggest they are 
more widely referenced throughout the Guideline. GPs are integral to 
building an understanding that work can be used effectively in the 
treatment of mental health conditions. Return to work is not an end goal 
but can be a part of a treatment plan to support a patient’s recovery at, 
and continued engagement with work.  

The role of the GP is not to determine or assess liability or work-
relatedness of the condition or illness but rather to assess, diagnose, treat 
and monitor rehabilitation and recovery. The role of the insurer is to assess 
liability.   

GPs should consider the patient’s capacity for work, including what the 
patient can do, such as a modification of their pre-injury duties and hours. 
The Guideline should support GPs to provide appropriate work capacity 
certification specific to mental health conditions/ illnesses.  

Acknowledging the time pressures GPs face in a general practice setting, 
the two-page summary is a useful addition for GP’s who may find it 
difficult to read the Guideline in its entirety.  It may also be useful if the 
Executive Summary recommendations listed the relevant page numbers 
from the body of the Guideline.  This could be a quick reference tool if a GP 
wishes to read further information on the specific recommendation. 

The Guideline states that… “Employers have an obligation to comply with 
legislation through the Safe Work Australia Act” (Page 15, paragraph 2, 
sentence 2). This statement is incorrect.  We suggest rewriting to say that 
employers are obligated to comply with existing workers’ compensation 

As afore mentions, the health benefits of good, and safe 
work are discussed throughout the guideline.  

A description of the role of the GP in the compensation 
claim process is provided.   

Work modification and functional capacity assessment in 
the content of work as recovery are discussed and included 
as a consensus statement. 

The Executive Summary includes a summary of 
recommendations, consensus statements and practice 
points which includes corresponding page numbers linked 
to the appropriate chapter.  

The flow chart is also to be available as a separate 
downloadable file to the full guideline and includes: 

• Supporting information i.e. what strategies GPs 
should consider, what is useful to support GPs 

• A key for strength of recommendation

• Linked tools and supporting guidelines

• Quick reference page numbers to full guideline 
chapter 

We have amended the statement: “Employers have an 
obligation to comply with legislation through the Safe 
Work Australia Act”. 
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arrangements in jurisdictions they operate in. The Safe Work Australia Act 
establishes the body Safe Work Australia – it does not impose 
requirements on employers or obligations to comply with a particular 
jurisdiction’s compensation scheme system. 

Clinical Question: Is the 
patient developing a 
comorbid mental health 
condition? 

The Department and Comcare note the approach but have concerns with 
the use of the term ‘work-related’ in the statement… “GPs may consider 
the following factors to assist in the early detection of a comorbid work-
related mental health condition” (Page 41, Para 4). We believe the 
reference to ‘work-related’ is unnecessary as the purpose of the 
assessment is more about whether the employee is developing a co-
morbid mental health condition. 

The list of factors may be used to identify a comorbid condition, but not 
necessarily a work-related comorbid condition. 

We have amended the use of the term “work-related” in 
the recommendation. 

Clinical Question: How 
can the condition be 
managed effectively to 
improve personal 
recovery or return to 
work? 

The Department and Comcare note the suggestion that further research 
should be conducted to assess whether there is “…support for an 
intervention in a general practice setting to improve personal recovery or 
return to work in patients with a work-related mental health condition.” 
(Page 45, Para 4). We interpret this sentence to mean that there is no 
evidence on the best intervention that a GP should be implementing to 
help workers with work-related mental health conditions return to work.  
The first recommendation under clinical question five needs to be clear 
that this is about needing more research to develop an intervention that 
the GP can implement to support the patient in the return to work process 
and it is not discounting the evidence-base that exists for the Health 
Benefits of Work in helping worker recovery from workplace injury.  

However, it should also be acknowledged that there is information 
generally available from all workers’ compensation jurisdictions for GPs to 
consider regarding the health benefits of work. 

The Guideline refers GPs to the ‘existing high-quality guidelines’ for the 
management of mental health conditions, however there is no further 
information on what these guidelines are or where they can be found. 

The Guideline infers that returning to work is an end goal rather than a 
part of treatment. GPs should consider how they can keep their patient 
connected with the workplace (which may include a gradual transition 

The Department and Comcare’s interpretation is correct. 
We have emphasised that research needs to be promoted 
in this area. 

Links to resources and tools included throughout guideline. 

In consideration of the health benefits of good work, the 
Guideline Development Group decided: 

• To note the value of good work, not work that is 
going to make the condition worse 

• To include a statement to address patients who 
are not able to return to work or where it is not 
safe to do so 

o  The inclusion of the text “where 
appropriate” addresses this 

• Interventions that manage mental health 
conditions need to take into account the work
context, i.e. they need to be work-focused 

• Limit the assumption the patient is not currently
at work. 

Further, we have recommended GPs refer to Workplace 
Rehabilitation Providers, Rehabilitation Counsellors and 
other specialists where required.   
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back to work), rather than only assessing their capability of returning to 
work in the same capacity as before the mental health condition 
manifested. GP’s should be encouraged to assess and advise barriers 
impacting their patient’s ability to return to work. These factors should be 
shared with the rehabilitation provider, or return to work coordinator, in a 
paid return to work case conference. The role of the insurers and 
employers is then to address these barriers.  

Clinical Question: Why 
isn’t the patient’s 
condition improving as 
expected? 

The Department and Comcare support the proposed approach. 

Under C. Employment/Workplace Factors, add “perceived injustice of 
compensation claim process/compensation claim denied/allegations not 
vindicated via compensation process”. 

In the same section, add “perceived” to harassment and bullying as a 
precursor to the mental health condition. Individual perception of bullying 
does not always equate to actual bullying although the impacts are 
comparable.  

Perceived injustice has been added as a patient factor. 

It is felt perceived injustice encompasses perceived 
harassment and bullying. As harassment and bully are 
factors taken from the evidence base their description 
cannot be changed.  

Clinical Question: What 
can I do for patients 
who are not improving? 

In patients with a condition that has arisen out of work, GPs are guided to 
investigate the stressors, but no information is provided on how to address 
them.  The guidance on managing patients relates to those with non-
work-related stressors.  The Guideline would benefit from providing some 
practical steps/guidance on how to address the work-related factors that 
may be contributing to a patient’s mental health condition. 

The health benefits of work should be outlined here. The Guideline 
indicates that any assistance the GP can provide to contribute to improved 
interventions in a workplace setting (i.e. reasonable adjustments to the 
employee’s role or the provision of alternate duties) may also contribute to 
patient’s recovery. 

The following wording in the recommendation, “Cognitive behavioural 
therapy as an adjunct to pharmacotherapy for patients with treatment-
resistant depression” (Page 56, Para 6), implies that pharmacotherapy is 
being used first and it should be followed by cognitive behavioural 
therapy. Is this the recommended treatment process for depression? 

On page 57, paragraph 2 there is a typographical error with the word 
‘conclude’. 

Strategies detailing how to address work-related factors 
which may be contributing to a patient’s mental health 
condition are described within.  

The health benefits of good work are described and 
emphasised throughout the guideline. Where it is safe and 
appropriate, GPs are recommended to focus on functional 
capacity and work as a recovery strategy.  

As this recommendation was pulled directly from the 
literature, the Guideline Development Group agreed that 
its wording cannot be changed or reordered. 

The highlighted typographical error is amended within.  
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Clinical Question: What 
strategies are effective 
at managing comorbid 
mental health 
conditions? 

The Department and Comcare support this approach.  

The Guideline recommends using an integrated approach for people with 
work-related mental health conditions and comorbid substance use 
disorders, however we suggest it should also set out what this integrated 
approach involves. 

Should the Australian and New Zealand College of Psychiatrists guidelines 
on communication between psychiatrists, GPs and psychologists 
(referenced on page 51) also be included as part of the consensus 
statement recommending the use of an integrated approach? 

An integrated approach has been more broadly detailed 
within. 

We have provided a link to the guideline for reference.  

Clinical Question: What 
is appropriate 
communication with 
the patient’s 
workplace? 

The Department and Comcare strongly support open communication 
channels between the GP and the employer. 

The statement “GPs should consider using a trained return-to-work 
coordinator…” (Page 64, Para 5) could be rephrased as “GPs should 
communicate with an employer’s return-to-work coordinator”. 

Workers’ compensation insurers and employers sometimes seek to pursue 
case conferencing meetings to discuss workers’ compensation and return 
to work cases with GPs. The Guideline could, as part of the consensus 
statement, provide advice to GPs as to when it may be appropriate to hold 
case conferences, including who are the most appropriate participants and 
guidance on how they could most usefully be conducted. 

Also, why is email not encouraged as a communication method between 
the GP and the workplace? This allows for transparency and the 
patient/employee can be copied in (obviously with appropriate consent). 

Regarding the issue of patient consent, GPs should be made aware that 
the compensation claim form provides consent. 

The GP’s role in the workers’ compensation process is mainly focussed on 
diagnosis, prognosis, treatment and an assessment of functional capacity. 
The Guideline should also note that the GP’s understanding of the 
workplace arrangements has a significant influence on their 
patient/employee which further impacts on the recovery process. It is 
important for GPs to take into consideration the workplace arrangements 
from both the employer’s perspective as well as from the patient’s.  

As this recommendation was based on the literature, the 
Guideline Development Group agreed that its wording 
cannot be changed or reordered. 

Case-conferencing as a communication option is included 
in the background.   

Email is encompassed under written communication.  

Awareness that the compensation claim form provides 
consent is highlighted within guideline. 

GP consideration of the workplace and consistency in the 
description of how the condition arose is included as a 
consensus statement.   
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Clinical Question: Is the 
patient ready to return 
to work? 

The Department and Comcare note the approach and suggest that when 
assessing whether a patient is ready to return to work, consideration 
should also be given to: 

• the patient’s capacity for work i.e. what can the patient do to return 
to the workplace as soon as possible as part of their recovery. We 
know that extended absences from the workplace will make return to
work more difficult. 

• Using work as part of the recovery process (i.e., return to work should 
not only be considered after recovery, but as part of the recovery 
process) 

• Any support needed to support the patient to stay at work once they
have returned 

• Whether any of the work-related factors can be addressed to
minimise stressors (i.e. transfer to another team to avoid 
interpersonal conflicts) 

• Acknowledgement that return to work does not have to be a return to 
pre-injury duties and hours.  Employers can, in many instances, 
provide modified duties / hours. 

The list under b could also include “perceived injustice of compensation 
claim process if compensation claim denied”. 

On page 70 the Guideline states that “the Guideline Development Group 
(GDG) chose to exclude a number of personal factors identified in the 
literature [social deprivation (social/cultural disadvantage), being male, 
being older age]” because they felt that these factors should not influence 
a GP’s decision about return to work capacity, however these factors still 
appear in the final recommendation. Why were these factors included in 
the recommendations against the decision of the GDG? 

The Guideline does not provide evidence on how the size of the workplace 
may affect return to work. Further explanation may assist GPs to 
understand the positive/negative issues that may be associated with 
large/small workplaces and how they can be addressed. 

It is also noted that “size of the workplace” is listed twice under work-
related factors. 

We have given consideration to the health benefits of good 
work within the guideline, including, where safe and 
appropriate: 

• Patient capacity for work 

• Work as part of recovery

• Patient support to stay at work

• Work modification

Perceived injustice has been included as a patient factor for 
consideration.  

The exclusion of patient factors and double listing of “size 
of the workplace” is now amended within.  

Work stressors, such as size of the workplace, is noted 
within the background text.  

The role of the GP in the compensation process is more 
clearly described within.  
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On page 14 of the draft Guideline, paragraph 3 overstates the GP’s 
influence on compensation determinations. This paragraph should remove 
the phrases “and whether that person receives compensation for their 
injury” and “access to compensation”. 

18. Organisation Society for 
Industrial and 
Organisational 
Psychology 
Australia 

Assesment and 
diagnosis: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

SIOPA identifies that the recommendations and/or discussion is likely to 
be useful, however as a guideline, the Assessment and Diagnosis Section 
may have focused too heavily on the decision-making for each tool. It is 
likely that the specificity and sensitivity of standardised tools could be 
presented in table format to allow for clearer presentation of the content. 

Revised within.  

Please provide any 
other feedback about 
the Assessment and 
Diagnosis Sections  

SIOPA encourages greater consideration to be made to the use of the K10 
to assist in the diagnosis of work- related mental health conditions. 
Acknowledged by the draft clinical Guideline, the Kessler Psychological 
Distress Scale (K10) is commonly used by GPs. It is a tool that is 
recommended by the Divisions of General Practice and measures general 
psychological distress warranting further investigation into the nature of 
the psychological distress. Where appropriate, the introduction of more 
specific assessments (e.g. DASS) can then be administered. The K10 is 
likely to be of particular benefit when GPs are trying to establish if work 
has exacerbated a pre-existing psychological condition as it would allow 
for appropriate comparisons using one tool. 

The K10 is included in the background information for 
consideration.   

Are the 
recommendations 
pertaining to each 
question realistic 
(achievable) and/or 
appropriate? Why/Why 
not? 

SIOPA acknowledges that while the recommendations pertaining to each 
question are realistic, evidence-based and/or drawn from expert opinion, 
there appears to be a greater focus on diagnosis than management for 
patients with work-related mental health conditions. Further information 
and guidance could be provided with regards to appropriate 
multidisciplinary collaborations, communication and in the types of 
support provided to patients returning to work.  

Consensus statements, practice points and additional 
issues for consideration have been added and/or expanded 
on within the guideline’s management section.  

Please provide your 
feedback about the 
Flow Chart  

SIOPA supports the provision of a Flow Chart which is likely to be very 
helpful in supporting GPs in their treatment of work-related mental health 
conditions. The information is easily accessible and may also be used to 
communicate to other professionals and/or stakeholders the approach a 
GP may adopt. This may help to set expectations/boundaries and provide 
role clarity should the GP be working with a multidisciplinary team. 

Comment not required 
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Comments regarding Flow Chart content are captured in the below survey 
questions. 

Is the structure and 
layout of the Guideline 
logical and easy to 
navigate? If not, how 
could this be improved? 

SIOPA experienced the structure and language of the Guideline as easy to 
read and navigate. As mentioned above, the heavy focus on decision-
making content may be more clearly presented in table format. 

Evidence detailing the Guideline Development Group’s 
decision making regarding the strength of 
recommendations and consensus statements is more 
clearly highlighted within.    

Please provide any 
other feedback about 
the Introduction  

Following the recommendation for GPs to review relevant position 
statements, such as, “Taking Action – A Best Practice Framework for the 
Management of Psychological Claims”, SIOPA suggests that they are 
referenced in some way on the Flow Chart to ensure ease of access. 

Considered for implementation.  

Management: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

Multidisciplinary Collaborations  

SIOPA acknowledges that the purpose of the Guideline is to provide GPs 
with the best available evidence to assist them when managing patients 
with a possible or confirmed work-related mental health condition. 
However, there is very little reference to the access of allied or specialised 
care or services – many of whom are likely to be better suited to 
identifying workplace stressors as well as assess and diagnose complex 
patient presentations. As the primary providers of care, GPs need to 
facilitate access and must be made aware of the various referral pathways 
they can make use of (Psychologists, Social Workers, Counsellors, 
Occupational Therapists). Without more specific information here, the 
messaging of the Guideline suggests that GPs should be caring for and 
making decisions for patients in isolation of other professional input.  

The current wording suggests GPs will be providing cognitive behaviour 
therapy. This is concerning for two reasons a) such treatment requires a 
considerable amount of time which GPs are unlikely to be able to provide 
and b) cognitive behaviour therapy is a treatment which allied health 
professionals (psychologists, psychiatrists, etc.) have trained extensively 
under supervision. SIOPA question whether GPs will be participating in the 
same level of training? Untrained professionals conducting cognitive 
behaviour therapy presents a risk to the public and may be more harmful 
for the patient than beneficial.  

Communication 

Recommendation/consensus statements for GPs to 
establish a coordinated care approach are emphasised, 
including referral, where appropriate to psychologists, 
social workers, counsellors, occupational therapists.  

The Guideline Development Group agreed GPs can provide 
work-directed cognitive therapy, however where they lack 
the training, they could refer/direct to clinical psychologist.  

We have ensured patient-centeredness is emphasised more 
thoroughly throughout the guideline. 

The suggested additional workplace factors are now 
identified within the guideline.  

Risk of suicidality has been highlighted for consideration 
within.    

We have removed the term ‘opportunistic” to promote GPs 
taking a more active role in monitoring patient diagnosis 
and treatment plan.  
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SIOPA supports the preserving of patient confidentiality using the 
footnote, “communication with a patient’s workplace should only occur 
with a patient’s consent”. The GP or other treating practitioner should 
always be aware of their audience and only share information that will 
benefit the patient’s return to work. The patient should also be 
encouraged to be involved in as much of the communication as possible 
(e.g. with employees, supervisors, healthcare providers, union 
representatives).  

Returning to Work  
As a GP or other treating practitioner, it can be difficult to gauge a person’s 
readiness to return to work if the GP does not have a thorough 
understanding of the work culture and job tasks the person is required to 
perform. While work environment is listed as a work-related factor, SIOPA 
recommends the addition of more specific workplace factors, including 
work culture, role clarity, work demands, instrumental and emotional 
support, decision latitude, remote and isolated work, work relationships, 
exposure to violence and aggression, in addition to job tasks. Also, based 
on the arguments put forward in the previous two paragraphs, SIOPA 
recommends the addition of other professional opinions to be taken into 
consideration when GPs are considering a person’s capacity to return to 
work to provide an appropriate assessment of these factors and the 
patient's ability to return to work, including how to reduce the risk of 
exacerbating the patient's mental health condition.  

Suicidality 
Throughout the draft clinical Guideline, reference to suicide risk is rarely 
mentioned. In a document with a purpose for assisting the diagnosis and 
management of mental health conditions, SIOPA encourages the building 
of greater awareness of suicidality and risk.  

Active Involvement  

SIOPA supports the active and regular involvement of the GP in a patient’s 
recovery. However, the reference that consultations should be used 
opportunistically to monitor a patient’s mental health communicates more 
of a passive role in the patient’s care. Should a GP diagnose a patient with 
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a work-related mental health condition, they should take more of a 
proactive role in monitoring progress.  

19. Organisation WorkSafe 
QLD 

N/A Grammatical and editorial changes and suggestions made throughout 
guideline 

Changes accepted throughout the guideline.  

20. Organisation ARPA 
National 

Management section The differentiation of workplace rehabilitation providers and allied health 
providers in general is an important distinction to make when evaluating 
the Australian based approaches to RTW following injury, but also in the 
context of the resources available to general practitioners when assistance 
is required to help a patient back to work for all work-related forms of 
injury. The international research appears to have achieved a consensus 
that work is good for you and that we are now challenged with how to best 
implement systems to harness the workplace as a key driver in improving 
health outcomes for workers following injury. The role that skilled and 
qualified allied health professionals play in this process is also supported 
by strong evidence including the application of multi-domain approaches 
to service delivery including work accommodation and case coordination 
along with services focussed on the health of the worker specifically 
(Cullen et al 2017). A workplace rehabilitation provider is a key resource 
available to GP’s that has a unique understanding of the needs of workers 
and the skillset required to deliver these services within this context. The 
guidelines that have been provided for consultation do not differentiate 
accredited workplace rehabilitation providers from allied health 
professionals that are seen as key to service delivery in this context. For 
these guidelines to be applicable and relevant to the Australian health and 
compensation sectors, workplace rehabilitation providers need to be 
differentiated from other allied health providers. 

We have emphasised the importance of coordinating with 
Workplace Rehabilitation Providers as a key resource for 
understanding worker’s needs, the workplace environment 
and to support return to work. This is differentiated from 
other allied health providers.  

Management section Further, the guidelines do not identify a workplace rehabilitation provider 
as an option universally available to GP’s to provide assistance to patients 
to return to work. This is a significant gap within the guidelines as this does 
accurately reflect the Australian health system and compensation 
schemes and identify the services available to GP’s. This is especially 
relevant considering it is a specialised service designed to support RTW 
following injury, there is a national accreditation process and that this is a 
prescribed benefit available to workers and their employers to support 
them during recovery. As a prescribed benefit, this is something that the 
worker is entitled to without direct cost and this may not be universally 

We have emphasised the importance of coordinating with 
Workplace Rehabilitation Providers as a key resource for 
understanding worker’s needs, the workplace environment 
and to support return to work. 
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understood. The availability of this as a service option available to GP’s 
needs to be updated within the guidelines. We note that this is relevant to 
motor accident schemes as well. 

Management section Multi-domain interventions have been identified as more effective in 
improving health and RTW outcomes, and conversely, CBT in isolation has 
been identified as of limited effectiveness when conducted in isolation. 
“There was strong evidence that duration away from work from both MSK 
or pain-related conditions and MH conditions were significantly reduced 
by multi-domain interventions encompassing at least two of the three 
domains.  There was moderate evidence that these multi-domain 
interventions had a positive impact on cost outcomes.  There was strong 
evidence that cognitive behavioural therapy interventions that do not also 
include workplace modifications or service coordination components are 
not effective in helping workers with MH conditions in RTW.”  Cullen, K.L., 
Irvin, E., Collie, A. et al. J Occup Rehabil (2017).  
It would be appropriate for the guidelines to make reference to this 
research and provide GP’s with an understanding of the options to refer for 
additional supports, such as a workplace rehabilitation provider, to 
improve RTW outcomes, especially in mental health workplace injuries. 

This study is included in the evidence and work 
modification suggested as a return to work strategy.  

Management section Psychosocial factors have been identified as the strongest predictor of 
prolonged work absence. While we continue to focus on symptoms rather 
than accommodations and strategies to regain functional capability, we 
ignore the evidence and prolong work absence and social detachment.  

Sullivan (2010) “Four psychosocial variables have emerged as consistent 
and robust predictors of disability across a wide range of debilitating 
health and mental health conditions.  These include catastrophic thinking, 
symptom exacerbation fears, perceived injustice, and disability beliefs 
(Sullivan et al. 2008; Sullivan et al. 2011; Vlaeyen and Linton 2000).  
Numerous investigations suggest that individuals who engage in 
catastrophic or alarmist thinking about their symptoms, who are fearful of 
engaging in activity that might exacerbate their symptoms, who believe 
themselves to be completely disabled, and who feel that they are suffering 
unjustly are individuals at high risk for pronounced and prolonged 
disability (Sullivan et al. 2005; Turk 2002; Vlaeyen and Linton 2000). 
Research is also beginning to accumulate suggesting that the most 

Psychosocial factors are highlighted along with 
recommendation for referral where appropriate.  
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effective rehabilitation programs will be those that specifically target 
these psychosocial risk factors (Spinhoven et al. 2004; Sullivan et al. 2006; 
Vlaeyen et al. 2002).” 

The guidelines would be enhanced with greater reference to the 
identification and management of psychosocial factors, or the referral to 
service providers that are able to achieve this objective. 

21. Organisation Australian 
College of 
Rural and 
Remote 
Medicine 

Guideline Scope and 
Purpose: 

ACRRM supports the development of this guideline and its aim in 
providing GPs with the best available evidence that they can apply when 
managing patients with a possible or confirmed work-related mental 
illness. The College also notes the scope of the guidelines in terms of the 
mental health conditions which are covered. 

However given that the content is based on upon clinical dilemmas faced 
by GPs in practice, with particular reference to assessment and diagnosis; 
determining the work-relatedness of the condition; and managing patients 
to facilitate recovery and return to work, we would recommend that some 
comments about the unique circumstances of rural and remote medical 
practice and the additional factors which are likely to impact on the 
management of workplace-related mental health conditions are included 
in the relevant sections of the document. 

Unique considerations pertaining to rural and remote 
individuals and GPs are included.  

The Role of the GP: As outlined in the Guideline, GPs play a significant role in the diagnosis and 
treatment of work-related mental health conditions – as primary care 
providers; coordinators of clinical care; certifiers of work capacity; and in-
patient recovery, return to work and access to compensation. 

The importance of these roles is magnified in rural and remote 
communities, where the local GP may have limited (if any) ability to refer 
patients to specialist and allied health care services and where isolation 
also limits access to support mechanisms such as interpreter services. 

Unique considerations pertaining to rural and remote 
individuals and GPs are included. 

Governance and 
Methodology: 

ACRRM notes that the Guideline has been developed using a methodology 
which is meets the standards set by the National Health and Medical 
Research Council (NHMRC). 

There does not appear to have been any rural or remote representation on 
the Guideline Development Group which was responsible for overseeing 

Noted for future implementation.  
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the development of the Guideline. This would have provided an additional 
perspective to the project. 

Summary ACRRM supports the development of this Guideline and notes the rigor 
with which it has been compiled. The College would recommend some 
additional reference to the needs and circumstances of people living in 
rural and remote communities, and the General Practitioners and Rural 
Generalist doctors who are the ‘front line’ practitioners with respect to 
dealing with work-related mental health conditions in these communities. 

The College also recommends that the Guideline be published in a range 
of formats which are easily accessible, particularly to rural and remote 
GPs. There should also be a comprehensive communications strategy to 
accompany the release of the final Guideline, with particular consideration 
given to communication and support for rural and remote practitioners. 

Unique considerations pertaining to rural and remote 
individuals and GPs are included. 

We will request the inclusion of a link to the guideline on a 
number of primary and secondary target audience websites 
including rural and remote GP bodies. We will further 
consider implementation activities, including: 

• GP education and training 

• Return to Work Checklist

• Podcasts 

• Embedded recommendations in existing GP medical 
software 

• Access to mentoring and support.

The Rural and Remote 
General Context: 

Rural and remote patients have generally poorer health outcomes and 
more difficulty in accessing health care services than their urban 
counterparts. They are at higher risk of mental illness, and rural men in 
particular are at higher risk of suicide. Aboriginal and Torres Strait Islander 
people are also at high risk, with mental health and substance use 
disorders causing 19% of disease burden in this group. 

Rural and remote general practitioners work under unique circumstances 
and with a scope of practice and working environment which can very 
different to urban practice. These doctors are often the only readily 
available health care practitioners and as such, they may need to take on a 
range of roles which fall to specialists, allied health professionals, or health 
care teams in larger areas. This is particularly the case with mental health, 
where the shortage of psychiatrists, psychologists, mental health nurses 
and other support is more marked. 

There is a shortage of psychiatrists in Australia. Psychiatry is both in 
current under-supply and shows significant future workforce shortage. The 
reasons for this shortage are complex, but involve relatively short working 
hours, a higher average age of practitioner, challenges in attracting 
domestic graduates to the profession and a paucity of training places in 

Unique considerations pertaining to rural and remote 
individuals and GPs are included. 
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the sector. Psychiatrists are particular scarce in rural and remote Australia, 
and in the discipline of child and adolescent psychiatry. 

Rural and Remote 
Workplaces 

Likewise, rural and remote workplaces have a range of social and 
environmental circumstances which present some unique challenges when 
managing work-related mental health conditions in the rural and remote 
general practice setting. Agricultural and mining workplaces are very 
common in rural and remote communities and they are associated with a 
unique range of stressors. The impacts of natural disasters such as 
drought, flood and bushfire are among the most common of these, not 
only for agricultural workers, but for the wider community where the local 
economy is often reliant on agriculture. These can be mentally devastating 
and have long-term impacts on the mental health of the individual and the 
morale and social circumstances of the wider community. 

Many of these workplaces are very isolated, presenting additional 
challenges for both patients and practitioners. In the mining industry this 
isolation results in a fly-in, fly-out (FIFO) regime which separates workers 
from family and support networks and which fragments treatment plans 
and ongoing care. 

While rural and remote communities can be very supportive environments, 
the lack of privacy that can deter workers from seeking treatment for 
mental health conditions due to the associated stigma for themselves and 
their families and the fear of job loss. It can also make recovery and 
returning to work more challenging. 

These issues also exist for rural and remote professional workplaces, which 
commonly include police stations, schools and health care facilities. These 
employees face additional challenges including lack of anonymity which 
makes it difficult to be ‘off duty’, and meeting community expectations 
and pressures. This makes them are more susceptible to workplace 
violence and increases the likelihood that this violence might be serious. 

There are added complications both for those seeking treatment for 
workplace-related mental health and the treating practitioner where there 
are requirements around mandatory reporting and professional 
registration notifications. 

Unique considerations pertaining to rural and remote 
individuals and GPs, including the impact of environmental 
and community factors are included. 
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22. Organisation  Insurance 
Commission 
of WA 

Assessment and 
diagnosis: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

There is a concern GP’s are asked the question: is the mental health 
condition work-related? 

Workers’ compensation legislation defines what “work-related” is, and the 
definitions vary in each jurisdiction. What is consistent is there needs to be 
an injury, and there needs to be an accident/incident at work. Doctors can 
assess and diagnose the injury, but they cannot provide factual evidence 
relating to the accident/incident at work. They can only say the injury is 
consistent with the workers’ description of how the injury occurred. 

If these Guidelines include the question “is the mental health condition 
work-related?” doctors will assume they are responsible for answering the 
question. On page 36, there are “notes on the implications of making a 
determination of the work-relatedness of a MHC”, and one of the 
suggestions is GP’s should be cognisant of the definitions of work-
relatedness. Instead of this, we think GP’s should know they are not 
responsible for deciding whether a mental health condition is work-
related. 

Instead of this question, the question should be: “Is the mental health 
condition consistent with the stated cause?” Or “Is the mental health 
condition consistent with the workers’ description of how the injury 
occurred?” which is currently asked of GP’s on the First Certificate of 
Capacity within the WA workers’ compensation scheme. The guidelines 
would do better if they were explaining why they are asked this question 
on prescribed forms used with in the different schemes across Australia. 

The Guideline Development Group discussed in relation to 
the use of the term ‘work-related’:  

• Compensation schemes recommended to revise the 
use of the term “work-related” which has a different 
meaning under workers compensation legislation. 

• However, a GP must decide whether a patient’s 
mental health condition is managed as a work-related 
case which has compensation implications. The Comp
Scheme then make the definitive decision to whether 
the claimant’s case is accepted or not. 

Given this, the Group agreed to amend the use of ‘work-
related’ to ‘as the result of work’ in the chapter heading to 
reduce the level of implied significance. 



Public Consultation Submission Summary 91

No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

Please provide any 
other feedback about 
the Assessment and 
Diagnosis Sections  

On page 8 the consensus statement says ‘The assessment of whether a 
diagnosed mental health condition has arisen as a result of work should be 
made on the basis of a comprehensive clinical assessment’ and there is a 
recommendation for future research into an instrument to indicate the 
probability that a mental health condition has arisen out of work. 

In the interest of a person-centred approach consideration should be given 
to aiming to create an instrument that will assist a GP to establish all 
factors that have contributed to the diagnosed condition. Understanding 
of all contributing factors will allow greater understanding of the barriers 
to recovery. This information is also important from the compensation 
payer’s perspective when they determine if an injury is work related. 

Developing a return to work checklist is under 
consideration as a potential implementation activity.  

Please provide any 
other feedback about 
the Management 
Section  

The Guidelines should include:  
a) Doctors need to complete a first certificate of capacity/regulator 

prescribed forms if a worker intends to make a workers’ 
compensation claim. This was not touched on. 

b) Doctors should refer their patient to information relating to their 
rights, obligations and entitlements if they intend to make a workers’ 
compensation claim (in the relevant jurisdiction). 

c) Something that is not discussed in these Guidelines is the fact that, in

some jurisdictions, injured  workers can leave the compensation 

system by agreeing to receive a lump sum payment. When managing 
a patient with a work-related mental health condition, doctors may 
provide advice to their patient about this. We don’t know if there is 
any research about whether patients have better health outcomes if 
they remain in or leave a compensation system. We think the 

Guidelines should include details about this point. 

The role of GPs in worker’s compensation legislation has 
been described. This includes information regarding 
differences in jurisdictional requirements and links to useful 
resources. 

23. Organisation SIRA - State 
Insurance 
Regulation 
Authority 

Please provide your 
feedback about the 
Abbreviations Section  

a) The guidelines are called ‘Clinical guideline for the diagnosis and 
management of work-related mental health conditions in general 
practice’ yet when you get to section entitled ‘How can the condition
be managed effectively to improve personal recovery or return to 
work’ this document refers the GP to yet another guideline – we 
would suggest these guidelines should contained in the one 
document. 

b) We would recommend consistency in the terms used in the document 
to refer to the other ‘medical certificate’ 

a) Links to other relevant best-practice guidelines have 
been included to assist GPs. 

b) Language has been revised to ensure consistency
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Aside from being on the 
NHMRC website, how 
else do you suggest this 
Guideline be accessed? 

We would recommend:  
a) Consideration of a comprehensive implementation plan
b) Consider podcast introducing the document and the main themes –

and or using a key peer to host podcast / present podcast
c) Promote guidelines through the RACGP websites in each jurisdiction
d) GP practice management software 
e) In those jurisdictions who have an e-certificate, links to guideline/pop

ups with relevant information or references incorporated when the 
diagnosis entered is a mental health condition to guide the GP 

f) Safe work website
g) WC channels 
h) iCare website 

Guidelines for implementation:  
We would recommend: Removal from Key Stakeholders: TGA, Medical 
Sales Advisory committee, PBS P13 
Considerations for intervention mapping approach – QI, PDSA  
Is the Northern Clinical School Rehabilitation studies unit – the John Walsh 
Centre RR  

Implementation of the guideline will include consideration 
for the following implementation activities: 

• Podcasts 

• Embedded recommendations into existing GP medical 
software 

Furthermore, we will request inclusion of a link to the 
Guideline on primary and secondary target audience 
websites including, iCare, AMA, Safe Work Australia, PHNs, 
GP, OH&S and rehabilitation professional groups, industry 
(trades, unions, and labour councils), rural and remote GP 
bodies, superannuation insurers, and workers 
compensation bodies.  

Links to resources and tools included throughout guideline. 

Please provide your 
feedback about the 
Appendices Section  

Is Appendix A and B a requirement for Guideline?  
From a GPs perspective, this could be removed and placed elsewhere 
outside the Guideline  

Appendix A and B are necessary for NHMRC approvals. 

Assessment and 
diagnosis: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

Comments:  
a) We would suggest that the sections on depression and anxiety

disorders be simplified and convert to ‘Plain English’. 
b) We would suggest that further explanation is provided as to:

i. Why it is critical to get the right diagnosis?
ii. When the GP should refer onto specialist and who?
iii. What a GP should do if they are unable to determine the work

relatedness of an injury? 

The Executive Summary includes a summary of 
recommendation, consensus statements and practice 
points which includes corresponding page numbers linked 
to the appropriate chapter which is designed to provide 
GPs with more information. 

Assessment and 
diagnosis: Are there any 
individuals or groups 
who are likely to be 
worse-off as a result of 

The recommendations were felt to be ‘comprehensive’ and deemed to be 
useful in clinical practice to guide the GPs on what screening tools could be 
considered when making a diagnosis. 
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these 
recommendations? 

Please provide any 
other feedback about 
the Assessment and 
Diagnosis Sections  

i. In the absence of a validated tool, the guidelines could be used to 
highlight the importance of clinical judgement and a comprehensive 
clinical assessment using clinical interview (i.e. refer to psychologist /
Psychiatrist), for structured assessment, self-report measures and 
patient history; including injury, person’s circumstances and past 
medical history (p35) Bryant RA. (Note reference: Assessing 
individuals for compensation. Handbook of psychology in legal 
settings. 2003) 

ii. This section was felt to be ‘too wordy / long’ - therefore unlikely to
influence GP’s

iii. Consider adding a section on: ‘When to refer?’ Consideration of 
specialist opinion to assist with accuracy of diagnosis and treatment 
/ work planning should be highlighted as BP, but appears to be 
absent in this document. 

iv. We would suggest that a GP who references ‘clinical testing’ in their 
diagnosis may be less likely to be pressed for further information by 
an insurer than a diagnosis that is written without referencing the 
tools used. 

Page 36 -  when ‘making a determination of the work-relatedness of a 
condition’: 
v. We would suggest that the first paragraph is relevant – In the second 

paragraph however, it is unlikely that GP’s will have an awareness of 
legislation and the implications of that legislation in each relevant 
jurisdiction in Australia. A GP’s role is clinical examination including 
history taking, but does not extends to ‘matching’ clinical 
assessment findings to legislative definition. For these reasons, we 
would recommend that GP’s NOT attempt to indicate to the worker 
whether or not their claim is likely to be accepted. 

i. An emphasis on GP clinical judgement is given within the 
guideline along with an expanded description of a 
comprehensive clinical assessment. 

ii. The length and clarity of text is amended.

iii. Section has been added.

iv    The importance of accurate reporting of work-related 
mental health conditions is highlighted to: 

o Provide details in planned treatment and 
referrals 

o Describe the specific toll used to assess 
work-relatedness 

o Report only facts as presented by patient,
clinical diagnosis, and judgement. 

v. The role of GPs in worker’s compensation legislation has 
been described. This includes information regarding 
differences in jurisdictional requirements and links to useful 
resources. 

Are the 
recommendations 

i. The document is quite lengthy and is difficult to ‘cut through’ the 
description of how the guideline was developed to get to what it is 

i. Layout has been revised
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pertaining to each 
question realistic 
(achievable) and/or 
appropriate? Why/Why 
not? 

we want general practitioners to do. This could impact the uptake 
and implementation of the Guidelines in practice  

ii. Inclusion of the summary of the recommendations and consensus 
statements in the executive summary does not significant value, 
given this information is addressed later with context and 
description. 

iii. Topics in the assessment section appears somewhat ‘jumbled’, we 
would recommend reconsidering the order and relevant information
e.g. during assessment and diagnosis comorbidity should be 
considered. 

iv. We would question also why an individual would be required to 
acknowledge their ‘diagnosis’ – many patients within this group may
have issues with insight and so acknowledgement may not occur at 
a time of diagnosis. 

v. The ‘what’ or ‘when’ is not identified for the GP – we would 
recommend teasing this out more as it is within the content of the 
guideline. 

vi. For Implementation, creating ‘action statements’ for these 
recommendations would strengthen the message of what action
you intend the GP to take away and implement. 

vii. We would suggest consideration of:
o adding information about ‘who developed the Clinical 

Guidelines’ upfront e.g. before noting the funding source 
o P13. B. work related factors – removing ‘ GP’s knowledge 

about the patients workplace and its limitations – as this is 
not a work related factor 

o P.42  2nd paragraph  - error - ‘Perceived injustice’ 

ii. Noted.

iii. The formatting and layout of text has been
amended. 

iv. Noted.

v-vi. The practical utility of recommendations, consensus 
statements and practice points have been enhanced.  

vii.  
o The developers and funding organisations are 

acknowledged. 
o Amended within.

o Amended within.

Which 
recommendations do 
you think are most 
likely to lead to 
improvements in health 
outcomes for patients? 
Why? 

Assessment and diagnosis 
‘Is this a mental health condition?’ – we would promote use of these 
screening tools to inform best practice management and to also use to 
‘monitor progress’ at regular intervals, to also determine the benefit of 
treatment/management plan. 

Management 
We would suggest that:  

We have included a consensus statement for GPs to review 
the patient diagnosis and treatment plan.  

We have noted the other suggestions.  
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i. GPs should refer to existing high-quality guidelines for the 
management of mental health conditions 

ii. For patients with a persistent mental health condition that 
have arisen out of work, GPs should investigate the 
existence of both ‘continuing work-related’ and ‘non-work-
related stressors’ that may contribute to delayed patient 
recovery and then assist to address these factors 
e.g. Where ‘no work-related stressors’ can be identified or 
where ‘non-work-related stressors’ have been identified, or 
where ‘persistent depression’ is present, a GP could 
consider the following evidence based approaches to treat 
the persistent depression etc. 

iii. GPs should use telephone and / or face-to-face methods to 
communicate between a worker, supervisor, healthcare 
provider(s), union representatives and other disability 
management stakeholders 

iv. GPs should consider using a trained return-to-work 
coordinator to coordinate and negotiate return to work
amongst stakeholders, if available. 

Please provide any 
other feedback about 
the Executive Summary  

Comments:  
1. The term ‘return to work’ is not aligned with current messaging. We 

would recommend changing this to ‘recover at work’. 
2. The health benefits of recovery at work are not clearly articulated in 

the document.  Consider adding; ‘this document serves as an aid to 
GPs’ and make reference to ’The Health Benefits of Good Work 
consensus statement. ‘As, whilst the bulk of the research in this area
relates to musculoskeletal injuries there is relevance across all 
compensable injuries and the concept of having workers recover at 
work and using work as therapy should be expressed as part of this 
type of guidelines. 

3. Promotion of the health benefits of working should be included under 
the section: ‘how can I ensure that the patient understands the 
diagnosis’ 

4. The actions required by a GP as summarised on page 6 don’t appear 
to be any different to what a GP would do for any patient, except for 
perhaps considering work-related factors. 

1. Amended within.

2-3. We have expanded on, and emphasised, the health 
benefits of good work consensus statement throughout the 
guideline. 

4. Noted 
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5. Consider whether in a compensable setting GP’s would expect 
additional financial compensation for completing standardised 
assessments e.g. billing for a complex consultation and would the 
regulator consider this a normal expectation of a general consultation

6. In consideration of the section of “Work related factors” - We would 
ask - 

I. “What is the intention of the inclusion for the GP?” – would 
consideration of these factors preclude a GP from certifying
fitness for work? OR 

II. ‘What role do the factors play” i.e. what is the intention for 
the GP do with the information gathered when considering
these factors? 

7. Under physical and psychosocial risk factors, reference should be 
made to legislative requirements / obligations for recovery at work

8. In a ‘compensable system’ a GP’s role is to certify capacity / fitness for 
any type of employment – the list of work-related factors i.e. sizes of 
the workplace, availability of duties etc. infers that these should 
influence the decision of the GP. 

9. We would further recommend that these guidelines be used as a tool 
to educate GP’s about ‘certification’ being based purely on the 
functional capacity of the patient for any type of employment. 

10. Note: Whether this ‘functional capacity can be accommodated’ in the 
patient’s workplace is an employer’s decision, not a medical one. 

11. Further to the above point, GP’s should avoid comments such as 
“patient cannot work in xxx area with yyy Supervisor” as these are not 
related to the functional capacity of the patient 

5. We will consider this as a possible future implementation
strategy. 

6. Why it is important for GPs to understand workplace 
factors and their effect on mental health conditions is 
highlighted. 

7. Previous clam is noted as a factor.

8. Noted.

9. GP education and training is considered as a potential 
implementation activity. 

10. Noted.

11. Noted.

Please provide your 
feedback about the 
Flow Chart  

Comments:  
i. We would suggest that the Flow chart on pages 5&6 are ‘too text 

heavy’, i.e. information dense, consider how to make doc more 
user friendly, more practical and easier to navigate 

ii. We would suggest that the ‘language used’ be changed to 
demonstrate and the ‘order of topics’ be changed to place 
workers needs before the needs of the workplace – to align with
‘person centred’ care 

i-iii. The flow chart formatting and readability has been 
amended to improve practical utility. This includes a focus 
on what GPs can do rather than barriers. 
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iii. This part of the document identifies ‘A lot of barriers’ – we would 
recommend that this section could also be used to ‘tease out’ the 
strategies that a GP could use to address these barriers. 

iv. Heading: Mental Health condition/comorbid health condition-
Confusing 

v. To the question ‘Is the MH condition Work-related?’  - Provide 
specific considerations of what should be included in the clinical 
assessment to improve accuracy of determining if the mental 
health conditions are work-related? (work can be a very broad 
definition - are GP's aware of this?) 

Recommendations:  
vi. Consider ‘Plain English’ foundation to assist prior to publishing

the guidelines
vii. Instead of information being repeated from flow chart to 

executive summary, we would recommend, recommendations 
be incorporated into the flow chart by colour coding perhaps on
the basis of the strength or priority of the recommendation. 

viii. Include quick references for the GP to other parts of the 
document… e.g. p. 25 

ix. For online version links from the flow chart to the sections of the 
Guideline providing additional information. 

x. Flowchart heading ‘Is the worker ready to RTW?’ – this sends the 
wrong message, it indicates that a worker must be ‘suitably fit’ to 
RTW, whereas BP evidence indicates most people can RTW if 
workplace accommodation is sufficient/effective. Suggest 
instead a change to ‘Can the worker return to work in some 
capacity?’ or similar. 

xi. ‘Work related factors’: Consider adding: ‘consideration of
employer support for worker’ or similar 

xii. Page 6 – include insurers in the ‘who to communicate with’ box –
e.g. In NSW, the insurer will contact the treating doctor within 
the first three days of the notification and establishing open and 
clear communication is crucial to the worker’s recovery. The 
worker signs their consent to release information on the 
certificate of capacity 

iv. Heading is amended.

v. Considerations regarding what is included in a 
comprehensive clinical assessment are included.

vi. A copyeditor reviewed guideline readability.
vii. A designer reviewed the graphics and layout of the 
flowchart. 

viii. Hyperlinks are included.

ix. Noted 

x. Heading is amended within to suggested change.

xi. Employer support has been included as a factor.

xii. Noted. Links to jurisdictional compensation processes 
are included. A note on consent is included in the 
background. 
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Is the structure and 
layout of the Guideline 
logical and easy to 
navigate? If not, how 
could this be improved? 

i. To gain traction with busy GPs the Guideline should be more 
user friendly, succinct. Consider ways to reduce repetition, 
consider practical aids like the use of icons, colours, clear 
identifiable sections, ‘Plain English’ to make the content concise.

ii. Consider drawing out practical good information within the 
document that would be of use to GPs but this is currently lost 
amongst other information. 

iii. Consider a simpler flowchart and a notes page to accompany the 
flowchart. 

iv. Include quick references for the GP to other parts of the 
document… e.g. for further information see p. 

v. Colour coding recommendations for quick identification
throughout the document 

vi. Add action statements into flowchart, to provide clarity of what 
you really want GPs to do. 

vii. Consider placing flowchart after the Executive Summary, as this 
will aid in the understanding of the flowchart. 

i. A copyeditor and graphic design reviewed the guideline 
to enhance readability. 

ii. Evidence summaries are highlighted throughout.

iii. The flowchart readability is enhanced.

iv. Noted.

v. Noted.

vi. Practical utility is enhanced.

vii. The flowchart is a separate downloadable file.

Please feel free to make 
any additional 
comments: 

i. Name - The focus and title of the guidelines indicates that it is 
relevant for “Work-Related Mental Health conditions” and yet as 
a Best Practice Guideline for GP’s we would hope that this 
guideline is relevant for the management all Psychological 
Injuries regardless of causation or of which legislation that injury 
happens to fall under anywhere in Australia. 

ii. Potential GAPS and missed opportunities in this Guideline:
1. These guidelines appear to assume that time off work is 

likely/inevitable, which is not aligned with BP evidence and 
may in fact be detrimental to the patient from a health 
outcomes, social connectedness, and economic standpoint. 

2. There appears to be no promotion of the “Recover at work”
concept – so this is out of step with current evidence

3. There appears to be no promotion the ‘biopsychosocial 
approach’ - which has been integrated into The Clinical 
Framework for the Delivery of Health services which is a 
Nationally endorsed approach for AHP - & we would like to
see a consistent approach. 

i. The scope of this guideline is for work-related mental 
health conditions and is applicable for general practitioners 
nationally. This includes a range of psychological injures or 
health conditions. 

ii.  
1. We have removed the assumption that time off work
is likely/inevitable. 

2. Recovery at work, where safe and appropriate to do 
so, is emphasised. 
3. The biopsychosocial approach is promoted and 
incorporated throughout the guideline and 
recommendations. 
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4. There appears to be no promotion interdisciplinary 
involvement – (presents a silo approach to GP patient 
management), instead we would recommend the promotion
of a person-centred care using the biopsychosocial approach 

5. There appears to be no promotion of ‘Early Intervention’, 
including recovery at work and early referral for appropriate 
treatment and or specials reviews. 

iii. Consideration of refining this documents purpose, audience and 
intent?  i.e. Is this to be used as an ‘information source for GPs’ 
who are interested in knowing the latest research regarding 
Mental Health Conditions or a practical guide for GPs to review, 
understand and provide direction for them to use in their day to 
day practice?? 

iv. There is much good practical information, but it is lost within the 
document and therefore may be underutilised in its current form.

v. We would recommend and increased focus on:
1. HB of GW 
2. Evidence related to Early RTW 
3. Benefit and importance of GP’s role in facilitating a positive 

view of recovery. 

4. Interdisciplinary and patient-centred collaborative 
care approaches are recommended. 

5. The importance of early intervention is now 
highlighted. 

iii. The practical utility of the guideline has been improved 
for better use and uptake in general practice. 

iv. Recommendations and evidence summaries are 
highlighted from background text.
v. The Health Benefits of Good Work, early intervention, 
and GPs role in facilitating a positive view of recovery are 
included throughout the guideline. 

Are the clinical 
questions presented 
clear and relevant? 

Consider how to emphasis in the final version these three clinical 
questions, as we would suggest that they are lost at the end of the 
paragraph. 

The introduction has been reformatted to emphasise the 
clinical questions.  

Please provide any 
other feedback about 
the Introduction  

The Introduction provides very clear details on background, scope, 
purpose how to use and methodology. 

Thank you.  

Please provide any 
other feedback about 
the Methodology  

i. Will this methodology be included in full in the Guideline?

ii. Suggestion to cut down the methodology section to the ‘bare basics a
GP needs to know’ with reference to find a more comprehensive 
methodology moved to the back of the document i.e. as an appendix. 

i. The methodology is described in guideline and the full 
methodology described in the Technical Report 
ii. The methodology needs to be comprehensively 
described to meet NHMRC standards. We have, however,
made the methodology more succinct and readable.

Management: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 

i. This is a comprehensive section and provides good detail on studies 
to support recommendations. 

ii. We would suggest consideration of, ‘what information is helpful to 
facilitate a patient’s understanding and acknowledgement of their 
diagnosis?’ 

i. Thank you

ii. We have amended the chapter heading and included 
resources for GPs. 
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practice? Why/Why 
not? 

iii. Page 39 – Advice to ‘be vigilant for mood changes, negativity and 
hopelessness’ and ‘provide education about panic disorder and its 
treatment’. These recommendations are quite specific and therefore 
should not be used generically in this guide. i.e.? every patient 
should be told to be hypervigilant for hopelessness and taught how 
to treat for panic disorder. 

iv. Flowchart heading ‘Is the worker ready to RTW?’ may incorrectly 
reinforce the idea that a worker has to be suitably ‘fit’ to RTW. We 
would recommend that the evidence indicates most people can 
RTW if workplace accommodation is sufficient/effective. Consider 
change to ‘Can the worker return to work in some capacity?’ or 
similar. And in work related factors list, consider adding something 
about extent of employer support for worker or similar-  

v. This section has opportunity to promote the health benefits of good 
/suitable work, and to equip GP’s with ways to ‘educate workers and 
employers about HBOW’ – however is appears to miss this 
opportunity. We would recommend the inclusion of: 

1. The longer a worker is off work the less likely they are to return.
2. That with appropriate workplace support/ modifications time off

work may not be medically necessary. 

iii. Noted.

iv. We have amended the change in heading to the 
suggested “Can the patient work in some capacity?”

v. We have included the following in the background text 
for consideration: 

• The effect of sick leave duration on recovery

• Work modification and support to facilitate recovery
where it is safe and appropriate.

Please provide any 
other feedback about 
the Management 
Section  

i. In the management section; There is little to no advice on how 
doctors should assess ‘cognitive functional capacity’, which is 
particularly relevant for early intervention and recovery and RTW.
This could also assist GP’s in their assessment to consider: 
‘assessing behaviours consistent with capacity to work’. 

ii. This inability to assess particularly cognitive capacity for workers 
with Psychological ill-health, often results in GP’s deeming their 
patients to be ‘Totally Unfit ‘which is potentially damaging and 
definitely not BP – We would recommend adding this information
within the Guidelines. 

iii. Bottom of page 65 refers to “trained return to work coordinators” - 
terminology would be confusing in some jurisdictions i.e. does this 
refer to workplace rehabilitation providers? Most jurisdictions 
refer to the term “return to work coordinator” in reference to the 
person responsible for the employer’s requirements, and given the 
nationally consistent framework that most jurisdictions have 

i. Guidance has been included for GPs to refer patients to 
clinicians with expertise in mental health where a GP feels 
that the patient requires assistance that is outside of their 
own scope of practice. 

ii. Guidance has been included for GPs to refer patients to 
clinicians with expertise in mental health where a GP feels 
that the patient requires assistance that is outside of their 
own scope of practice. 

iii. Language has been revised to ensure consistency with 
the Australian context, and where appropriate, consistent 
with forthcoming national guidance from Safe Work 
Australia. 
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adopted the term ‘workplace rehabilitation providers’ that term 
would be most appropriate here. Additional wording regarding 
how this type of service can be paid for through the compensable 
insurer may also alleviate any concern, by the GP, that if they use 
one they have to pay for it (which could be inferred with the 
current wording). 

iv. For the question ‘Why isn’t the patient’s condition improving as 
expected?’ we would suggest adding’ consideration of referrals to
specialists, IMC’s available for mentoring and support ‘ 

v. We would also recommend that highlighting critical factors about 
RTW – i.e. addressing the Workers recovery expectations, the 
Employer recovery expectations, the level of Supervisor support 
required, as well as considering whether or not the workplace 
needs assistance and where this may be obtained from would also
be useful. 

iv. We will consider mentoring and support as potential 
implementation activities. 

v. Patient attitude towards return to work and reduced 
expectations of patients about being able to work are 
factors included for consideration in the recommendation.
Other workplace factors are listed in the background 
information.

24. Organisation Safe Work 
Australia 

Pg 34 
Is the mental health 
condition work-related? 

Comments 
The national claims data on common causes needs to be interpreted with 
caution. The coding for these are based on the Type of Occurrence 
Classification System (TOCS) and the coding options for a range of 
historical reasons are narrower for causes than recognised than in the 
research literature. 

Recommendations 
The limitation in accuracy around attribution in TOCS is why the GP should 
use a list of common psychosocial hazards, at Attachment B, to inform 
their patient history and clinical interview. This will mean they are more 
likely to probe a wider range of possible causal factors.  It will be important 
to note if there are multiple hazards present, and they are severe and 
prolonged, the risk of a work-relatedness will increase. 

We have noted the coding for national claims data.  

We have included Safe Work Australia’s list of common 
psychosocial hazards within the guideline.  

Pg 34  
‘Is this mental health 
condition work-related? 

Comments 
The paragraph uses data from the Safe Work Australia. Work-related 
mental health disorders profile Safe Work Australia, 2015 which looks at 
SWA’s data set up to 2012-2013. 

There are more recent statistics from Safe Work Australia which include 
2015-2016 data: https://www.safeworkaustralia.gov.au/doc/psychosocial-
health-and-safety-and-bullying-australian-workplaces-4th-edition 

The paragraph describing data from Safe Work Australia is 
amended within.  

Links to resources and tools included throughout the 
guideline have been updated.  
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OR 
https://www.safeworkaustralia.gov.au/doc/australian-workers-
compensation-statistics-2015-16 

Recommendations 
i. We suggest you qualify that the data in the guidelines only

includes statistics up to 2013. 
ii. Otherwise you could consider including more recent data from 

the links noted. However, this data is not as specific as that 
obtained from the Safe Work Australia. Work-related mental 
health disorders profile. 

Pg 35  
Tools 

Comments 
We note reference to WHC and WSQA etc.  
These were not developed as tools for use to assess individual stressors, 
rather for application with groups of workers to provide a group estimates. 

i. People at Work Tool 
If you are to include these, we suggest you reference the 
Australian People at Work tool. This was developed by Australian 
researchers in collaboration with the WHS regulators as a 
validated psychosocial assessment tool for use in workplaces and 
importantly has Australian normative data. All scales for the 13 
Psychosocial Hazards are from academic literature. The 
psychometric properties of which were found to be valid and 
reliable when analysed for a subset of the data collected for the 
first round of the People at Work Project (2008-2010) comprising 
of 6,513 Queensland workers (Jimmieson, Bordia, Hobman, & 
Tucker, 2010). All 1-factor congeneric models had a good fit and 
demonstrated good levels of composite reliability (ranging from 
.78 to .96). For the current data collection round (n=11,890) scale 
reliability has been assessed with Cronbach’s (1951) alpha 
coefficient for internal consistency. All scales have acceptable 
internal consistency (ranging from .73 to .96) (Jimmieson, Bordia,
Tucker, 2016; p.30). A report on this analysis is linked here. 

ii. Other tools held in high regard for use in workplaces are the:
a. Copenhagen Psychosocial Questionnaire - COPSOQ II

The Guideline Development Group agreed: 

• The COPSOQ II was already discussed in the Guideline 
and studies elicited in the evidence review 
demonstrated that the tool did not have sufficient 
validity or reliability to warrant its recommendation. 

• There was no identified evidence to assess attribution
of the WHSQ, Civil Aviation Safety Authority 
Comprehensive Assessment, People at Work tool nor 
HSE Management Standards tools. As such, their use 
is not supported by the evidence and should not be 
recommended. 
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b. HSE Management Standards includes a survey tool, called 
the HSE Management Standards Indicator Tool   that can be 
distributed to all employees. 

Recommendations 
i. We suggest you include reference to the People at Work tool.

ii. Furthermore, we recommend you note that the WHC and WSQA
tools were not developed for application by individual workers. 
The People at Work and other tools mentioned can be used as 
checklists, but given GPs limited time it would be more useful if 
they used the factors listed in the guide as a prompt. 

Pg 36  
‘A note on the 
implications of making 
a determination of the 
work-relatedness of a 
MHC’ 

Comments 
Workers’ compensation authorities have a major role in determining the 
outcome of a lodged compensation claim. It is important GPs are aware 
that medical evidence is only one of the factors considered when 
determining liability for compensation.  Other factors include: legislation 
compliance, employment relationship and exclusionary provisions. 

Recommendations 
We recommend revising this section to include that medical evidence from 
the injured worker’s GP is one of the factors considered when determining 
a claim. An independent medical assessment may also be considered.   

Revisions are made as follows: 

• Description of a multidisciplinary approach to 
determining if a mental health condition has arisen
due to work factors. 

• A description of the process used by compensation
agencies when determining causality is provided. 

"Pg 36  
‘A note on the 
implications of making 
a determination of the 
work-relatedness of a 
MHC’ 

Comments 
In reference to the following statement ‘For instance, in some jurisdictions, 
a patient with a previous psychiatric history will not be eligible to claim for 
a psychiatric injury.’  

It does not follow that anyone with a psychiatric history is not eligible to 
receive workers’ compensation for a psychiatric injury received at work. 
Without expanding on this statement, it may be taken that there is a 
blanket exclusion from eligibility when there are actually only some 
caveats or exceptions associated with eligibility. Importantly, every 
jurisdiction approaches prior psychiatric conditions in a different way, and 
thus a blanket statement is not accurate. 

Recommendations 
We suggest noting that if a patient has a previous psychiatric history, that 
may impact their eligibility for workers’ compensation for a later injury. It 

This advice will be conveyed to compensation agencies to 
facilitate clarification of the claims process. 
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may be necessary for the worker to demonstrate that work has aggravated 
their condition. In some circumstances if a worker does not disclose their 
psychiatric condition during pre-employment processes, this can limit 
access to compensation later on. 

Pg 5  
Clinical Guidelines  

Pg 9  
Co-morbid Factors  

Comments 
We refer to the use of the term ‘job strain’ in the decision section “Is this 
patient developing a comorbid mental health condition.” 

It would be useful to summarise possible causation pathways and provide 
links to a more complete list of hazards/factors, which if not managed, 
may lead to work-related harm. Limiting reference to job strain or a more 
general reference to workplace factors (at page 6), may mean the GP does 
not consider other important hazards which may be causing harm and if 
not addressed would slow patient recovery. If you want to use ‘job strain’ 
because it is taught in medical schools, we suggest you use it in association 
with other terms.   

The forthcoming National Guide provides greater detail on psychosocial 
hazards. The revised list of psychosocial hazards (at Attachment B) reflects 
contemporary evidence and is consistent with information provided by 
Australian and international WHS regulators and workers’ compensation 
authorities. 

Recommendations 
i. We suggest you consider replacing the term ‘job strain’ with 

psychosocial hazards (or workplace stressors) and refer to Safe Work
Australia documentation for what this includes.  For example, “In 
addition to increasing the risk to physical health and safety, 
exposure to some types of psychosocial hazards or challenging work 
environments may contribute to work-related stress.  Any 
psychosocial hazard can by themselves, or more commonly in 
combination, increase the likelihood workers may experience a 
stress response. A stress response (sometimes known as job strain) 
is the physical, mental and emotional reactions when a worker 
perceives the work demands exceed their ability or personal 
resources to cope. Work-related stress does not itself constitute a 

Language has been revised to ensure consistency, and 
where appropriate, consistent with forthcoming SWA 
guidelines.  

i. The term ‘job strain’ is as it is termed in the research
evidence. Therefore, the GDG decided to keep the 
term consistent with the evidence on which the 
recommendation is based. Other psychosocial 
hazards/factors as referred to in the SWA 
documentation are further clarified in the 
background text.  
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compensable injury, but may lead to another if it is prolonged and/or 
severe.”  

ii. It is also worth noting that workers’ compensation provisions limit
compensation to medically diagnosed conditions where work is 
deemed to have been a significant contributing factor. 

ii. Revisions are made as follows:

• Description of a multidisciplinary approach to 
determining if a mental health condition has arisen
due to work factors. 

• A description of the process used by compensation
agencies when determining causality is provided. 

Pg 6 Management of 
Mental Health 
Conditions 

Pg 8 Assessment and 
diagnosis of work-
relatedness  

Comments 
Part of the effective management of recovery and return to work will 
include the medical practitioner being aware of work-related risks which 
may or have contributed to the development of the condition. This will in 
most cases be derived from reports by the patient.   

Information on the presence of these risks and the extent to which they 
are controlled can assist (or the absence of this information will impede) 
the medical practitioner’s ability to make an assessment of the likelihood 
of work-relatedness, and whether the risks have subsequently been 
controlled so that it is safe for the worker to return to work. 

The National Guide has information on the requirements to identify, 
assess and control risks as part of the return to work process.  

Recommendations 
i. It may be worth noting that during the pre-claim period, information

on the presence of risks to psychological health and safety will be 
derived from patient interviews. If a claim is accepted, the medical 
practitioner should request access to information/reports on the 
risks and possible return to work duties from the insurer or 
employer. The ability to do this will depend on the level of 
communication between the stakeholders involved in the return to 
work process. 

ii. We recommend inclusion of a checklist on common psychosocial 
hazards to prompt the patients work history interview. 

i. A description of the process used by compensation
agencies when determining causality is provided. 

ii. The SWA checklist of common psychosocial hazards are 
included. 

General Comments Comments 
Work-related factors and hazards            
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The draft Clinical Practice Guideline for the diagnosis and management of 
work-related mental health conditions in general practice (the draft 
Clinical Practice Guideline) uses a range of terminology to refer to factors 
which may contribute to work-related mental health conditions. These 
factors vary in different sections of the draft Clinical Practice Guideline.  

Safe Work Australia is finalising a national guide (the National Guide) for 
persons conducting a business or undertaking (PCBU) and employers to 
help them comply with their duties under both work health and safety 
(WHS) and workers’ compensation laws in relation to work-related 
psychological health and safety.  

The National Guide is expected to be released in 2018 and will include 
information for PCBUs and employers on:  

i. identification of psychosocial hazards and assessment of risks to
psychological health and safety, 

ii. early intervention if individuals and or group of workers are 
showing signs of harm or that the risk controls are not effective,
and 

iii. the duties relating to supporting workers to recover from work-
related psychological injuries. 

The National Guide uses the term ‘work-related psychological injury’ 
which includes anxiety, depression and PTSD and other conditions, where 
work is deemed to be a significant contributing factor to the development 
of the condition.  

We note the lack of nationally consistent terminology in this area is 
confusing. To address this, the National Guide uses terminology from 
WHS and workers’ compensation laws and approved model Codes of 
Practice. Where other terms are commonly used this is noted.  

Safe Work Australia has avoided reference to any specific conceptual 
model for work-related conditions and instead notes the association 
between exposure to psychosocial hazards and the development of stress, 
which if prolonged and or severe, can lead to work-related psychological 
injuries.  
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i. Terms in the National Guide relating to early intervention and 
recovery from work-related conditions are largely consistent with
Safe Work Australia publications such as: 

ii. Preventing Psychological Injury under WHS laws Fact Sheet,
iii. Workers Compensation Psychological Injury Fact Sheet, and 
iv. Taking Action: A best practice framework for the management of

psychological claims in the Australian workers’ compensation 
sector. 

Recommendations 
i. There would be benefit in providing greater internal language 

consistency in the draft Clinical Practice Guideline. 
ii. We recommend, where possible, using terms consistent with our 

National Guide. Once the National Guide has been approved we 
can provide a copy for your information. However, a glossary of 
the standard terms and definitions commonly used by Safe Work
Australia is attached for your reference at Attachment A. 

iii. It is recommended that ‘work-related’ is used as opposed to
‘workplace’ (unless it is specifically about a location). 

iv. We suggest your guide note there are eligibility tests for workers’ 
compensation for work-related psychological injuries. Information 
about these can be found on the jurisdictions websites or in the 
Comparison of workers’ compensation arrangements in Australia 
and New Zealand (2017). It may be that a work-related mental 
health condition is present but does not meet the eligibility 
criteria, for example the person is self-employed or the 
contribution of work as a causal factor is not deemed to have been
sufficiently significant. The principles in the National Guide and 
other Agency publications may be a useful resource. 

i-ii.      Language has been revised to ensure patient-
centeredness, and where appropriate, consistency 
with forthcoming SWA guidelines.  

iii. Amended within guideline.

iv. A description of the process used by compensation 
agencies when determining causality is provided. We 
have also linked to the Australian and New Zealand 
comparison of compensation arrangements if GPs 
require additional information. 

Pg 14 ‘Introduction’ Comments 
The reference to the Australian claims data is taken from the report, Safe 
Work Australia. work-related mental health disorders profile. Safe Work 
Australia, 2015. 

Amended within.  
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In the report, this data shows (at Figure 13) a decrease in mental disorder 
claims from 2011-2013. However, the text in the guidelines excludes the 
last two years of data. 

Recommendations 
More recent data is available and can be provided by Safe Work Australia 
upon request. 

Pg 14 ‘Clinical need for 
this guideline’ 

Comments 
We refer to the sentence which states “the second most common cause of 
workers’ compensation claims after manual handling.”  Manual handling is 
the mechanism of injury not the diagnosis associated with the claim. 

Recommendations 
We suggest you amend this sentence to the “second most common cause 
of workers’ compensation claims after musculoskeletal disorders.” 

Amended within.  

Pg. 15  
 ‘A brief note on the 
Australian policy 
context’ 

Comments 
There is a reference here to Australia having six jurisdictions and ten 
federal territories.  

The word jurisdiction is widely used for the Commonwealth and all states 
and territories, and may lead to misinterpretation of the above statement.  

There are eight states and territories which have their own workers’ 
compensation schemes (NSW, VIC, QLD, WA, SA, TAS NT, ACT). In 
addition to this, there are three workers’ compensation schemes 
administered by the Commonwealth (Comcare, Seacare and DVA). 

Recommendations 
i. We recommend you revise the first three sentences of this 

paragraph to ensure accuracy by referring to the number of
workers’ compensation schemes, for example: 

ii. In Australia, there are 11 workers’ compensation schemes. There 
are eight state and territory schemes and three schemes 
administered by the Commonwealth. 

i. Revised within.

ii. Noted.

Pg. 15  
‘A brief note on the 
Australian policy 
context’  

Comments 
We refer to the statement ‘Employers have an obligation to comply with 
legislation through the Safe Work Australia Act.’ 

Amended within.  
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This is incorrect. The Safe Work Australia Act 2008 establishes Safe Work 
Australia, the national policy body. It sets out Safe Work Australia’s 
functions and how Safe Work Australia is to be managed. The Safe Work 
Australia Act 2008 does not impose any obligations on employers. 

Recommendations 
Suggest omitting this sentence. 

Pg. 15  
‘A brief note on the 
Australian policy 
context’  

Comments 
The reference to a no-fault based workers’ compensation system being 
available to injured workers would benefit from further clarification. We 
also query the relevance of third party systems when the subject of the 
guidelines is the diagnosis and management of work-related mental 
health conditions in general practice.  

Recommendations 
i. It may be clearer to differentiate here and note that workers' 

compensation schemes are no-fault in every jurisdiction. In some 
jurisdictions, there is an option to pursue common law damages, 
which will mean that the notion of fault is considered by the courts. 
However, in every jurisdiction an injured worker has the option to 
claim compensation for a workplace injury under a no-fault scheme.

ii. Consider rephrasing to ensure accuracy of legal content. For 
example: 

a. There are two main types of compensation schemes: no fault or 
‘third party’ (fault-based). Third party schemes only compensate 
claimants who are ‘not at fault’. A no-fault system means that 
people who may have caused their injury (e.g. in a motor vehicle 
accident), are still eligible for compensation. These systems 
generally have better health outcomes. All workers’ 
compensation systems in Australia are no–fault systems. 

b. We recommend that any references to eligibility for 
compensation for particular workers or individuals, and 
secondary injuries be confirmed with the relevant 
jurisdiction prior to including in the guideline as 
illustrative examples. For example, references to South 
Australia should be confirmed with RTWSA and ‘work 

i-ii. A description of worker’s compensation legislation and 
the process used by compensation agencies when 
determining causality is provided. 
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for dole' confirmed with Comcare and/or the 
Department of Jobs and Small Business. 

Pg. 15  
 ‘A brief note on the 
Australian policy 
context’ 

Comments 
‘The second paragraph references SuperFriend’s TAKING ACTION – A best 
practice framework for the management of psychological claims’ 
guideline. 

Recommendations 
i. Safe Work Australia partnered with SuperFriend to develop Taking

Action: A best practice framework for the management of 
psychological claims in the Australian workers’ compensation 
sector, which may be a more appropriate reference for the 
guideline. 

I. The framework is available on Safe Work Australia’s website 
(https://www.safeworkaustralia.gov.au/doc/taking-action-best-
practice-framework-management-psychological-claims-
australian-workers) 

i-ii. We have included a reference and hyperlink to SWA
and SuperFreind’s ‘Taking Action’ framework. 

Pg 41 and 53  
Comorbid factors 

Comments 
Safe Work Australia research (published online) confirms return to work 
can be more challenging for people with psychological injury claims 
compared to physical injury claims. Furthermore, return to work can be 
more complex when the patient has had previous workers’ compensation 
claims, especially if that experience was a poor one. 

Recommendations 
We suggest you note that overcoming barriers to the patient’s successful 
recovery and return to work following a psychological injury, the GP can: 

i. help the patient to build or repair a positive relationship with their 
employer, 

ii. encourage the patient to stay in contact with their organisation,
supervisor and colleagues, 

iii. ensure the rehabilitation provider or return to work coordinator 
keeps you informed about issues which might enhance or inhibit 
return to work, 

iv. focus on identifying what return to work tasks the patient can
safely do, 

These recommendations have been incorporated within. 
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v. explain the treatments the patient will need whilst recovering, and 
noting any prescribed medications which may affect the patients’ 
capacity especially to undertake high risk work or operate 
equipment, and 

vi. emphasise that good work can speed up recovery.

You may wish to link Taking Action: A best practice framework for the 
management of psychological claims in the Australian workers’ 
compensation sector, which sets out these principles.  

Pg 65  
‘Content of the 
Communication’  

Comments 
The following two sentences are in the same paragraph but seem to be 
contradictory.  
“In Australia, trained return to work coordinators are assigned to 
individuals who submit a claim.”  

“Outside of these two arenas, however, access to a trained return to work 
coordinator is restricted. “ 

Furthermore, a return to work co-ordinator may not be assigned to every 
worker who claims compensation. Different jurisdictions use different 
terminology to describe the return to work coordinator role. 

Recommendations 
i. Consider rephrasing to clarify.

ii. You might like to include a definition on return to work 
coordinators and a note that these are sometimes labelled 
differently between schemes. 

i-ii. The role of Workplace Rehabilitation Providers and 
Return to Work Coordinators has been clarified and a 
definition of their role included. 

Pg 68 Comments 
We refer to the list of work-related factors at subsection b. 

Recommendations 
We suggest you consider including medications which may affect the 
patient’s capacity, especially to undertake high risk work or operate 
equipment 

Based on Guideline Development Group consensus, we 
have included suitability of work as a factor to consider 
when determining patient capacity for return to work.  

Pg 91 ‘Reference 8’ Comments 
This link is to the old Safe Work Australia Act which was amended in 2017. 

Amended within.  
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Updated version linked here: 
https://www.legislation.gov.au/Details/C2017C00260 

Recommendations 
Subject to comments above, if the Act is hyperlinked it should be the 
current Act as in force. Changes were made to the functions of Safe Work 
Australia in the 2017 amendments.   

25. Organisation Actuaries 
Institute 

Relevant interests of 
the actuarial profession 

Actuaries are key advisers to different parts of the insurance sector 
regarding risk assessment, premium setting and reserving. The Actuaries 
Institute, as the sole professional body representing actuaries in Australia, 
has a strong public policy focus. 

As part of its public policy focus the Actuaries Institute issued a Green 
Paper on Mental Health and Insurance in October 2017. It appears there 
are no major inconsistencies between the commentary in the draft Clinical 
Guidelines and the content of the Green Paper (see page 23 for example 
on the role of GPs). 

Actuaries are not qualified to advise on the clinical or patient management 
aspects of mental health conditions. Regarding the draft Clinical Guideline 
our feedback naturally reflects the interactions with the insurance sector – 
workers compensation schemes and insurers, disability insurers and 
others. 

Comment not required 

Positive comments The Clinical Guideline responds, in our view, to a real need. Comment not required 

Opportunities for 
improvement 

To be frank, we were disappointed in how the draft guideline responds to 
the current issues.  

We do not think it is helpful to make a lengthy submission, and we suggest 
that if any of the issues we raise are worth your further consideration that 
you organise a face-to-face discussion.  

The immediate areas where we assessed that the draft guideline would fall 
short of meeting the real needs are:  

i. Nothing on referrals – there is a balance between referring too 
often/too quickly and not referring when it would help. The draft 

guideline does not deal with this subject at all. 

i. Referral considerations (including when to refer and who
to refer to) are included. 

ii. We have highlighted the importance of establishing a
therapeutic alliance with the patient. 



Public Consultation Submission Summary 113

No. 
Type of 

Submission 
Discipline Topic/ section Feedback received Actions taken by the guideline team 

ii. The therapeutic relationship – we agree with the importance of
this, but there is no information about what works and what 

doesn’t. 

iii. Relationship with the insurer (if relevant) – the GP should know 
what to expect in terms of interaction with the insurer – reporting, 
funding for long consults, provision of further support such as 
rehabilitation expertise – this would rarely be at the initiative of 

the GP 

iv. Mingling of PTSD with other conditions – there is good evidence 
that cases of PTSD (at least single-event cases) have different and 
much better outcomes that than other high prevalence conditions.
It would make sense to call out PTSD as a distinct topic rather than

mingling through the guideline. 

v. Relevance of the direct workplace – unlike many physical injuries 
the immediate work area and the human relations therein are 
often the problem (or the perceived problem); this requires a 
different approach to return to the workplace than other 

conditions; many rehabilitation experts are not very good at this.

vi. Not sufficiently optimistic – while there are positive statements in 
the background material the substance of the guideline spends 
most of the space talking about all the things that can go wrong 
and the problems to look out for. It does present a ‘wellness’ focus.

vii. Certifying fitness for work – research shows that GPs typically are
less likely to certify fitness for work for a mental health condition.
The guideline appears to do nothing to promote more fitness for 

work certification. 

iii. A description of worker’s compensation legislation and 
the process used by compensation agencies when 
determining causality is provided. 

iv. PTSD has been discussed separately in chapter 5. Where 
the evidence supports its inclusion throughput other 
chapters, it had been included. We have also hyperlinked to
the PTSD guidelines. 

v. The workplace is included as a factor for GPs to consider 
when planning for patient recovery and return to work 
strategies. 

vi. The tone of the guideline has been amended with a
more optimistic voice. 

vii. The health benefits of good work, where appropriate 
have been emphasised throughout the guideline. This 
includes a focus on patient functional capacity for work, 
focussing on what they can do not what they can’t. 

26. Organisation The Royal 
Australian and 
New Zealand 
College of 
Psychiatrists 

Section 4A. Is this a 
mental health 
condition? 

The RANZCP is concerned about the potential implications for mental 
health patients with the current phrasing of page 27, ‘current training in 
Mental Health Skills for GPs does not encourage GPs to make a diagnosis, 
because of concerns about unforeseen legal consequences for the patient 
(e.g. life insurance and family law)’. 

The RANZCP is committed to enhancing the mental health of the 
community through advocating for equitable access to services, which 
must not be reduced due to concerns about potential legal or financial 
implications. 

We have omitted the following sentence: ‘current training 
in Mental Health Skills for GPs does not encourage GPs to 
make a diagnosis, because of concerns about unforeseen 
legal consequences for the patient (e.g. life insurance and 
family law)’.  

We note the RANZCP’s publication. 
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Of note, in December 2017, the RANZCP published Position statement 94: 
Public insurance schemes which advocates for mental injury claimants and 
provides recommendations to Australian and New Zealand governments 
and insurers to help ensure that claimants receive the support that they 
need, without jeopardising the financial viability of the schemes. 

Section 4B. Is the 
mental health condition 
work-related? 

The RANZCP suggests that the phrasing of this section is revised as it 
implies that all mental health conditions are either ‘work-related’ or not. 

Phrasing has been revised.  

The RANZCP welcomes the one-page flow charts for the assessment, 
diagnosis and management of a work-related mental health condition and 
believes that they will be a useful and beneficial resource for general 
practitioners. The RANZCP recognises that current available evidence on 
aspects of the guideline recommendations are limited, however the 
RANZCP has some concerns regarding the guideline’s utility in practice, 
these concerns are outlined over the page. 

The practical utility of the flowchart has been improved.  

Section 4C. What can I 
do for a patient who is 
not improving? 

The RANZCP recommends that the guideline provides increased guidance 
for GPs about what the next steps are if it is determined that the patient is 
not improving, for example, when should a referral to psychiatrists and/or 
secondary mental health services be initiated? 

Strategies for what GPs can do if a patient is not improving 
have been added, including referral options to specialist 
mental health providers where appropriate.  

Section 4D. Is the 
patient developing a 
comorbid mental health 
condition? 

The RANZCP suggests that more detail is provided in this section to 
provide recommendations for the assessment and ongoing clinical 
management, where a comorbid mental health condition has been 
identified. 

More detail is provided.  

The RANZCP supports the inclusion of references to our publications and 
noted that the guideline references the:  
i. 2017 public consultation draft of the RANZCP clinical practice 

guidelines for the treatment of panic disorder, social anxiety 

disorder, and generalised anxiety disorder 

ii. 2014 RANZCP Professional Practice Guideline: Best practice referral,
communication and shared care arrangements between 

psychiatrists, general practitioners and psychologists 

27. Organisation Health Issues 
Centre 

Summary of responses 
from consumers 

i. The results suggest that people who put in a Workcover claim for 
work-related mental health conditions are just the ‘tip of the 
iceberg’ and would indicate the prevalence of work-related mental 
health conditions is far higher by an order of magnitude. 

These findings from consumers have been taken under 
consideration throughout the guideline.  
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ii. Doctors play an important role in assisting a person with work-
related mental health conditions to cope. Talking to a doctor was 
the second most applied strategy after talking to family and 
friends. 

iii. Validation of the experience was a critical factor as to whether a 
person felt their doctor was helpful. Given people’s reluctance to
disclose their mental health condition and high level of suicidal 
ideation, validation should be an important first step in a GPs 
interaction. 

iv. In addition, doctors play an important role in connecting a person
with appropriate supports. 

v. Doctors need to be aware of the significant impact that stigma 
plays in the workplace. People are very reluctant to involve their 
workplace in discussions about work-related mental health 
conditions. While some people reported positive experiences from 
involving their workplace, many reported that involving their 
workplace actually exacerbated the issue. 

vi. 90% of respondents said that they would not want their doctor to 
visit their workplace. 

28. Organisation Australian 
Nursing and 
Midwifery 
Federation 
(Victorian 
Branch) 

Are the 
recommendations 
pertaining to each 
question realistic 
(achievable) and/or 
appropriate? Why/Why 
not? 

Why isn’t patient’s condition improving as expected?  

Noted that GPs should consider factors including workplace factors such 
as harassment and bullying. Harassment and bullying have complex legal 
definitions guided by relevant judicial and tribunal decisions that are not 
commonly well understood. This means that the terms harassment and 
bullying can be used in an inappropriate way. While it is absolutely 
appropriate that GPs consider contributing workplace factors it is of 
concern when GPs give a patient a belief or affirmation that they are in 
fact experiencing harassment and bullying when this may not be the case. 
Quite often members of the ANMF seek advice around these issues with a 
belief that they are experiencing harassment or bullying that has been 
confirmed by their GP. Unfortunately, when subsequently assessing the 
specifics of a member matter this is not the case in the legal context. This 
can mean that a member has unrealistic expectations of what can be 
pursued, and because they have received such affirmation from their GP, 
are unable to accept that this may not be the case, preventing a 

We have made note of the importance of GPs clinical 
judgement in regards to considering if the mental health 
condition is consistent with the description of how the 
condition arose. Where GPs feel uncertain, we have 
included advice about referring to a workplace 
rehabilitation coordinator.     

The suggested workplace factors are included in the 
background discussion for consideration.  

“Patient consent” covers both verbal and written consent.  

Work modification, where appropriate, is highlighted as a 
strategy to support return to work. Guidance is provided 
along with resources GPs could refer to for additional 
information.  
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satisfactory resolution at the workplace as well as in their clinical 
presentation.  

What can I do for patients who are not improving?  

Recommendation includes that GP should investigate existence of 
continuing work-related and non- work-related stressors that may 
contribute to delayed patient recovery and assist to address them. It is 
unclear what actions/influence GP could have in addressing work-related 
factors that are provided as examples, i.e.: job/work stress, poor 
communication with supervisor/employer, harassment and bullying, and 
no guidance is provided on how a GP should in fact do this.  

What is appropriate communication with the patient’s workplace?  

Suggest specific reference to need for written consent from patient to 
liaise with any other party. Noted that the recommendation is for 
telephone/ or face-to-face methods of communication however there will 
be some occasions were written correspondence is appropriate and 

necessary.  

In relation to focus on worker’s functional capabilities – recommend that 
consideration should be had of any adjustments/accommodations that can 
be made to support return to work. There is little guidance provided as to 
what types of information may be relevant. ANMF (Vic Branch)’s 
experience in representing members where too much / irrelevant medical / 
clinical information has been provided to the workplace is that this has at 
times resulted in a detrimental impact on their ongoing employment. 
Therefore, it is critical that more detailed guidance is available.  

Is the structure and 
layout of the Guideline 
logical and easy to 
navigate? If not, how 
could this be improved? 

ANMF (Vic Branch) is concerned that there is insufficient guidance 
contained within the Guideline. It provides context around how the 
consensus statement and recommendations were arrived at, but does not 
provide sufficient guidance as to how to implement the outcomes. 

Description for GPs regarding implementation outcomes 
are included.  

Aside from being on the 
NHMRC website, how 
else do you suggest this 
Guideline be accessed? 

ANMF (Vic Branch) believes that it would be useful if this Guideline was 
available to workers to take to their GPs in the event that they have such 
an injury / illness. This could be facilitated through unions, trades and 
labour councils and through workers compensation agents. 

We will request the inclusion of a link to the guideline on 
primary and secondary target audience websites including 
worker’s compensation bodies, unions, trades and labour 
councils,  
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Please feel free to make 
any additional 
comments: 

The guideline provides useful information about what factors should be 
considered and what actions can be taken and explains the rationale for 
this. It does not, however, provide guidance as to ‘how’ the 
recommendations can be implemented in practice. 
It is recommended that the language in the ‘Implementation Plan’ be 
reconsidered. For example, the first paragraph states that over 7500 claims 
for work related mental health conditions are ‘awarded’ to workers each 
year. This language suggests that having an accepted claim is something 
of an achievement. A more appropriate way to phrase this could be over 
7500 claims for work related mental health conditions are ‘accepted’. 

The implementation plan has been reviewed.   

Do you agree with the 
recommendations 
and/or consensus 
statements in the 
Guideline? 

ANMF (Vic Branch) agree with the recommendations and consensus 
statement, except as outlined above. 

Comment not required 

Please provide any 
other feedback about 
the Introduction here: 

ANMF (Vic Branch) would question the statement that a GP influences 
whether worker receives compensation for their injury. A GP makes a 
diagnosis for example anxiety or depression. Most commonly a worker 
who makes a worker’s compensation claim for a mental health related 
condition will be required to undergo a comprehensive psychiatric 
assessment with an independent medical examiner. It will be this further 
assessment that is likely to have a greater influence on whether a worker 
receives compensation for their injury than a GPs initial assessment. 

Noted.  

29. Organisation WorkSafe 
Western 
Australia 
Commissioner 

(pages 27-41) Emphasise the recommendation for the GP to make an appropriate 
referral to a suitable health professional (i.e. Clinical Psychologist or 
Psychiatrist) for assessment and diagnosis of complex patient 
presentations. 

GP referral to specialist mental health professionals has 
been discussed within.  

General Feedback i. terminology should be amended from the use of 'job stress' or 'work
stress' to current terminology of 'work-related stress' 

ii. general practitioners (GP) should not only familiarise themselves 
with the workers' compensation legislation, but also the relevant 
occupational health and safety legislation in their state or territory.

i. Recommendation terminology cannot be changed as it is 
taken directly from the evidence-base. 
ii. Relevant resources to guide GPs in the diagnosis and 
management of patients with work-related mental health
conditions are provided. 

(pages 52-67) Any reference to provision of cognitive behaviour therapy should be in the 
context of being provided by an appropriately trained health professional 

GPs can provide work-directed cognitive therapy, however 
where they lack the training, they could refer/direct to 
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such as a Psychologist and Psychiatrist. It is not clearly outlined in the 
document who will be providing this treatment. 

What can I do for a patient who is not improving (page 56-59) - expand on 
employment and workplace factors in this section and where referenced in 
other sections, to include workplace factors that may lead to work-related 
stress such as excessive work demands; role conflict; low levels of decision 
making; inadequate support from supervisors (instrumental and emotional 
support); lack of role clarity; poor organisational change management; low 
recognition and reward; poor organisational justice; extreme 
environmental conditions; remote and isolated work; inappropriate and 
unreasonable behaviours; and traumatic events. 

clinical psychologist. The Guideline Development Group 
agreed to leave the recommendation unchanged.  

Patient and workplace factors have been expanded on in 
the background discussion. 

What is appropriate 
communication with 
the patient's workplace 
(page 64-67) 

It would be beneficial for GP's to be encouraged to identify the actual 
hazards and factors (as far as they can), so that a workplace can determine 
whether it is possible to address these hazards in order to create an 
environment that is safer and more conducive to a successful return to 
work program. This would give the GP more confidence in the program, 
rather than the GP advising that the worker is 'unfit' to return to work 
because the causal factors in the workplace still exist. 

Workplace hazards, along with psychosocial hazards as 
identified by Safe Work Australia, are included. Where 
appropriate, and with patient consent, GPs can discuss 
these with the workplace or refer to a workplace 
rehabilitation provider.  

Is the patient ready to 
return to work (page 67-
72) 

It is important to note in this section that as work-related mental health 
conditions are a result of work-related stress from exposure to workplace 
factors, GPs need to consider what workplace factors the patient may be 
exposed to when commencing a return to work, and whether exposing the 
patient to the causal workplace factors may result in a delayed recovery or 
exacerbation of the mental health condition. Managing exposure to these 
causal workplace factors needs to be further emphasised and thoroughly 
considered by all stakeholders when planning the patient's return to work. 
During the return to work planning, it is important for the GPs to 
understand employers' have an obligation under their relevant 
jurisdiction's occupational safety and health legislation to provide a work 
environment in which employees are not exposed to hazards, so far as 
practicable, that may result in an injury or harm to health. 

Workplace hazards, along with psychosocial hazards as 
identified by Safe Work Australia, are included. Where 
appropriate, and with patient consent, GPs can discuss 
these with the workplace or refer to a workplace 
rehabilitation provider. 

30. Organisation Professional 
Association 

Assessment and 
diagnosis: Are the 
recommendations 
and/or discussion likely 

We are concerned about the appropriateness of GPs undertaking 
assessments of mental illness, particularly complex mental health issues, 
given the lack of mental health coverage in GP training programs. As 
evidence of this, psychologists note that referral requests from GPs are 

Where GPs lack the training or confidence to undertake a 
comprehensive clinical assessment for a mental health 
condition, they could refer/direct to a specialist mental 
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to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

often limited in scope and omit key features of a client’s diagnosis and 
contributing factors (Giese, Littlefield & Matthews, 2008). Many GPs have 
minimal mental health training to undertake a “comprehensive clinical 
assessment” of mental illness and even less training in making a mental 
health diagnosis. We recognise that some GPs have a special interest in 
mental health, have completed additional training in this area and are very 
competent to undertake the type of work described in the Guidelines. 
However, this level of competence is unlikely to be representative of the 
broader GP workforce. An unintended negative consequence of the 
Guidelines may be harm to some patients as a result of some GPs seeking 
to undertake practices in the Guidelines without adequate training. This 
may lead to some clients not being assessed comprehensively, 
misdiagnosed and managed inappropriately. 

health clinician (such as a clinical psychologist, or 
psychiatrist). This has been included.  

Assessment and 
diagnosis: Are there any 
individuals or groups 
who are likely to be 
worse-off as a result of 
these 
recommendations? 

There is the potential that these Guidelines may inadvertently cause harm 
to some clients if GPs with inadequate mental health training act beyond 
the scope of their practice and attempt to implement the 
recommendations in the Guidelines. This is particularly the case for 
individuals who present with complex trauma, dual diagnosis or another 
complex mental health issues. In many cases, mental illness is not isolated 
from other biopsychosocial influences and requires a thorough formulation 
that appropriately informs treatment so that the patient not only recovers 
but can also return to work. While GPs are well trained to assess, diagnose 
and treat physical health conditions, for many GPs, their training in mental 
health is not as well developed. This increases the potential of GPs to 
make simple diagnoses of mental illness based on the “screening” (i.e., not 
diagnostic) tools recommended in the Guidelines that do not rule out 
other more complex mental health issues and stressors that may influence 
the patient’s recovery. There is also limited information provided in the 
Guidelines about the cultural appropriateness of the screening tools 
selected for assisting with a diagnosis. It is insufficient for a diagnosis to be 
based on a screening tool, and more importantly there is limited analysis 
about the cultural appropriateness of these tools and there use among the 
various cultures in Australia. For GPs with limited training in the use of 
such tools, there is potential for harm to vulnerable patients. 

Where GPs lack the training or confidence to undertake a 
comprehensive clinical assessment for a mental health 
condition, they could refer/direct to a specialist mental 
health clinician (such as a clinical psychologist, or 
psychiatrist). This has been included. 

Furthermore, we have highlighted the importance of 
clinical accuracy.  
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Are the 
recommendations 
pertaining to each 
question realistic 
(achievable) and/or 
appropriate? Why/Why 
not? 

We are concerned that some of the recommendations fall outside the 
scope of practice of the bulk of GPs. For example, “What strategies are 
effective at managing comorbid MHCs?” The flow chart does not include a 
referral for psychological therapy to a practitioner qualified to deliver this 
treatment. The consensus statement suggests that GPs should commence 
“Individual-based trauma-focussed psychological therapy” which is 
beyond the scope of practice for probably most General Practitioners. 

The Guideline Development Group agreed that it may be 
out of a GPs scope to provide trauma-focussed services; 
however, they can provide direction of the treatment plan. 

Please provide any 
other feedback about 
the appropriateness of 
the Guideline for 
Aboriginal and Torres 
Strait Islander people. 

There is limited information about the cultural appropriateness of the 
recommended screening tools and the comprehensive mental health 
assessment for use among the Aboriginal and Torres Strait islander 
population and culturally and linguistically diverse individuals who may 
present with work-related mental illness. 

Advice has been included to refer to cultural consultants 
where appropriate and we have further highlighted the 
need to consider cultural appropriateness throughout.   

Are the processes used 
to develop this 
Guideline clear? If not, 
can you identify any 
areas of concern or 
items that require 
greater clarification? 

There is concern that the literature search has not explored the evidence 
regarding harm that may occur through misdiagnosis or the inappropriate 
treatment and management of mental health disorders by non-mental 
health professionals. There is a risk that the Guidelines place a significant 
amount of pressure on GPs to provide mental health care when they may 
not be appropriately trained to do so, nor have sufficient time to provide 
best practice care. We recommend extending the literature review to 
include any potential harm that may occur when non-mental health 
professionals conduct mental health assessments beyond their scope of 
practice. 

The importance of clear diagnosis, clinical judgement, and 
accurate communication with the patient is highlighted. 
Where GPs feel they lack experience, advice is provided to 
refer/direct to a specialist mental health clinician (such as a 
clinical psychologist, or psychiatrist).  

Management: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

The Guidelines provide limited information about the appropriate 
competency requirements for GPs to undertake management of mental 
illness, and of the appropriate referral pathways to specialist psychiatric or 
psychological care. 

The importance of clear diagnosis, clinical judgement, and 
accurate communication with the patient is highlighted. 
Where GPs feel they lack experience, advise is provided to 
refer/direct to a specialist mental health clinician (such as a 
clinical psychologist, or psychiatrist). 

Management: Are there 
any individuals or 
groups who are likely to 
be worse-off as a result 
of these 
recommendations? 

Individuals with complex mental health needs and vulnerable groups (e.g., 
Aboriginal and Torres Strait Islander peoples, culturally and linguistically 
diverse populations) are the most likely to be at risk due to the potential 
for inadequate assessment and diagnosis (see response to question 17) and 
the limited information on appropriate referral pathways for these cohorts 
in the Guidelines. 

Advice has been included to refer to cultural consultants 
where appropriate. We have further highlighted the need 
to consider cultural appropriateness throughout and linked 
to key resources for CALD practice guidelines.   
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31. Organisation SafeWork SA Is the structure and 
layout of the draft 
Guideline logical and 
easy to navigate? If not, 
how could this be 
improved? 

Yes, the Guideline is easy to navigate in its current format. However, 
consideration may be given to breaking the Guideline up into individual 
guides that address specific areas such as Assessment and Diagnosis and 
Management etc. 

Noted.  

Management: Are the 
recommendations 
and/or discussion likely 
to be useful and 
achievable in clinical 
practice? Why/Why 
not? 

Noting the fact that the primary objective of the Guideline is to provide 
improved guidance to General Practitioners (GPs) on how to diagnose and 
manage patients with work-related mental health conditions, the 
following feedback is offered from a work, health and safety (WHS) 
perspective. The feedback is centred on improving the GP’s understanding 
of the role of SafeWork SA, their general understanding of contemporary 
work-related mental health issues and the availability of suitable resources 
that can be utilised when providing medical treatment to patients. As we 
are not medical or mental health professionals, we propose the use of the 
following practical WHS solutions as an addition to the clinical guidance 
that will be fed back. 

Comment not required 

Please provide any 
other feedback about 
the Management 
Section  

Encourage GP utilisation of relevant resources 

• Work Related Stress Fact Sheets
o Dealing with Workplace Bullying
o A Worker’s Guide- Guide for Preventing and 

Responding to Workplace Bullying 

• As noted on page 34 of the draft guideline, the most common causes 
of work-related stress are work pressure (32%) and work-related 
harassment and / or bullying (24%). Therefore, it is prudent to provide 
GPs with resources containing contemporary evidence based 
information relating to these issues. 

• In addition to the various assessment tools recommended for usage 
by GPs (as mentioned on page 35 of the Guideline), it is 
recommended that the Work Health & Safety Queensland (WHSQ) 
Work Related Stress Fact Sheets be utilised by GPs. 

• Work-related stress describes the physical, mental and emotional 
reactions of workers who perceive that their work demands exceed 
their abilities and/or their resources (such as time, help/support) to do
the work. It occurs when they perceive they are not coping in 
situations where it is important to them that they cope. As a result, it 

Recommended resources are hyperlinked within. 

We will consider providing specialised training to GPS as a 
potential implementation activity.  

We have expanded the description of the role of 
compensation regulators along with that of the Workplace 
Rehabilitation Prover, Rehabilitation Counsellors and other 
workplace employee/allied health programs.   

Case studies will inform the implementation strategy.  
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is likely that patients treated by GPs for work-related mental health 
conditions will have experienced work-related stress.  

• The fact sheets have been adopted by numerous other jurisdictions 
(i.e. both WorkSafe Victoria and SafeWork NSW) and are often used 
as an effective resource by those WHS regulators during both 
compliance and educative activities. The fact sheets cover common 
organisational work-related factors, which include: work demands, 
low levels of control, poor support from supervisors and/or co-
workers, lack of role clarity, poorly managed relationships, low levels 
of recognition and reward, poorly managed change and 
organisational justice. 

• SafeWork SA will adopt the fact sheets which will be hosted on our 
website by July 2018. The following link provides access to the fact 
sheets which are hosted on the WHSQ 
website:https://www.worksafe.qld.gov.au/injury-prevention-
safety/mental-health-at-work/tools-and-resources/work-related-
stress 

• SafeWork Australia has published a guide entitled Guide for 
Preventing and Responding to Workplace Bullying that is designed to 
assist the Persons Conducting a Business or Undertaking (PCBU) and 
a corresponding guide for workers that is entitled Dealing with 
Workplace Bullying – A Worker’s Guide. Both resources provide useful 
information on workplace bullying, reasonable management action 
take in a reasonable way, workplace conflict and the risk 
management process as it applies to such matters. 

• The following link provides access to the resources which are hosted 
on the SafeWork Australia website:
https://www.safeworkaustralia.gov.au/bullying#codeguides 

Provide additional specialised training to GPs 

• Mental Health First Aid Australia

• Amongst mental health professionals (i.e. counsellors, psychologists 
and psychiatrists) there is a common belief that GPs possess 
inconsistent levels of training, general knowledge and an in depth 
understanding of mental health related conditions. In addition to the 
varied clinical training that they are provided with, we recommend 

https://www.worksafe.qld.gov.au/injury-prevention-safety/mental-health-at-work/tools-and-resources/work-related-stress
https://www.worksafe.qld.gov.au/injury-prevention-safety/mental-health-at-work/tools-and-resources/work-related-stress
https://www.worksafe.qld.gov.au/injury-prevention-safety/mental-health-at-work/tools-and-resources/work-related-stress
https://www.safeworkaustralia.gov.au/bullying#codeguides
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that the Guideline promotes the use of the national Mental Health 
First Aid Australia training course, which was founded by a national 
not-for-profit organisation.  

• Although this two day training course does not provide an in depth 
clinical analysis of such issues, it is helpful as a general refresher and 
creator of greater awareness. It may be possible for the relevant 
professional association to collaborate with Mental Health First Aid 
Australia in order to develop a variant of the course, which could be 
designed specifically for both medical students and qualified medical 
doctors. The following link is to a compelling video story of a medical 
student in training who has undertaken the Mental Health First Aid 
course: 

o https://www.youtube.com/watch?v=wWm4XbeH27Q&
feature=youtu.be  

• The following link provides a summary of the Mental Health First Aid 
course and its objectives: 

o https://mhfa.com.au/about/our-activities/what-we-do-
mental-health-first-aid 

Increase GP awareness of the WHS regulator’s role and function  

• Increasing the GP’s awareness of their state or territory WHS 
regulator and the role that it plays in ensuring the safety of workers,
should be considered. 

• At SafeWork SA, we are fortunate to have an Education Directorate 
that contains the Workplace Advisory Services (WAS) Team. The 
primary function of the WAS Team is to provide practical support and 
assistance to help PCBUs to understand their legislative WHS 
responsibilities and implement effective safety systems to better 
manage their WHS risks. 

• This involves developing practical tools and resources to enable 
workplaces to improve their systems. For example, the WAS team 
could be utilised to deliver presentations to groups of GPs (organised 
via the relevant professional association such as the Royal Australian 
College of General Practitioners) in order to increase their 
understanding of the role played by SafeWork SA, legal duties under 
the Act, SafeWork SA resources available to patients diagnosed with 

https://www.youtube.com/watch?v=wWm4XbeH27Q&feature=youtu.be
https://www.youtube.com/watch?v=wWm4XbeH27Q&feature=youtu.be
https://mhfa.com.au/about/our-activities/what-we-do-mental-health-first-aid
https://mhfa.com.au/about/our-activities/what-we-do-mental-health-first-aid
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work-related mental health conditions and how SafeWork SA’s role 
differs to the role of Return To Work SA.  

• Also, if a patient believes that the PCBU is not meeting its primary 
duty of care with regards to the management of risk, the provision of
safe systems of work and training etc., or if the worker is confused 
about its own responsibilities under the Act, the GP could promote 
the use of the WAS Team and/or make the patient aware of its right 
to submit a psychological risk complaint to SafeWork SA. 

Introduce case studies to assist both the patient and GP during diagnosis 
and management 

• It may be useful to include a ‘case study’ scenario that demonstrates 
to the worker an example of excessive exposure to environmental (i.e.
exposure to noise, light, vibration, extreme air temperatures or poor 
air quality) and/or organisational work-related factors (as previously 
mentioned) that may lead to the development of a work-related 
mental health condition. 

• An additional case study could be provided in order to demonstrate to 
the GP how it might utilise the aforementioned resources in order to 
provide contemporary evidence base information to its patient. The 
case study may also demonstrate the GP’s knowledge and 
understanding of their state or territories WHS regulator and how it 
can be utilised in order to assist the patient throughout the 
management process. 
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