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The association between 
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motor vehicle accidents and patient 
satisfaction: a study within a  
no-fault injury compensation system
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O’Donnell5,6, Lesley Stafford5,7 and Trond Nordfjaern8

Abstract
Objective: This study set out to test the relationship between attributions of responsibility for motor 
vehicle accidents and satisfaction with personal injury compensation systems.
Design: The study analysed survey data from 1394 people injured in a motor vehicle accident who were 
compensated under a no-fault personal injury compensation system. Patients’ ratings of satisfaction with 
the compensation system across five domains (resolves your issues, keeps you up-to-date, treats you as 
an individual, cares about you, and overall satisfaction) were analysed alongside patient attributions of 
responsibility for their accident (not responsible, partly responsible, totally responsible). Postaccident physical 
and mental health status, age, gender, and duration of compensation claim were controlled for in the analysis.
Results: A multivariate analysis of covariance indicated attributions of responsibility for accidents were 
significantly associated with levels of patient satisfaction across all five domains under study (F (10, 2084) 
= 3.7, p < 0.001, η2 = 0.02). Despite access to virtually indistinguishable services, patients who attributed 
responsibility for their accidents to others were significantly less satisfied with the injury compensation 
system than those who attributed responsibility to themselves.
Conclusions: Satisfaction with no-fault motor vehicle injury compensation services are associated with 
patients’ attributions of responsibility for their accident. Compensation systems and other rehabilitation 
services monitoring patient satisfaction should adjust for attributions of responsibility when assessing 
levels of patient satisfaction between time periods, services, or injured populations. Differences in levels of 
patient satisfaction observed between compensation or rehabilitation populations may reflect differences 
in attributions of responsibility for accidents rather than objective service quality.
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Introduction
Well-functioning rehabilitation and healthcare sys-
tems are frequently distinguished by their associa-
tion with highly satisfied patients.1,2 Further, 
government financial incentives for both hospitals 
and injury insurers alike are often tied to patient 
satisfaction ratings.3,4

In addition to being regarded as an important 
measure of service quality and function,5 high lev-
els of patient satisfaction contribute to improved 
adherence to medical regimens,6,7 reduced likeli-
hood of changing medical providers,8 reduced 
likelihood of litigation,9 and increased care- 
seeking from medical professionals rather than lay- 
people.10 Increasing patient satisfaction, therefore, 
appears to benefit both organisations and individu-
als, alike.

Attempts to improve patient satisfaction among 
healthcare, rehabilitation, and compensation ser-
vices are often based on an assumption that satis-
faction is driven by the behaviour and characteristics 
of services, themselves.11 Interpersonal manner of 
staff, perceived technical competence, accessibility 
and convenience, financial arrangements, continu-
ity of care, and efficacy of service12 are all factors 
previously reported to influence patient satisfac-
tion. However, subjective measures of satisfaction 
across these domains do not solely assess the per-
formance of organisations; they are also reflective 
of patients’ expectations, preferences, prior experi-
ences, and desired levels of care.12–15

A wide range of demographic and patient char-
acteristics can also affect patient satisfaction,14,16 
including age, gender, socioeconomic status, edu-
cation,1,17,18, mental health status,19–21 pain,22 
depression,22,23 and absolute health outcomes after 
injury or illness.24 Therefore, both the individual 
characteristics patients bring to rehabilitation set-
tings and the eventual health outcomes they achieve 
have considerable influence over their ultimate rat-
ings of satisfaction with services.

Theoretical understanding of patient satisfac-
tion has advanced little in the past two decades. A 
recent area of development, however, relates to 
injury compensation research. Here, perceptions of 
organisational justice following injury, and the 
quality of patient interaction with compensation 
systems, have emerged as areas of interest.25–31 
However, in contrast to the work mentioned above, 
the quality of interaction between patients and ser-
vices within these studies has been viewed as a 
moderator of health outcomes rather than a result 
of them.

Within road trauma and injury populations, 
internal attributions of responsibility for accidents 
have been shown to have protective effects across 
posttraumatic stress disorder,32–35 depression,36 and 
general psychological distress.37,38 Similarly, com-
pensable patients and those who attribute responsi-
bility for injuries to others have shown heightened 
perceptions of injustice, blame, and anger.29,30,39,40 
Despite this literature suggesting that external attri-
butions of responsibility for accidents or injuries 
may lead to interactions with service providers 
more likely to be viewed by patients as unjust, 
attributions of responsibility have been absent 
from previous assessment of factors associated 
with patient satisfaction.13,16,22,41–43 If patient satis-
faction is indeed affected by more than just service 
quality and health outcomes alone,24 it is possible 
that attributions of responsibility may also play a 
significant role. Attributions of responsibility for 
accidents may influence levels of patient satisfac-
tion even in circumstances where accessibility of 
healthcare services and support is largely indistin-
guishable, as is the case in no-fault injury compen-
sation systems.

The aim of this study was, therefore, to assess 
whether attributions of responsibility for accidents 
are associated with patient satisfaction among cli-
ents who have received care within a no-fault 
injury compensation system.44 It was hypothesised 
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that, after controlling for physical health outcomes, 
mental health outcomes, compensation claim dura-
tion, age, and gender, people who attributed 
responsibility for accidents to others would dem-
onstrate lower levels of satisfaction with no-fault 
compensation services than those who attributed 
responsibility to themselves.

Method
Data were extracted from a de-identified patient 
outcomes survey data set of persons injured in a 
motor vehicle accident and compensated by the 
Victorian Transport Accident Commission.

People insured by the Victorian Transport 
Accident Commission have access to ambulance 
cover, hospital treatment, medical services, allied 
health services, occupational rehabilitation, phar-
maceuticals, loss of earnings payments for time off 
work, and a wide range of other assistance, includ-
ing lump-sum payments for ongoing disability.45 In 
addition, persons considered ‘not-at-fault’ in their 
accident who suffer serious injuries have recourse 
to additional lump-sum payments through the pur-
suit of common-law (tort) cases if they are deemed 
to have suffered serious injuries resulting in sig-
nificant permanent incapacity.44

The physical and mental health rehabilitation 
services available to both ‘at-fault’ and ‘not-at-
fault’ clients through the Victorian Transport 
Accident Commission is virtually identical and 
arguably the most generous in Australia.46 Where 
differences do exist between services available to 
‘at-fault’ and ‘not-at-fault’ parties (i.e. reduced 
access to compensation for drink-drivers), they 
favour ‘not-at-fault’ person.47 The system operates 
similarly to other no-fault injury schemes in New 
Zealand, Canada, and the United States.47,48

Participants
Participants were clients of the compensation sys-
tem that had been injured in a motor vehicle acci-
dent and received payment for medical services 
within in the previous 25 months. Participants were 
excluded from the study if they had suffered cata-
strophic injuries as deemed by the system, were 

dependents of deceased accident victims, had pre-
viously indicated to the system that they did not 
want to participate in research programmes or 
communicate with representatives of the compen-
sation system, were multiple family members of 
other persons in the sample populations, were per-
sons whose accident anniversary occurred two-
weeks either side of the potential interview period, 
or were employees of the compensation system.

Procedures
A hard-copy letter of invitation to participate in the 
research was mailed to a sample of 3500 persons 
who met criteria for study inclusion as described 
above. The letter described the purpose of the 
research, that they may be contacted by telephone 
to participate, the voluntariness of participation, 
and time commitment requested. At this stage, 
potential participants had a two-week period in 
which they could contact the compensation sys-
tem’s client research division to withdraw partici-
pation consent, or request a specific interview day 
and time.

A contracted research company then conducted 
the survey via Computer Assisted Telephone 
Interview under the supervision of compensation 
system representatives. Participants were free to 
withdraw consent at any stage through the initial 
contact or interview process. Interviews were con-
ducted over a four-week period between the hours 
of 10 am and 8 pm. The average interview length 
was 25 minutes. Data collection from the potential 
pool of participants ceased when sufficient rates of 
participation as desired by the compensation 
scheme (N = 1394) had been met. The overall 
response rate for persons contacted via telephone 
and eligible for participation was 70%.

Ethics approval for this research was granted by 
the human research and ethics committees of 
Deakin University (2012-234) and the equivalent 
body within the Transport Accident Commission.

Measures
The full survey contained a wide range of measures 
relating to postaccident recovery and participants’ 
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experience with the compensation system. Those 
relevant to the current study are listed below.

Satisfaction with the compensation system was 
measured using five variables rated on a scale from 
1 to 10. Participants were asked: ‘How satisfied are 
you on a scale of 1 to 10 with 1 being the least sat-
isfied and 10 being the most satisfied with the way 
the system; ‘resolves your issues’; ‘keeps you up to 
date’; ‘treats you as an individual’, and; ‘cares 
about you’. Finally, participants were asked to 
respond to the question; ‘Overall, how satisfied are 
you with the system on a scale of 1 to 10 with 1 
being least satisfied and 10 being the most satisfied 
you could possibly be?’

To assess attributions of responsibility for their 
accident, participants were asked whether they 
believed they were ‘totally responsible’, ‘partially 
responsible’, or ‘not responsible at all’ for their 
motor vehicle accident.

The Short-Form Health Survey-12, Version 2 
(SF-12, V2) was used to measure mental and phys-
ical health outcomes at the time of interview. Based 
on physical health composite (PCS) and mental 
health composite scores (MCS) produced by the 
SF-12 V2, participants were then divided into 
equally distributed quartiles (low, medium low, 
medium high, high) across each domain.

Demographic information was collected for 
each respondent, including gender, age, and claim 
duration. Claim duration is a compensation admin-
istration variable that closely approximates time 
elapsed since accident.

Statistical analysis
To determine the association between attributions 
of responsibility for accidents and satisfaction with 
compensation services, a multivariate analysis of 
covariance was undertaken with five dependent 
variables (resolves your issues, keeps you up to 
date, treats you as an individual, cares about you, 
and overall satisfaction), and the three independent 
variables of responsibility for accident (not respon-
sible, partly responsible, totally responsible), MCS 
score quartiles, and PCS score quartiles. To adjust 
for the influence of age, gender, and claim dura-
tion, these factors were entered as covariates into 

the model. Planned posthoc tests (Fischer’s Least 
Squared Difference (LSD)) were then undertaken 
to assess differences between groups on levels of 
satisfaction with the compensation system.

Results
After list-wise screening for missing data across all 
participant records (N = 1394), 297 participants 
were excluded, leaving a total of 1097 available for 
analysis. Assessment of differences between 
included and excluded participants (see Tables 1) 
showed no significant differences between groups 
on variables under study, with the exception that 
those excluded from analysis were, on average, 
marginally older (µ = 46.5 years, σ = 16.7) than 
included participants (µ = 42.3 years, σ = 14.9) 
(p < 0.05). Assessment of demographic differences 
across responsibility for accident groups demon-
strated that ‘not responsible’ participants were pro-
portionately more likely to be females and were 
also slightly older (µ = 44.2 years, σ = 14.3) than 
either partially (µ = 39.3 years, σ = 14.9) or totally 
responsible (µ = 38.9 years, σ = 15.5) participants 
(see Table 2).

Included participants had incurred a range of 
injuries ranging in severity from musculoskeletal 
injuries (26%) (e.g. soft tissue sprains, strains, 
whiplash), orthopaedic injuries (41%) (e.g. frac-
tures, dislocations), ‘severe’ injuries (21%) (e.g. 
amputations, mild brain injury, head injury, de-
gloving, internal, spinal injuries), and ‘other’ 
injuries (12%) (e.g. lacerations, abrasions, 
concussion).

Observing Pillai’s trace criteria, results demon-
strated a significant multivariate effect for attribu-
tions of responsibility for accident across the 
combined satisfaction-related variables (F (10, 
2084) = 3.7, p < 0.001, η2 = 0.02) indicating that 
attributions of responsibility were independently 
associated with satisfaction with the compensation 
system. Between-subject effects demonstrated sig-
nificant associations between attributions of 
responsibility and all satisfaction-related variables 
under study, including: overall satisfaction with the 
system (F (2, 1095) = 14.90, p < 0.001, η2 = 0.03); 
rating of how the system resolves issues (F (2, 
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1095) = 11.41, p < 0.001, η2 = 0.02); rating of how 
the system keeps the patient up to date (F (2, 1095) 
= 7.07, p < 0.01, η2 = 0.01); rating of whether the 
patient believes the system treats them as an indi-
vidual (F (2, 1095) = 8.54, p < 0.001, η2 = 0.02); 
and rating of whether the system cares about them 
(F (2, 1095) = 8.97, p < 0.001, η2 = 0.02).

A series of posthoc tests (Fisher’s LSD) revealed 
the direction of effect between levels of attributions 
of responsibility and satisfaction (see Table 3). 
Persons who attributed responsibility to others for 
their accident reported lower ratings of overall sat-
isfaction, resolution of issues, being kept up to 
date, being treated as an individual, and ratings of 
whether patients believed the system cared about 
them in comparison to those who reported being 
totally responsible for their accident (p < 0.001). 
Linear trends were observed between level of 
responsibility and estimates of individual elements 
of patient satisfaction, indicating that satisfaction 
with the compensation system increased with 
increasing internal attributions of responsibility for 
accidents.

Significant multivariate effects were also 
observed for SF-12 V2 PCS (F (15, 2877) = 1.7, 
p < 0.05, η2 = 0.01) and SF-12 V2 MCS quartile 
groups (F (15, 2877) = 1.7, p < 0.05, η2 = 0.01), 
indicating that both mental and physical health sta-
tus were positively associated with levels of satis-
faction after controlling for age, gender, and 
duration of claim. Duration of claim was the only 
covariate to record a multivariate effect (F (5, 

1042) = 7.0, p < 0.001, η2 = 0.03) with descriptive 
data showing that shorter claim durations were 
associated with higher levels of satisfaction. No 
significant multivariate interaction effects were 
observed between independent variables.

Discussion
Results supported our hypothesis in that, after con-
trolling for mental and physical health status, age, 
gender, and duration of claim, people who attrib-
uted responsibility for their motor vehicle accident 
to others were significantly less satisfied with the 
injury compensation system than those who attrib-
uted responsibility either partially or completely to 
themselves. This finding is novel because, to the 
authors’ knowledge, no previous investigation has 
considered the role of attributions of responsibility 
for accidents or injury on perceptions of satisfac-
tion with injury compensation or other health 
services.

The compensation and rehabilitation resources 
available to all participants under study were vir-
tually identical. It is therefore curious that persons 
who attributed responsibility for accidents to oth-
ers remained less satisfied with the support they 
received. We believe that is particularly interest-
ing given that the differences observed between 
levels of responsibility on patient satisfaction are 
independent of health outcomes and occurred 
within a no-fault scheme specifically designed to 
reduce disadvantages associated with fault-based 

Table 1. Descriptive statistics associated with age, gender, and duration of claim for included and excluded 
participants.

Included cases (N = 1097) Excluded cases (N = 297)

 % n Mean SD % n Mean SD

Gender Male 62.7 688 58.2 173  
 Female 37.3 409 41.8 124  
Age 42.3b 14.9 46.5a 16.7
Duration of claim 0–12 months 29.1 319 26.6 79  

13–24 months 32.2 353 24.6 73  
25–36 months 19.1 209 25.3 75  
37+ months 19.7 216 23.6 70  

Values in the same row not sharing the same subscript are significantly different at p < 0.05 level.
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systems. Although unmeasured in this study, 
these results add weight to themes relating to 
perceptions of injustice, blame, and anger 
among patients29,30,36,39,40 that may contribute to 
decreased levels of satisfaction among not-
responsible persons.

These findings are important from both an 
applied and theoretical perspective for the concep-
tualisation and study of patient satisfaction among 
injury compensation and rehabilitation service pro-
viders. From an applied perspective, they highlight 
that factors associated with satisfaction among cli-
ents of no-fault injury compensation systems are 
not wholly under the control of the service pro-
vider. Organisations and clinicians seeking to 

measure the quality and function of the services 
they deliver are met by a casemix that may vary in 
relation to the degree in which it attributes respon-
sibility for injury or illness to themselves or others. 
It is plausible that two services delivering identical 
care to separate groups of patients for whom the 
genesis of their ailment is either internally or exter-
nally attributable could encounter considerable dif-
ferences in their mean ratings of patient satisfaction. 
Without adjusting for casemix between the two 
services, satisfaction results may not provide an 
accurate reflection of actual differences in service 
quality. Similarly, compensation or health services 
that monitor satisfaction over time, but do not 
adjust for casemix, may misconstrue the true nature 

Table 2. Descriptive statistics associated with age, gender, and duration of claim for all participants within each 
attribution of responsibility group.

Totally responsible Partially responsible Not responsible

 n % Mean SD n % Mean SD n % Mean SD

Gender Male 143c 73.0 162c 74.7 383a,b 56.0  
Female 53c 27.0 55c 25.3 301a,b 44.0  

Age 38.9c 15.5 39.3c 14.9 44.2a,b 14.3
Duration of claim 0–12 months 59 30.1 63 29.0 197 28.8  

13–24 months 65 33.2 67 30.9 221 32.3  
25–36 months 42 21.4 49 22.6 118 17.3  
37+ months 30 15.3 38 17.5 148 21.6  

Values in the same row not sharing the same subscript are significantly different at p < 0.05 level.

Table 3. Estimates of satisfaction elements associated with levels of attributions of responsibility for accidents 
after adjusting for age, gender, time since accident, injury severity group, and mental and physical health component 
scores from the SF-12 V2.

Totally responsible Partially responsible Not responsible

System resolves your issues Mean 8.03c 7.66c 7.08a,b

 SE 0.20 0.18 0.10
System keeps you up-to-date Mean 7.84b,c 7.18a 6.94a

 SE 0.22 0.19 0.10
System treats you as an individual Mean 8.10c 7.69c 7.20a,b

 SE 0.21 0.19 0.10
System cares about you Mean 7.74b,c 7.08c 6.68a

 SE 0.23 0.21 0.11
Overall satisfaction with system Mean 8.21b,c 7.46a,c 6.98a,b

 SE 0.21 0.19 0.10

Values in the same row not sharing the same subscript are significantly different at p < 0.05 level. SE denotes Standard Error.
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of observed changes in satisfaction ratings between 
time periods.

Adjusting for attribution, casemix may be par-
ticularly important in injury compensation services 
where the changing popularity of transport modes 
over time (e.g. cars, cycling, walking, motorcycles) 
produces differences in the circumstances under 
which ‘average’ compensable injuries occur. For 
example, between 2008 and 2013 there was a 31% 
increase in motorcycle registrations within 
Australia, a more rapid increase than of any other 
vehicle type.49 A large proportion of motorcyclists 
are involved in single-vehicle ‘run-off road’ acci-
dents50 and hence, may more likely attribute 
responsibility for accidents to themselves.38 If 
recent trends of increased mode share by motorcy-
cles translates into increased proportional repre-
sentation of motorcyclists within injured 
populations,51 it could conceivably affect levels of 
satisfaction within compensation systems, leading 
them to be higher than they might otherwise have 
been.

Limitations of the results presented here relate 
to the degree to which findings are transferrable to 
populations other than those injured in motor vehi-
cle accidents (e.g. workplace accidents, sporting 
injuries, physical assaults) and whether patients’ 
views of the compensation system are also consist-
ent with opinions of medical care quality across 
other services received by the patient (e.g. ambu-
lance or emergency services, allied health, hospital 
care). Future research may wish to explore these 
areas.

Attributions of responsibility for accidents are 
independently associated with satisfaction with no-
fault compensations systems among people injured 
in motor vehicle accidents. This effect is independ-
ent of mental and physical health outcomes, age, 
gender, and claim duration. Even within no-fault 
compensation systems where access to benefits 
and resources to assist one’s rehabilitation are 
indistinguishable or may even favour ‘not-at-fault’ 
parties, persons who attribute responsibility for 
accidents to others demonstrate lower levels of 
patient satisfaction than those who attribute respon-
sibility either partially or wholly to themselves. 
Compensation systems, rehabilitation providers, or 

other health services attempting to monitor patient 
satisfaction may wish to adjust for attribution 
casemix when assessing results over time or when 
attempting to compare performance between ser-
vices or injured populations. Future research 
should control for the effect of attributions of 
responsibility for accident or injury when assessing 
satisfaction or quality of interactions between 
patients and compensation systems.

Clinical messages

•• Patients injured in motor vehicle acci-
dents who do not consider themselves 
responsible for their accident may demon-
strate lower levels of satisfaction with 
compensation or rehabilitation services.

•• Differences in patient satisfaction ratings 
between injured populations or compen-
sation systems may reflect differences in 
attributions of responsibility for accidents 
or injuries rather than differences in 
objective service quality.
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