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Why did we do the project? 

• Victoria operates a regionalised trauma system 

• Monitored by the Victorian State Trauma Registry (VSTR) and 
Victorian Orthopaedic Trauma Outcomes Registry (VOTOR) 
• Routine monitoring of longer term patient outcomes 

• Evidence to suggest functional outcomes are improving over time but 
disability prevalent 

• Understand what predicts outcome but not “why” and “how” factors 
interact to impact on recovery 

• Need a qualitative approach to understand patient experiences 

 

 



What did we aim to achieve? 

1. Explore individual and societal impacts of trauma experienced 
by survivors of serious injury 

2. Establish facilitators and barriers to recovery for trauma 
survivors 

3. Explore patient perceptions of care within the trauma system 



What did we do? 

• In-depth personal interviews of 120 trauma survivors 
• Recorded via telephone 

• Adult, blunt trauma patients 

• 1 to 2 years post-injury 

• Purposeful quota sampling 
• 60 of each gender, registry, hospital and compensable status evenly 

represented across age groups 

• Topic guide  

• Interviews transcribed and coded 
• Thematic coding frame applied to coded text 



Who participated in the project? 
Descriptor  n (%) 
Age 18-44 years 

45-64 years 

≥ 65 years 

 48 (40.0) 

48 (40.0) 

24 (20.0) 

Gender Male 63 (52.5) 

Pre-injury employment Working or studying  85 (70.8) 

Pre-injury disability None  98 (81.7) 

Hospital of definitive care The Alfred 

Royal Melbourne Hospital 

60 (50.0) 

60 (50.0) 

Registry VSTR 

VOTOR 

 62 (51.7) 

58 (48.3) 

Fund source TAC 

Medicare 

Private 

WorkCover 

 62 (51.7) 

40 (33.3) 

16 (13.3) 

2 (1.7) 

 



What did we learn? 



Hospital care 

• When judging quality of care, patients considered: 

• Perceived treatment delays 

• Attitudes and attentiveness of hospital staff 

• General care provided 

• Communication provided in the hospital 

• Prognosis, ward rounds, decision making, conflicting information, timing 

• Hospital environment 



Follow-up care and rehabilitation 

• Discharge from hospital stressful time 

• Emotional and uncertain 

• Lack of coordination of post-discharge care 

• Mixed experiences with inpatient rehabilitation 

• Location, perceived need and treatment received 

• Outpatient clinics universally disliked 



TAC – The Good 
• Positive experiences associated with: 

• Single point of contact with TAC 

• A perception of “caring” by the TAC staff 

• Financial support provided by TAC 

• Good communication with participant, and between participant, TAC and service 
providers 

• Rapid approval of services. 



56 yo female  
“Well, they were nothing but supportive and quick to respond and they paid for 

everything without question. They were wonderful.” 

26 yo male,  
 “They’ve been excellent. As I said, you’ve got to understand you work with 

bureaucracies and you did have to repeat yourself a bit of time. If you can cancel 
that bureaucracy then great. There are improvements that could be made.” 



TAC – The Bad 
• Negative experiences associated with: 

• Lack of single point of contact, a constantly changing contact or failure of contact to 
communicate with participant.   

• Lack of trust of participant by TAC 

• Perceived lack of compassion, concern or care by TAC staff 

• Difficult paperwork processes and difficulty “navigating” TAC processes 

• Pressure to return to work when participant not feeling ready 

• Protracted and adversarial impairment assessment process. 

• Delays in receiving information, organisation of services and reimbursement.   



37 yo female, 
“They need to sit you down and explain their system to you – across the board. I would ring TAC and 
speak to my case manager and then say in a month’s time I’d ring TAC again and try and speak to my 

case manager, and they’d say, “Oh, no, you’ve got a different case manager now, we’ll put you through”. 
So I’d have to speak to them and go right through all my details and claim and everything……Why can’t 
I just stay with the same claim manager because I’ve got a rapport with them, then you’ve got continuity, 

they know who you are, they know how you’re feeling at that time.” 

59 yo female, 
“They’ve got a lot of proformas. And then you get a letter from TAC that all look the same…....I’ve got a 
broken arm, so they’ll probably say on my letter, “If you have a broken leg, then go south. If this doesn’t 

apply to you, go west”. Why don’t they take the broken leg out of my letter? They put it in there and 
when you read it you go, “Oh, what do I have to do now?” And you have to actually read the paragraph 

carefully to work out what applies to you because they just have a proforma. And if you have a look 
really carefully you might find a sentence on my letter that applies specifically to you. If you miss that 

you’re done for.” 

#44 yo male, 
“You go in there, I don’t know, they’re just not very compassionate, regardless of your situation; they’re 

not very helpful the people..” 



26 yo female, 
“……and he was just really trying to intimidate me the whole time. He could clearly see I was 

legitimate. Within the first ten minutes he could have kicked it back a bit and not kept attacking the 
whole way, but he was totally inappropriate and the fact that he is in a care profession, he should have 
treated me as a patient. I know he was contracted by the TAC and he gets paid by them, but there was 

no bedside manner, there was no…it was just really bad.” 

37yo male,  
“TAC must seem to think that people are now trying to rort the system, and I’m sure that a lot of people 

are, but this is a clear-cut case of a broken leg. The rigmarole to go through to get approval for just 
some basic physio or whatever, and discussing further support after the incident is like pulling teeth.” 

44 yo male,  
“…I would have liked to be treated like a human being instead of like a cash register number, to be 

honest, because some of them… just treated you as a cash register number and as long as they get 
their money, and haven’t heard anything from TAC, they didn’t care what treatment you got.” 

26 yo female, 
“At this stage I actually had to get my solicitor involved because I wasn’t hearing back from them.” 

28 yo female 
“Going through a compensation process makes it harder to recover. I sort of regret that, I should have 

just like not tried to seek compensation. I think that hinders the recovery process.” 



Facilitators of recovery 
• Strong social support network 

• Coordination of care 

• Positive support from their employer 

• A positive attitude and resilience 

• Faith 

• Determination 

• Physiotherapy, psychology and counseling 

• Good communication with health service providers and non-medical 

support 



Barriers to recovery 

• More difficult to clearly define 

• Poor communication 

• Treatment delays 

• A lack of coordination of care 

• Persistent pain 

• Pre-existing anxiety and depression 

• Financial hardship 



Recommendations – Vulnerable patient groups 
1. Without strong social support network 

 - Will need additional information about home and support services 

1. Pre-existing anxiety and depression 

- Will need additional information about psychological counselling, 
clinical treatment 

2. Lack of income protection, accrued leave, etc 

- High risk of serious financial hardship and will need to receive early 
information about financial services, budget and work retraining 



Recommendations – Health care provision 

1. Improved communication 

- prognosis, delays, informed decision making (treatment risks/options) 

2. Consistency of information and designated single point of contact 

3. Coordination of hospital discharge and post-discharge care 

- ? Greater role for GP coordination of care 



Recommendations – Outpatient care 

1. Keep informed about delays and early notification (e.g. SMS) 

2. Remote and telemedicine options 

3. Continuity of contact 

4. Sufficient time to address patient concerns 



Recommendations – TAC 

1. Single and consistent point of contact for clients 

2. Provision of timely information 

3. Improved clarity and transparency of TAC paperwork 

4. Improved timeliness of decision making and reimbursement 

5. Increased empathy of TAC staff 

6. Increased trust in TAC clients 



Closing comments 

• Largest qualitative study of trauma survivors 

• Wealth of information about patients’ experiences with the trauma 
system, their care and recovery 

• Communication is clearly at the heart of positive and negative 
experiences 

• Unparalleled insight into the experiences of patients as they recover 
and clear recommendations for trauma care improvement 
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