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Dr Arthur Chesterfield-Evans M.B.,B.S., F.R.C.S.(Eng.), M.Appl.Sci.(OHS), M.Pol.Econ. 

Biographical note: 

I am a medical practitioner who trained in surgery occupational medicine and worked for14 years as 

a medical officer at Sydney Water, followed by 5 years in private practice. I then went into NSW 

Parliaments as an Australian Democrat MLC, where I introduced a number of amendments to 

Workers Compensation legislation and spoke on an alternative proposal as to how it should be 

structured.  When I left parliament I had some time away from Workers compensation and CTP 

medical work and returned last year.  This submission is informed both by my long time in the field, 

by my experience with the tobacco industry and its corporate behaviour, by my understanding of the 

processes of lobbying and legislative change and by recent experiences, which have made me very 

aware of changes that others may have noticed less as they have been gradual.  I will include an 

appendix with examples of cases where patients have been mucked about by insurance companies. 

Opening Observations: 

I am working in the classification as a GP, though as our practice principally does Workers 

Compensation and CTP injuries we do a lot more of this work than the average general practice. 

It might be noted that many GPs do not want to do this work as they are fearful of the litigation and 

dislike the adversarial framework in which the whole process is conducted.  We therefore get quite a 

lot of referrals from other GPs. 

Since I was working in the late 1990s in a similar private medical practice, I have found insurance 

companies now far more aggressive than they were formerly. In the 1990 it was routine as a treating 

doctor to have insurance companies try to persuade me to change the wording of reports to 

improve their chances of winning in court.  Their responses to my refusals resulted in my getting no 

referrals from them, but I had the strong impression that many GPs were persuaded to change their 

reports based on the insurers’ representations. Now there are case conferences where rehab 

providers try to get me to alter certificates to hasten people back to work. They also do assessments 

where the patients are pushed to their maximum performance and then it is assumed that they can 

do this all day every day. I am then pushed to approve this, with the strong implication that either I 

am complicit in fraud if I do not think that they are capable, or I am an old fool not up with the latest 

rehab techniques.  I speak to the patients in the absence of the insurers case conference participants 

and the patients are very often fearful that I will agree to their being ‘forced back to work’. They look 

to the GPs for an advocacy role, and not infrequently sob quietly as the discussion goes on. 

 

American Medical Association Guides to the Evaluation of Permanent Impairment 

It needs to be stated to this inquiry that the AMA Guides to the Evaluation of Permanent Impairment 

with the Workcover Guidelines and MAA guidelines make it very difficult for injured victims to get 

redress after an injury, especially if they have difficulty getting back to work.  These were worked out 

with pressure from insurance companies on the American Medical Association and NSW State 

Parliament and were to minimise litigation by having medical assessment protocols which gave the 

same numeric results no matter who the observer (doctor) was.  While I applaud consistency, the 
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reality is that the assessment of impairment is not this precise.  The main thing that stops people 

working is pain and this cannot be measured.  Hence the main variable cannot be quantified. The 

guidelines simply ignore this. This may be administratively convenient but it means that the 

impairment percentages have a minimal relationship with people’s ability to work, and simply do 

huge injustice and ruin people’s lives when the payments result.   

It might be noted in passing that the Guides do not even make a conceptual distinction between 

impairment and a disability.  If I have poor eyesight, I am impaired.  If I have good spectacles, I may 

not be disabled by my impairment.  The degree of disability is far more important than the degree of 

impairment.  A writer may be able to work with paraplegia, a labourer will not. It is just part of the 

arbitrariness of these guidelines that is convenient to insurers but extremely unfair to injured 

people.  A person can be only a few percent impaired, but in a huge amount of pain and absolutely 

unable to work. The AMA Guides do not take any of this into account.  

The current scheme combines the imposition of these inappropriate guidelines with an expensive 

adversarial ethos that gives the worst of all worlds.  I might note that I have not been trained in the 

use of these Guides. I do not wish to have any part in providing a percentage on which injured 

people’s lives depend, but which does not give a fair outcome.  I would prefer to work towards an 

assessment system that relates better to reality.  The CTP scheme is very bad from the injured 

person’s point of view.   

Insurers Create Delays 

The insurers are very slow to admit liability. It appears that they are far more concerned to meet 

statutory deadlines than to come to a conclusion in a reasonable, let alone optimal, time frame.  

Even in single vehicle accidents when it is difficult to see how they could not be liable, they 

sometimes take months to approve benefits, which effectively mean treatments. People can wait in 

agony for months for liability to be admitted. If they are taken straight to hospital they are treated as 

any other accident, which is good, as our pubic hospital emergency departments as a whole do a 

very good job. It might be noted in passing that people do not chose which hospital or doctor to go 

to, but all deliver adequate treatment. This shows that choice of doctor is not critical if the overall 

standard is maintained in Emergency Departments. This is also true elsewhere in the medical 

system. 

 In my current practice, the commonest motor vehicle injuries are whiplash, low back pain and 

shoulder and ligament injuries.  (More extensive injuries are seen by the hospital and their follow up 

is either by the hospital clinics or the specialists). The point about these injuries may be that they 

often do not seem life threatening at the time and become more noticed over the next few days.  

The CTP insurer then has 3 months to decide liability, and often use a large part of this time. They 

then get a letter saying how concerned they are about rapid treatment and return to work! 

After that, even if the insurers have accepted liability, they may not agree to have, say, a neck MRI, 

and may insist on an Independent Medical Examination, which may take another 2 months to 

organise.  Some people who are on 457 visas (which are now very common, especially in ethnic 

communities) have no Medicare and no income, and can wait in pain all this time with no money for 

medications and sometimes none for food and rent.  Very frequently people after MVAs patients 

who live from paycheck to paycheck have very serious financial problems due to their inability to 
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work.  This seems to make absolutely no difference to the speed with which insurance companies 

approve either their liability decisions or their treatment approvals.  

The Adversarial Framework Hugely Increases Costs 

The adversarial framework of CTP hugely increases costs. When doing an initial examination of an 

injured person I am very conscious that if any complaint of pain or injury is not recorded, it will be 

denied later by the insurer.  For example, if a patient suffers a whiplash injury, the pain may radiate 

down their shoulder or arm.  They may also have a shoulder tendon injury from where they tried to 

restrain themselves before or during the accident.  If the shoulder is not specified separately from 

the neck investigation or treatment of the shoulder may later be refused. In practical terms, patients 

are often focussed on what is more painful at the time and other injuries that are more long-term 

are not even mentioned. If there was goodwill and a reasonable approach, as in a normal non-

adversarial medical model there would be discussion of the origin of the pain and this would not be 

a problem.  As it is, every trivial complaint is recorded, ‘just in case’ increasing the administrative 

load. 

Insurers are Reluctant to Pay reasonable Accounts 

Insurers cavil over the extra time in the medical consulting room that this all takes and then ask for 

reports in addition to copies of the notes.  Significant investigations, such as MRIs or disc injuries in 

whiplash and low back pain are denied or delayed by insurers as almost routine. Even if pathology is 

found which is likely to need surgery or at least assessment by a specialist, the insurers often delay 

or refuse access to the specialist referral.  

Fraud by Claimants and Systemic Delays by Insurers 

My view after over 30 years in workers compensation work is that only a tiny percent of cases are 

deliberate fraud.  A few percent more become habituated to their injury or lose confidence in their 

ability to return to work, but this is immensely worsened by delays, for which insurers’ processes are 

by far the largest component.  On the other side insurers apparently assume that everyone is 

fraudulent, and delay and minimise payments in every case.  The insurers’ behaviour seems hard to 

distinguish from systematic fraud.  In some cases I believe that there needs to be censure for this 

behaviour and it needs to be monitored as a key performance indicator of all insurance companies. 

This could be easily achieved from computer programs such as those that measure delays in 

emergency departments or hospital waiting times. Any notion that competition has made insurers 

more efficient than a bureaucratic public service system needs to discarded. Any reasonably 

managed bureaucracy could perform better from a patient service point of view than the current 

insurers.  The service is appalling. 

In terms of fraud, and army of investigators check if anyone is fitter than they claim to be, so that 

they can be returned to work. Yet there is no monitoring of the time delays in admitting liability, or 

in approving ‘reasonable and necessary’ investigations and treatments.  This could easily be done. 

The Definition of Reasonable and Necessary 

The definition of ‘reasonable and necessary’ also seems to be taking a beating. ‘Reasonable and 

necessary’ in terms of investigations would seem to be to meet with current good medical practice 
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and to pay for this in a timely manner. In fact in cases where there are obvious symptoms, 

investigations are often denied on the basis of not being ‘reasonable and necessary’ as if the words 

have no meaning in insurance letters. It might be noted that emergency departments do increasing 

numbers of investigations because they say that the cost of a missed diagnosis and the suffering this 

causes is so much greater than the cost of the investigation that even if the chance of finding 

treatable pathology is low, the test is worth doing.  In disc problems such as whiplash or low back 

pain there are frequently symptoms (patient complaints), without signs (stuff a doctor can detect or 

measure).  In the more severe cases of this there may well be treatable or even operable pathology 

found. Yet the insurance industry is far more concerned with the short term costs than any long-

term benefit to patients, and claims managers without any medical knowledge appear to deny 

claims on a whim. The trend appears to be towards less investigation rather than more.  Having 

worked in emergency departments and finding myself ordering far fewer tests than the US protocols 

suggested, I find it ironic that the insurance industry wants to do far less test than I think are 

indicated. It might be noted that I am not alone in this. A company, MRI Now, has been set up to try 

to get insurance approvals for MRI providers. The radiology companies who are sick of wasting time 

trying to get approvals give a percentage of their fees to MRI now, who then spend their time trying 

to get approvals for the MRIs.  MRI Now also solicits work from doctors, and arranges the MRIs for 

them.  Clearly they are just another group adding to the amount of money that is paid as premiums 

and not paid to injured workers, but if they can get insurers to speed up their decisions, it may be 

money well spent. 

The (In)efficiency of the CTP Scheme and a possible solution 

In terms of efficiency only 45% of premiums actually go to the injured people. Medicare had 

overheads of about 4.5%, so the inefficiency factor of the CTP schemes are more than 11 times 

worse than an optimum system.  In that the insurance schemes pre-date Medicare, they merely exist 

so that the doctors will give treatment in the absence of a universal system.  It could be that the 

whole system could be abolished and replaced by Medicare, except that Medicare has been allowed 

to wither relative to inflation and doctors are being encouraged to charge co-payments and 

generally use Medicare as little as possible as successive Commonwealth governments have been far 

more concerned about cost-shifting to other funding sources than lowering overall health costs. The 

Medicare rebate as a rule of thumb is about half the private fee, though in the case of the first 

specialist consultation the fee is often over $300, whereas the Medicare item is $110.   

Perhaps a cheaper option for the entire CTP scheme would be to simply let Medicare pay for it and 

have the CTP premiums pay extra to the doctors. Doctors would merely have to prove that it was a 

CTP-related accident to get the extra money.  As it seems that there is a problem with leaking 

databases and accident liabilities being sold, this whole area needs to be tightened up. If there were 

the accident register, so that the facts of the accident could be checked and the diagnosis and 

treatment could be checked and compared, the ‘double Medicare, or Medicare Plus’ would be paid 

and the Medicare computer system could be used to analyse any fraud, getting the benefits of a 

universal system of data capture.  This would work best with a single insurer, a ‘no fault’ system and 

no common law disputes.  It could massively reduce premiums, reduce total costs and hugely raise 

the percentage paid to the people actually injured.  In essence the whole system is parasitic on the 

need for someone to pay for the treatment of injuries, and Medicare not being used for this 

purpose.  A parasite that takes 55% of its host’s sustenance needs radical surgery on itself, not to 
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lower the benefit to the injured person getting 45% of the premiums, which is what appears to be 

suggested. 

The Increase in Children as Claimants 

Questions have been asked re the large number of children now coming for assessment after 

accidents. This is certainly a change since I practiced in the 1990s.  It is true that there is usually 

nothing to find except a history of anxiety and clinginess.  Whether this merely represents an 

increased vigilance and consciousness of children in accidents, or whether it is embellishment of a 

claim as suggested by the insurers I am not certain, but if the only thing to be claimed were their 

treatment costs it would not make much difference to the cost of the scheme.  Their treatments 

costs are small, and no doubt a very small fraction of their administrative costs.   

The MAS 

The MAS service is very slow.  The fact that the website says that disputes can be resolved in 3-4 

months says it all. This is lawyer time, not medical time. My experience is that insurers deny needed 

treatment, there is argument for a  couple of months as we wait till the statutory periods for 

admission of liability and the need to respond passes, phone them up, get a run around, talk to 

solicitors and they eventually get to the MAS. They may have been in pain and unable to work for at 

least 6 months by then, with a huge effect on the victims financially and emotionally.  The whole 

system should aim to be as fast as the management of someone in an emergency department who 

needs to go to a clinic for semi-urgent surgery. 

If it is accepted that there are minor or trivial claims, this can be addressed by improving the 

accident recording system. The loss of Police in this role is presumably a significant reason for the 

alleged increase in fraud.  Another reason might be the excess of lawyers graduating and willing to 

work on a contingency basis.  I have no suggestion for this latter problem. 

Insurers Benefit from Unreasonable Refusal of Claims 

Insurers benefit immensely from refusing claims, even if their refusals are completely unreasonable. 

The doctors have to treat them on Medicare, which is far less than the recommended schedule of 

fees. The standard fee is $97 per visit for CTP.  The standard GP visit is $50 for a private visit, $36.50 

for Medicare as registered GP, or $21 for a non-vocationally registered GP. Even if the insurers are 

later compelled to repay Medicare they have still saved a large amount. But it is worse than this.  

The amount is repaid at the time of settlement of the claim. The patient gets their settlement less 

unpaid bills. So the money comes from the patient; not the insurer. This incentive not to pay must 

be removed and there must be a sanction on insurers who stop payments without good reason.  If 

insurers have relied on Medicare they should have to reimburse Medicare at the same rate as if they 

had paid the statutory fees. More than this solicitors do not inform Medicare that there is a liability 

to them, because often the settlements are so derisory the patients need every dollar, and giving 

money to Medicare is seen as reverse welfare. So Medicare is out of pocket, the doctors are 

underpaid and the insurer has been rewarded for unethical behaviour with no agency watching the 

fiasco.  
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Competition Between Insurers Lowering Costs is a Nonsense 

The idea that competition between insurers lowers cost is nonsense. There may be competition in 

the marketing of the product, but consumers have no hard data on which to base their insurance 

decision. There may be an image associated with a company, person, jingle, store, or a reputation 

for road service earned when an insurer was a mutual organisation.  But there is no date on payouts, 

delays, refusals and other objective criteria that would allow a consumer to make a sensible choice 

of which insurer to use.  I have my own opinion that some are worse than others, and have recently 

changed by own insurer, but none deliver a satisfactory service if the objective is to deliver good 

quality medical treatment. Delays are so excessive that treatment is nearly as bad as Medicare 

waiting times.  

Competition between insurers actually worsens service. I had a patient who was a passenger in an 

Uber taxi. The taxi was hit by a truck at an intersection with lights. The patient was significantly 

injured and the two insurance companies both blamed each other and my patient’s insurer would 

not admit liability. There was a witness, but her name was not recorded at the time. The patient said 

quite openly that the Uber taxi had run the red light and the truck had started off at perfectly 

reasonable time. The taxi driver denied running the light and blamed the truck. The insurer did not 

want to know the patient’s story, and the matter could never be resolved. If there had been a 

universal insurer this would not have happened and great deal of time and money would have been 

saved. 

The ability of insurers to accept only a certain injury rather than looking at the whole person is 

another disadvantage of private competing insurers.  I have a patient with 3 different episodes of 

injury and 3 different claims.  In theory he has 3 different consultations instead of one, and 

companies deny that his inability to work is their injury and push problems to the others.  Two are 

workers compensation and one CTP.  The solicitors say it is very difficult to negotiate for him, and it 

is certainly difficult to manage his case medically.  This would be much less of a problem with a 

single insurer. He is not an isolated case. 

If private companies are retained the government should facilitate real competition by having key 

performance indicators available so that consumers will have hard data and real understanding of 

how the companies are performing.  This must include: 

 The waiting time for acceptance of liability, and the percentage of claims accepted. 

 The waiting times between when requests for medical treatment or investigation are made, 

when they are accepted, and when the procedures are actually done. 

 The details of percentage of the premiums that are actually paid to injured people, the 

amount spent in admin, private investigators, defence and plaintiff lawyers and profits. 

 Other items that more expert people may suggest. 
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Advertising of CTP Providers and the Benefits of a Universal Provider 

Advertising of CTP merely adds to the cost of the scheme and adds a churn factor.   

Ideally CTP should be a universal scheme with no private insurers taking their large profits and 

correspondingly reducing benefits to the injured people.  The scheme should run on a sustainable, 

no profit basis and any reserve monies go into government infrastructure bonds or similar.  

Medical Costs Should be Separated from Settlement Monies 

The insurers simply look at the cost of claim and take all expenses out of the settlements. Medical 

costs are part of this. So that if the insurer has unreasonably denied costs and the doctors have 

treated the patient, they then have to recover their cost from the patients out of their settlements. 

The insurers are thus rewarded for not paying. The medical cost should be separated from what the 

patient needs to receive to compensate them for their injury and set them up for their futures. The 

system has been set up by and for the insurers, when it is supposed to work for injured people. 

Governments must intervene to maximise benefits to the people the scheme actually exists for, not 

those who merely seek to profit from it.   

Specialists and Medicare 

It must be noted that many medical specialists, operating in effectively a cartel market, simply will 

not do Medicare cases. They will certainly not do them if CTP has been refused as they are paid less, 

and still have the CTP problems that endless reports may need to be written, and at some random 

day up to a decade hence they may be called to court to give evidence, which will naturally cost 

them a day off work. This is the continuing downside of the adversarial system. So when the insurer 

refuses treatment they are not merely pushing the patient onto Medicare, they are effectively 

denying the patient any treatment. They do not appear to care. 

As a treating doctor, I do see my role as a patient advocate.  The insurers seem only to want to 

maximise their profit and minimise the claim.  Their strategy seems to be deny, delay, dispute, and 

they are elephants fighting ants.  Solicitors seem able to do little to expedite treatments or speed up 

decisions. It seems that they are demoralised by the lack of scope for their efforts, and principally 

make their money from settlements.  If we are to have an adversarial system they must have a more 

relevant role, but to increase their remuneration will merely make conflict more lucrative and 

defendant’s lawyers have the advantage that they are defending a powerful entity and saving it 

money, while plaintiff lawyers have impoverished clients and much lower incomes.  

My own view is that there should be panels of assessors working in a medical framework with 

salaried rehab providers and the welfare system and that private insurers are superfluous.  If there is 

an appeal mechanism it should not affect the workings of the normal medical treatment process.  It 

should be remembered that the major objective of the scheme is to ensure good medical treatment 

for injured people and so the treatment delivered should be optimal. The fact that Medicare has 

been run down means that it is no longer able to be the benchmark, and good private medical 

practice should be the CTP benchmark. There must be regular comparisons of CTP medical service 

delivered to keep to this standard. At present the CTP system is a much lower standard despite 
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costing much more.  Any normal business or government activity expends resources to monitor its 

performance. Either this is not happening, or it is not effective.  An independent consumer-based 

advocacy group needs to do this, and funds should be allocated for this purpose.  As it is the industry 

claims ‘commercial in confidence’ as a reason to keep their activities secret, and lobby parties that 

they have given a lot of money to so as to get the political changes that suit their financial interest. 

The day to day workings of their claims management are opaque so there is no hard data for 

consumers to benefit from the competition that is touted on ideological grounds. 

To replace the farcical AMA guide for the Assessment of Permanent Impairment, I suggest a panel of 

experienced doctors with an occupational therapist or exercise physiologist to look realistically at 

the person’s capacity to work.   

This submission is my own opinion but it must be noted that many doctors will not work in the CTP 

or Workers Compensation area because of the unpleasant adversarial framework, the delays in 

treatment and payment, the need to face potential criticism and hostile cross examination at some 

random future date, the need to write endless reports reiterating facts that were in the notes 

previously demanded, and the often confrontational ‘case conferences’ which often attempt to bully 

the doctor into getting the patient back to work earlier than may be considered optimal. There is 

also argument over the length of consultations even when these involve interpreters and complex 

psychological problems.   

Doctors still working principally within a workers comp and CTP framework simply accept the 

adversarial framework and delays as part of the job and merely make an income from it.  They are 

either resigned to its faults, pleased that it pays better than most private practices or fearful of being 

noticed by insurance companies if they demurred about standard practices. 

I have spoken to a senior manager at SIRA who was trying to improve the situation by having an 

online survey company survey injured workers compensation people, and to improve outcomes by 

educating claims managers.  I stated that in my opinion, there are many people, particularly 

disadvantaged injured ethnic people who would not be found by any survey done in English, and 

offered her to visit our practice and see for herself.  As far as claims managers are concerned, they 

are paid bonuses to keep the cost of their claims low, so lectures from outside their company about 

improving outcomes are forever mired in the conflict of interest that is inherent in their role.  This 

would be at least mitigated in a not for profit universal system. 
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Questions asked by the Inquiry and their Answers 

1 Should there be support or a safety net for anyone injured on the roads by vehicles that are not 

part of the insurance system (like bicycles) even if that increases the overall cost of CTP?  

If there is an insurance scheme, it should cover all accidents. Ideally, like the NZ scheme it should not 

matter how the accident happens. Certainly all road users and pedestrians need to be covered.   

2 Is it better to make a claim against your own insurer as opposed to the insurer of the at-fault 

driver? If so, why? 

Ideally there would only be a universal insurer.  Arguments between insurance companies are a big 

part of the delays in accepting liability.   If there is an accident, the first insurer who gets a claim 

should pay for the treatment if it is not determined which insurer is liable, if there is a dispute they 

can recover the cost later if it is some other company’s responsibility. The patient should not have 

their treatment impaired because of liability disputes between insurers. Clearly there needs to be a 

better system of recording accidents. This has been undermined by taking the Police off the job. 

Some insurance money may need to be paid to the Police so that they will again oversee a register of 

accidents. If there is occasionally a payment for a faked accident, this is unfortunate, but this will not 

be common and every injured person should not have to wait until the insurance companies have 

sorted out who is responsible. This may be convenient to the insurance industry as it ensures that 

they never have a loss.  But the cost of this is years of patient-waiting time.  The better public policy 

outcome is that the insurance industry very occasionally lose the cost of some medical treatment, 

but all injured people in the State are treated more quickly, which will save far more money and is 

much more in the public’s interest, which is in fact what the scheme is for. 

3 Should Government retain competitive private underwriting, or give consideration to a return to 

public underwriting delivery?  

All CTP insurance should be public.  Medicare has overheads of about 4.5%, so for each $100 put 

into the scheme, over $95 actually helps people who need health care.  The CTP scheme delivers $45 

per $100 in premiums. This is frankly a scandalous waste of taxpayers’ money. The idea that private 

medicine is more efficiently managed, or that competition delivers efficiency are shown to be 

complete nonsense. The effective overheads are 11 times that of Medicare. If Medicare had not 

been so run down that surgeons will not use it and its waiting times are much longer than private 

waiting times, there would be no need for the CTP scheme to pay for medical treatment at all.  In 

that Medicare has a treatment and payment mechanism, a way of delivering treatment efficiently 

would be simply to pay the surgeons, say twice the Medicare benefit or a different amount for the 

same item number if the treatment needed was as a result of a motor vehicle accident.  The 

payment could be processed by Medicare and would merely be a variation to that payment, so 

would be very cheap administratively. There would need to be a good accident register to prevent 

fraud, but this is needed in any case.  If it were a no fault system, without common law it would be 

much cheaper.  The premiums could be used to: 

 Top up the Medicare payment so that surgeons would be willing to do the job 

 Pay a fee to Medicare to administer this, and to match the medical claims database and the 

accident database so that there would not be fraud. 
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 Pay some money to the Police to keep an improved accident register. (This could also be 

used to improve accident research) 

4 How should Government best deal with fault (including injuries without another party to sue), 

illegal acts and contributory negligence in any reform?  

There should be a no fault insurance system for injuries.  In general there is a poor correlation 

between the degree of fault or negligence and the degree of injury.  A tiny lapse in concentration 

may cause a major injury, and gross negligence may cause no injury at all.   All sensible people try to 

avoid accidents, a few foolish or impaired ones do not. The threat of being at fault in the CTP does 

little if anything to affect behaviour.  Compliance with the road rules should be enforced by the 

Highway patrol, Police or other law enforcement techniques.  Payment for treatment of motor 

vehicle accidents should be as comprehensive, simple and timely as possible.  Often those who 

cause the accidents cannot afford to pay the damages anyway, so it is only an insurance problem.  As 

such, at a public policy level it needs the cheapest and most practical solution, which is universal 

insurance. So if it is decided that either needs to be common law, still only a single insurer is needed 

and any profits or reserves can be used for good social purposes rather than having insurance 

companies in the perpetual position of choosing between doing the right thing by the injured 

people, and making a profit.  At present, claims managers are paid a bonus to reduce the cost of the 

claims (i.e. the payments to victims), so are in a conflict of interest situation at all times.  

5 What changes to the CTP scheme could increase competition? 

This should not be an objective. There should be no competition.  Having private insurers who 

want/have to make a profit adds 19% to the cost of the scheme, which is already 3 times the cost of 

managing Medicare payments. Bickering between insurance companies further adds to costs with 

extra investigations, legal disputes, and claims management time.  There is the extra cost of 

managing multiple databases instead of a single one, the costs of churning customers and the cost of 

advertising. All this probably cost about 25% of the total premiums paid- a very bad investment from 

a public interest point of view. It is time the absurd dogma that competition produces efficiency was 

examined critically and discarded. Efforts could then be concentrated on making a single universal 

system work efficiently. 

 

1. What should be the most important features in any scheme reform?  

The provision of medical treatment and return to work for the maximum number of people in the 

most cost-effective way should be the primary aim of the CTP schemes. As such they should 

cooperate with other instrumentalities to achieve this, and not duplicate existing functions, nor 

simply be a vehicle for insurer profits.   

2 On balance, which option or combination of options do you believe best addresses the priorities for 

improving the scheme and why?  

I believe that a universal insurer can provide the best service as it saves the duplication, advertising, 

churn, disputes and multiple databases that characterise the present system. 
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It should be ‘no fault’ as the concept of fault is neither a preventive strategy, this is  not a motivating 

factor in behaviour, nor a source of revenue as it only determines which insurer will pay , and hence 

adds to inefficiency and disputes.  

The question of whether it should cover more than treatment is more difficult.  Actually ‘income 

guarantee’ insurance is useful, but it does not need to be attached to CTP and complicate this 

scheme.   

Common law damages rely heavily on the concepts of fault and blame. This involves a lot of 

litigation, which is very expensive so that most of the benefits are lost in the process of deciding who 

is at fault and to be blamed.  Hence a statutory benefit according to specific criteria is a more 

efficient allocate of funds as less is wasted and a greater percentage gets to the victims.  The best 

criteria are how much suffering the injured people have suffered, and this should be assessed by a 

panel that can look at criteria such as pain and suffering and loss of earning capacity.  

3 Does fault in an accident remain the most acceptable way of determining eligibility for benefits or 

is it more important that anyone injured on the road is covered, even if this means fewer savings in 

any reform?  

The alternatives suggested above are not valid. It is not a question of whether fault is needed or 

whether there are fewer savings.  Fault is not helpful in determining benefits as stated above.  

Determining ‘fault’ is so expensive that it hugely lessens the pool of money to be spent as benefits.  

If there is no fault, there will be more money to be spent on extending the benefit to more people 

affected.   

4 Is it more important to reduce CTP prices or to extend benefits to more people?  

Again, this is a false choice. The current CTP scheme is so inefficient that it wastes 55% of the 

money.  It should be  possible to both reduce prices and extend benefits if there was a single insurer, 

a better accident register, a no fault system and a salaried assessment system using more realistic 

criteria than the AMA guides as practised in NSW. 

5 Are people better looked after if receiving a negotiated lump sum (often years) after the accident or 

receiving prescribed weekly benefits shortly after making their claim?  

People are better getting money that they can use at the time that they need it rather than being 

bullied into settlements after years of deprivation. The lump sums are merely convenient to the 

insurers who can get rid of their liabilities, and the plaintiff solicitors who get a  cut of the money. 

6 Should a greater proportion of funds go to the more severely injured, even if this means capping 

benefits or introducing an excess for low severity injuries?  

This is also a false choice. It assumes that benefits are rationed and asks to decide who are more 

worthy of a slice of the cake.  When there is a 55% inefficiency factor, this should be tackled first, 

rather than starting to ration the 45% that the victims actually get. 

7 If Government retains common law, should there be tighter restrictions and caps on various 

benefits as is the case in other States, or if the Government adopted defined benefits should the caps 

and thresholds reflect what is paid in other States?  
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I am not able to comment on the differences and benefits of difference states’ systems, but if 

common law means a large amount of legal argument, it needs to be seen as a diminution of 

allocative efficiency, as the process takes so much of the money.  The percentage of the total money 

that goes into disputation re the money allocation must always be watched, as this is money that 

still does not get to the victims.  There should be constant discussion of what percentage this should 

be as it is an index of inefficiency. 

I am not able to answer the following questions (8-10) as they are outside my area of expertise. 

8 If the Government retains common law, what is the best method and threshold to determine 

eligibility?  

9 If Government retains common law, what mechanisms should be adopted to resolve claims more 

quickly and avoid lengthy negotiations and disputes?  

10 Should there be limits to legal expenses, especially for small claims, and should legal expenses be 

linked to the work performed or the value of the claim? 

Recommendations 

1. That a consumer information and advocacy body be set up to collect consumer information 

on CTP and Workers Compensation claims so that there are figures that can be used to make 

informed decisions re which insurer to choose. Such a function could be organised by a 

funding grant to an organisation such as the Consumers Association.  As it is the consumers 

have no organised lobby, voice or fact base to advocate against powerful insurance 

interests, who appear intent on continually cutting their benefits despite needing an 

outrageous percentage of the monies collected, and the extremely poor service currently 

being delivered.   

2. That there be a public inquiry so that the injured people can put their point of view.  

3. Replace the AMA guide for the Assessment of Permanent Impairment as the basis for 

payment and instead use a panel of experienced doctors with an occupational therapist or 

exercise physiologist to look realistically at the person’s capacity to work and advise, based 

on a set of practical guidelines. This may need a statutory benefit levels, but will have the 

advantage that a very high percentage of the monies will actually go to where they are 

needed. The statutory benefit levels will have to rise , preferably related to the percentage 

rise of other benefits, and the premiums will have to rise to meet these payment levels.   

4. That there be only a single, government insurer. 

5. That a statutory medical expert panel be set up to look at both doctor overservicing and 

underservicing with particular emphasis on waiting times and the quality of care being 

delivered to CTP victims. 

6. That an injured persons’ advocacy group be funded and have input to deliberative decisions 

re CTP changes and the ongoing management of the scheme. 
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Appendix 

Case Examples of Failures in the CTP scheme  

These are cases from my own experience and I can substantiate these statements with further 

evidence if required provided all confidentiality is met and the patients are not further 

disadvantaged by insurance agencies or others. 

Long delay when liability was obvious 

Case 1-  

Mr C was a passenger asleep in a car when it hit a telegraph pole in a single car collision. He had 

serious and painful injuries and was unable to work.  The insurer refused to admit liability and 2 

months later still would not pay for any treatment.  The patient was on a 457 visa and had no 

Medicare and no income.  When it was eventually accepted the insurer refused to pay for 

counselling for post-traumatic stress disorder, which unsurprisingly had developed. This was on the 

grounds that it had not been mentioned in the first certificate. (NRMA) 

Case 2 

A husband and wife had an accident in September 2015 and the insurer still had not admitted 

liability 4 months later. They were rear-ended in a multi-car accident. When they eventually saw the 

neurosurgeon at their own expense as they could stand the pain no longer 6 months after the 

accident, the neurosurgeon was worried about permanent nerve damage and wanted urgent 

surgery on the husband, and also the wife needs surgery.  He has not yet had his operation on 

6/5/16- 8 months after the accident.  (He is not an aggressive neurosurgeon and has never said this 

before in my dealing with him). As everyone is aware, multi-vehicle accidents are not uncommon. 

(NRMA). 

Case 3 

Mr L was a passenger in a taxi which went through a red light and was hit by a truck which took off 

when the light was green. There was no camera at the lights and though there were witnesses their 

names were not recorded.  The patient stated himself clearly that his driver was at fault, but this was 

ignored by the insurer who continued to deny liability and argue with the truck’s insurer. The taxi 

driver denied liability and blamed the truck. Letters were still denying liability 4 months later, and 

the insurer said that they did not have to decide until 3 months after the claim, which was 5 months 

after the accident.  The claim had occurred quite late as the claimant was ethnic and was unaware 

that he could claim.  He was significantly injured, had no Medicare and was unable to work due to 

neck and arm pain and headache, though like many in his situation he was forced to work, as he had 

no income.  Luckily, he was able to get alternative work as he was very well qualified.  The insurers’ 

use of the maximum statutory time to delay decision is common, but in this case neither insurer has 

admitted liability and it will be more than 6 months from the accident and more than 3 months from 

the claim that the patient may get treatment for an injury that has been there from day 1. (NRMA 

and QBE). 
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Case 4 

A car with 4 people in it ran into a service station injuring the 3 passengers seriously and also the 
worker in the service station.  The case was on national news. The driver absconded and was not 
found for 2 days. The 3 passengers with serious injuries were treated in a major hospital, two with 
major surgery. More than 3 months later liability has not been accepted and the only treatment that 
they can access is the follow up from the hospital’s clinic as this is not under the direct control of the 
insurance company.  It is hard to see how anyone other than the insurer of the car could be liable.  
The 3 passengers were on working visas, have no insurance and no money.  This seems to make no 
difference.  (NRMA) 
 
Assumptions based on non-medical evidence 

Case 5 

A man was rear-ended driving a minibus. He had whiplash, headaches and L wrist pain from where 

he had been holding the steering wheel.  He had reduced grip strength due to persistent pain. The 

insurer would not approve an ultrasound of his wrist or a specialist looking at his wrist for 4 months, 

as the back of the van was not very dented so the accident was not considered serious. (NRMA). 

Complexity of Journey Claims and compounding Delays leading to conflicts 

Case 6 

A 43 year old bank employee had a motor vehicle accident in 10/15 with neck, R shoulder, thoracic 

spine and low back pain, radiating down R S1 leg.  Seen by me, referred from her GP 11/12/15. I 

referred to her to a neurosurgeon on 11/12/15. The Insurer requested info 29/12/15. There were 

delays over Xmas and she finally saw the specialist 8 weeks later on 25/2/16, who ordered steroid 

injections, as a trial (probably expecting to have to operate).  She was then referred to an 

Independent Medical Examiner to see if she warranted the injections.  She was in a lot of pain and 

having trouble affording the tablets, and it was 5 months before definitive treatment began.  She 

had journey claim insurance through her union.  The journey claim insurers have now sent her to 2 

medical examinations and sent an ‘Absence management consultant’ to her home.  One of the IME 

consultants was a psychiatrist who has decided that she has ‘pain behaviour’ because she has been 

off work so long and needs to return to work, so they have decided not to pay from 22/7/16.  She is 

likely to need surgery for both her neck and back. This is an example of the complexity and delays 

caused by the system. (AAMI and AIG) 

AMA Guides Unable to assess new injury fairly 

Case 7 

A 58 year old woman had a double lumbar spinal fusion in 2009. She was living and working with a 

little residual pain.  But she had an MVA 4/2/14 with whiplash and back pain, which then radiated 

down her leg which it had not done before. She was investigated and found to have problems both 

above and below her previous fusion. The neurosurgeon felt that it would be very difficult to 

operate again. The insurer declined to pay and demanded their money back for recent visits.  She 

was assessed by MAS under the AMA guides which rated her percentage impairment the same so 

the insurer declined to pay further.  Clearly when there is big impairment no further payment is 
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possible even if pathology is proved. The AMA guides are deficient again, or abused in practice. 

(NRMA) 

Many reports re schoolgirl to discourage claims? 

Case 8 

A  15yo schoolgirl had an MVA on 4/11/15 as a backseat passenger in her parents’ car. She has had a 

sore neck, headache and dizziness and anxiety since.  The insurer wanted a photocopy of all the 

notes, then a full report was requested on 15/12/15.  This was done on 30/12/15. They asked for 

another full report 2/3/16 with exactly the same wording as the previous letter, asking all about her 

return to work, despite having been told that she was a schoolgirl and not working.  It is as if they 

simply press buttons and send routine letters wasting our time and CTP money.  We write endless 

reports. Perhaps the strategy is to discourage child claims. (GIO) 

 


