
2015 will be remembered as a landmark 

year of reform in Australian life. We had 

the ASIC Review of Retail Life Insurance 

Advice (October 2014), followed by 

the Trowbridge Report (March 2015) 

and in June 2015, the Life Insurance 

Framework was announced - with effect 

from 2016. Just in case you haven’t read 

a financial article for 12 months or are 

not on LinkedIn …. the big ticket items 

are changes to the existing adviser/

licensee remuneration structure and their 

responsibility period. This will of course 

impact how life insurance is sold in this 

country. Controversial and sometimes 

emotional debate continues however 

much of the uncertainty appears to be 

behind us. Let’s hope so!

Speaking of game-changing topics of 

discussion….

the challenges of Income Protection 

sustainability gathered momentum in 

2015. Significantly, one of our major 

reinsurers, Munich Re, announced their 

strong position on the matter in March 

(Disability Income – The Price is Not 

Right. Nor is the Product). 2016 promises 

to be a year of IP product innovation. 

In this edition ….. 
 � we have plenty of holiday reading
for you with the publication of two
winning life industry papers, plus two
runner-up papers;

 � a new column : Digital Health
Innovations and;

 � most of our regular articles with a
jam-packed return of ReB in the new
year.

On behalf of ReB, the ALUCA Board 
and sub committees, we wish you 
a very happy, restful & safe festive 
season. I look forward to presenting 
the first edition of 2016 to you in early 
March. 

As always don’t hesitate to contribute – 
it’s your industry magazine. 

Cheers

Michael Reid

ReB Editor

* for the early March 2016 edition
please ensure all contributions are
provided to the Editor by no later than
the end of February as following-up
on articles and updates are delaying
scheduled ReB releases– thanks for
your cooperation*

Welcome to the Summer Edition of ReB! 
What a huge year in Australian life insurance! 1 Editor’s Note

1 Contents

2 Chatter from the Chair

3-4 NEW ReB regular column: 

Digital Health Innovations by 

Dr Brandon Carp of UHG; 

5-6 Bruce Flint of Flint Forensics 

tackles thorny conversations;

7-9 and see industry updates in Life 

Matters 

10 2015 ALUCA TurksLegal 

Scholarship 1st and 2nd 

Runner-up papers; 

23 MLC ALUCA Monash 

Scholarship Program 

- Winning essays

- Awards night wrap
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CHATTER FROM THE CHAIR

ALUCA AGM CHAIR REPORT

The Association’s Annual General Meeting was held recently at 
which I presented the following report.

In my first year as Chair, I’ve been very fortunate to have a Board of 
industry leaders who are each committed to the success of ALUCA. 
Whilst the absence of an Executive Officer has placed additional 
work on Board members, each person has utilised what free time 
they have to further improve on the offering to members and to 
manage the Association’s operations.

 � Brian Sussman has kept the Board informed of Industry matters 
and identified initiatives where ALUCA could contribute

 � Chantelle Everett has kept our Sub Group leaders informed 
on Board matters and brought them together via regular 
teleconferences

 � Claire Nolan has progressed the logistics of our 2016 Conference 
in Adelaide

 � Devi Uka recently launched our insurer training programme 
endorsement and finalised the logistics of our inaugural 
Assessment.

 � Fiona Guscott reviewed member applications for our 
professional member categories and recently announced our 
Affiliate category

 � Howard Williams has progressed our Conference program
 � Jim Welsh monitors our communications and supports our editor 

Michael Reid with our quarterly Risk e Business
 � Peter Jones has focussed on our sponsorship packages and 

Executive Officer interviews
 � Trent Tosh has maintained our financial records and does a great 

job with our finances 
 � Vanessa Dobson has overseen the completion of our 

sponsorship responsibilities

I thank each of our Board members for their contribution throughout 
the year. 

In addition to our National Board there have been a number of 
other contributors to the Association’s successes over the year. 
Our Sub Groups do a superb job of delivering quality seminars and 
development days to our members. I can’t name every member 
who has contributed here though would like to thank the Sub Group 
Chairs: Aaron Widt (Qld), Vivian Murphy (NSW), Amanda Flowers 
(Vic), Martin Gwilliam (SA), Samantha Rae (WA) and Michael 
Richardson (CMG) for their leadership in the delivery of a key 
member benefit. I also acknowledge Goran Lazic (ALUCA Medical) 
as he continues to develop this new national Sub Group.

There are two other Sub Groups that need a mention. Firstly our 
Rules Sub Group who have spent time reviewing the ALUCA Rules 

and suggested member revisions. Their recommendations are before 
the Annual General Meeting for ratification. Thank you to Andrew 
Stenson (Chair), Amanda Flowers, Lock Martin, Michael Renny, 
Michael Richardson and William Tilford for your contribution.

The other Group is the team of technical experts that developed 
questions for our first ALUCA Assessment. Many of the contributors 
came from our Platinum Education Partners: Jo Taylor, Renee 
Hutchinson, Sharon Latocha & Marjorie Corvalan (RGA), Shane 
Burdack, Michael Harrold and Hugh Clayton (Swiss Re), Kathryn 
Sanford and Devi Uka (TAL), Bryan Jones (Munich Re) aswell as 
Kerri-Anne Arkins, Stuart Donaldson, Ray Purcell, Tony and 
Glenys O’Leary and Scott Hodgson. The Board appreciates your 
willingness to be a part of this initiative and to share your expertise.

As one can see, there have been a number of members who have 
each contributed to the success of ALUCA this year. The Association 
does rely on the generosity of its volunteers and we’ve had so many 
involved. Each should be proud of their part and what they have 
achieved.

Aside from the people highlights mentioned above, when reviewing 
our activities for the year, some of the highlights include:

 � Sub Group Seminars – facilitating discussion and thought 
leadership

 � Training Programme Endorsement – recognising the training in 
place for our members

 � ALUCA Assessment – enabling members to progress to high 
levels of professionalism

 � Member Categories – the Affiliate level creates a career path for 
members to aspire to

 � Risk e Business redesign – utilising current technology to keep 
our members informed

 � Refresh of our Conference format – balancing the needs of 
members and customers

Each of these demonstrates the Board’s commitment to the primary 
purpose of ALUCA – the professional development of members.

Many of our activities cannot happen without the support of our 
sponsors. ALUCA is privileged to have been supported by each 
of these companies, the names of which appear on our website, 
quarterly journal and biennial conference and for our Platinum 
Education Partners and Gold Sponsors, have also appeared at all 
seminars over the past two years. The Association is entering a 
new sponsorship period and the Board hopes our supporters will 
continue with their sponsorship. Our sponsors help to keep members 
costs down and further sponsorship will help us to improve on 
member benefits and offerings over the next two years and beyond.

Finally, I’d like to thank our Secretariat Pat Chew and the team 
at The Association Specialists (TAS). This was their first year as 
administrator for ALUCA. It was always going to be challenging to 
move to a new arrangement and Pat has done a great job.

We should all look forward to another great for ALUCA and as always 
we encourage members to share their thoughts and suggestions 
with us so we can make the Association even better.

John O’Leary, ALUCA Board Chair
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Digital Health Innovations A novel business application for telehealth 
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The world is going through a digital revolution and healthcare, 
although a bit slower to start is now well and truly part of 
this revolution. A series of market forces including an aging 
population, rising healthcare costs, growing chronic disease 
and mental health rates are increasing the pressure on 
doctors to improve their productivity, to do more in less time. 
Concurrently rising claims costs are driving insurers to seek 
innovative ways to manage their risk and improve their bottom 
line.  Globally we have seen the rise in Telehealth which is the 
delivery of health information, advice and management by a 
variety of telecommunication technologies. Telehealth is a key 
plank in this digital healthcare revolution.

UHG InjuryTRACK  - a telehealth case study 
As in life, some of the most innovative solutions arise from the 
novel application of principles from one field to the problems facing 
another. In 2012 UHG InjuryTRACK was created by combining the 

capabilities of telehealth and provider management and offered 
to employers as a novel early intervention program for workplace 
injuries and illness. In this case, a solution created to address 
a problem for employers and workers compensation schemes, 
presents life insurers with an opportunity to reimagine proactive risk 
reduction particularly for group clients.

UHG InjuryTRACK draws upon three evidence-based principles 
already well embedded in the workers compensation market: 

1. Adverse incident data should inform effective preventative 
strategies. 

2. Appropriate early intervention improves health outcomes. 

3. Work is beneficial to people’s health and wellbeing. 

Its primary goal is to curb the human and healthcare costs 
associated with work-related injury or illness. Safe Work Australia’s 
report on Key Work Health and Safety Statistics 2015 showed a 
$3.1 billion per annum cost to employers of work-related injury/
illness and $60.6 billion cost to the Australian economy in general. 
So the potential payoff for employers, insurers and our economy is 
sizeable. In accordance with the principles of the Health Benefits 
of Good Work, a timely return to good work after an injury should 
not only be considered an endpoint of recovery but a primary 
contributor to recovery. In turn, timely, best-practice, expert-
guided management of workplace injuries is vital to achieving the 
best possible outcome.  To that end, UHG InjuryTRACK provides 
support and guidance in the critical early minutes, hours and 
days after an injury or illness. A time when accessing and acting 
on expert advice can be the difference between a low-cost, 
efficient and sustained recovery or a spiral of compounding health 
difficulties, costs and productivity losses. 

How does it work?
When an employee sustains an injury or illness at work, they 
contact the UHG InjuryTRACK 24/7/365 helpline. They speak 
directly with an Injury Management Advisor, who is a qualified 
allied health professional. The advisor records the injury details, 
and completes an initial assessment of the employee’s injury and 
immediate work capacity. They provide information, advice and 

Dr Brandon Carp

Executive Chairman & Founder  
of UHG



Dr Brandon Carp graduated medicine with honours in 1987 and 
continued in clinical practice till 2008.  In 1997 he founded UHG 
and led the organisation as Managing Director until late 2014 
when he assumed the role of Executive Chairman. Brandon has 
a history of driving innovation in healthcare having been a co-
founder of Salus Healthcare and Dr Know Magazine and in 2014 
was nominated for Australian EY Entrepreneur Of The Year. 
Brandon holds an honorary position at Monash University’s 
Department of Public Health and Preventative Medicine 
and is a regular examiner for Monash University medical 
school candidates. He is a past member of the Ardoch Youth 
Foundation board and the development committee for Menzies 
School of Health Research, Australia’s leading indigenous 
health research body.
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Digital Health Innovations A novel business application for telehealth 

may develop an injury management plan based on the employee’s 
needs such as modified duties. If necessary, advisors can 
escalate directly to a doctor for further assessment and advice 
via a telehealth consultation. If it is determined that a face-to-
face consultation is required, this is arranged whilst the individual 
remains on the call, to ensure a suitable practitioner is located and 
a priority appointment is facilitated.  This service is underpinned by 
best of breed technology enabling the capture of specific data and 
case management information.  

The injury management plan is communicated to relevant health 
professionals and the employee’s manager, as integrative and 
responsive communication is key to the success of this service. 
UHG InjuryTRACK staff also follow-up daily with the injured 
employee, for an agreed number of days (usually three) to ensure 
the employee’s needs are being met and their recovery remains 
on track. If not, or if the employee’s needs change, the plan can 
be adjusted to optimise safe, sustainable and efficient recovery 
and return to work. Status reports and detailed case handover 
procedures ensure that all relevant parties are kept up-to-date.

Proven results 
UHG InjuryTRACK has a solid record of delivering a return on 
investment by reducing the incidence, conversion rates and cost of 
claims for a number of large corporate clients. Various clients have 
reported the following results:

 � 75% reduction in days of work lost to employee injury and illness

 � 41% reduction in workers compensation claims lodged 

 � 45% reduction in the cost of claims

 � 40% reduction in recordable injury frequency

Employer satisfaction with the service is high and the impact is 
measurable. Michael Coffey, Manager Occupational Health & 
Safety at Jetstar once stated in regards this service, “…it has 
minimised the human impact and significantly reduced costs and 
consequences associated with workplace injuries”. 

Employees who have used the service appreciate the timely 
professional advice they receive coupled with genuine care shown 
to them. “I was absolutely blown away by the level of genuine care 
and understanding that the injury management advisor showed me” 
one employee commented. This unmistakably human approach 
to the human experience of injury, combined with seamless 
processes, has resulted in satisfaction rates as high as 97% among 
employees who use the service.

Precious Data
Perhaps the greatest potential benefit of UHG InjuryTRACK lies 
in the analysis of the data captured. The goal is to turn data 
into wisdom. Employers receive regular reports containing 
aggregated injury and recovery data for their organisation. This 
provides invaluable insights into injury patterns and potential 
contributing factors, as well as factors associated with more 
timely and sustainable recoveries. This can point to measures and 
interventions for reducing the incidence, impact and cost of injuries 
and fuel a cycle of improvement and risk reduction.

Usually, a wealth of disparate risk and recovery information is 
spread across large organisations, hidden away in incident reports, 
progress reports and the minds of HR personnel. UHG InjuryTRACK 
liberates this data for use in improving safety, expediting recovery, 
and thus reducing both the financial and human costs of injuries. 
By including this feature, the system completes the full circle of 
best-practice early intervention – from documenting an incident, via 
rapid assessment, early treatment, and timely recovery, to learning 
from the incident to bolster injury prevention.

What’s next?
The digital health revolution has definitely arrived. UHG 
InjuryTRACK is just one example of an innovative health solution 
that applies the potential of modern technology to bring value 
to insurers, customers, healthcare providers and the Australian 
economy. Watch this space – there are plenty more to come.
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ROBUST DISCUSSIONS and RETER …… 

With customer service these days, people often get confused 
about what customer service actually is and the sustainability 
of their business.  Their reluctance in having robust 
discussions is taken with a grain of conservatism.  It is a fine 
line just quietly.  You cannot keep everyone happy, however, 
there are some simple tricks that can be applied to enhance 
customer satisfaction even when a negative outcomes needs 
to be delivered.  

It is okay when someone is getting paid a benefit or they are 
accepted on risk to have the easy conversation, however, the 
complexities or reluctance surround the delivery of a negative 
outcome.  Let’s face it having robust discussions with your 
customer or potential customer will lead to better long term 
relationships and increased customer satisfaction, no matter what 
the outcome the approach is right.

I take this from what actually works on a day to day basis and it is 
part of our job to assist in delivering the negative outcome in a way 
that the customer still respects the company.  So I have a couple of 
key words that always resinate in my head every time I am handed 
a problem to resolve.  Robust discussions with the customer and/
or their advisors is best to happen throughout the process and sets 
the right expectation, rather than at the end.  Communication is key 
with RETER in mind.

RESPECT, EXPECTATION, TRANSPARENCY, 
ENGAGEMENT, RESOLUTION

Respect
Everyone is the same, just because you have a different role and 
different salary or whatever background, it means nothing.  Respect 
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Then I would also like to take the opportunity to again thank Alison Dews and Tony O’Leary for 
the magnificent support that they have provided the association and its members over the 
years that they have held their respective roles as Secretariat and Executive Officer. We wish 
them all the best for the future and express our long lasting gratitude for everything they have 
done. 
 
In closing, on behalf of the Board, I wish all members of the association and their families an 
enjoyable summer holiday season and a happy and healthy 2015. 
 
Kind regards 
 
Brian Sussman 
 
 

 
 

ALUCA acknowledges the support of Silver Partners:  

Bruce Flint

Forensic Accountant at  
Flint Forensics



Qualification: CA, CFE,  A Graduate Certificate of Forensics 
Studies majoring in Accounting (Monash University) and holds a 
Private Inquiry Licence 409418787.

Experience: Over 19 years of hands-on experience in the 
accounting profession. Consulting history includes: Financial 
Controller for private and publicly listed companies, business 
start-ups, restructures and ongoing management of those 
companies. I was the author of the first report to NSW Parliament 
on the Sydney Water North Side Storage Tunnel. Since 2001, 
I have consulted on Workers Compensation matters, worked 
for all but one Australian life insurer and one in New Zealand. 
I specialise in lifting the corporate veil on complex business 
structures, investigating financial non-disclosure and fraud, 
calculating historical reconciliations, determining personal 
exertion earnings, dispute resolution and management to 
mitigate risk, claim strategy, and conducting robust factual 
interviews with the insured/members associates.  My mantra is 
to Make complex claims look easy by applying the fundamentals 
while considering strategic and measured approaches to achieve 
targeted outcomes 

Interests: Beautiful family with two young girls, cricket, helping 
people and enjoy the challenge of getting involved in things to 
gain further skills and experience.
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is earned and not easily given and work on this starts the first 
interaction you have with any person.  Respect will make robust 
discussion easier.

Gaining that initial respect and keeping it can be quite tricky and to 
diffuse the strong emotion it is always good to consider:

 � Listening actively and clearly demonstrating respect for the other 
person;

 � Not defending the personality or actions of any party, including 
the person in question;

 � Not quoting legislation or procedures;

 � Acknowledging the complaintant’s point of view by using 
positive personal comments such as: “I can see why you would 
be angry”;

 � Speaking calmly with the complainant to identify if there is a 
hidden agenda;

 � Ensuring the complainant clearly understands that the message 
is heard and understood as people often shout when they feel 
they will not be listened to any other way;

 � Moving towards possible solutions once the emotion is lessened.

The benefits of acting in this manner include:

 � Being seen to be fair;

 � Giving a transparent process in reaching a reasonable solution;

 � Helping the relationship between the parties;

 � Helping the insured and complainant manager their relationship 
in the future.

Expectation
At the outset whereby at the start of a claim, interview, field audit, 
always explain what is going to be performed, their obligations and 
their role at the conclusion of the investigation or assessment.

Setting the expectation about the process at each outset will 
assist in reducing disputes.  Sometimes disputes are unavoidable, 
however, the skill is in reducing those disputes to substance.  We 
are all working with limited resources, so it is about being efficient 
and effective in every facet of the business.

Setting the right expectation can turn a potential robust discussion 
into a general conversation about the claim and entitlements under 
the policy terms and conditions.

Transparency
There is a fine line in the level of transparency.  You need to 
understand where this line is on a case by case basis and this 
comes with experience.   In the accounting context, you would 
not send through incomplete financial analysis and reconciliation, 
but at the completion you would forward the financial analysis 
and benefit entitlement reconciliation for transparency.  But the 
customers already knew this as the expectation had already been 
set.  This breaks down barriers as often their advisers do not have a 
full understanding of how the policy is applied.

When both parties have copies of the financial analysis and 
benefit entitlement reconciliation, the work can be easily linked 
back to source documents and the policy terms and conditions.  

With financials it is easier sometimes than a subjective medical 

condition.   Working through the work papers over the phone with 

an adviser becomes a general conversation rather than a robust 

discussion.

This is more about applying the principles of Procedural Fairness 

which has been around for years with Total and Permanent 

Disability claims.  In any of our cases, we encourage forwarding our 

financial analysis to the customer.  It does speed up the process 

and prevents matters going through the insurer’s dispute handling 

department.

Engagement
The customer is encouraged to provide all information necessary to 

progress the claim and informed throughout the process.  Reasons 

for requesting all information may be provided but mandatory when 

it is requested through a solicitor.  

The customer needs to be working with the assessor with the 

assessor in full control of the claim, not the other way around.  It is 

the right engagement that is required.

The customer feels engaged when they are provided with an 

opportunity to rebut a financial analysis when and as required.  

However, they will also then see how the policy works and in a lot of 

cases, they themselves see why they have the level of entitlement 

as communicated by the insurer and there is no dispute because 

that have reviewed the analysis prior to the assessor confirming 

their decision.  When there is an overpayment, this is the only way 

to go, the customer softly, softly approach.

The most important part of active engagement is to listen, both 

parties must be encouraged to explain what happened from their 

point of view, in turn and without interruption of defensiveness.  As 

a successful negotiator they will demonstrate active listening and 

reflective response skills.

Resolution
We do this on most cases, either provide our report and/or the 

financial analysis to the insured/member and ask them to advise 

where it is wrong.  By this time all the facts have been collated and 

presented in a report for scrutiny.  Assumptions should be avoided 

and should be eliminated through the assessment process.  I feel 

pretty happy when the rebuttal comes back from the customer and 

it in there is nothing about the financial analysis.

Conflict is sometimes inevitable, however, robust discussions may 

not be required armed with the facts when communicating with 

the customer and their many advisers including, the accountant, 

financial planner, solicitor or barrister.

Have a merry Christmas and a happy new year.  Please be sure 
to communicate your article ideas to the editor.
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LIFE MATTERS

Update on TPD Research Program

Margaret Black is a rehabilitation counsellor who has worked 

in the life insurance industry as a contractor, a rehab advisor at 

OnePath and as an external provider. She was recently made a 

Fellow of the Australian Society of Rehabilitation Counsellors 

for her contribution to rehabilitation counselling. 

In 2007 Margaret was the winner of the inaugural ALUCA research 

prize for her paper Employability Aspects of TPD and she has 

presented at workshops and conferences on this topic. As one 

of the founding members of the Life Rehab Forum, Margaret 

was closely involved in the TPD working group which fostered 

greater understanding and improved standards within this area.  

Margaret and her dog Molly are currently researching employability 

assessment in TPD for her doctoral thesis with the University  

of Sydney. 

ALUCA member Margaret Black is making steady progress in her 

PhD research on employability assessment of TPD claims. 

Highlights include:

 � Margaret was granted a Commonwealth Government 
Postgraduate Award to enable independent research

 � Gained Ethics approval to conduct three studies

 � Undertaken a systematic review of literature related to TPD and 
employability assessment 

 � Completed the first study project – TPD rehab experts have 
generated items for an online survey of TPD claims decision-makers.

In early 2016, a survey for TPD claims decision-makers will be 
ready. This is a unique opportunity for claims assessors, technical 
advisors and managers to provide feedback on aspects of TPD 
employability assessment. The online survey will be quick and 
anonymous. Full participation will ensure the results accurately 
reflect claims’ experience and views on this part of TPD 
assessment. 

Margaret will also be conducting interviews with claimants to 
document their experience of the TPD claim process.  

To learn more about her research program, please contact 
Margaret.

Margaret Black JP 
PhD Candidate, ID 199691254

Ageing, Work & Health Research Unit | Faculty of Health Sciences 
The University of Sydney

_________________________ 

0405 384 697 
mbla3044@uni.sydney.edu.au  
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The 2015 ALUCA NSW & CMG Professional Development Day 
was a huge success and was held on 13 October in the Ivy 
Ballroom Sydney.  

The exceptional program attracted 200 attendees from a broad 
cross section of the industry. The theme of change was chosen to 
inspire a movement that ensures we are continually challenging the 
status quo.  At the heart of change is understanding and engaging 
our customer. For ALUCA our customers are our members. 
Outwardly, it is important we view risk and life insurance from the 
eyes of our diverse customers and the changing risk framework in 
an increasingly digital world.   Building people capability and skills 
is key for our risk professionals of the 21st century. Segmentation of 
roles and skills in the traditional sense can no longer be viable nor is 
outsourcing core functions. 

Summary of Program
 � James Louw, Deputy General Manager and Chief Actuary 
opened the day with an inspiring talk on Life Insurance 2020 and 
how we should embrace technology and not be fearful.  

 � Dr Dielle Felman then gave a very informative session on how the 
world of psychiatry is changing, how we need to communicate 
with doctors and psychiatrists in a very different manner, and an 
educational piece on what we do and offer at claim time.

 � Jeffrey Scott, Senior Product Manager – BT Financial Group 
moderated the leadership panel with Phil Hay Head of Life 
Insurance BT Financial Group, Megan Beer, Director of Insurance 
– AMP, James Louw, Gen Re and Meredith Barnes, Head of 
Underwriting and Technical Services – RGA. The platform for 
the panel was “what we need to do to change today to harness 
the opportunities of the future”.  No topic was off limits and the 
panel had diverse opinions on quite a few things, which made it 
one of the best panel session of the year. At the end of the panel 
session each gave their 60 second ‘fight for life’ pledge for the 
life industry(one thing they could change what would it be)

 � Professor Jeffrey Brand was outstanding, with so much energy 
and a very relevant topic to our industry of purposeful aging in 
the digital economy. 

 � The afternoon session was dedicated to claims with Mary Maini, 
General Manager of Claims –TAL and Chris Healey Head of 
Claims – Swiss Re, providing insights from a claims perspective 
and challenging the status quo.  

 � Closing the sessions was Roger Clark of Munich Re who talked 
to us from the claimant’s perspective and how we should react 
and manage prisoners of emotion.

We want to acknowledge and thank the joint sub-committee who 
have worked so hard mostly in their own time-, Dominique Autard 
(AMP), Rehana Masih (BT Financial Group), Andrew Prichard ( 
Munich Re), Dale Lattimore (AIA), Peter Kelly (Suncorp), Taveet 
Garebedian (Swiss Re).  

Their commitment and focus for creating change was undeniable.

Sometimes we look for inspiration far and wide and tend to 
complicate a way forward or potential solution. Often it is about 
understanding the problem we need to solve and sourcing the 
right people around the table and creating a movement. So what 
stops us? Often our biggest competitors are ourselves. We need 
to be more adaptable to the changing environment around us. The 
power of the beginner’s mind to look at things simply, ask insightful 
questions and absorb a major experience without fuss! When you 
go rock climbing it is about your movement to the rocks – they can’t 
change so you have to. Climbing is a great metaphor for life – a test 
of endurance and flexibility. It is usually not the smartest or most 
complex people who are successful but those that are the most 
adaptable.

Have the courage to challenge and the conviction to deliver 
something simply compelling. The spirit of curiosity is a wonderful 
thing and is key to paving the way for change. If nothing changes we 
stay the same. 

Increasing skills and capabilities matters now and into the future, not 
just in 2020.

Viviane Murphy 
ALUCA NSW Chair

+

Michael Richardson 
CMG Chair

LIFE MATTERS
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WA ALUCA Christmas event
24th November - The Generous Squire, Perth

Usual high spirited (pardon the pun) WA insurance industry, which 
included one very brave financial adviser, a very friendly lawyer and 
people from e-reports, along with all the usual Underwriting crowd.  
Devi Uka, a member of the ALUCA committee in Sydney joined us as 
she was spending the week with her colleagues in TAL.  

CMG & ALUCA NSW Christmas event
13 November 2015- CBD Hotel

We had a great night with 100 attendees across the Industry.  We 
wanted to have this eve nt early and have a networking event and 
reflect on the year. Next year we will look to do things slightly 
differently and are in the process of planning sessions and events 
based on your feedback.   Have a wonderful Christmas and safe 
new year.

LIFE MATTERS
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VIC ALUCA Christmas event
11th November 2015, Cargo Hall

Lovely intimate night with normal Christmas spirit of drinking and 
mingling with Cocktail Menu of hot and cold canapés, some hand 
held snack items and mini desserts including the best Peanut 
butter ice cream sandwiches. The night was filled with socialising 
with other insurance colleagues, lawyers and medical providers. 
The Vic ALUCA Committee also put together a slide slow of picture 
showing the year that was. 

mailto:Michael.Reid%40aia.com?subject=ReB
http://www.aluca.com
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ALUCA TURKSLEGAL SCHOLARSHIP Runners-up papers

In the last edition of RiskeBusiness, we were pleased to 

announce the winner and runners-up of the 2015 ALUCA 

TurksLegal Scholarship.

First runner-up, Elizabeth Haddow-Allen, Rehabilitation Consultant 

at CommInsure wrote her paper on Pandemic Apathy and Eric 

Liao, Senior Data Analyst at CommInsure was awarded the 

second runner up prize for his paper on ‘Growing towards a better 

understanding of PTSD’.

Elizabeth and Erics’ papers are available for you to read overleaf.  

The winning paper written by Nick Mingo, Claims Medical 
Specialist, Swiss Re, will be published in the first edition of 
RiskeBusiness in 2016. 

The ALUCA TurksLegal Scholarship, now in its 9th year, offers life 
insurance professionals a unique educational opportunity to attend 
one of three major international life insurance conferences of their 
choice, while contributing to the ongoing debate on cutting-edge 
issues affecting the future of risk insurance in Australia. 

The 2016 ALUCA TurksLegal Scholarship which will open in July/
August next year. Stay tuned for details which will be available on 
the TurksLegal (www.turkslegal.com.au) and ALUCA websites.

Connect with us:  RiskeBusiness Summer 2015
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(left to right) John O’Learly, Eric Liao, Elizabeth Haddow-Allen, Nick Mingo and John Myatt

Interested in advertising here?
For further information, please email: Michael.Reid@aia.com
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Pandemic Apathy  

Elizabeth Haddow-Allen, CommInsure  
 

Q5. Pandemic Apathy 

The spectre of the SARS outbreak in 2002 focussed a lot of attention on pandemic illness and upon the potential impact this may 
have on the life insurers. 

In recent times, as the prospect of global epidemics have faded somewhat, there appears to have been less attention given to 
this subject by government and the industry despite the recent outbreaks of MERS and Ebola. 

Have we let our guard down? Are our responses as an industry going to be adequate? What are some of the problems of offering 
cover, particularly in a group life context, from the point of view of pandemic illness? What are the policy issues when it comes 
to pandemic illness and large scale natural disasters? 

 

Introduction 

Pandemic - an epidemic of infectious disease which has spread through human populations across continents, or even worldwide 
(1) – has from the Biblical plagues to the recent outbreak of Ebola held a unique position of fear for us: the threat of a disease 
we cannot control and which has an almost limitless potential to lay waste to humanity. This fear is not without foundation. One 
outbreak of plague in the 14th century killed a third of the population of Europe (2).  Frequent cholera and typhoid pandemics in 
the 19th and 20th centuries killed millions worldwide (3).  Smallpox killed 300 million people in the 20th century alone (4). Most of 
these diseases were brought under control in the developed world – or in the case of smallpox, eradicated entirely - with modern 
medicine (4,5).  One particular disease, however, refuses to die and is recognized by WHO and leading experts as the likeliest 
cause of a future pandemic: Influenza (6). 

Largest Threat: Influenza 

Influenza has been the most frequently recurring pandemic disease in modern times (7). The Spanish Flu of 1918/19 was followed 
by the ‘Asian Flu’ of 1957/58 and the ‘Hong Kong Flu’ of 1968/69 (8). Pandemic influenza strains originate in non-human species, 
often passing through several species before achieving ‘spillover’ in to humans (7), potentially inflicting significantly higher 
mortality rates than seasonal ‘flu due to a lack of previous exposure (10). Influenza is a versatile virus which mutates continually 
to develop new strains, whereby pharmaceutical development and production of vaccines are left trailing far behind (7). In the 
last century, most influenza pandemics have originated in East Asia, likely due to population density and climatic influences (7). 
However the 2009 ‘swine flu’ originated in Mexico, which suggests the location of the next pandemic cannot be accurately 
predicted (9).  

People at Risk 

Generally, the most vulnerable in an influenza pandemic are those of the population who are ‘weaker’. They include the elderly, 
children, and those with chronic health conditions (6,7). When analysing the mortality distribution in influenza pandemics of the 
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20th century, it is apparent that in the 1957 Asian Flu and the 1968 Hong Kong Flu, this excess mortality profile was consistent 
(6).  

In contrast the 1918-19 Spanish Flu pandemic not only affected the ‘weaker’ people, but more than 50% of deaths were from 
people aged between 20 and 50 years of age (6). Sydney adults between the age of 25 and 40 comprised 27% of Australia’s 
population at that time, but accounted for approximately half the influenza deaths in Australia (10). More recently, WHO 
indicated that the recent 2009 ‘swine flu’ (H1N1), which was a mutation of the same virus from 1918, caused mortality in young 
people and previously unrecognised risk groups (9). The same was found with regard to SARS in 2002 (11,12).  

Several sources of the 1918 pandemic noted secondary bacterial pneumonia was typically the cause of death, which developed 
after contracting influenza (13, 14). However other studies and analysis in relation to not only the 1918 Flu, but the ‘avian flu’ 
(H5N1), and SARS indicate the cause of death was due to an autoimmune response called hypercytokinemia, commonly known 
as a ‘cytokine storm’ (11,12). A cytokine storm initiates when the body’s infection fighting agents (T-cells and macrophages) flood 
the lungs due to a positive feedback cycle, or autoimmune response (11). It is thought this occurs with new or highly virulent 
pathogens (11). 

 

When ‘Pigs might Fly’ becomes ‘Swine Flu’:  
The reality of a pandemic on the Life Insurance industry 

 

 

 The premise of Group Insurance is that lower premiums are offered as the group of people insured are near population-
representative, hence risk is spread. Profit margins are low due to a highly competitive market, so any substantial increase to 
claims costs will significantly impact profitability not just short-term but, in relation to a pandemic, may impact an insurer 
financially for years after (10). It may be impossible for the insurer to recover losses sustained in the future through re-rating as 
other insurers, without the burden of the past loss, would have a competitive advantage to offer better pricing (10). 

Group insurance typically involves less or no underwriting which means that limited information is available about the health of 
people in the portfolio. Mitigation measures are often in place, including profit/loss- sharing arrangements, to take account for 
the lower standards of underwriting (15).   

The structure of a group life portfolio can have a significant effect on the impact of pandemics on an insurance company’s 
profitability. Key populations that are at increased risk of morbidity and mortality include health care workers, childcare workers, 
front-line customer service, and those involved in the transport industry, due to the likelihood of increased exposure (15). In the 
influenza pandemics of the 20th century, some sources note the general population had attack rates of 25-30% (16). Healthcare 
workers are documented as experiencing attack rates as high at 59% (17). 
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While children, the elderly, and people with chronic conditions have had significant mortality rates in some pandemics, other 
pandemics have taken the greatest toll on the young and otherwise healthy (6,7,10). The result of this is that, in some cases, 
even underwriting won’t be able to mitigate risk, and claims from the young and healthy will have the greatest financial impact 
on insurers. 

Research of the 1918 pandemic and the 2009 influenza pandemic found that certain conditions - respiratory and cardiovascular 
diseases, liver diseases, diabetes, kidney diseases, neurological diseases, immune system deficiency, and obesity - increased the 
mortality risk for individuals (18). While these risks may be screened out through the underwriting process for retail policies, the 
risk is greater in the group life context due to minimal underwriting. 

While it is important to consider the number of additional claims that may be made in the event of a pandemic, it is also essential 
to consider the effect of a pandemic on the duration of existing claims, which could be: 

 A prolonged claim duration for existing Income Protection (IP) claims 
 Mortality of claimants on IP which would result in cessation of IP benefits, but potentially a death benefit payment (if the 

claimant has cover) 
 Increased co-existing Total and Permanent Disability and IP claims due to irreversible complications of a condition, as a 

result of influenza. 

The Prudential Standard (LPS 115) is made under paragraph 230A(1)(a) of the Life Insurance Act 1995 (the Act). The Australian 
Prudential Regulation Authority (APRA) is involved in ensuring companies meet the requirements (19). A pandemic scenario is 
indicated in this standard, where it predicts: a mortality rate of 0.5 per thousand for each age for two years following the 
reporting date, annual incidence of TPD of 10% of lives insured for two years after the reporting date and, of those becoming 
disabled, half of people will remain so for 14 days, one quarter for 30 days, and none after 60 days (19).  

Given this scenario, group income protection insurance is unlikely to be affected significantly as a 90 day waiting period is 
standard in this context (6). Retail income protection claims are likely to be more heavily affected due to an increased likelihood 
of shorter waiting periods (6). Other factors need to be considered which may prolong these claim estimations, such as 
malingering, caring requirements of household members, and overworked claims staff that cannot adequately assess claims. 
There are also circumstances whereby complications to pre-existing conditions from influenza can prolong timeframes of claims, 
or where there may be long-term physical and psychological effects (7). 

In the event of a pandemic, not only will the impact of increased claim payments affect an insurance company’s profitability, but 
there are other factors that need to be considered in relation to the impact of a pandemic on financial markets and available 
assets. With increasing media coverage, which may be sensationalised, market psychology may shift causing volatility in the 
share price for insurance companies (6,15). This decline in the share market has been evidenced following natural disasters as 
well as pandemic outbreaks such as SARS in 2002-03 (6,15), and the duration of this volatility is largely dependent on the duration 
of the pandemic and its severity (15). Interest rates would be expected to fall and bond prices rise (15). With reserves for normal 
levels of claims, and capital for adverse events, both being at a depressed value, this can produce short-term losses for insurance 
companies (10). These factors would be accounted for by actuaries in determining the effects of a pandemic. 

Evidence suggests that there is an increased demand for life insurance following natural disasters, both in the area of the disaster 
and the surrounding areas. This is noted to be an increase consistent with the size of the disaster (20). This would also be relevant 
to pandemics. There may be issues with offering cover at this time, as there is often a psychological impact from these events 
(21) that may not become apparent for some time after the event. There may also be policy exclusions for some cover in relation 
to pandemics. The people that apply for cover immediately following these events may be an increased risk.  

As a pandemic escalates, there are likely to be more employees unable to attend work due to personal illness, or needing to care 
for family members.  There may be operational issues with a significant number of applications that need to be processed, as 
well as increased claim numbers. This may impact thorough assessments being completed with regards to both claims and 
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underwriting, due to an increased workload. APRA expects insurance companies to have business continuity plans in place to 
address these scenarios (22). 

What’s Being Done? 

Luckily, whilst it may seem the insurance industry has been sleepwalking towards the next pandemic, national governments and 
the World Health Organisation have been on the ball. In fact, international preparedness is at an all-time high. The WHO 
developed a pandemic preparedness guidance in 1999, which has been revised several times, in 2005 and 2009 (8). WHO 
requested all countries develop a preparedness plan outlining emergency measures in the event of a flu outbreak (8).  

Australia has developed the ‘Australian Health Management Plan for Pandemic Influenza’ (AHMPPI), which was most recently 
updated in April 2014, following a review of our response to the 2009 flu pandemic (23). The plan involves measures to reduce 
the spread of disease through tougher border control, closure of public transport and workplaces or schools, and implementation 
and monitoring of immunisation programs (23). The Australian government has the biggest stake in the protection of our people 
and prevention of disease.  

Surveillance projects across Asia – such as the Oxford University Clinical Research Unit in Vietnam – serve as early warning 
stations for the latest outbreak of a novel zoonotic virus. H5N1 – responsible for the 2005 bird flu outbreak, which killed around 
43% of the people it infected – is still circulating widely in poultry all across Asia, and a spill over could occur at any time. Early 
warning will severely inhibit any outbreak (24). 

Perhaps most significantly, the Chinese authorities – absolutely crucial to stemming any breakout – have moved from a culture 
of secrecy and denial, which saw them blamed for the unnecessary spread of SARS in 2002, to being commended for their 
exemplary response to the emergence of H7N9 in 2013 (24). 

With the recent outbreak of Ebola in early 2015, Jim Yong Kim, President of the World Bank Group, announced they were working 
collaboratively with WHO and the private sector, including insurance companies, to implement a new ‘Pandemic Emergency 
Financing Facility’ (PEF).  Mr Kim indicated the current process of funnelling resources where they are needed for pandemics, 
was “slow, inefficient, and fragmented” (25). The PEF would provide expedited financial assistance to finance efforts to control 
epidemics before they become pandemics (25). The insurance industry’s involvement in these discussions demonstrates a focus 
on prevention and collaboration to mitigate risk.  

Industry Solutions 

With the increase in technology, it has become easier for insurance companies to complete internal risk modelling for events 
such as pandemics, taking into account specific variables in their portfolio (15). This technology provides ‘sensitivity testing’ 
which enables an insurance company to determine which variables make the most significant difference to their risk (7). ‘Stress 
tests’ are performed to determine a company’s capacity to withstand a pandemic (15). Insurance companies use this modelling 
to determine if it is appropriate to apply exclusions, or transfer risk (7). In the competitive insurance market, the preferred option 
by most insurers is to opt to re-insure their portfolio. Reinsurance allows insurance companies the capacity to underwrite risk 
they would otherwise be unable to cover (26). 

Reinsurance companies also need to be mindful to spread their risk, and may not be willing to take on certain risk from insurance 
companies. Catastrophe bonds provide an alternative to reinsurance, enabling financial preparedness in the case of a natural 
disaster or pandemic, without limiting cover or increasing premiums (26). 

Diversification is essential to an insurance company’s business model, both in terms of geographical diversification, and 
diversification across lines of business (15). In the event of a pandemic, claims may be made across various products, therefore 
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intensifying risk (15). The solution may be annuities. For insurance companies, annuities may help to hedge against losses as 
there would be an increased premature mortality rate. (15,7). 

Catastrophe bonds were developed in the mid-1990’s (26) to assist issuers, usually insurance companies, to raise money in case 
of a pandemic or natural disaster. An investor pays a principal for the bond, which is high-yielding. Should a pre-defined 
catastrophe occur, where the insurance company suffers a loss, the insurance company’s obligation to pay interest, or the 
principal in some instances, can be deferred, reduced, or excused (15). 

Policy Issues for Pandemics and Natural Disasters 

An over-stretched healthcare system is expected in the event of pandemics and natural disasters (27), which would delay the 
processing of insurance company requests for medical records to assess eligibility. In some instances, medical files may be 
destroyed creating further problems.  

Additionally, there may be significant delays in obtaining medical attention. In the event of a pandemic, patients may be 
required to remain at home to reduce spread of the disease, hence unable to obtain medical certification or appropriate 
medical review for the purposes of their insurance policy requirements. 

With the total destruction that can be apparent after a natural disaster, patients may attend practices without identification. 
Insurance companies may be unable to accept a claim without identification. There is also the question of validity of medical 
information provided, if the medical practitioner had been unable to confirm a patient’s identity. 

Conclusion 

We can’t get away from pandemics. All the evidence suggests they are inevitable. Health organizations and national 
governments are putting in place the right measures to combat the spread and effect of epidemics – borne out by the 
successful containment of recent outbreaks – but we cannot become complacent as an industry. If we continue to implement 
the right strategies to limit the effects of pandemic we can be healthy, wealthy, and (hopefully) wise. 
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Post-Traumatic Stress Disorder  

Eric Liao, CommInsure 
 

Q8. Growing towards a better understanding of PTSD  

According to mental health support group Beyond Blue, in any one year, about a million Australians suffer Post Traumatic 
Stress Disorder (PTSD) and about 12 percent of the population will experience it in the course of their lives.  

In view of these statistics, it is no surprise that the industry is currently paying more claims arising from this condition than 
ever before.  

What are the crucial facts about PTSD the industry needs to know to understand its causes and how to manage claims 
better? Is there evidence of an increase in claims incidence and/or duration? If so, what are the reasons for this and are any 
of them capable of being addressed at an industry or governmental level?  

Do claims arising from PTSD have special characteristics and are there particular strategies that insurers need to consider 
when they are managing them? From a practical perspective, what does and doesn’t shorten the duration of claims? 

What are the best practice ways to approach rehabilitation and return to work for someone who has suffered PTSD? 

Introduction 

Post-traumatic stress disorder is a subject receiving increasingly more attention. Claims relating to mental illnesses as 
opposed to those relating to physical ailments, tend to be harder to predict, are more difficult to provision for and can lead 
to longer periods off work. A World Health Organisation (WHO) survey of 21 countries found that more than 10% of 
respondents were exposed to a traumatic event in their life. It was also estimated that 3.6% of the world’s population 
suffered from PTSD at the time of the survey (WHO Media Release, 2013). Although it is said that prevention is better than 
cure, given the longer and increasing life spans in modern society, it would be improbable to try to prevent exposure to 
traumatic events. The goal must then be to devise solutions and treatments that can minimise its impact. 

Continuing research and investigation into PTSD has revealed that it is a lot more complex than originally thought. This has 
led to the condition being constantly redefined, re-evaluated and updated. The growing public and professional concern 
regarding PTSD’s definition, onset and treatment is justified, as it has wide ranging impacts across a number of areas; not 
only to sufferers, but also in the provision of healthcare, workforce efficiency, management of social welfare and standards 
of living. 

How is PTSD defined? 

In a commercial insurance context, there is no standard policy definition used by insurers. There are however, a few different 
definitions of PTSD within the scientific community. Post-traumatic stress disorder is defined in the Diagnostic and Statistical 
Manual of Mental Disorders, 5th edition (DSM-V) as a mental disorder in which a disturbance causes clinically significant 
distress or impairment in an individual’s social interactions, capacity to work or other important areas of functioning. 

It is important to reiterate that PTSD is catalysed by a disturbance that causes a chronic impairment in important areas of 
functioning.  
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Research has shown that PTSD is not only a fear-based anxiety disorder, but one that includes dysphoric (general state of 
dissatisfaction) and externalising phenotypes (influenced through environmental factors) (Friedman, 2013). This has led to 
the disorder’s reclassification from an anxiety disorder in the 4th edition of this manual, to a trauma and stress related 
disorder in the latest (5th) edition. 

The World Health Organisation also defines conditions using its International Classification of Diseases (ICD). The latest 
revision is the 10th revision (ICD-10), with the 11th revision (ICD-11) expected to be released imminently. In the ICD-11, the 
definition of PTSD allows for a complex PTSD component to reflect more severe cases and allow for expansion into a newer 
subcategory not previously discovered. As research in the area grows, it is expected that further sub-categories and 
classifications are discovered. 

There are a total of 20 listed symptoms in the DSM-V. Some of these include recurrent distressing trauma-related dreams, 
persistent avoidance of external reminders, feelings of detachment or estrangement from others, irritable behaviour or 
angry outbursts and reckless or self-destructive behaviour. 

What are the causes of PTSD? 

The DSM-V identifies the trigger to PTSD as being the exposure to actual or threatened death, serious injury or sexual 
violation. The manual also explains that exposure has to result from one or more of the following: 

 Experiencing the event directly 

 Experiencing the event indirectly (as a witness) 

 Learning of a traumatic event through a close family member or close friend in which the actual or threat of death is violent 
or accidental in nature 

 First-hand repeated or extreme exposure to aversive details of a traumatic event 

The manual also restricts the definition of PTSD to exclude effects resulting from the psychological state of another medical 
condition, or the consumption of substances that include medication, drugs and alcohol. 

What challenges does the insurance industry face in regards to claims? 

It is estimated that there are 3.2 million Australians suffering from a mental disorder, with about 10,000 or so claims being 
made annually (McInerney and Gregory, 2013). The Super Mental Illness National Data (SuperMIND) project (2014) showed 
that mental illness claims in Australia, over the period 2007 to 2011, resulted in claims costs amounting to A$147.9 million, 
with the average cost of a claim being $82,960. Data specifically relating to PTSD claims are more difficult to obtain, though 
the general trend in mental illness claim incidences suggest there isn’t any upward trend but rather fluctuation through 
different time periods (McInerney and Gregory, 2013). The risk for insurers is assuming that these claims patterns are static 
when they might be increasing, and thus not provisioning for them appropriately. There are many reasons why mental illness 
claims may be under reported, some of which include an apathy to insurance, a denial of the condition and embarrassment 
to speak up. 

Difficulties for insurers arise throughout the entire process of a PTSD claim, beginning from the time before a claim is lodged, 
right through to assessment and management of the claim, rehabilitation of the claimant, and record keeping and data 
management. 

Before a claim is lodged, an insurer needs to have a clear definition of what constitutes a PTSD claim. It is also highly 
beneficial if a structured process exists, which can guide case managers and the way they approach the claim.  
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In an ideal world, insurers would have powerful predictive models to estimate the incidence of PTSD and identify warning 
signs in potential claimants before they actually develop PTSD. Limited data surrounding PTSD claims coupled with its 
uncertain causal variables makes it very difficult to build powerful predictive models. Multiple people may experience the 
same traumatic event, but not all may develop PTSD and if they do, it may be of varying severities. There are potentially 
hundreds of symptoms, risk factors, resilience factors and personality traits that can impact the onset of PTSD. A lack of data 
can be overcome by data pooling and working together with other insurers in the industry. Collaborating with medical 
researchers and psychologists can also be highly valuable. 

There is some subjectivity surrounding the diagnosis of PTSD. When faced with a borderline case, medical professionals may 
decide to be more conservative in their diagnosis. Another issue is the fact that many current diagnosis tools use self-
reported questionnaires. This has the potential to introduce fraudulent activity. It is therefore important to not only take 
time to ensure accurate assessment, but also utilise different diagnosis methods and tools available.  

New research has found evidence of biomarkers that may signal the presence or possible onset of PTSD. Though these 
studies have huge implications for PTSD detection, they are still in their infancy. Thus it is important to keep pushing the 
boundaries of scientific development and keep up to date with ongoing research in this area. 

After a claim is finalised and paid out, the insurer needs to establish a system for record keeping and data management. 
Prudent data management includes ensuring data is clear, concise and in a format that it can be used in analysis. Data should 
also be checked and reconciled where possible for reasonableness to ensure that models built are robust. 

As enterprise systems become more advanced and efficient, more tools become available with which we can view PTSD. In 
one case, Arieh Y. Shalev, MD and colleagues from New York University used big data and machine learning to develop an 
algorithm to predict PTSD symptomology trajectories (2015). The researchers were able to predict with high accuracy within 
10 days of a traumatic event occurring, who would develop PTSD. Although the study is promising, further research must be 
conducted to expand the algorithm to cover more diverse traumatic events and in different demographics. The research and 
data was conducted and collected in collaboration with 20 different parties worldwide. This reinforces the notion that data 
associated with PTSD is highly scarce and that a combined industry and government effort is required to tackle the issue. 

How should rehabilitation be approached? 

In the context of an insurance claim, successful rehabilitation is defined as being able to perform normal daily functions 
unimpaired, thereby being able to return to work and shortening the duration on claim. Rehabilitation should be achieved 
through treatments that have sufficient scientific backing, such as: 

 Cognitive Behavioural Therapy (CBT), regarded as one of the more effective types of treatment. CBT is a type of 
psychotherapy that attempts to change the way people feel, think and experience traumatic memories. 

 Eye Movement Desensitization and Reprocessing (EMDR) therapy, which incorporates CBT into re-training the brain to create 
coping strategies and reprogramming memories of traumatic events into memories that are peaceful and non-threatening. 
EMDR has been studied extensively and some research suggests that in some cases, it can be equally as effective as CBT 
(Seidler & Wagner, 2006). 

 Group therapy, which involves speaking to people who have had similar experiences. Trauma sufferers may feel isolated 
from the rest of society. Therefore, having a safe and like-minded environment to share experiences can be beneficial, which 
in turn can also help build self-confidence, trust and create relationships. 

 Family therapy, which provide counselling for family members that the sufferer interacts with regularly. This is important as 
people who are not afflicted by PTSD may not understand what the sufferer is going through, resulting in a lack of support. 
This type of therapy aims to create an empowering environment where the closest interactions with the PTSD sufferer are 
positive, understanding and conducive to recovery. 



 

2nd Runner-up– 2015 ALUCA TurksLegal Scholarship  4 
Eric Liao, CommInsure 

 Drug therapy, which involves the administering of medication to help rebalance neurochemicals in the brain. 

It would be difficult to say which type of treatment is more effective due to individual differences. This poses practical 
problems as trialling different treatments can be time-consuming and costly. This is compounded by the fact that ineffective 
treatment, or the delaying of effective treatment, could lead to a worsening condition. In light of these observations, studies 
do show that early intervention using CBT can be highly effective (Litz, Gray, Bryant & Adler, 2002). 

Rehabilitation of PTSD is a drawn out process, unlike physical conditions, which have a more predictable time frame for 
recovery, it is difficult to predict how long an individual would need to rehabilitate completely from PTSD. Studies completed 
by McInerney and Gregory (2013) have shown that mental illness claims can result in up to 10 times longer durations off 
work (median lost time) than all other claims. It has also been shown that once-off/short-term therapy has no evidence of 
facilitating recovery (Ehlers & Clark, 2002). Therefore, it is important to recognise that suitable, timely and sustained 
treatment is required for recovery. 

A nurturing recovery environment in conjunction with more direct forms of treatment is necessary to achieve rehabilitation 
(Harvey, 2006). This ensures that sufferers do not relapse under stress or when unwittingly exposed to triggers. A supportive 
environment also combats avoidance behaviours and isolation, encouraging attendance to rehabilitation. The insurer can 
also play a part in this through its claims management process and by providing support to the claimant. This is paramount if 
successful rehabilitation and reduction in duration of claims is sought. 

What can be taken away from all of this? 

PTSD is a complex mental disorder that has multiple layers of characteristics and traits. Compared to other types of claims, all 
aspects of managing PTSD-related claims are typically more uncertain and often drawn out. In light of the evidence and 
studies presented above, some suggested best practice include: 

 Contacting and providing support to trauma victims as soon as possible. Studies show that early intervention is important in 
preventing the development of PTSD. This process can be aided if a good relationship exists between the insurer and its 
policy holders. 

 Treating recent trauma victims with CBT, which studies have been shown to be the more effective form of treatment for 
PTSD sufferers. This should be used in conjunction with more indirect forms of treatment, such as group and/or family 
therapy to create a safe recovery environment for the claimant. 

 Insurers consulting a variety of medical professionals to diagnose PTSD using a mixture of both self-reported questionnaires 
and structured interviews. This makes the diagnosis more accurate so that better treatment can be selected as well as 
serving to reduce fraud and misdiagnosis risk. 

 Insurers providing financial support, as well as providing non-financial assistance that includes regular, non-intrusive contact 
for the claimant. It is important to create a safe and nurturing environment for the PTSD claimant that facilitates recovery.  

 Insurers documenting claim management steps and adhering to prudent data management processes. A standard process for 
handling PTSD related claims can reduce claims management time and therefore expenses. 

 Insurers working collaboratively and sharing information with each other, with medical researchers and healthcare 
professionals to expand their body of knowledge. 
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RiskeBusiness Summer 2015

AWARDS NIGHT
The Awards night was held on the 17 November 2015 and 
provided students with a unique opportunity to present their 
paper and findings to a number of distinguished guests from 
ALUCA, MLC and Monash University. 

The eight presentations were of a high standard and it was evident 
that each student had spent a considerable amount of time 
researching their topic, and most importantly how the Life Insurance 
Industry can implement recommendations that were suggested and 
put forward.

THE WINNERS
A big congratulations to the joint winners of the scholarship 
program, Margaret Murray and Yuki Murdolo who were each 
awarded $2500.  

Margaret wrote a paper on : “What training and education or 
support do GPs and allied health professionals receive on what to 
expect from an insurance company when their patient is on claim?”  
“What do medical and allied health students learn about their role 
as gate keepers and their responsibilities to engage insurance 
companies in their approach to patient care?”

Yuki wrote a paper on : “Is the MLC Income Protection Claims 
Process Effective?”

Both papers feature at the end of the newsletter.

With the success of this scholarship program and award night,  
we anticipate an even bigger and better event for 2016.

MLC teamed up with ALUCA and Monash University providing eight health 
students the opportunity to write a 2000 word research paper on some key topics 
impacting the Australian life insurance industry.

This was a great opportunity for Monash Health students to gain exposure to the life insurance 
industry and the health Industry. 

The overall theme for this year focussed on challenges within Claims Management. In particular 
how we can better engage our health practitioners to facilitate the overall Claims process. 

The students had access to a number of resources including an MLC buddies, to enable them 
to really delve into the topics and make recommendations that MLC can implement.

The MLC-ALUCA-Monash Prize  
for Industry Collaboration for  
Health Students
2015

Stephanie Catalucci, Margaret Murray, Fiona Robinson

ALUCA acknowledges the support of Platinum Education Partners:
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The MLC-ALUCA-Monash Prize for 
Industry Collaboration for Health 

Students 
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Margaret Murray 
Nutrition & Dietetics, Monash University, with Fiona Robinson and Stephanie Catalucci 

What training and education or support do GPs and allied health 
professionals receive on what to expect from an insurance 

company when their patient is on claim? 
 

What do medical and allied health students learn about their role 
as gate keepers and their responsibilities to engage insurance 

companies in their approach to patient care? 
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What training and education or support do GPs and allied health 
professionals receive on what to expect from an insurance company when 
their patient is on claim?  

What do medical and allied health students learn about their role as gate 
keepers and their responsibilities to engage insurance companies in their 
approach to patient care? 

The role of health professionals is to support patients as they recover following an illness or 

injury.  During recovery, patients are often unable to work, which adds a financial burden to 

their already stressful situation.  Income protection is offered by insurance companies to 

assist during a client’s time of need, to reduce financial stress and allow the client to focus 

on their recovery.  Health professionals and insurance companies share the common goal of 

supporting clients to enable them to recover and return to their regular lifestyle.  However, 

the profitability of income protection insurance has been in decline since 20081 and 

produced a loss of more than $200 million during 2011; a loss that the industry cannot 

afford to sustain2.  Despite the value of income protection insurance to the client, it is 

currently an expense and a burden on the ‘health’ of insurance companies.  In order for 

insurance companies to be sustainable and continue supporting clients, the financial burden 

that income protection creates must be fixed.  An increase in the number of claims and 

claim duration have been suggested as key reasons for the increased cost of income 

protection1, 2.   

There is an opportunity for insurance companies to work together with health professionals 

to minimise clients’ recovery period and assist them to return to work sooner.  Timely 

return to work is not only beneficial to the client’s quality of life3, 4, 5, but also reduces the 

period during which income protection benefits are paid.  This results in a more profitable 

and sustainable product for the insurance industry1, 2, ensuring that insurance companies 

can continue to provide support to clients into the future.  This essay will examine the 

current training and support offered to treating health professionals from insurance 

companies, and the importance of collaboration to improve patient recovery.  

Subsequently, recommendations for improving the relationship between insurance 

companies and health professionals will be outlined.  A survey of Monash University medical 

and allied health courses was carried out to assess what students are taught about life 
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insurance and their responsibilities towards patients who are on claims.  Results from this 

survey will be presented, along with recommendations of what and how students should 

learn about the collaborative relationship required between all health professionals and life 

insurance companies. 

What training/support is currently available to health professionals? 

Currently, the majority of contact between insurance companies and treating health 

professionals is through Treating Doctor’s Reports.  These are claim forms that must be 

completed by a Registered Medical Practitioner at the start of the claim and then monthly 

while their patient is receiving income protection benefits 6.  Insurance companies employ 

internal health professionals who assist with communication between clients, treating 

health professionals and the insurance company.   Internal health professionals may contact 

treating health professionals with regard to a return to work or treatment plan for their 

patient.  However, there is currently there no training or information provided to treating 

health professionals about the the role of internal health professionals or purpose of the 

claim forms.  Consequently there is minimal collaboration between treating health 

professionals and insurance companies in assisting clients with recovery and returning to 

work.  Furthermore, there is a common misconception among health professionals that 

insurance companies gather information to dispute claims of a client’s disablement, as 

opposed to providing assistance where it is needed.  Compounding this, is a frustration 

among medical professionals regarding the request by insurance companies for ongoing 

medical information, even when a patient’s condition is unlikely to change.   

What extra training/support is needed for health professionals? 

In order to improve the relationship between health professionals and insurance companies 

- and thus patient outcomes and insurance industry sustainability - health professionals 

need to understand what to expect from insurance companies and why their input is 

important.  Treating health professionals should be informed about: 1) their role as 

gatekeepers to insurance benefits and the process of lodging a claim, 2) why it is important 

to provide the insurance company with up-to-date details about their patient’s functionality 

and treatment plan, and 3) the additional services that insurance companies offer patients, 

such as job seeking assistance, vocational and worksite assessments, to aid transition back 
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to work.  It is crucial for health professionals to understand that they share a common goal 

with insurance companies; to achieve the best outcome for the patient.   

The aforementioned information could be provided to treating health professionals in the 

form of a pamphlet or letter, sent either directly from the insurance company, or via the 

client, when their patient makes an initial claim.  Another avenue that could be utilised to 

improve the interface between insurance companies and health professionals, is a ‘for 

health professionals’ page on insurance company websites.  This page should include a blurb 

about the importance of collaboration between health professionals and insurance 

companies to achieve the best patient outcomes, a page about the claims process, including 

an online training module or ‘help’ page to assist with the completion of forms and a 

description of why that information is required.   The web page should also have a ‘contact 

us’ section with a list of services offered by internal health professionals and how they can 

be contacted (figure 1). 

 

 

Figure 1 Example of a 'For Health Professionals' web page 

Link to a sample claim form with pop-up information over 
each box explaining the relevance of that information, 

guidelines on how to answer, and sample answers. 

Link to a list of services on offer with 
phone numbers, email and addresses.  
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Internal health professionals should play a key role as the link between insurance companies 

and treating health professionals.  Currently at MLC, internal health professionals review 

incoming claims and make contact with clients’ treating health care teams if they feel they 

can have an immediate impact on the client’s recovery and return to work. Communication 

between internal and treating health professionals should be encouraged in all insurance 

companies, and further developed at MLC, to ensure common goals and expectations for 

the client’s treatment.  Collaboration will also ensure that all resources are utilised to assist 

the client to return to work sooner.  It would be beneficial to all parties for treating health 

professionals to have a better understanding of the role that internal health professionals 

play and the additional services they offer to clients, in order to streamline communication 

and collaboration.  While offering support and training to existing health professsionals is 

important, there may also be an opportunity to provide training at an undergraduate level 

to ensure that all entry level health professionals have an understanding of how the 

insurance industry works and the support that can be provided to their patients. 

What do medical and allied health students currently learn? 

At Monash University, undergraduate medical and health professional students receive 

minimal curriculum regarding the role of insurance companies in patient care.  To 

investigate the current undergraduate health curriculum, 15 academics were approached 

from the Monash University Faculty of Medicine Nursing and Health Sciences (FMNHS) and 

Faculty of Pharmacy and Pharmaceutical Sciences (FPh) (table 1).  Responses were received 

from 12 (80%) academics and are detailed below. 

Academics from Nursing, Paramedics, Radiography, Nutrition & Dietetics and Pharmacy 

reported that their disciplines had no involvement with the life insurance side of patient 

care and that nothing is taught about it in the undergraduate courses.  Physiotherapy and 

Psychology students may have some exposure to life insurance through clinical placements, 

yet there is no curriculum that specifically addresses this aspect of patient care and the 

majority of learning is done on-the-job when they begin to see patients.  In the Bachelor of 

Medicine Bachelor of Surgery (MBBS) undergraduate course, students receive teaching 

about ethics and law and their responsibilities as medical practitioners.  An occupational  



   
 

5 
 

Table 1 Responses about life insurance curriculum from Academics from the Monash 
University FMNHS and FPh 

Faculty Discipline Position Responded Curriculum 

FMNHS  Physiotherapy Clinical Education 
Manager 

Yes None 

FMNHS  Nutrition & Dietetics Senior Lecturer/Course 
Convenor 

Yes 

None 
FMNHS  Nutrition & Dietetics Senior Lecturer Yes 

FMNHS  Nutrition & Dietetics Nutrition Program 
Manager 

Yes 

FMNHS  Nutrition & Dietetics Lecturer No 

FMNHS  Radiography Senior Lecturer Yes None 

FMNHS  Occupational 
Therapy 

Lecturer No  

FMNHS  Paramedics Assistant Lecturer Yes None 

FMNHS  Nursing Lecturer No 
None 

FMNHS  Nursing Senior Lecturer Yes 

FMNHS  Psychology Academic Registrar Yes 
None 

FMNHS  Psychology Senior Lecturer Yes 

FMNHS  MBBS  Year 1+2 Problem Based 
Learning Co-ordinator 

Yes Ethical and legal 
responsibilities 
Assisting patients to 
return to work 

FMNHS  MBBS Deputy Dean Yes 

FPh Pharmacy Senior Lecturer Yes None 
 

FMNHS – Faculty of Medicine Nursing and Health Sciences 
FPh – Faculty of Pharmacy and Pharmaceutical Sciences  
MBBS – Bachelor of Medicine Bachelor of Surgery 
 

health unit in the third year of the course teaches students about helping patients to return 

to work, fitness to return to work and the need to understand the work environment that 

the patient is returning to.  While the principles of assisting patients to return to work are 

taught in undergraduate years, medical students are not taught the specifics of individual 

insurance form management as different insurance companies have different approaches to 

collecting medical information.  The specifics and practicalities are learnt throughout the 

early post graduate years and the first exposure to insurance companies is often during 

training to be a General Practitioner (GP) when required to complete insurance forms for 
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patients.  GP training incorporates teaching about the medico-legal aspects of the work (e.g. 

work cover, insurance reports), otherwise communication and collaboration with insurance 

companies is learnt on-the-job.  

What is missing from student training? 

For their patients, health professionals are the gate keepers to receiving insurance benefits, 

but for insurance companies they are the gate keepers to a sustainable insurance sector.  It 

is vital that health professionals understand the importance of assisting patients to return to 

work in a timely manner  and how they can collaborate with insurance companies to achieve 

this.  Yet there is no published research about teaching life insurance aspects of patient care 

in undergraduate health curriculums, and very little being taught.  From the insurance 

company perspective, ideally, students should be taught about the process of making an 

initial claim and the ongoing requirements when a patient is receiving insurance benefits.  

They should also understand why insurance companies require the advice of health 

professionals when processing claims, and that providing incorrect or inadequate 

information could be to the detriment of their patient.  To introduce life insurance to the 

curriculum of undergraduate health degrees, insurance companies could send 

representatives to run interdisciplinary workshops within universities.  Such workshops 

would ideally use case scenarios to introduce students to the processes that occur when a 

patient is on an insurance claim.   

From the academic perspective, it may not be important for this content to be included in 

all undergraduate health degrees.  It is relevant in the medical degree as medical 

professionals will have contact with insurance companies.  There may also be a place for this 

content in physiotherapy, psychology and occupational therapy courses, as these 

professions are often involved with treatment plans that would assist a patient to return to 

work.  However, in courses such as dietetics, paramedicine, radiography or nursing it is not 

relevant, as these professions are unlikely to have to engage with insurance companies, 

even if they are seeing a patient who is on a claim.  The Deputy Dean (MBBS) suggested that 

curriculum regarding life insurance would “likely seem irrelevant until students have 

experience managing patients in different scenarios”.  Therefore, this content should be 
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placed after students had experienced clinical placements and had some experience 

working with patients. 

Conclusion 

Health professionals and insurance companies both strive to achieve the best possible 

outcomes for their patients/clients.  Collaboration ensures that the client receives optimal 

support and care throughout their time of stress and can focus on recovery.  However, there 

is currently no apparent training or support offered to health professionals about the role of 

the insurance company and the services they offer to clients.  To improve communication 

with health professionals, insurance companies should send out a letter, as detailed 

previously, to the health care team of clients when they make a claim and add a ‘for health 

professionals’ page to their website.  Internal health professionals should also play a role in 

collaborating with treating health professionals.  Furthermore, the role of insurance in 

patient care and the benefits of collaboration with insurance companies should be taught, 

where relevant, in the curriculum of undergraduate health degrees, and this would ideally 

be delivered in the final undergraduate year, in a multidisciplinary setting, using case 

scenarios.   

Collaboration and communication between insurance companies and treating health 

professionals allows clients to receive the best possible care and support during their time 

of need, letting them recover, return to work sooner, and thus experience a better quality of 

life3, 4, 5.  A byproduct of clients returning to work sooner is a reduction in the period that 

income protection benefits are paid, and consequently an improvement in the profitability 

of that product1, 2.  Therefore, collaboration and comunication between treating health 

professionals and insurance companies is key to a sustainable insurance industry that can 

continue to provide support to clients during their time of need.  
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Introduction 

In a lifetime, one in three people will become disabled for more than three months 

(Zurich Australia Limited, 2014).  Work disability “occurs when a person’s abilities become 

limited by a health condition, preventing them from meeting the requirements of their job, 

and resulting in costly short or long-term unemployment” (Saunders & Nedelec, 2014, p. 

100).  Common causes of work disability include accidents, musculoskeletal conditions, 

psychiatric conditions, cancer, motor vehicle accidents, heart disease and stroke (ING Life 

Limited, 2007).  Only 54.3% of people with a disability participate in the workforce, 

compared to 82.8% of those without a disability (Australian Bureau of Statistics [ABS], 

2012).  For a person with a work disability, returning to work has several benefits.  It 

promotes recovery, improves the health, well-being, independence, social participation and 

quality of life (van Niekerk, 2009; Waddell & Burton, 2006).  Perceiving oneself as lacking 

the abilities to work in midlife is associated with increased disability later in life (von 

Bonsdorff et al., 2011).  

In Australia, 6% of employees and 31% of self-employed people have income 

protection (Life Insurance Advocates, 2011), an insurance policy that provides a percentage 

of a claimant’s monthly earning during a period of work disability (Australian Securities and 

Investments Commission [ASIC], 2015).  The MLC income protection insurance covers 75% 

of a claimant’s monthly earnings in the event of incapacity to work up to $30,000 (or $60,000 

for specified occupations such as accountants and doctors) (MLC Limited, 2015).  This 

payment can provide a claimant the peace of mind in the event of work disability (ASIC, 

2015), allowing the claimant to focus on rehabilitation and recovery in order to return to 

work. 



This essay evaluates the effectiveness of the MLC income protection claims process 

in the context of published literature.  Factors negatively impacting on the effectiveness of 

the claims process and potential methods to remove these barriers will be discussed.    

The Current MLC Income Insurance Claims Process 

 Currently, a person is required to lodge an initial application (a 26 pages pen-and-

paper-based document) to make a claim to MLC for income protection in the event of work 

disability.  This needs to be accompanied by a medical report from the claimant’s treating 

doctor (a 12 pages pen-and-paper-based document) confirming the same.  Once the claim is 

approved by MLC, the claimant is required to submit monthly reports verified by their 

doctors to support their claims that they are still unable to work.  

Issues with the Current MLC Insurance Claims Process 

The current claims process poses difficulties for all the stakeholders involved, 

including the claimants, doctors and MLC.  It discourages the claimants to actively engage in 

rehabilitation and the return-to-work process.  The forms are lengthy.  It is financially costly 

to execute for doctors and the insurance companies.  In addition, it is problematic employing 

a claimant’s treating doctor to assess the applicant’s work capacity.  

For Claimants 

The ultimate goal of vocational rehabilitation is to re-engage in the workforce 

(Escorpizo et al., 2011).  Usually male and at the prime age of their working life (ING Life 

Limited, 2007; Tower Australia Limited, 2007; Zurich Australia Limited, 2006), the 

claimants could potentially use the income protection payments to support their lifestyle for a 

period of time and to engage in active rehabilitation in preparation to return-to-work.  The 



reality, however, is that the current claims process may unintentionally discourage the 

claimants to engage in rehabilitation and the return-to-work process.  

Motivation is a major factor impacting one’s decisions to return to work after 

experiencing work disability (Shaw, Segal, Polatajko, & Harburn, 2002).  MLC (2015) 

identified a number of factors accounting for clients’ lack of motivation to recover from work 

disability and re-start employment whilst receiving income protection payments.  This 

includes i) lifestyle choices; ii) taking on a long-term sick role; iii) seeing claims as 

entitlements; iv) does not understand the benefits of work; and v) misaligned expectations.  

The first three assertions that MLC made above are consistent with research evidence.  

Seeing the insurance claims as entitlements and therefore making a lifestyle choice to 

continue to receive payments play a major role in the lack of motivation to return to work.  In 

Scandinavian countries, it was found that people on work disability benefits reported not 

wanting to seek work or return to work due to the fear of losing their entitlements (Auerbach 

& Richardson, 2005; Fossey & Harvey, 2010; Provencher, Gregg, Mead, & Mueser, 2002).  

In Australia, “the most commonly reported incentives to enable work included being able to 

maintain welfare benefits (39%)” (ABS, 2012).  Prolonged periods of unemployment due to 

work disability also fosters the attitudes that returning to work is difficult and the person 

involved becomes indifferent towards returning to work over time (Eden et al., 2007), taking 

on a long-term sick role.  

On the other hand, research evidence suggests that people with a disability are 

motivated to work.  People with a disability continue to regard work as a meaningful 

occupation that provides a sense of identity, a place to socialise and a method of financial 

support (Saunders & Nedelec, 2014).  There are variations in one’s attitudes and beliefs 

towards employment (Fossey & Harvey, 2010).  Eden et al. (2007) identified three categories 



of people with work disability associated with musculoskeletal problems in regards to their 

attitudes towards returning to work, including the go-getters, the realists, and the indifferent.  

The go-getters strongly identify themselves with work, perceive work positively and are 

determined to engage in rehabilitation in order to return to work; the realists take a practical 

and wait-and-see approach towards return to work; and the indifferent are not interested in 

and/or are pessimistic about returning to work (Eden et al., 2007).  

A claimant’s motivation to return to work is impacted by a number of other factors.   

This includes a person’s experiences with disability and its impact on one’s daily activities, 

the opportunities and expectations of work, the amount of paperwork and levels of work 

activity accommodations (ABS, 2012; Shaw et al., 2012).  Furthermore, one’s return-to-work 

experiences and healthcare providers’ perception of a disabled worker are predictive of a 

person’s return-to-work (van Muijen, Duijts, van der Beek, & Anema, 2013).  

Currently, MLC does not provide any support towards or monitoring of a claimant’s 

recovery (MLC Limited, 2015).  This means that a claimant needs to initiate and maintain the 

rehabilitation and return-to-work process himself/herself.  This includes finding a healthcare 

service that provides the appropriate vocational rehabilitation services, paying for the services 

at his/her own expense, and sustaining the effort during periods of physical and mental 

illness.  As Eden et al. (2007) suggested, when the return-to-work process becomes too 

difficult, the person will lose motivation to engage and become indifferent to regaining 

employment.  MLC could consider removing these barriers in a claimant’s return-to-work 

process, which will in turn improve the applicant’s motivation to actively engage in 

rehabilitation towards regaining employment.  

 

 



For Doctors 

The current MLC income protection claims require that throughout the period the 

claimant receives income protection payments the claimant’s treating doctor needs to certify 

that the claimant has a work disability using an initial pen-and-paper based form (12 pages) 

and a monthly pen-and-paper-based report form (MLC Limited, 2015).  This practice is 

problematic due to the i) financial costs to doctors and ii) employing a claimant’s treating 

doctor as the gatekeeper of insurance claims.  

Firstly, claims management is costly for doctors.  Approximately 2-14% of doctors’ 

total revenue is spent on administrative costs associated with claims management (Kahn, 

Kronick, Kreger, & Gans, 2005; Remler, Gray, & Newhouse, 2000; Sakowski, Kahn, 

Kronick, Newman, & Luft, 2009).  Khan et al. (2005) identified the allocation of nonclinical 

workloads associated with claims management, including patient relations (23%), follow-up 

and payment reconciliation (14%), receiving and posting payments (14%), case management 

and service authorisations (12%), creating and filling claims (10%), managed care (8%), 

management, administration, and decision support (7%), reimbursement and clinical coding 

database management (6%), health IT infrastructure support (4%) and payer relations (2%).   

The anecdotal feedback MLC received from doctors confirms the above research evidence 

suggesting that the financial costs associated with claims management are high for doctors 

(A. Ide, personal communication, September 28, 2015).  There is a need to systematically 

collect feedback from doctors to identify their financial burdens in regards to claims 

management, using methods such as conducting online surveys and interviewing key 

informants.  

One way to reduce doctors’ financial costs associated with claims management is by 

using an electronic database for claims processing, billing and collecting patient information.  



Shekelle, Morton and Keeler (2006) reviewed all available studies since 1995 (including 256 

studies) and found preliminary evidence supporting the use of Electronic Health Records 

(HER) in reducing costs and improving the quality of healthcare provision.  Sakowski et al. 

(2009) also suggested that automation may improve the efficiency of claims management and 

therefore reduce costs.  

Secondly, the current claims forms and process require that a claimant’s treating 

doctor needs to assess and certify the applicant’s work disability.  This is potentially a 

problematic practice.  Doctors are medially driven in their assessment of work capacity with 

little consideration of a claimant’s work environment and personal factors other than their 

illness (Slebus, Sluiter, Kuijer, Williams, & Frings-Dresen, 2007).  Doctors generally 

consider assessing work capacity as a vague process, relying on medical examinations and 

their patients’ description of their work environment to judge what is considered intuitively 

reasonable (Stigmar, Grahn, & Ekdhal, 2011; Swartling, Peterson, & Wahlstrom, 2007).  In 

addition, within the context of prescribing sick leave due to inability to work, there are 

variations among doctors in regards to whether a patient is considered to have capacity to 

work (Englund, Tibblin, & Svǟrdsudd, 2000).  Furthermore, doctors are trained to trust and 

build collaborative relationships with their patients, therefore acting as gatekeepers for 

insurance companies puts them in a position of conflict (Stigmar et al., 2011; Swartling et al., 

2007).  

Assessing a person’s capacity to work is a complex task.  Factors associated with 

one’s ability to work include personal factors (such as physical, mental and emotional status, 

social abilities, skills, education, values and beliefs), work environment factors (such as 

physical environment, stress, workload, remuneration and flexibility), healthcare system 

(such as vocational rehabilitation and medical & psychological treatment), community factors 

(such as social support and stigma) and the insurance systems (such as financial payouts and 



legal affairs) (Lederer, Loisel, Rivard, & Champagne, 2014).  Doctors may not be in the best 

position to assess one’s work disability.  Other healthcare professionals, such as occupational 

therapists and vocational physician who received specialised trainings in the area of work 

capacity assessment may be in a better position to provide an accurate evaluation of one’s 

capacity to work.  

For MLC 

Administrative tasks associated with claims management is not only costly for doctors 

but also for insurance companies.  The administrative costs associated with billing and 

payment alone account for 3.8-8.4% of the insurance premium for three major private 

insurance companies in California, U.S. (Khan et al., 2005).  The Australian Prudential 

Regulation Authority (APRA) (2015) reported that Australian private insurance companies 

made a loss of $261 million in 2014 and $351 million in 2015 on individual income 

insurance.  It is likely that the costs associated with claims management played a role in the 

poor performance of income protection as a product, which may be managed by improving 

the effectiveness and efficiency of its claims process.  

There is a need to evaluate the financial costs and efficiencies of income protection 

claims processing at MLC, which is beyond the scope of this essay.  The effectiveness and 

efficiency of the income protection claims process and associated documentation can be 

further evaluated by collecting feedback from frontline staff, managers, clients and doctors.  

MLC can also investigate the potential of using online systems for claims processing and 

management.  There is preliminary evidence supporting the cost-effectiveness of health 

information technology (Park, Yoon, Speedie, Yoon, & Lee, 2012), however research 

evaluating the full benefits and costs of using computerised claims systems is still lacking 

(Goldzweig, Towfigh, Maglione, & Shekelle, 2009).  



Conclusion 

 In summary, the current MLC income protection claims process and forms do not 

represent the most effective approach to claims management.  The financial burdens 

associated with claims management is high for both doctors and private insurance companies.  

Claimants are unmotivated towards active rehabilitation and return-to-work despite 

understanding the benefits of work.  

This essay is limited by only evaluating the MLC income protection forms and 

processes in the context of existing professional and research literature, rather than 

conducting a rigorous research study evaluating its effectiveness and efficiency in practice.   

This is due to the author being a fourth year occupational therapy honours undergraduate 

student who does not have practical knowledge and experience of the income protection 

claims process at MLC and the time constraint of completing this essay.  

There is a need to further evaluate the income insurance claims forms and process by 

collecting feedback from multiple stakeholders, including doctors, customers, frontline staff 

and managers.  There is also a need to further investigate the potential, including benefits and 

costs, of using electronic and automated claims forms.  
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