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OFFICIAL
Hi,

Please see attached icare’s responses to the Law and Justice Dust Disease hearing – Questions on Notice and 
Supplementary Questions.

Additionally, we are seeking the following corrections to the transcript:

• Page 12, paragraph 14
Rohit Mandanna’s response has been recorded as ‘… little consideration of diseases of the lungs’.
It should be ‘… little consideration of diseases outside the lungs’.

• Page 4, paragraph 8
Rohit Mandanna’s response has been recorded as …’ register of employers that have exposure …’
It should be ‘… register of employees that have exposure …’

Thanks

Kind regards
Bree McFadden
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LAW AND JUSTICE COMMITTEE 


The CHAIR:  Welcome to the second hearing of the Committee's 2024 Review of the Dust Diseases 
Scheme. My name is Greg Donnelly and I am the Chair of the Committee. I acknowledge the Gadigal people of 
the Eora nation, the traditional custodians of the lands on which we are meeting today. I pay my respects to Elders, 
past and present, and celebrate the diversity of Aboriginal peoples and their ongoing cultures and connections to 
the lands and waters of New South Wales. I also acknowledge and pay my respect to any Aboriginal and Torres 
Strait Islander people joining us today, either coming into the Parliament or over the internet. 


I ask everyone in the room to please turn their mobile phones to silent or to turn them off. Parliamentary 
privilege applies to witnesses in relation to the evidence they provide to the inquiry at the hearing today. However, 
it does not apply to what witnesses say outside of the hearing. I urge witnesses to be careful about making 
comments to the media or to others after completing their evidence. In addition, the Legislative Council has 
adopted rules to provide procedural fairness for inquiry participants. I encourage Committee members and 
witnesses to be mindful of these procedures. 
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Mr STUART FARQUHARSON, Interim Chief Executive Officer, icare, affirmed and examined 


Mr ROHIT MANDANNA, General Manager, Lifetime and Workers Care, icare, affirmed and examined 


 
The CHAIR:  Thank you both for coming along this morning. If I'm not wrong, both of you have not 


appeared before this Committee with the periodic reviews we do of the statutory schemes. 


STUART FARQUHARSON:  That's correct. 


The CHAIR:  This Committee has as part of its ongoing responsibility the review of the schemes on a 
rolling basis. We've always appreciated the cooperation given to provide very senior witnesses from the respective 
organisations, and you're most welcome. I don't know if you've been told about whether these hearings are difficult 
or not-so-difficult exercises. We don't seek to make them difficult, but we've obviously got some questions we'd 
like to ask you. The reports that come from this inquiry by this Committee are always important in terms of their 
findings and recommendations to go back to government, to provide them with thinking and ideas and even 
particular thoughts about ways in which matters can be dealt with to improve and enhance the operation of 
respective schemes—in this case, the dust diseases scheme in New South Wales. I commence by inviting an 
opening statement. That might be a good way to get things going. 


STUART FARQUHARSON:  Good morning, everyone, and thank you very much for the opportunity to 
be here today to discuss the Dust Diseases Care scheme. Icare's role is to administer the scheme and arrange 
compensation when somebody is identified as having a compensable dust disease. In accordance with the 
legislative framework, the scheme covers financial assistance for workers: loss of income and reasonable medical 
expenses for treatments and care related to their dust disease. That includes hospital admission expenses, 
psychological support, pharmacy costs, nursing, personal care assistance and ability aids, oxygen supplies and 
domestic assistance. 


In addition to our legislated role of care and compensation, icare takes a proactive approach to working 
with other stakeholders, like SafeWork, to create awareness of dust diseases and support high-risk industries and 
impacted workers more broadly. An example of this is our lung screening service, which is provided free to 
workers and is heavily subsidised to employers, where applicable. We also work with SIRA-accredited providers 
to offer access to vocational programs, to enable workers with a diagnosed dust disease to leave their hazardous 
workplace. We take this inquiry as an opportunity to ensure continuous improvement across the Dust Diseases 
Care ecosystem. 


I'd also like to take the opportunity to inform the Committee that we have recently gone through an 
organisational restructure at icare and are still undergoing changes in leadership, including for the dust diseases 
scheme. As interim chief executive officer for icare, and together with my colleague Rohit, who was the previous 
interim general manager for the dust diseases scheme, we'll do our best to answer questions from the Committee. 
But we may also take questions on notice to ensure we're providing full and accurate responses to inform your 
work and any recommendations from the inquiry. 


Let me provide you with some background to the scheme and how it works. The Dust Diseases Care 
scheme currently provides support to approximately 1,500 workers and 3,500 dependants, 334 of whom have 
been impacted by a diagnosis of silicosis or another silica-related disease. When a worker is accepted into the dust 
diseases scheme, they are assigned an appropriately trained case manager at icare as a single point of contact, and 
that dedicated case manager is maintained for the life of the claim. Those icare case managers ensure the workers 
and, where appropriate, their families are aware of the support available to them and help to identify the most 
effective support for each worker, based on best practices. Our case managers provide guidance to the workers 
and their families in understanding the claims pathway and on what to expect in order to be able to plan for the 
future. They provide practical assistance with assessing financial entitlements and medical support as their needs 
change over time. 


Importantly, while there are no legislated obligations under the scheme in relation to return to work, icare 
recognises the need to support people who are partially impaired due to occupational dust exposure yet are still of 
working age. This includes younger workers diagnosed with silica-related diseases who are encouraged by 
medical professionals to leave hazardous industries to eliminate their ongoing exposure to silica dust. Icare's 
vocational assistance program uses SIRA-accredited providers to help workers explore their employment options 
and transition to new industries, if they choose to do so. The provider offers a range of support services depending 
on a worker's needs regarding their location, cultural background and language barriers, and that includes 
retraining and skill enhancement opportunities, and assistance with job seeking, interview preparation and 
securing work trials. An example of this is icare-funded laptop technology classes and an interpreting certification 
for a worker who wanted to retrain from being a stonemason to being an interpreter. 
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Other examples are quite expansive. They include assisted training through our program for a personal 
trainer, a property manager, a disability support worker, a picture frame maker et cetera. We also offer 
psychological support to workers by funding appropriately qualified psychologists and counsellors. 
Unfortunately, the current legislative framework does not allow flexibility to provide tailored financial support to 
meet the individual needs of our workers with silicosis, many of whom need support at a younger age. These 
workers are often still building their careers and have many years of supporting families and paying mortgages 
ahead of them. Icare does what we can within the bounds of the applicable legislation. 


Back to the screening, icare is the only subsidised screening service in New South Wales. We have a fixed 
clinic located in Kent Street in the Sydney CBD and a mobile lung bus clinic that travels across the State. Icare 
offers a team of expert clinicians who monitor a person's lung health over time, so they are in a good position to 
pick up anything unusual as early as possible. Those screening services are provided free of charge for workers. 
There is a significantly subsidised cost per worker to some employers. That is approximately 25 per cent of the 
cost of what is charged by commercial providers, as a comparison. Our screening services are provided free of 
charge for employers in the engineered stone industry. They are free for people who are retired or no longer 
working and believe they were exposed to harmful dust in a New South Wales workplace. 


Our mobile service is well used by the community and employers across New South Wales. Last year, our 
board approved funding for a new mobile clinic to be built to ensure continuity of service as the current clinic, 
our popular Lung Bus, has reached the end of its life. This is expected to be launched in early 2025. It includes 
the latest equipment and an innovative design. Every year, more than 5,000 people with exposure to dust through 
work in New South Wales get their lungs checked on that Lung Bus or in Kent Street, but we know that there are 
many more who should be getting their lung health checks. According to the dust levy data, 78,000 workers in 
New South Wales work in conditions with hazardous dust levels. We are exploring options as to how to best 
expand our screening services and capacity. We play an important role in lung screening, but a larger market with 
a greater capacity is required to fully support workers across the State who are exposed to unhealthy dust levels. 


I'd also like to say that icare is very supportive of the forthcoming silica work register being delivered by 
SafeWork, which will legally require employers in high-risk sector workplaces to enter their workers' details on 
a register. Icare will have access to the data on the register, which will help us target more workers for screening 
purposes. We have established routine meetings with SafeWork to facilitate interagency information sharing and 
we need to strengthen our joint efforts to promote screening and prevention in our interactions with employers in 
this regard. 


My last point is I'd like to highlight that icare's Dust Diseases Care team does a wonderful job of caring 
for workers of New South Wales who are impacted by dust disease. They are passionate and committed and focus 
on providing empathetic and proactive support for workers and their families when they need it most. It is hard 
work but we can wholeheartedly say that we are doing everything we can within the bounds of the legislative 
framework for those who we serve. Our participant satisfaction within the Dust Diseases Care scheme remains 
high, with an average satisfaction rate over the last quarter above 90 per cent. Feedback remains positive, with 
frequent praise for our staff's professionalism, empathy, responsiveness and personalised care. We remain 
committed to maintaining that level as we move forward in optimising our administration of the scheme. We look 
forward to working with the Committee on this review. Thank you very much. 


The CHAIR:  Thank you very much, Mr Farquharson. Mr Mandanna, do you have anything to add to that, 
or does that represent the opening statement for the organisation? 


ROHIT MANDANNA:  No, nothing further to add from my perspective. 


The CHAIR:  Present today are members of the Legislative Council from Government, Opposition and 
the crossbench. The way we wish to proceed, if you are happy with it, is to share the questioning between ourselves 
and provide a back-and-forth exchange of questions and answers. We've got until 11.00 a.m., so we've got a decent 
period of time. I don't expect we will exhaust questions before then, but if we do, we won't hold you back for the 
sake of it. It is likely there will be a number of questions. Thank you for your submission from icare, which stands 
as submission number 12 to the inquiry. It has been processed and uploaded onto the inquiry's webpage. It forms 
part of the evidence to the inquiry in a written form. We are obviously going to receive some evidence from 
yourselves today. 


I will start with a question. Thank you for your submission. It's a very valuable submission, particularly 
the data contained in the six appendices. I will take you to page 8 and the heading "Natural stone". Can I take it 
as read and understood that in the context of dealing with silicosis or dust diseases in New South Wales, we have 
moved to tackling and dealing with—not just in New Wales but at a national level—the situation relating to 
manufactured stone and the banning that has come in with regard to that. There is obviously a legacy issue that 
will play itself out that we need to be very alive to. That has been tackled in a legislative way and we are aware 
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of the laws around that. But, particularly in terms of this inquiry, we are having a particularly close look at the 
silica-related dust associated with tunnelling, of which there has been much work done in the State since around 
2012-13.


I have to say upfront, if you're not aware of this, it's exercising the minds of Committee members in a most 
significant way because we see it lurking there as something that has not received, perhaps, the attention it 
deserves in terms of coverage in the public domain and, dare I say, in the political domain. But we're staring at it 
and it's staring at us. We're very keen to develop a report with findings and recommendations that are going to 
tackle that head on to significantly lift up what we're dealing with in regard to this matter. 


On page 8 under the heading "Natural stone", I take you to the third to last paragraph on the page. It states, 
"Projections in relation to silicosis exposure are not reliable due to insufficient information being available." That's 
a significant statement about it not being reliable. Can you elucidate on that statement? I am particularly interested 
in the data collection associated with silicosis. Are we in a position to say we are collecting detail with specificity 
that goes to explaining the source of where the silica dust has come from? We are particularly focusing on and 
want to get our heads around the matters to do with the tunnelling.


STUART FARQUHARSON:  Yes, certainly. What I can say is that icare is not yet seeing a trend for 
increased screening in the tunnelling and quarrying industries, but there has been an increase in the trend of 
employers in those industries using the services of private medical providers, rather than utilising icare's lung 
screening and health monitoring services. That limits our ability to systemically collect demographic workplace 
and health data and understand disease prevalence.


The CHAIR:  Which is in the next paragraph.


STUART FARQUHARSON:  It also limits opportunities for us to ensure workers are aware of the 
support available under the scheme and how to access it. As those tunnelling projects are generally run by major 
companies that are ensured by Comcare, it limits our ability to educate those workers. They would not be eligible 
for the scheme under the current legislation. I am not sure whether that addresses your question, but icare has 
reached out to offer health monitoring services to major employers in tunnelling, which they have declined, with 
a preference to use private companies due to a larger service offering.


The CHAIR:  If I can cut to the chase, the Committee is particularly interested in hearing your thoughts. 
I am speaking as a single member of the Committee and other Committee members will have their own questions. 
In terms of what you've observed since you've been in the role and have come to understand—and bringing into 
that the previous experience that you've had—what can be done, in your view, or what should be explored at the 
very least, how we—the State through its agencies and bodies—get our hands on the data that we need to 
understand the size of the issue before us, so we aren't operating in the dark?


STUART FARQUHARSON:  I'll let Rohit respond to that, but from September this year there are 
additional requirements in relation to the processing of silica substances. These assessments in the workplace 
should help in icare seeing an increased demand for our screening services. I think that's one component of it. But, 
of course, we will continue to monitor developments there. I will let Rohit respond to that. 


ROHIT MANDANNA:  Sure. Thank you, Stuart. Firstly, from a data perspective, SafeWork is working 
towards collecting the data and building out a register of employers that have exposure to environments that have 
got hazardous dust. We're working closely with SafeWork on the completion of that register. Once we have the 
register, we have the opportunity to identify employers at higher risk of dust exposure and then we can work 
jointly with SafeWork to target and prioritise screening services to those employers that are in greatest need.


The CHAIR:  That sounds like potentially quite a horribly slow way of the State being able to access 
accurate information in a timely fashion about the exposure of tunnelling workers to silicosis. In other words, 
from exposure through to actually seeing data—seeing figures with some specificity. That would take, I would 
imagine, many, many months. Would you agree?


ROHIT MANDANNA:  Thank you for the question. In terms of the register, SafeWork is looking to 
publish that register over the course of the first part of next year. That's the time frame that we are working 
towards, and I can take that away on notice to identify more detail on how we can work better to get access to the 
data.


The CHAIR:  I've got more questions, but I need to share it around.


Ms ABIGAIL BOYD:  Thank you both for coming along this morning. We've had a number of 
recommendations in other submissions and from other witnesses, and one of them involves this issue around 
private screening. The recommendation is that it just be made mandatory—that we need to make sure that all 
workers exposed to dust in their workplace have access to an icare screening. What is the practical implication if 


ROHIT MANDANNA: Sure. Thank you, Stut art. Firstly, from a data perspective, SafeWork is workingy , y, p p , g
towards collecting the data and building out a register of employers that have exposure to environments that have g g g p y p
got hazardous dust. We're working closely with SafeWork on the completion of that register. Once we have the g g y p g
register, we have the opportunity to identify employers at higher risk of dust exposure and then we can work g , pp y y p y g p
jointly with SafeWork to target and prioritise screening services to those employers that are in greatest need.


The CHAIR: That sounds like potentially quite a horribly slow way of the State being able to accessp y q y y g
accurate information in a timely fashion about the exposure of tunnelling workers to silicosis. In other words, y p g ,
from exposure through to actually seeing data—aa seeing figures with some specificity. That would take, I would p g y g
imagine, many, many months. Would you agree?


ROHIT MANDANNA: Thank you for the question. In terms of the register, SafeWork is looking toy q g , g
publish that register over the course of the first part of next year. That's the time frame that we are workingp g p y g
towards, and I can take that away on notice to identify more detail on how we can work better to get access to the
data.
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we were to do that? Do you have the capacity to be able to do that screening? What would it look like? What 
would the lead time be and the resources required?


STUART FARQUHARSON:  I quoted some numbers earlier around our current capacity and volumes.
If we're looking at 78,000 workers potentially impacted, our current capacity is around—it's over the 5,000 that's 
currently going through the system, but it's not anywhere close to the 78,000. As I said, we're looking at options 
to maximise capacity, but there is a big difference. That would not solve the issue alone, would be my response.


Ms ABIGAIL BOYD:  The alternative suggestion in the submissions, then, is that there at least be some 
mandatory reporting back to icare from the private clinics. What would that involve? Presumably you would need 
to set up the system and there would be a lead time. What would the resources look like for that as an option?


STUART FARQUHARSON:  I think it's a question that we should consider and get back to you on. What 
I would say is that that is some of the issue. It would allow us to proactively engage and do further screening. 
I think there are benefits out of that. Practically speaking, from a reporting mechanism, I'm not sure what the 
demand would be. Rohit, do you have a view on that?


ROHIT MANDANNA:  From what we know, there are 78,000 employees across the State that work in 
environments that have got exposure to hazardous dust. Out of that, we know that there are approximately 
26,000 that would require screening on an annual basis. As Stuart mentioned, we have the capacity to provide 
screening to approximately 5,000 of those employees, and there is a broader market that we need to work with 
that can help meet that demand. That's something that the dust diseases team is exploring options in terms of how 
we best can increase our capacity to meet increased demand.


STUART FARQUHARSON:  But I think your question was around the implications of implementing a 
reporting mechanism so that we have that information.


Ms ABIGAIL BOYD:  Yes.


STUART FARQUHARSON:  That's probably something that will require some consideration from us, 
because how do we respond to that additional information? We're saying it would inform us to be able to be more 
proactive, and I think that's the point out of this.


Ms ABIGAIL BOYD:  Yes, that's right. If next year we were to pass a bit of legislation that said actually 
all of these results need to be forwarded through to icare, what would it then take from your side of things? Could 
you take that on notice and come back on that?


STUART FARQUHARSON:  Yes.


Ms ABIGAIL BOYD:  I understand when you've had an icare screening there is a follow-up mechanism.


STUART FARQUHARSON:  Yes, that's right.


Ms ABIGAIL BOYD:  So building that in also for those workers who have had a private screening.


STUART FARQUHARSON:  My initial response would be the analytical side of it, you could 
probably—because that's right, obtaining insight from that information, creating awareness so that we can be more 
proactive. I would say, yes, there's going to be a focus required there. But, importantly, for the follow-up screening 
and that proactive approach, we will have to solve the capacity issue there for that.


ROHIT MANDANNA:  And I think we also need to work out how we build data-sharing arrangements 
with the broader private sector providers so we can access that data, and then we have a consolidated view of how 
we can best report on those activities.


STUART FARQUHARSON:  I think that's what you're leading to—what mechanism could we put in 
place that would help that.


Ms ABIGAIL BOYD:  That's right.


The CHAIR:  Can I just jump in quickly? Sorry to interrupt. Data sharing, at the end of the day, if we just
go back to the paragraph we're quoting from on page 8, with respect to the employers, it seems to me from your 
experience—and correct me if I'm wrong—that there is some great reticence and reluctance to cooperate with 
respect to handing over data. Is that a fair assessment or a fair statement to make?


STUART FARQUHARSON:  I'm not sure what the driver is. But, yes, we do not have a level of insight 
into the prevalence of dust disease through that screening.


Ms ABIGAIL BOYD: The alternative suggestion in the submissions, then, is that there at least be somegg , ,
mandatory reporting back to icare from the private clinics. What would that involve? Presumably you would need y p g p y y
to set up the system and there would be a lead time. What would the resources look like for that as an option?


STUART FARQUHARSON: I think it's a question that we should consider and get back to you on. What Q q g y
I would say is that that is some of the issue. It would allow us to proactively engage and do further screening.y p y g g g
I think there are benefits out of that. Practically speaking, from a reporting mechanism, I'm not sure what they p
demand would be. Rohit, do you have a view on that?


ROHIT MANDANNA: From what we know, there are 78,000 employees across the State that work in , , p y
environments that have got exposure to hazardous dust. Out of that, we know that there are approximately g p , pp y
26,000 that would require screening on an annual basis. As Stuart mentioned, we have the capacity to provide , q g , p y p
screening to approximately 5,000 of those employees, and there is a broader market that we need to work withg pp y , p y ,
that can help meet that demand. That's something that the dust diseases team is exploring options in terms of how p g
we best can increase our capacity to meet increased demand.


STUART FARQUHARSON: But I think your question was around the implications of implementing a Q y
reporting mechanism so that we have that information.


Ms ABIGAIL BOYD:  Yes.


STUART FARQUHARSON: That's probably something that will require some consideration from us,Q p y g q ,
because how do we respond to that additional information? We're saying it would inform us to be able to be morep
proactive, and I think that's the point out of this.


Ms ABIGAIL BOYD:  Yes, that's right. If next year we were to pass a bit of legislation that said actually , g y p g y
all of these results need to be forwarded through to icare, what would it then take from your side of things? Could g
you take that on notice and come back on that?


STUART FARQUHARSON: Yes.


The CHAIR: Can I just jump in quickly? Sorry to interrupt. Data sharing, at the end of the day, if we justj j p q y y p g, y, j
go back to the paragraph we're quoting from on page 8, with respect to the employers, it seems to me from your g p g p q g p g , p p y , y
experience—and correct me if I'm wrong—that there is some great reticence and reluctance to cooperate withp g g
respect to handing over data. Is that a fair assessment or a fair statement to make?


STUART FARQUHARSON:  I'm not sure what the driver is. But, yes, we do not have a level of insight Q
into the prevalence of dust disease through that screening.
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The CHAIR:  Has that information been requested? I appreciate you're in that role for a relatively short 
period of time. In that context, I do understand if you need to take it on notice. But has icare been quite assiduous 
in trying to get cooperation to receive data and then you've met basically a brick wall?


STUART FARQUHARSON:  I will let you respond to that, if you're comfortable to.


ROHIT MANDANNA:  That's something I might need to take away on notice and we can come back to 
the Committee.


The CHAIR:  Sorry, I cut Abigail off.


STUART FARQUHARSON:  I'd just respond with a different answer to that, which is slightly related. 
We did also make reference to the fact that we've been working very closely with SafeWork and SIRA around 
data-sharing opportunities. Now, it's not exactly the point you're asking about, but we are actively engaging on 
that area and I think making good progress.


The CHAIR:  It's good that there's greater comity in the systems to enable sharing and analysis of
information, but I'm talking about getting the primary data in the first place.


Ms ABIGAIL BOYD:  If I could just finish on the dust disease screening side of things. That reluctance 
you were talking about with the Chair—is that from the companies themselves to share data in relation to 
employees or is it a reticence from private clinics or employees to share that data across?


STUART FARQUHARSON:  I think it's a broader reluctance.


Ms ABIGAIL BOYD:  That's useful. I don't remember what my second question was in relation to 
screening. I will hand over to someone else and come back.


The Hon. BOB NANVA:  Sorry to harp on about the data that icare has available to it, but I think it is a 
critical issue. In terms of accurately projecting the potential liability to the scheme of emerging hazards like dust 
diseases, would you agree that is entirely predicated on having accurate, reliable and public data sets available to 
you? I mean, how can you accurately predict the potential exposure of the scheme to these diseases without that 
data?


STUART FARQUHARSON:  Should I talk a little bit about the process that we go through? We do have 
a very strong actuarial capability in the organisation and we perform our half-yearly liability evaluations. I'll also 
just talk a little bit about how we run the scheme. We run this on a pay-as-you-go basis, and really what that means 
is that the scheme is funded so there's always a net zero result. I know your point is a little bit different around 
how do we get insight into what's going to happen in the future because that's really about the liability base that 
we have in the financials. The scheme has $2 billion in claims liabilities and those are funded through contributions 
and, of course, the investment asset base that we have—the investment returns and a drawdown on that. But we 
do significant modelling on the numbers that are coming through and, yes, it's important that we do have a handle 
on what's emerging out of silica, so your point is right.


The Hon. BOB NANVA:  But to do that modelling, you need the data.


STUART FARQUHARSON:   Yes.


The Hon. BOB NANVA:  You need the monitoring data that's taken place, the actual exposure that's taken 
place. You can't perform a model on a range of hypotheticals, can you?


STUART FARQUHARSON:   No, you can't, and the reality is that when you look at our claims and 
liabilities at the moment, they are still significantly impacted by historical exposures. This is a new, emerging 
exposure that we're talking about and we're talking about practical ways to improve the data that we hold. I think 
it's all absolutely relevant, but the substantial portion of our liabilities as they currently stand relate to historical 
asbestos-related claims. I'm not sure if that helps. I'm agreeing with you. We do need to be proactive in terms of 
the new, emerging risks that are coming through. Rohit, do you have anything else to add on that?


ROHIT MANDANNA:  No, nothing further. 


The Hon. BOB NANVA:  Coming at this from another way, there's the potential liability to the scheme. 
You'd agree that icare would be incentivised to see this emerging workplace hazard mitigated in every workplace 
because, obviously, that reduces exposure to the scheme. 


STUART FARQUHARSON:  Yes, and, importantly, it helps us to provide support to people that are 
impacted—injured workers who are impacted through the exposure.


The CHAIR: Has that information been requested? I appreciate you're in that role for a relatively short q pp y y
period of time. In that context, I do understand if you need to take it on notice. But has icare been quite assiduous p , y
in trying to get cooperation to receive data and then you've met basically a brick wall?


STUART FARQUHARSON:  I will let you respond to that, if you're comfortable to.


ROHIT MANDANNA: That's something I might need to take away on notice and we can come back to
the Committee.
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The Hon. BOB NANVA:  Would you agree that beyond governments legislating, when there is an 
emerging workplace hazard that's presenting itself, like dust diseases, one way to mitigate that emerging hazard 
is to promote and enforce better practices at each workplace? Is that a fair assessment? 


STUART FARQUHARSON:  It sounds fair, yes. 


The Hon. BOB NANVA:  Is the promotion of data a key factor in that—having published public data 
available to everyone with a view to driving better practices at each workplace with emerging hazards?  


ROHIT MANDANNA:  There are two parts to your question. One is the promotion of safer workplaces 
and the second part was utilising data to promote safer workplaces. 


The Hon. BOB NANVA:  Yes. 


ROHIT MANDANNA:  I will start with the first part. If we think about the promotion of safer workplaces 
and increasing workplace health and safety, that's the role of SafeWork. Icare collaborates with SafeWork. The 
role of icare is to administer the scheme and provide treatment, care and support, and compensation entitlements 
to workers who have been assessed with a dust disease. The second part is in terms of the promotion of the data, 
as I think we've touched on. It is a small but it is a growing cohort and, as we have access to more data, that gives 
us an increased opportunity to better project some of those future liabilities. 


The CHAIR:  Sorry, can I just jump in? When you say "small", with respect, we don't know what we don't 
know and icare doesn't know what it doesn't know. It may well not be small. Is that not correct? If people haven't 
been tested, we don't have data and we don't have accurate information, how do we know it's small? I'm 
particularly focusing on work with respect to silica dust in tunnelling. You can't say it's small, can you? You can 
say that the information you've got suggests that it's small, but you don't know that it's small, do you? 


STUART FARQUHARSON:  That's quite correct. I think the answer is that, when you look at the claims 
that are currently being paid out of the scheme, the vast majority of them relate to non-silica related diseases—
and your point being that there's an emerging risk and trend, and we need to understand that. Just to support the 
position that Rohit was articulating there, if you look at the number of applicants awarded benefits in 2024, it was 
almost 400 and, of that, new applicants with silicosis and payments for that were 80. It is not insignificant, but it 
is smaller. As you say, it is very important that we understand what is emerging. 


Ms ABIGAIL BOYD:  We heard in the previous hearing about silicosis taking 10 years, on average, after 
exposure. We've heard a lot of evidence about concerns with air quality, particularly in tunnelling, and some 
submissions and witnesses have said, basically, that we're going to see a big wave of new workers being diagnosed 
with silicosis after working in tunnels. Looking at that emerging risk, how from a pure financial perspective does 
icare get comfortable with how it can model its potential outflows in the future? What information do you need 
in order to do that accurately, given that you don't have that sort of screening data? 


STUART FARQUHARSON:  I think it comes back to the screening. The screening needs to be done and 
we need to understand what is emerging out of that. That's how we can best prepare for future exposure, really, 
or future illness. In terms of the way the model was set up, and I spoke about that a bit earlier, we're providing for 
current claims as they emerge, but your point is about future claims and that's really what the nub of this issue is: 
How do we get to that? It is about understanding that we're screening at an appropriate level, and we understand 
there are implications of what's coming out of that screening. The technology is improving all the time so we can 
understand and detect disease early, so it's about having access to that, I suggest. 


Ms ABIGAIL BOYD:  In terms of the health of the scheme at the moment financially, my understanding 
is that it's pretty good at the moment. It's not under pressure. 


STUART FARQUHARSON:  No.  


Ms ABIGAIL BOYD:  But there is a potential for these claims to really increase. What is the process then 
of ensuring that the companies responsible now are paying into the scheme to ensure that there's enough money 
in the future? 


STUART FARQUHARSON:  This comes back to that point about the structure of the scheme. As 
I described, the pay-as-you-go system means that, effectively, the claims that are incurred during a financial year 
are paid for out of levies that are levied that year and collected, plus returns on the prior investment base. There 
is an element of prior employers contributing to the current claims, but future claims coming through will be 
funded out of future levies and, to the extent that there are still investment returns, that will contribute to it. Those 
are the two mechanisms. If there's a significant increase, that's largely going to be funded out of future levies, to 
answer your question. So what is the mechanism to recover that from employers now? The mechanism doesn't 
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allow for that, other than the investment base that is utilised to contribute to those costs. Does that make sense and 
help?


Ms ABIGAIL BOYD:  Yes.


ROHIT MANDANNA:  I can comment on that. 


Ms ABIGAIL BOYD:  Go ahead.


ROHIT MANDANNA:  We provide the total contribution data to SIRA. Essentially, then SIRA looks at 
the experience across the range of industries to then determine the appropriateness of the levy setting. Where we're 
seeing industries or companies with increasing exposure, then the levy setting will essentially be adjusted to factor 
in the rate at which the levy is calculated for those industries. 


Ms ABIGAIL BOYD:  Is that a standard model of doing this? Are there examples, in other parts of 
Australia or other places, of ways in which levies can be more accurately assessed against—I guess you'd need 
the data—a future claim pool, rather than working on this year by year? Is that just the way it is, or are there 
changes that can be made? 


ROHIT MANDANNA:  Each of the various workers compensation schemes operate slightly differently 
across the different jurisdictions in Australia. We'll probably need to take that away on notice to identify where 
there are opportunities for us to learn from and identify different levy-setting arrangements.


STUART FARQUHARSON:  I'm not aware of an arrangement that allows for the collection of levies 
based on future liabilities coming through in this area, but it may well exist. We can investigate and get back to 
you on that.


The Hon. ROD ROBERTS:  Thank you, gentlemen, for attending today. Could you, in the first instance, 
talk me through the actual screening and monitoring process of workers who are in high-risk areas for dust 
disease? What actually happens at Kent Street, for example? What do you do?


ROHIT MANDANNA:  In our Kent Street mobile clinic, we provide essentially three tests. Firstly, we 
have a chest X-ray for workers. Second, we provide a lung function test, and we also gather information on their 
medical and occupational history. All those are reviewed by the clinical team to assess what the next course of 
action, based on those set of tests, is.


The Hon. ROD ROBERTS:  That takes me directly to the point: I have sat on this Committee for a 
number of years, along with some of my other colleagues here, and it's been explained to us that the best form of 
monitoring for potential detection of dust diseases is not chest X-rays; it is, in fact, CT scanning. How would you 
respond to that?


ROHIT MANDANNA:  The Dust Diseases Care team and icare have conducted an extensive review of 
the deployment of CT scanning capability in both our physical clinics as well as our mobile clinics. What we've 
found from the review is that there are significant operational, financial and environmental risks associated with 
having CT scanning capability in both fixed and mobile clinics. There's an external market that provides very easy 
access to CT scanning services, both in metro areas as well as in regional areas. We act on the clinical guidance 
of our teams: radiographers and respiratory physicians. Where there's a need for further examination, specifically 
CT scanning for a particular worker, we can offer very rapid access—in many instances, same-day appointment, 
where the team looks to coordinate the booking for those workers. We find it very easy to, essentially, arrange 
access for the services via external providers.


The Hon. ROD ROBERTS:  There's a fair bit to unpack in that. I'll put a proposition to you, and you can 
either agree with it or disagree with it: In this case, we are not adopting best practice in terms of screening for 
potential diseases in workers. We've been told by the predecessors of both of you gentlemen that CT scanning is 
the ultimate detection tool, as distinct from lung testing and chest X-rays. The proposition I'm putting to you is 
that icare is not adopting best practice immediately. How do you respond to that?


ROHIT MANDANNA:  As I mentioned, we act on the clinical guidance of our respiratory physicians. 
Every worker who requires a CT scan to be completed is given access to completing the CT scan. That's something 
that is paid for by icare as well.


The Hon. ROD ROBERTS:  Shouldn't the default position be that you get a CT scan rather than a chest 
X-ray? Should that not be the default position the moment someone presents at an icare clinic? Let me put this 
question to you: Is it the best tool to diagnose potential disease?


STUART FARQUHARSON:  You need a medical opinion for that.


Ms ABIGAIL BOYD: Is that a standard model of doing this? Are there examples, in other parts of g p , p
Australia or other places, of ways in which levies can be more accurately assessed against—tt I guess you'd need p , y y g g y
the data—aa a future claim pool, rather than working on this year by year? Is that just the way it is, or are there p
changes that can be made?


ROHIT MANDANNA:  Each of the various workers compensation schemes operate slightly differently p p g y y
across the different jurisdictions in Australia. We'll probably need to take that away on notice to identify wherej p y y
there are opportunities for us to learn from and identify different levy-setting arrangements.


STUART FARQUHARSON: I'm not aware of an arrangement that allows for the collection of leviesQ g
based on future liabilities coming through in this area, but it may well exist. We can investigate and get back to
you on that.


ROHIT MANDANNA: We provide the total contribution data to SIRA. Essentially, then SIRA looks atp y,
the experience across the range of industries to then determine the appropriateness of the levy setting. Where we'rep g pp p y g
seeing industries or companies with increasing exposure, then the levy setting will essentially be adjusted to factor g p g p ,
in the rate at which the levy is calculated for those industries.
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The Hon. ROD ROBERTS:  We've been given the medical opinion, year after year after year, from 
people who give evidence to this Committee that CT scanning is the best and most reliable way. You don't have 
to answer now; you can take it on notice. I'm putting to you that icare is not adopting the best practice that it 
should be. In your answer to it, you said, "There are financial and environmental risks to us conducting CT scans." 
What's the financial risk to icare in providing CT scans to potentially injured workers?


ROHIT MANDANNA:  We look at assessing the demand for CT services and the volume and throughput 
that comes through both our physical clinic in Kent Street as well as our mobile clinic. Based on the numbers that 
we see coming through—and we look at the data based on where we are referring our workers to external providers 
to complete those services—the costs of having CT scanners and employing qualified technicians, essentially, are 
not justified based on the volumes that we see coming through.


The Hon. ROD ROBERTS: I'll put to you, then, that icare is not adopting the CT scanning method 
because it's financially too restrictive. Is that what you're saying?


STUART FARQUHARSON:  I think the point here is a little bit different. There is a financial 
consideration. There are also operational considerations, and we spoke about the fact that there's a nuclear 
medicine accreditation that could take two years. But the point and the advice that I've received—and we can 
come back to you on this, and we absolutely will, to confirm—is that a CT scan is not applicable and necessary 
in every situation. If I look at the information that I've seen—I quoted the numbers of workers that we screen
through our process, which is approximately 5,000 a year. Since 2019 we've ordered 1,200 CT scans. What that 
implies and suggests, and as I understand, is that a CT scan is not applicable for every screen or every screening 
instance. Based on the medical advice where there's a need for that scan, then we will arrange for it. That's the 
answer, but we are very happy to get into the detail of what you're asking and come back to you with that. The 
view is that it's not about a purely financial perspective; it's about the need and what is a pragmatic way of 
operating the screening.


The Hon. ROD ROBERTS:  Well, Mr Mandanna did say that it is a financial risk. They were his words 
that I repeated back to you.


STUART FARQUHARSON:  Yes—a consideration.


The Hon. ROD ROBERTS:  And he has said—again, I'm not putting words in his mouth, and we're not 
here do that. We're just here to get to the bottom to find the best prevention, diagnosis and treatment to stop 
workers from being injured.


STUART FARQUHARSON:  Absolutely—I agree.


The Hon. ROD ROBERTS:  It was alluded to by yourselves that there's a financial risk in CT scans. My 
concerns are that we've been told that it is the ultimate tool—not a chest X-ray or a lung test, but a CT scan. That's 
my concern that that has not been utilised. I will move on to one other subject, and that is that we have heard from 
witnesses here about cross-jurisdictional issues. The tunnelling profession moves from State to State on major 
infrastructure projects. There's a conflict about where the "injury" occurred: Did it occur when I was a worker on 
a tunnelling project in Victoria but I'm now on a tunnelling project in New South Wales, where I get screened? 
Can you talk us through that conflict? How can we resolve that to ensure that workers get the best possible 
treatment available?


STUART FARQUHARSON:  I may need to take that on notice, unless Rohit is able to provide some 
insight into it. But it's about exposure within business places in New South Wales. I think that's the key trigger in
this. That's the important point.


ROHIT MANDANNA:  We might take that away on notice.


The Hon. ROD ROBERTS:  I urge you to go back over the transcript of the last hearing from a couple 
of weeks ago to hear what witnesses have said in relation to that particular issue.


The Hon. CHRIS RATH:  I want to ask about the relationship between the dust diseases scheme and the 
workers compensation scheme. You've probably seen employees who have started off in the workers comp 
scheme and then have been pushed over to the dust disease scheme. Can you walk through with us how that 
works? Would you say that one scheme is more generous than the other in terms of the financial claims that are 
made by injured workers?


STUART FARQUHARSON:  What I can say is we do have detail here and we can provide you detail on 
the benefits provided under the dust disease scheme. But I wouldn't be able to comment on a comparison of the 
benefits today. Practically speaking, I don't really have anything to add to that, so I'm not answering your question.
My apologies. Rohit, is there anything we can add to that, to address that question?


The Hon. ROD ROBERTS:  It was alluded to by yourselves that there's a financial risk in CT scans. Myy y y
concerns are that we've been told that it is the ultimate tool—l not a chest X— -ray or a lung test, but a CT scan. That'sy g ,
my concern that that has not been utilised. I will move on to one other subject, and that is that we have heard from y j ,
witnesses here about cross-jurisdictional issues. The tunnelling profession moves from State to State on major -j g p j
infrastructure projects. There's a conflict about where the "injury" occurred: Did it occur when I was a worker on p j j y
a tunnelling project in Victoria but I'm now on a tunnelling project in New South Wales, where I get screened?g p j g p j , g
Can you talk us through that conflict? How can we resolve that to ensure that workers get the best possibley
treatment available?


STUART FARQUHARSON: I may need to take that on notice, unless Rohit is able to provide someQ y , p
insight into it. But it's about exposure within business places in New South Wales. I think that's the key trigger ing p
this. That's the important point.


ROHIT MANDANNA: We might take that away on notice.


The Hon. CHRIS RATH:  I want to ask about the relationship between the dust diseases scheme and the p
workers compensation scheme. You've probably seen employees who have started off in the workers compp p y p y p
scheme and then have been pushed over to the dust disease scheme. Can you walk through with us how that p y g
works? Would you say that one scheme is more generous than the other in terms of the financial claims that arey y
made by injured workers?


STUART FARQUHARSON: What I can say is we do have detail here and we can provide you detail on Q y p y
the benefits provided under the dust disease scheme. But I wouldn't be able to comment on a comparison of thep p
benefits today. Practically speaking, I don't really have anything to add to that, so I'm not answering your question.y y p g, y y g ,
My apologies. Rohit, is there anything we can add to that, to address that question?


The Hon. ROD ROBERTS: I'll put to you, then, that icare is not adopting the CT scanning method p y , ,
because it's financially too restrictive. Is that what you're saying?


STUART FARQUHARSON: I think the point here is a little bit different. There is a financial Q p
consideration. There are also operational considerations, and we spoke about the fact that there's a nuclearp , p
medicine accreditation that could take two years. But the point and the advice that I've received—dd and we can y p
come back to you on this, and we absolutely will, to confirm—is that a CT scan is not applicable and necessaryy , y , pp y
in every situation. If I look at the information that I've seen—I quoted the numbers of workers that we screeny q
through our process, which is approximately 5,000 a year. Since 2019 we've ordered 1,200 CT scans. What that g p , pp y , y ,
implies and suggests, and as I understand, is that a CT scan is not applicable for every screen or every screeningp gg , , pp y y g
instance. Based on the medical advice where there's a need for that scan, then we will arrange for it. That's the, g
answer, but we are very happy to get into the detail of what you're asking and come back to you with that. The, y ppy g y g y
view is that it's not about a purely financial perspective; it's about the need and what is a pragmatic way of 
operating the screening.
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ROHIT MANDANNA:  We might take that away on notice.


The Hon. CHRIS RATH:  Surely you've got examples or there would be many cases of workers who
start off in the workers compensation scheme and then are moved to the dust disease scheme.


STUART FARQUHARSON:  I can't comment on that. What I do know is what benefits are legislated 
for the dust disease scheme. I'm not sure about that transition, so I'll need to respond on that. My apologies.


The Hon. CHRIS RATH:  When injured workers are not at work and they're claiming the benefit under 
the dust disease scheme, what proportion of their income are they receiving as a benefit? Some of the other 
submissions are recommending that it be lifted to around 100 per cent. Is there a ballpark figure of what that figure 
is?


STUART FARQUHARSON:  We could quote the numbers. As a percentage I can't tell you, but I do 
know that there is often a difference between what is paid and what would be the current wage.


ROHIT MANDANNA:  Thanks, Stuart. To provide an indicative—we have the numbers. If you look at 
our workers who are of non-working age, the current upper limits for fortnightly benefits are approximately on 
the $5,000 mark for the first 26 weeks. If we look at workers who are of working age, it's similar—approximately 
$5,000 per fortnight for the first 26 weeks. Then that amount steps down to 80 per cent of that benefit, which is 
approximately $4,000 for the second 26 weeks.


The Hon. CHRIS RATH:  Would you be able to comment on the financial viability of the scheme? There
have probably been more problems in the past with the workers compensation scheme in terms of its financial 
viability than dust diseases. The dust disease scheme seems to be going fairly well from a financial perspective. 
Is that a fair comment?


STUART FARQUHARSON:  Yes, and it comes back to the point that I made earlier around this financial 
structure of the scheme and the pay-as-you-go mechanism. Effectively, we collect what is required to cover the 
costs on an annual basis, which means there's always a zero net result and an appropriate financial backing to the 
scheme. If we look specifically at where we are at the moment, we've got $2 billion worth of liabilities and 
$1 billion worth of investments. The claims costs that are paid for over the course of this last year are largely 
subsidised by investment income and a drawdown on the investments.


The Hon. CHRIS RATH:  I'll read to you this comment or recommendation from the Thoracic Society, 
and then you can comment, potentially. They've said:


The feedback loop between iCare and SafeWork NSW is inadequate, leaving workers exposed to further workplace risk. There is no 
mechanism to ensure that workers are obliged to be followed up by a healthcare practitioner, nor given appropriate resources and 
support.


Is that something that you've noticed or that needs to be addressed from your perspective?


STUART FARQUHARSON:  I can't comment on that specific example but what I will say—and 
I mentioned it earlier—is I feel that we are developing and have a very good working relationship with SafeWork.
We are proactively engaging to find ways to enhance the collaboration. I'd say it's with SIRA as well. Effectively, 
we have a tripartite mechanism between the three organisations to explore options and share information so we 
can be proactive about addressing the risks that we're talking about today, not just in the scheme but more broadly 
across our mandate.


The CHAIR:  Can I return to the line of questioning about data? I'm sorry to do that.


STUART FARQUHARSON:  No problem at all.


The CHAIR:  Can I commence by putting it in a context? I appreciate that both of you are relatively new 
in your roles, and I don't say that in any disrespectful way. That's just a statement of fact.


STUART FARQUHARSON:  That's fine.


The CHAIR:  Do we or don't we have a serious issue in front of us that we need to be dealing with in 
terms of exposure of workers to silica dust associated with tunnelling in the State of New South Wales? I'll ask 
you to be frank. If you've not been in the role long enough—both of you—to be able to provide a yes or a no 
answer, that's fair enough. But I wouldn't find the answer "maybe" as being anywhere near good enough. With 
that qualification, I'll let you answer.


STUART FARQUHARSON:  I believe there is a risk associated with silica exposure, and we're already 
seeing it. It's coming through the scheme. The extent of the risk is to be determined. The issue that we have here 
is to work out what that is. I'm not sure if that has helped or answered your question. It's not a maybe. Yes, there 
is a risk, absolutely.


ROHIT MANDANNA: We might take that away on notice.


The Hon. CHRIS RATH: Surely you've got examples or there would be many cases of workers whoy y g p y
start off in the workers compensation scheme and then are moved to the dust disease scheme.


STUART FARQUHARSON: I can't comment on that. What I do know is what benefits are legislatedQ g
for the dust disease scheme. I'm not sure about that transition, so I'll need to respond on that. My apologies.
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ROHIT MANDANNA:  The SafeWork register that we touched on earlier will really help us to understand 
and quantify the size of that risk and take a targeted approach in terms of offering our screening services to those 
employers and employees that are at greatest risk. 


The CHAIR:  Can I provide you with a copy of a submission made to the inquiry by a stakeholder? It's 
submission number 14 from the Australian Workers' Union, which is a union that has significant coverage in the 
area of tunnelling. Could I take you to page 4 of the submission. I haven't independently tested the table and its 
accuracy, but this union has provided evidence over a long period of time to inquiries of the Parliament, in different 
areas, and is known for its accuracy. If you look at that table, there are 16 projects. We're looking at the period 
from 2014 through to the present, so we're talking about 10 years—a decade block.  


That's where there has been a very clear, unambiguous spike in tunnelling projects in New South Wales. 
You'll see a total of 16. Seven are completed and there are nine under construction. They are very large projects, 
and some of them probably fall into the category of a mega project, from the sheer size. Does icare have an 
appreciation of that? They would know that this has happened. We're talking about what has happened. We're 
talking about a 10-year period. In real time, this has happened. It's still going on, and the sheer size of these 
projects is something to behold. Icare clearly understands the number of workers that have been exposed to silica 
dust in those tunnelling projects, doesn't it? We're talking about very large numbers, on any fair judgement, even 
if we don't have accurate figures. Is that a fair statement? 


STUART FARQUHARSON:  Absolutely. We have spoken about that number of 78,000 people that are 
exposed to hazardous workplaces and factory dusting. 


The CHAIR:  I'm not coming at you to attack you personally or organisationally but to simply make the 
point that, if there is this appreciation of the large dimension, should there not be, dare I say, a stronger response 
than saying that there is an emerging issue? In fact, there is this complete black hole—or black tunnel, if I could 
use the phrase—of lack of information around where we are presently in 2024 and going into 2025. 


STUART FARQUHARSON:  I will let Rohit respond, but what I would just start with is that I think what 
you are saying is entirely fair. We think of the role that icare plays in this, it's our role to administer the scheme 
in accordance with the legislation. There are all sorts of legislative considerations that are a matter for 
governments, and that will impact reporting and safety regulations and those types of things. We, of course, have 
been proactive and are proactive in terms of our monitoring and the creation of awareness. There is more work 
that can be done and should be done. I'm agreeing with you and hopefully answering that to a certain extent. Rohit, 
I know you wanted to add to that. 


ROHIT MANDANNA:  Building on that part of the role, this is a matter that really fits in the role of 
SafeWork as you look at prevention and raising the safety standards in these types of environments that have 
exposure to dust. Our role is how we can really focus on dealing with the diagnosis and the treatment of the claims 
and ensuring that these workers, once diagnosed, are supported and effectively compensated post diagnosis. 


The CHAIR:  The challenge we see, or I've been observing, is that, whether we're looking at yourselves 
and the insuring role you've got, Sira—and, to be fair, we're hearing from them next—and SafeWork, where we 
had them provide evidence at the last hearing—and you can read their evidence, if you haven't done so already—
and the tunnelling industry, which is made up of very large contractors and a whole pyramid of subcontractors, if 
you take those four component parts, and there might be others, no-one seems to be pretty anxious about this. 
Everyone is saying, "Well, we've got a role and we're doing our bit." But it just seems to me that it's like each are 
in their respective corners doing their bit, whatever that looks like, but we don't have a universal understanding of 
what the issue is and the major component parts working in sync to try and, first of all, get on top of what we're 
looking at in the first instance, and then obviously the matter of dealing with what's going to be appropriate 
treatment for the workers affected and, ultimately, compensation over time. Everyone is doing their bit but the 
bits don't seem to be syncing together. Do you have a comment about that? 


STUART FARQUHARSON:  I do. We are engaging and collectively looking at the issues that face this 
scheme and the various other schemes under our jurisdiction. I mentioned some examples of that earlier with the 
proactive engagement between those three entities in particular. But you're right. There is a holistic review of it 
required. The more we can do there to provide insights—and we do provide insights and information and data so 
that different agencies can proactively address it—the better. I would agree and disagree. I think we are engaging 
and we are looking at it from a system perspective, but there's more that should be done and could be done. 


ROHIT MANDANNA:  On that system perspective, we're also looking to build the technology that can 
interface with the register that's being developed. Once we've got access to the data, then we have the opportunity 
to be even more proactive in terms of targeting some of those employers and continuing to raise awareness 
amongst those employers on the need for screening their employees. 
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The Hon. BOB NANVA:  Can I ask about the Dust Disease Register? Presumably icare utilises it for its 
purposes, whether it's projections and modelling and what not. Do you utilise the Dust Disease Register at the 
moment for your work?


ROHIT MANDANNA:  Can you clarify which services?


The Hon. BOB NANVA:  The NSW Dust Disease Register—the annual report that comes out and the 
data that it collects and the incidents of dust disease.


STUART FARQUHARSON:  We could come back to you, unless you would like to address that—


ROHIT MANDANNA:  The register we're talking about with SafeWork, that hasn't yet been launched.


The Hon. BOB NANVA:  The NSW Dust Disease Register, where notifiable incidents of certain 
conditions have to be reported by NSW Health to SafeWork.


Ms ABIGAIL BOYD:  The one that has now gone to Federal.


The Hon. BOB NANVA:  Has that historically been utilised by icare for the purposes of its projections 
and modelling?


STUART FARQUHARSON:  It would be. It's a component of a broader valuation exercise. In terms of 
the specifics of how that flows in, I'm very happy to come back to you on that. I think that's what you're getting 
at—to what extent we use that to inform our views of the future exposure. We can provide that on notice.


ROHIT MANDANNA:  In terms of the existing register, yes. In fact, we also contribute some of the data 
that goes into that register as well. So, yes, that data is being utilised.


Ms ABIGAIL BOYD:  I come back to another one of the specific recommendations that we had in a few 
submissions around expanding the list of compensable dust diseases. I guess this comes back as well to this issue 
we're talking about that people are being exposed now but it might take 10 years until they evidence some sort of 
silicosis. But also we are seeing medical science get better and better and identifying there is actually a huge 
number of non-respirable diseases coming out of exposure to silica. What is the process then for including those? 
Have you done modelling around that? What is the potential for the scheme to expand?


STUART FARQUHARSON:  And what would be the cost consequences of that?


Ms ABIGAIL BOYD:  Yes. Also, what is the process of bringing those diseases on. At what point of 
causal evidence do we start treating them as being compensable dust diseases?


ROHIT MANDANNA:  Firstly, from a process point of view, icare would really welcome the opportunity 
for greater clarity of the disease as well as eligibility under the scheme. If you think about the current definition, 
it gives little consideration for diseases of the lungs. From icare's perspective, we are supportive of a periodic 
review of the legislation because that, essentially, is a process to keep up with, to your point, the increasing 
understanding of dust diseases. Any update to the definition would also provide greater coverage as well as clarity 
for workers that have exposure as well.


Ms ABIGAIL BOYD:  I guess this comes back to the way that the scheme has been designed. If we have 
people right now who have illness because of their exposure to dust in a tunnel, or wherever, and then that gets 
brought into the scheme in three years time, how will the scheme adapt to be able to cope with those extra claims? 
Is it simply that then the levy will be increased in that year?


STUART FARQUHARSON:  To the extent that there's exposure that's covered under the legislation, it's 
provided for in the current costs. But you're right. There are conditions that emerge that are outside of the current 
legislation. Yes, that would be a future exposure, so that is an issue.


The Hon. BOB NANVA:  I want to come back to the State registry, now a national register. As 
I understand it, it has historically captured incidents of notifiable diseases rather than exposure above workplace 
standards. Should the register have been broadened to capture exposure above certain standards, as opposed to 
just incidents of respiratory illnesses, to give organisations like yours a greater insight into the potential liability 
faced in the future?


STUART FARQUHARSON:  I'll let Rohit respond to that, if he wants to, but my response would be that 
additional information will always be helpful. It will help inform the various stakeholders, including icare.


The Hon. BOB NANVA:  So incidents above a workplace exposure standard should potentially have been 
notifiable for the purpose of the registry?


The Hon. BOB NANVA: The NSW Dust Disease Register, where notifiable incidents of certain
conditions have to be reported by NSW Health to SafeWork.


Ms ABIGAIL BOYD: The one that has now gone to Federal.


The Hon. BOB NANVA: Has that historically been utilised by icare for the purposes of its projections
and modelling?


STUART FARQUHARSON: It would be. It's a component of a broader valuation exercise. In terms ofQ p
the specifics of how that flows in, I'm very happy to come back to you on that. I think that's what you're gettingp , y ppy y y
at—tt to what extent we use that to inform our views of the future exposure. We can provide that on notice.
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STUART FARQUHARSON:  As to whether it should be included in that register or not, I think that's an 
issue not for us to decide. But I think additional information would be helpful. 


The Hon. BOB NANVA:  It assists with your modelling and projections? 


STUART FARQUHARSON:  Is that fair, Rohit? 


ROHIT MANDANNA:  That's right, and it's probably beneficial for other stakeholders that we have 
spoken about within the broader scheme as well. 


The CHAIR:  On the issue of the current dust diseases scheme, it was essentially designed at a time when 
particular consideration was given to workers at the end of their life. That's historically how the scheme has 
operated. It certainly wasn't, at that time, giving particular consideration to younger workers being exposed to 
silica-type exposure and what might flow from that. Is that your understanding of how the scheme was set up? 


STUART FARQUHARSON:  Yes. 


The CHAIR:  In terms of looking at what could be done to the current scheme, if the Government was 
minded to make structural changes to reflect better the dust diseases that we are now dealing with as a society, 
like silicosis or silica exposure, have you got any particular comments—if you haven't, you could take it on 
notice—about what could be, or arguably should be, some restructuring of the scheme that should be done? 


STUART FARQUHARSON:  I'll start by saying that one of the dynamics that we need to manage is that 
when you have younger workers that are entering the scheme, there is an opportunity for them to potentially move 
into different areas of work. So we do invest time and effort to assist with that, and we spoke about that a bit 
earlier. There are challenges around that transition, and that's around accepting alternative forms of employment 
while retraining and the impact of that on current receipts from the scheme. So, yes, that is a tricky area for us to 
currently navigate within the existing legislation. Would you like to add to that? 


ROHIT MANDANNA:  Sure. Firstly, the reform is a matter for the Government, but it's something that 
icare is very supportive of. A few of the opportunity areas from a reform perspective is, firstly, there is an 
opportunity to undertake holistic review of the legislative framework that the scheme operates, specifically the 
supports for younger cohorts of workers. We've also seen the changing nature of exposure. With some of the 
younger workers, there's an opportunity to review entitlements and also to look at areas such as vocational training 
to help them retrain and transition to other occupations that have no exposure to dust environments. 


The CHAIR:  On the issue of income replacement for workers that have succumbed to silicosis 
exposure—we're talking about young workers here—has there been discussion within icare, even informal 
discussion, about the capacity of the scheme to be able to sustain something in regard to income support? Or is 
that not something that has been considered as a possibility? 


STUART FARQUHARSON:  I think it ties back to the point that Ms Boyd was asking about earlier, 
about how you would fund that, and that would be through future levies. If there was a change to anything, it 
would have to be funded through a levy mechanism, effectively. 


The CHAIR:  I think it was in your opening statement, or soon thereafter, that you referred to the 
78,000 entities. Are they individual entities? 


STUART FARQUHARSON:  That's individuals. 


The CHAIR:  That's from your dust levy data. 


STUART FARQUHARSON:  Yes. 


The CHAIR:  They are entities that are being levied presently because the nature of the work they do, or 
the work they conduct or operate under, provides exposure of their employees or workers to dust. Is that an easy 
way to summarise it? 


STUART FARQUHARSON:  No. I think that 78,000 that I was referring to related to workers that have 
been exposed. 


The CHAIR:  Sorry, I withdraw. So that's the 78,000 workers. In terms of the number of entities that 
engage those workers, they could be employers—organisations that have an employer-employee relationship 
directly with the workers—but they could also be organisations that contract through contract arrangements with 
the workers. Would you have to take that on notice? I'm trying to understand, for that 78,000, the nature of their 
engagement with the entities and employers. Sometimes it's an employer-employee relationship, sometimes it's 
contractual and sometimes there are other more informal arrangements. 
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STUART FARQUHARSON:  I think they could be employed in a variety of manners. I'm not sure if this 
is helpful, but what I think you're getting at is how those levies find their way to the dust diseases scheme.
Effectively, they're collected through workers comp. SIRA sets the allocation and then those levies end up in the 
dust diseases scheme. In a period of time, if there was a change in the underlying costs of the schemes and the 
exposures, that would flow through that mechanism.


The CHAIR:  Yes. I got the numbers around the wrong way. With the 78,000, on notice, are you able to 
provide to the Committee the number of entities—I use the word as a generic term—that are paying the dust levy?


STUART FARQUHARSON:  Yes, I'm sure we could do that.


The CHAIR:  On notice.


STUART FARQUHARSON:  Yes, and that will be linked to the entities that are paying workers comp 
premiums, because the levies are included in that and allocated through a methodology that is set by SIRA.


The CHAIR:  The levy is on a per capita basis, I presume. I shouldn't presume, I suppose. What is the 
levy? If you don't have the specific details—I don't mean to put you on the spot.


STUART FARQUHARSON:  I can absolutely give you some information on the levies. I'll just step back 
a bit. If you want me to rush through, please let me know. I spoke about the pay-as-you-go basis and the net result.
Per the legislation, the levy is based on the expected expenses of the scheme. That comprises the benefit payments 
and the support costs. I spoke about the mechanism and the link with investment income—the drawdown of 
investment assets. I know you've asked me about per capita, but just to give you an outlook for the next year, for 
the next financial year the scheme's estimated costs will be $158 million.


Of that, $75 million will be paid by levy contributions and $84 million will be funded through investment 
income and the scheme assets. If we look at this from last year, $83 million was collected towards funding the 
scheme costs, so $83 million of the $125 million. What does that mean? I think that's the nub of what you were 
getting at. Average employer contributions are a percentage of wages, so for the last period, from 2019 through 
to the outlook for next year, it's 0.3 per cent. In 2023, there was an increase to 0.35 per cent. That levy that has 
been collected has ranged from about $63 million up to a high of $83 million. In terms of what that means per 
capita, I can't tell you that. But I can get back to you on that. It comes out as a percentage of wages.


Of course, SIRA sets the arrangements. Icare provides SIRA with a total contributions amount required to 
cover the costs, as I've just described. SIRA then determines how to acquire the contributions across the industries. 
It's based on charging at-risk industries with at-risk workers by setting a percentage rate for each dollar of wages 
paid. So it's back to the percentage of wages. I'm not sure if we could get to a per capita but we can try to come 
back with that. It's business activity, it's risk profile and it's claims expense. All three of those things link into that 
percentage. So there is, I expect, some incentivisation out of that to run a safe environment. It's collected as the 
workers compensation insurance premiums, which is what I mentioned earlier.


Ms ABIGAIL BOYD:  A number of the submissions talked about challenges people were having in the 
scheme in relation to a lack of support to find other jobs, specifically jobs that are going to pay the same amount. 
That then leads to them staying in their jobs longer than they should and continuing to be exposed. In your opening 
statement you did talk about the levels of vocational support. I see in the latest annual report, I think, just 20 people 
received vocational support in 2023-24. Is that standard year on year? What are you doing to try to increase the 
number of people who are getting that support?


ROHIT MANDANNA:  Firstly, icare acknowledges the importance of vocational support. It's not 
something that's currently mandated within the legislation. Icare has identified this as an issue and has been 
working closely with SIRA-accredited providers to provide a range of supports, which Stuart touched on in his 
opening statement, such as skill building, interview preparation, job trials et cetera. They ultimately enable people 
to transition to other occupations and away from hazardous dust environments. Going forward, this is another area 
of opportunity as far as future reform is concerned, in order to have the best legislative framework going forward.


Ms ABIGAIL BOYD:  So that's a legislative change to try to mandate it so we get higher levels of 
vocational support?


ROHIT MANDANNA:  Higher levels of vocational support, yes.


Ms ABIGAIL BOYD:  A lot of the submissions talked about the lack of psychological support. I know 
you touched on that in your opening statement as well. What do we need to do in terms of legislative reform to 
ensure that people get psychological support at a very early stage of their diagnosis?


STUART FARQUHARSON:  We have made the point that we do provide that. It's a similar dynamic, as 
I understand it.


The CHAIR: Yes. I got the numbers around the wrong way. With the 78,000, on notice, are you able tog g y , , , y
provide to the Committee the number of entities—I use the word as a generic term—that are paying the dust levy?


STUART FARQUHARSON:  Yes, I'm sure we could do that.


The CHAIR:  On notice.


STUART FARQUHARSON: Yes, and that will be linked to the entities that are paying workers comp Q , p y g
premiums, because the levies are included in that and allocated through a methodology that is set by SIRA.


The CHAIR: The levy is on a per capita basis, I presume. I shouldn't presume, I suppose. What is they p p , p
levy? If you don't have the specific details—I don't mean to put you on the spot.


STUART FARQUHARSON: I can absolutely give you some information on the levies. I'll just step backQ y g y j p
a bit. If you want me to rush through, please let me know. I spoke about the pay-as-you-go basis and the net result.y g , p p p y y g
Per the legislation, the levy is based on the expected expenses of the scheme. That comprises the benefit paymentsg , y p p p p y
and the support costs. I spoke about the mechanism and the link with investment income—the drawdown of pp p
investment assets. I know you've asked me about per capita, but just to give you an outlook for the next year, for y p p , j g
the next financial year the scheme's estimated costs will be $158 million.


Of that, $75 million will be paid by levy contributions and $84 million will be funded through investment , p y y g
income and the scheme assets. If we look at this from last year, $83 million was collected towards funding the y , g
scheme costs, so $83 million of the $125 million. What does that mean? I think that's the nub of what you were, y
getting at. Average employer contributions are a percentage of wages, so for the last period, from 2019 through g g g p y p g g , p , g
to the outlook for next year, it's 0.3 per cent. In 2023, there was an increase to 0.35 per cent. That levy that hasy , p , p y
been collected has ranged from about $63 million up to a high of $83 million. In terms of what that means per g p g
capita, I can't tell you that. But I can get back to you on that. It comes out as a percentage of wages.


Of course, SIRA sets the arrangements. Icare provides SIRA with a total contributions amount required to, g p q
cover the costs, as I've just described. SIRA then determines how to acquire the contributions across the industries., j q
It's based on charging at-risk industries with at-risk workers by setting a percentage rate for each dollar of wagesg g y g p g g
paid. So it's back to the percentage of wages. I'm not sure if we could get to a per capita but we can try to comep p g g g p p y
back with that. It's business activity, it's risk profile and it's claims expense. All three of those things link into that y, p p g
percentage. So there is, I expect, some incentivisation out of that to run a safe environment. It's collected as thep g , p ,
workers compensation insurance premiums, which is what I mentioned earlier.
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ROHIT MANDANNA:  Yes. The other thing I would say about psychological support is that in many 
instances where it's offered to workers who have a mental health condition as a result of the dust disease, it's not 
taken up. There is an additional barrier there from a worker perspective.


Ms ABIGAIL BOYD:  There was a recommendation in one of the submissions in relation to an issue 
where you can sometimes get payments out of the scheme that then push you out of getting a Centrelink payment 
or other types of government payments. I understand that under the Federal legislation, they have a thing where 
basically you can reduce payments to make sure that doesn't happen to a person. Is that something that you think 
we ought to be doing in New South Wales as well? Is that something that has crossed your path?


ROHIT MANDANNA:  I might just take that on notice and come back to you with a position on that.


Ms ABIGAIL BOYD:  That would be really useful. Another one of the recommendations was that we 
increase the 26 weeks of support to 52 weeks. Again, from an icare perspective, has there been any modelling 
around that? What would that do in terms of those yearly levies?


STUART FARQUHARSON:  We could absolutely provide that information. But it's the same principle. 
As you say, it's not currently built into the existing mechanism. If there was a legislative change on that, there 
would be a high cost that would need to be funded through this mechanism. 


Ms ABIGAIL BOYD:  Has there been any modelling done in relation to those other two points: 
psychological support and the costs of including vocational support as a legislative measure? Is this stuff that is 
readily available?


STUART FARQUHARSON:  I'd have come back to you on what insight we have gleaned and what 
modelling has been done.


ROHIT MANDANNA:  There has been some very preliminary modelling but we will come back to you. 
In terms of the psychological support, it's also looking at how not just the workers but also their families can be 
supported and have access to services such as counselling et cetera.


The Hon. BOB NANVA:  I have one more question. I know you touched on it in your submission, but 
I am interested, if you can spell it out in a bit more detail, in how the scheme differentiates income support for 
younger people who have greater working capacity in the future and those who are of a more mature age who 
don't? How do you differentiate the income support that you provide to those groups?


ROHIT MANDANNA:  Firstly, income support from icare is based on the frameworks that we have 
within the legislation. As I mentioned earlier, for people who are in retirement, there is income support for the 
first 26 weeks and then it drops to the statutory rate post that first 26-week period. For the younger cohort who 
are still of working age, there are two lots of 26 weeks, as I mentioned. Post that 52-week period, the support 
drops to the statutory rate. But, essentially, the differences in income support are mandated by legislation.


The CHAIR:  In regard to Comcare and some of the large companies doing this work having insurance 
coverage with respect to their workers, what do you understand is happening with these large companies? Do you 
have any sense, with respect to taking out their insurance coverage for workers with Comcare, what might be the 
motivation behind that? What are the implications of that, looking at the whole system in New South Wales? 
We've got the large companies working in a certain way. What's your thinking around all of that since you've 
come into the role and have you done any assessments about it? I'd be very keen to hear your observations.


ROHIT MANDANNA:  Firstly, thank you for the question. That's something we might just take away on 
notice and come back to the Committee.


The CHAIR:  You'll take that on notice?


STUART FARQUHARSON:  Yes.


The CHAIR:  Hopefully you didn't find that too inquisitorial and too tough. We really do appreciate both 
of you coming along, first of all, and appreciate you in the roles that you've got. They're very important roles. We 
appreciate the work you're doing. I'm sure you can see that there is a sense of concern by the Committee, because 
we don't want to find ourselves and the successors on the Committee over time—and there will be those—looking 
back and saying, "Why wasn't more done?" or "Why wasn't there more urgency injected into this? Why were 
people not on the rooftops shouting, if that's what should have been done at the time?"


Some of us have been through—the Hon. Rod Roberts made this point. We have the memory of asbestos, 
and the legacy of that is still there. Indeed, much of what is supported by the scheme is related to that. We went 
through the manufactured stone experience and had a number of matters brought to our attention. That is being 
addressed—not completely, but in a significant way. We just think we're dealing with something quite large here, 


Ms ABIGAIL BOYD: There was a recommendation in one of the submissions in relation to an issue
where you can sometimes get payments out of the scheme that then push you out of getting a Centrelink payment y g p y p y g g p y
or other types of government payments. I understand that under the Federal legislation, they have a thing whereyp g p y g , y g
basically you can reduce payments to make sure that doesn't happen to a person. Is that something that you think y y p y pp p
we ought to be doing in New South Wales as well? Is that something that has crossed your path?


ROHIT MANDANNA:  I might just take that on notice and come back to you with a position on that.


Ms ABIGAIL BOYD: That would be really useful. Another one of the recommendations was that wey
increase the 26 weeks of support to 52 weeks. Again, from an icare perspective, has there been any modellingpp g ,
around that? What would that do in terms of those yearly levies?


STUART FARQUHARSON: We could absolutely provide that information. But it's the same principle. Q y p p p
As you say, it's not currently built into the existing mechanism. If there was a legislative change on that, therey y, y g
would be a high cost that would need to be funded through this mechanism.


Ms ABIGAIL BOYD: Has there been any modelling done in relation to those other two points:y g p
psychological support and the costs of including vocational support as a legislative measure? Is this stuff that isp y g p
readily available?


STUART FARQUHARSON: I'd have come back to you on what insight we have gleaned and what Q
modelling has been done.


ROHIT MANDANNA: There has been some very preliminary modelling but we will come back to you.y p y g y
In terms of the psychological support, it's also looking at how not just the workers but also their families can bep y g pp , g j
supported and have access to services such as counselling et cetera.


The CHAIR: In regard to Comcare and some of the large companies doing this work having insuranceg g p g g
coverage with respect to their workers, what do you understand is happening with these large companies? Do you g p , y pp g g p y
have any sense, with respect to taking out their insurance coverage for workers with Comcare, what might be they , p g g , g
motivation behind that? What are the implications of that, looking at the whole system in New South Wales?p , g y
We've got the large companies working in a certain way. What's your thinking around all of that since you'veg g p g y y g y
come into the role and have you done any assessments about it? I'd be very keen to hear your observations.


ROHIT MANDANNA:  Firstly, thank you for the question. That's something we might just take away ony,
notice and come back to the Committee.


The CHAIR:  You'll take that on notice?


STUART FARQUHARSON:  Yes.
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and we feel under-informed and potentially are under-appreciating what we're looking at. Therefore, that's making 
us somewhat anxious. Thank you very much. You've taken some questions on notice. I expect some 
supplementary questions will flow from the members reading Hansard after today's hearing. 


STUART FARQUHARSON:  Thank you for your time, and I hope that was helpful. 


(The witnesses withdrew.) 


(Short adjournment) 
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2024 REVIEW OF DUST DISEASES SCHEME 


Hearing: 11 December 2024 


SUPPLEMENTARY QUESTIONS  
 


icare 


1. Does icare receive any workplace and health monitoring data from private medical 


providers? 


2. Are there any legislative impediments preventing the voluntary sharing of workplace and 


health monitoring data from private medical providers with icare? 


a. If yes, what is the specific legislative barrier to this information sharing? 


i. Could de-identified data be provided? 


3. You identified a preference by major tunnelling employers to use private medical 


providers due to “a larger service offering”. Does icare have any oversight of the specific 


“service offerings” being provided by private medical providers in these instances, and 


how they differ from the offerings provided by icare? 


a. Is there a role for icare to ensure the appropriate screening technologies and 


methods are being used by private medical providers? 


4. What is the average response time for correspondence relating to the Dust Diseases Care 


scheme? 


5. In FY23/24, what was the longest response time for correspondence relating to the Dust 


Diseases Care scheme? 


6. The DDC Transformation Program speaks about delivering “improved automation” and 


“automated compensation payments”. Are these Automated Decision Making tools 


constituted under the statute that provides the source of the power to determine and 


provide compensation payments? If so, where in the statute? 


7. Witnesses identified the difficulty for younger workers to understand the Scheme’s 


benefits and eligibility criteria. What is icare doing to improve the accessibility and 


transparency of information about the Scheme to ensure workers are aware of their 


entitlements and can readily access support? 


8. How can the scheme be amended to provide more adequate and flexible financial 


assistance to workers, especially those who are younger and have long-term care needs? 


9. How does icare plan to address the concerns regarding the limited scope of compensable 


diseases under the Scheme, particularly the exclusion of silica-induced autoimmune 


diseases and other non-lung related conditions? 
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10. What measures is icare taking to improve the accessibility of mental health services for 


workers diagnosed with dust diseases, including reducing wait times for approval and 


providing more proactive support for workers and their families? 
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Does icare receive any workplace and health monitoring data from private medical providers?.


ANSWER

At this stage, icare does not receive any workplace and health monitoring data from private medical providers.








QUESTION (2)

Are there any legislative impediments preventing the voluntary sharing of workplace  and health monitoring data from private medical providers with icare?

a. If yes, what is the specific legislative barrier to this information sharing?

i. Could de-identified data be provided?


ANSWER

There are legislative impediments to the voluntary sharing of workplace and health monitoring data from medical providers with icare imposed by Australian privacy and health records legislation. There are likely to be legislative barriers against both disclosure of the information and its collection under Commonwealth and NSW privacy and health information legislation.

In accordance with this, the Safe Work Australia Health monitoring for registered medical practitioners guide specifically provides that:

· Health monitoring records must be kept confidential.

· The report and results must not be disclosed to another person without the worker’s written consent unless the records are required to be given under the model WHS Regulations

· The report must not be used for any purpose other than providing the PCBU with information on the results of the health monitoring program.

In relation to a person conducting a business or undertaking, section 378(2) of the Work Health and Safety Regulation 2017 provides that they must ensure that the health monitoring report and results of a worker are not disclosed to another person without the worker’s written consent, and that it is an offence to do so.

Whether private medical providers can provide de-identified information would be an issue for them to determine in accordance with current guidance. 

The NSW Information Commissioner has issued guidance to NSW agencies when disclosing de-identified information, and notes potential risks of the information not being truly de-identified; that is, all efforts need to be made to ensure it is extremely difficult, if not impossible, to re-identify the information.

Given that it is an offence to release confidential information, it is a significant risk for the private medical providers if the information can be re-identified or if the information is used for a purpose other than for what it was collected. It is likely that they would only release such information if they had a legal obligation to do so.










QUESTION (3)

3) You identified a preference by major tunnelling employers to use private medical providers due to “a larger service offering”. Does icare have any oversight of the specific “service offerings” being provided by private medical providers in these instances, and how they differ from the offerings provided by icare?

a. Is there a role for icare to ensure the appropriate screening technologies and methods are being used by private medical providers?


ANSWER

icare does not have oversight of specific service offerings being provided by private medical providers and does not believe it has a role in ensuring appropriate screening technologies and methods are being used.

However, icare supports the National Silicosis Prevention Strategy developed by the Lung Foundation, outlining the recommendation for all providers to undergo mandatory accreditation for health monitoring purposes. This would ensure consistency of health monitoring approach and screening technologies and methods being used by all providers in NSW.














QUESTION (4)

What is the average response time for correspondence relating to the Dust Diseases Care scheme?


ANSWER

icare does not have this data due to its aged client management system. Correspondence that requires an action icare (such as a complaint, request for service, application) will be able to be measured in a new system that will go live in July 2025. However, icare does currently have the capability to measure CSAT - Customer satisfaction score, for which of the current score is 91 per cent.

icare’s current performance indicators stipulate acknowledgement of email or letter within two business days and resolution of requests within seven business days. Phone calls are usually returned within one business day











































































QUESTION (5)

In FY23/24, what was the longest response time for correspondence relating to the Dust Diseases Care scheme? 



ANSWER



As per the answer to the previous question, icare does not have this data due to its aged client management system.

























































































QUESTION (6)

The DDC Transformation Program speaks about delivering “improved automation” and “automated compensation payments”. Are these Automated Decision Making tools constituted under the statute that provides the source of the power to determine and provide compensation payments? If so, where in the statute?

ANSWER



The DDC Transformation Program will not deliver automated decision making. All decisions will still be made by a staff member with the correct delegated authority. 

Automated payments refers to already approved weekly compensation being paid automatically on the scheduled date. This is currently a manual process across three systems.



















































































QUESTION (7)



Witnesses identified the difficulty for younger workers to understand the Scheme’s benefits and eligibility criteria. What is icare doing to improve the accessibility and transparency of information about the Scheme to ensure workers are aware of their entitlements and can readily access support?



ANSWER



Unfortunately, the legislation that governs the Dust Diseases Scheme is very complicated and each assessment is based on the individual circumstances of the worker. This makes it difficult to provide general information about the Scheme’s benefits and eligibility criteria, which takes into account all workers’ circumstances, including younger workers. 

However, icare is continuously seeking to improve the information available through its website, fact sheets and call centre, which are reviewed and updated regularly.















































































QUESTION (8)	



How can the scheme be amended to provide more adequate and flexible financial assistance to workers, especially those who are younger and have long-term care needs?



ANSWER



The Dust Diseases Scheme is currently constrained by the legislation it operates under, which does not permit much flexibility. The needs of younger workers should be a key focus of any legislative review.

Specific examples are contained in icare’s submission to the Committee.























































































QUESTION (9)



How does icare plan to address the concerns regarding the limited scope of compensable diseases under the Scheme, particularly the exclusion of silica-induced autoimmune diseases and other non-lung related conditions?



ANSWER



This requires legislative reform and should be considered under any legislative review.





























































































QUESTION (10)	



What measures is icare taking to improve the accessibility of mental health services for workers diagnosed with dust diseases, including reducing wait times for approval and providing more proactive support for workers and their families?



ANSWER



Mental health services are approved quickly when there is evidence that the need for the support arises from the worker’s dust disease. icare’s case managers are predominantly qualified allied health staff who are skilled at recognising when mental health services are required, and who regularly offer this type of support to workers. The only limitation on accessibility is the reluctance of the workers to engage with mental health services.

The Dust Diseases Scheme is currently unable to provide mental health services to family members, and to do so would require legislative change.
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ROHIT MANDANNA: Sure. Thank you, Stuart. Firstly, from a data perspective, SafeWork is working towards collecting the data and building out a register of employers that have exposure to environments that have got hazardous dust. We're working closely with SafeWork on the completion of that register. Once we have the register, we have the opportunity to identify employers at higher risk of dust exposure and then we can work jointly with SafeWork to target and prioritise screening services to those employers that are in greatest need.

The CHAIR: That sounds like potentially quite a horribly slow way of the State being able to access accurate information in a timely fashion about the exposure of tunnelling workers to silicosis. In other words, from exposure through to actually seeing data—seeing figures with some specificity. That would take, I would imagine, many, many months. Would you agree?

ROHIT MANDANNA: Thank you for the question. In terms of the register, SafeWork is looking to publish that register over the course of the first part of next year. That's the time frame that we are working towards, and I can take that away on notice to identify more detail on how we can work better to get access to the data..


ANSWER

icare is currently building the technology to have daily access to data from the Silica Worker Register published by Safework. We will then be able to compare the data with our records and contact the employer if they have not been registered for health monitoring by icare. The Register is due for launch by mid-2025. 

Continuing to work and engage with SafeWork and NSW Health will be essential in addressing emerging issues with tunnelling and other industries. Data and information sharing between agencies allows for better assessment of emerging issues. The Silica Worker Register and National Occupational Respiratory Disease Registry (NORDR) will help to address data sharing. An opportunity exists to broaden access to data and information through formalised agreements

.
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Ms ABIGAIL BOYD: The alternative suggestion in the submissions, then, is that there at least be some mandatory reporting back to icare from the private clinics. What would that involve? Presumably you would need to set up the system and there would be a lead time. What would the resources look like for that as an option?

STUART FARQUHARSON: I think it's a question that we should consider and get back to you on. What I would say is that that is some of the issue. It would allow us to proactively engage and do further screening. I think there are benefits out of that. Practically speaking, from a reporting mechanism, I'm not sure what the demand would be. Rohit, do you have a view on that?

ROHIT MANDANNA: From what we know, there are 78,000 employees across the State that work in environments that have got exposure to hazardous dust. Out of that, we know that there are approximately 26,000 that would require screening on an annual basis. As Stuart mentioned, we have the capacity to provide screening to approximately 5,000 of those employees, and there is a broader market that we need to work with that can help meet that demand. That's something that the dust diseases team is exploring options in terms of how we best can increase our capacity to meet increased demand.

STUART FARQUHARSON: But I think your question was around the implications of implementing a reporting mechanism so that we have that information.

Ms ABIGAIL BOYD: Yes.

STUART FARQUHARSON: That's probably something that will require some consideration from us, because how do we respond to that additional information? We're saying it would inform us to be able to be more proactive, and I think that's the point out of this.

Ms ABIGAIL BOYD: Yes, that's right. If next year we were to pass a bit of legislation that said actually all of these results need to be forwarded through to icare, what would it then take from your side of things? Could you take that on notice and come back on that?

STUART FARQUHARSON: Yes.


ANSWER

There is an existing mechanism for mandatory reporting of screening results with the NORDR, via a Federal Government program managed by NSW Health. icare reports all of its screening results to NORDR, but there is an opportunity for greater rigour and oversight of the NORDR to ensure that all service providers are complying with their obligations. As a NSW Government agency, icare has authority to access the information from this register for forecasting purposes
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The CHAIR: Can I just jump in quickly? Sorry to interrupt. Data sharing, at the end of the day, if we just go back to the paragraph we're quoting from on page 8, with respect to the employers, it seems to me from your experience—and correct me if I'm wrong—that there is some great reticence and reluctance to cooperate with respect to handing over data. Is that a fair assessment or a fair statement to make?

STUART FARQUHARSON: I'm not sure what the driver is. But, yes, we do not have a level of insight into the prevalence of dust disease through that screening.

The CHAIR: Has that information been requested? I appreciate you're in that role for a relatively short period of time. In that context, I do understand if you need to take it on notice. But has icare been quite assiduous in trying to get cooperation to receive data and then you've met basically a brick wall?

STUART FARQUHARSON: I will let you respond to that, if you're comfortable to.

ROHIT MANDANNA: That's something I might need to take away on notice and we can come back to the Committee.


ANSWER

Employers are generally willing to share information about their work practises and controls with icare’s screening team. The information aids in the assessment of the worker’s exposure history and therefore risk of developing a dust disease. 

icare understands employers are not currently permitted to voluntarily disclose health monitoring data without a worker’s written consent, due to the provisions under section 378(2) of the Work Health and Safety Regulation 2017.
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ROHIT MANDANNA: We provide the total contribution data to SIRA. Essentially, then SIRA looks at the experience across the range of industries to then determine the appropriateness of the levy setting. Where we're seeing industries or companies with increasing exposure, then the levy setting will essentially be adjusted to factor in the rate at which the levy is calculated for those industries.

Ms ABIGAIL BOYD: Is that a standard model of doing this? Are there examples, in other parts of Australia or other places, of ways in which levies can be more accurately assessed against—I guess you'd need the data—a future claim pool, rather than working on this year by year? Is that just the way it is, or are there changes that can be made?

ROHIT MANDANNA: Each of the various workers compensation schemes operate slightly differently across the different jurisdictions in Australia. We'll probably need to take that away on notice to identify where there are opportunities for us to learn from and identify different levy-setting arrangements.

STUART FARQUHARSON: I'm not aware of an arrangement that allows for the collection of levies based on future liabilities coming through in this area, but it may well exist. We can investigate and get back to you on that.


ANSWER

icare does not currently have access to the levy setting arrangements in other jurisdictions for dust diseases. 

Any changes to the levy setting arrangements would require legislative review, which is a matter for Government.
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The Hon. ROD ROBERTS: I'll put to you, then, that icare is not adopting the CT scanning method because it's financially too restrictive. Is that what you're saying?

STUART FARQUHARSON I think the point here is a little bit different. There is a financial consideration. There are also operational considerations, and we spoke about the fact that there's a nuclear medicine accreditation that could take two years. But the point and the advice that I've received—and we can come back to you on this, and we absolutely will, to confirm—is that a CT scan is not applicable and necessary in every situation. If I look at the information that I've seen—I quoted the numbers of workers that we screen through our process, which is approximately 5,000 a year. Since 2019 we've ordered 1,200 CT scans. What that implies and suggests, and as I understand, is that a CT scan is not applicable for every screen or every screening instance. Based on the medical advice where there's a need for that scan, then we will arrange for it. That's the answer, but we are very happy to get into the detail of what you're asking and come back to you with that. The view is that it's not about a purely financial perspective; it's about the need and what is a pragmatic way of operating the screening.

 

ANSWER



icare adopts best practice following the Australian Government’s Department of Health and Aged Care’s National guidance for doctors assessing workers exposed to respirable crystalline silica dust, and Safe Work Australia’s Health Monitoring Guidelines for screening and diagnosing a dust disease. The clinical pathways adopted by icare include referral to high resolution computerised tomography (HRCT) scanning as necessary. The assessment by icare’s clinical team includes a chest x-ray, lung function test, medical history review, occupational history review and examination by an occupational physician or respiratory specialist. During the assessment, doctors assess the risk to the worker and review their medical history to ensure ordering a HRCT scan is the appropriate step to take in making a clear diagnosis.

icare uses several providers to perform HRCT scans to ensure timely return of results. The process is also supported by icare team members who arrange appointments, follow up results and offer reimbursement of travel to radiology practices if needed.

In March 2023, icare undertook an independent feasibility assessment to determine if an in-house HRCT scanner would be appropriate. The recommendation at that time was to continue outsourcing referrals for HRCT scans. This was predominantly due to the fact that there was good access to local radiology providers and it was financially more sustainable given the volume of HRCT scans required. Additionally, the provision of nuclear medicine services was identified as being higher risk and requires multiple accreditations, which icare does not hold.  
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The Hon. ROD ROBERTS: It was alluded to by yourselves that there's a financial risk in CT scans. My concerns are that we've been told that it is the ultimate tool—not a chest X-ray or a lung test, but a CT scan. That's my concern that that has not been utilised. I will move on to one other subject, and that is that we have heard from witnesses here about cross-jurisdictional issues. The tunnelling profession moves from State to State on major infrastructure projects. There's a conflict about where the "injury" occurred: Did it occur when I was a worker on a tunnelling project in Victoria but I'm now on a tunnelling project in New South Wales, where I get screened? Can you talk us through that conflict? How can we resolve that to ensure that workers get the best possible treatment available?

STUART FARQUHARSON: I may need to take that on notice, unless Rohit is able to provide some insight into it. But it's about exposure within business places in New South Wales. I think that's the key trigger in this. That's the important point.

ROHIT MANDANNA: We might take that away on notice



ANSWER



icare is committed to maintaining best practice in health monitoring and will continuously review and adopt recommended approaches to ensure quality and accuracy in diagnosis.

All workers who come through icare for screening receive the same service, even if they have worked in other jurisdictions for a period of time. Understanding their full work history is critical in assessing exposure risk.
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The Hon. CHRIS RATH: I want to ask about the relationship between the dust diseases scheme and the workers compensation scheme. You've probably seen employees who have started off in the workers comp scheme and then have been pushed over to the dust disease scheme. Can you walk through with us how that works? Would you say that one scheme is more generous than the other in terms of the financial claims that are made by injured workers?

 

STUART FARQUHARSON: What I can say is we do have detail here and we can provide you detail on the benefits provided under the dust disease scheme. But I wouldn't be able to comment on a comparison of the benefits today. Practically speaking, I don't really have anything to add to that, so I'm not answering your question.

 

My apologies. Rohit, is there anything we can add to that, to address that question?

 

ROHIT MANDANNA: We might take that away on notice.

 

The Hon. CHRIS RATH: Surely you've got examples or there would be many cases of workers who start off in the workers compensation scheme and then are moved to the dust disease scheme.

 

STUART FARQUHARSON: I can't comment on that. What I do know is what benefits are legislated for the dust disease scheme. I'm not sure about that transition, so I'll need to respond on that. My apologies.



ANSWER



Occasionally, workers will make a claim for a dust-related condition against their employer’s workers compensation policy. In this scenario, the claims service provider (CSP) should divert the worker into the Dust Diseases Scheme. Occasionally, these are missed and the worker successfully claims in the Nominal Insurer Workers Compensation Scheme. icare is working with the CSPs to minimise this. When icare is made aware of these situations, additional information is obtained from the worker which is required for the application process  support them into the Dust Diseases Scheme. The Dust Diseases Scheme reimburses the Nominal Insurer for any funds that were already paid out.

There are differences between the Workers Compensation Scheme and the Dust Diseases Scheme, which may lead to different outcomes for a worker. For example, there are differences dependent on the age of the person and whether they are still working. The Workers Compensation Scheme is usually more generous with respect to benefits paid to persons who are still working. However, the Dust Diseases Scheme provides compensation to persons who have retired and for life. Anyone who is retired would not receive any funds under the general Workers Compensation Scheme. There are also differences dependent on a person’s level of disability, as the Dust Diseases Scheme provides entitlement for life regardless of percentage of disability.

After a worker has passed away, dependants under the Dust Diseases Scheme receive lump sum payments and weekly payments. The lump sum payments are less than those under the general Workers Compensation Scheme, but dependants also receive weekly payments which are not available under the Workers Compensation Scheme.
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The Hon. BOB NANVA:  The NSW Dust Disease Register, where notifiable incidents of certain conditions have to be reported by NSW Health to SafeWork.

Ms ABIGAIL BOYD: The one that has now gone to Federal.

The Hon. BOB NANVA: Has that historically been utilised by icare for the purposes of its projections and modelling?

STUART FARQUHARSON: It would be. It's a component of a broader valuation exercise. In terms of the specifics of how that flows in, I'm very happy to come back to you on that. I think that's what you're getting at—to what extent we use that to inform our views of the future exposure. We can provide that on notice.

ANSWER

icare reports all new cases of silicosis to the NORDR, which will be further expanded to include all notifiable dust diseases. The Registry has a minimum reporting requirement, which includes physician and patient details, disease and exposure details, and lung function testing values. There is also an opportunity to provide additional details such as patient demographics, occupational history, and medical tests.

The use of the NORDR for reporting and research purposes is not currently available. icare submitted an enquiry to the Registry in November 2024, with the response confirming that it would be available for research use some time in 2025. The administrative and ethical requirements for requesting and using NORDR data for research and reporting is currently unknown.

While icare routinely reports on case numbers within the Dust Diseases Scheme, there is limited data sharing between Australian jurisdictions. Accessing NORDR data for research use would allow NSW data to be compared directly with other jurisdictions, and to be included in large, Australia-wide research cohorts. This would lead to a much better understanding of the incidence, distribution, and nature of dust diseases across Australia.
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The CHAIR: Yes. I got the numbers around the wrong way. With the 78,000, on notice, are you able to provide to the Committee the number of entities—I use the word as a generic term—that are paying the dust levy?

STUART FARQUHARSON: Yes, I'm sure we could do that.

The CHAIR: On notice.

STUART FARQUHARSON: Yes, and that will be linked to the entities that are paying workers comp premiums, because the levies are included in that and allocated through a methodology that is set by SIRA.

The CHAIR: The levy is on a per capita basis, I presume. I shouldn't presume, I suppose. What is the levy? If you don't have the specific details—I don't mean to put you on the spot.

STUART FARQUHARSON: I can absolutely give you some information on the levies. I'll just step back a bit. If you want me to rush through, please let me know. I spoke about the pay-as-you-go basis and the net result. Per the legislation, the levy is based on the expected expenses of the scheme. That comprises the benefit payments and the support costs. I spoke about the mechanism and the link with investment income—the drawdown of investment assets. I know you've asked me about per capita, but just to give you an outlook for the next year, for the next financial year the scheme's estimated costs will be $158 million.

Of that, $75 million will be paid by levy contributions and $84 million will be funded through investment income and the scheme assets. If we look at this from last year, $83 million was collected towards funding the scheme costs, so $83 million of the $125 million. What does that mean? I think that's the nub of what you were getting at. Average employer contributions are a percentage of wages, so for the last period, from 2019 through to the outlook for next year, it's 0.3 per cent. In 2023, there was an increase to 0.35 per cent. That levy that has been collected has ranged from about $63 million up to a high of $83 million. In terms of what that means per capita, I can't tell you that. But I can get back to you on that. It comes out as a percentage of wages.

Of course, SIRA sets the arrangements. Icare provides SIRA with a total contributions amount required to cover the costs, as I've just described. SIRA then determines how to acquire the contributions across the industries. It's based on charging at-risk industries with at-risk workers by setting a percentage rate for each dollar of wages paid. So it's back to the percentage of wages. I'm not sure if we could get to a per capita but we can try to come back with that. It's business activity, it's risk profile and it's claim expense. All three of those things link into that percentage. So there is, I expect, some incentivisation out of that to run a safe environment. It's collected as the workers compensation insurance premiums, which is what I mentioned earlier.

ANSWER

In accordance with section 6 of the Workers’ Compensation (Dust Diseases) Act 1942, SIRA determines the manner in which NSW workers compensation insurer contributions to the Workers’ Compensation (Dust Diseases) Fund will be applied for the 2023-24 financial year. icare determines the total contribution amount; however, it is then SIRA that divides it between insurers and self-insurers, and therefore employers.

This question is better directed to SIRA as the agency responsible for determining the levy by entities.
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Ms ABIGAIL BOYD: There was a recommendation in one of the submissions in relation to an issue where you can sometimes get payments out of the scheme that then push you out of getting a Centrelink payment or other types of government payments. I understand that under the Federal legislation, they have a thing where basically you can reduce payments to make sure that doesn't happen to a person. Is that something that you think we ought to be doing in New South Wales as well? Is that something that has crossed your path?

ROHIT MANDANNA: I might just take that on notice and come back to you with a position on that.

Ms ABIGAIL BOYD: That would be really useful. Another one of the recommendations was that we increase the 26 weeks of support to 52 weeks. Again, from an icare perspective, has there been any modelling around that? What would that do in terms of those yearly levies?

STUART FARQUHARSON: We could absolutely provide that information. But it's the same principle. As you say, it's not currently built into the existing mechanism. If there was a legislative change on that, there would be a high cost that would need to be funded through this mechanism.

ANSWER

How the Federal Government assesses income (Centrelink or other) is not within icare’s remit.

No separate modelling has been undertaken for vocational support, as these services are already offered to all eligible workers under the Dust Diseases Scheme and are already included in the modelling used for Scheme valuations.

Any changes to the provisions would require extensive actuarial analysis as part of a legislative review. Any legislative review is a matter for the Government.
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Ms ABIGAIL BOYD:  Has there been any modelling done in relation to those other two points: psychological support and the costs of including vocational support as a legislative measure? Is this stuff that is readily available?

STUART FARQUHARSON: I'd have come back to you on what insight we have gleaned and what modelling has been done.

ROHIT MANDANNA: There has been some very preliminary modelling but we will come back to you. In terms of the psychological support, it's also looking at how not just the workers but also their families can be supported and have access to services such as counselling et cetera.

ANSWER

Some preliminary modelling was undertaken regarding the provision of psychological supports to family members. Provision of supports to family members is not covered under the Dust Diseases Scheme and would require legislative change.

No separate modelling has been undertaken for vocational support, as these services are already offered to all eligible workers under the Dust Diseases Scheme and are already included in the modelling used for Scheme valuations.

Any changes to the provisions would require extensive actuarial analysis as part of a legislative review. Any legislative review is a matter for the Government.
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The CHAIR: In regard to Comcare and some of the large companies doing this work having insurance coverage with respect to their workers, what do you understand is happening with these large companies? Do you have any sense, with respect to taking out their insurance coverage for workers with Comcare, what might be the motivation behind that? What are the implications of that, looking at the whole system in New South Wales?

We've got the large companies working in a certain way. What's your thinking around all of that since you've come into the role and have you done any assessments about it? I'd be very keen to hear your observations.

ROHIT MANDANNA: Firstly, thank you for the question. That's something we might just take away on notice and come back to the Committee.

The CHAIR: You'll take that on notice?

STUART FARQUHARSON: Yes.



ANSWER

Comcare is part of the Commonwealth workers compensation legislative framework that permits self-insurance for employers on a national scale. It may be an attractive option for eligible employers operating in more than two states or territories who wish to consolidate their workers compensation operations.  

To be eligible for a self-insurance licence in the Comcare scheme, the relevant Minister must first declare the corporation eligible before they can submit an application to be considered by the Safety, Rehabilitation and Compensation Commission. 

Since 2018, five employers have elected to leave the NSW Nominal Insurer scheme and self-insure through Comcare. 
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