
FEATURE

OMA Position Paper

TheRoleof thePrimary CarePhysician
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Over the past decade, various iter-
ations of timely return-to-work
(TRTW) programs have been intro-
duced across Ontario in an effort to
improve recovery, productivity,
reduce rising absenteeism costs, and
assist employers in meeting their
obligations to accommodate their
employees. During this period,
insurers, employers and physicians
have gained a more sophisticated
understanding of the benefits of
early return to work and the best
practices in the area. However, there
is growing concern among physi-
cians over the collision between the
increasing demands for third party
services and patient access to qual-
ity, routine care.

From a human resources perspec-
tive, the administrative aspect of
return to work has significant impli-
cations for wait times and other
physician shortage-related issues.
Moreover, there is a sense that the
system is not working for patients,
and that physicians have lost control
over their ability to manage the
increasing requests for services.

Within this context, the OMA has
revisited its position paper and, in
the following pages, articulates some
of the ongoing issues within the field
of timely return to work, and attempts
to offer solutions that will enable
successful timely return-to-work pro-
grams for patients, employers and
physicians.

This paper outlines:
1. Current issues in the field of timely

return to work related to:
a. The Increasing Demand for Phy-
sician Services.
b. The Patient-Physician Relation-
ship.
c. The Employee-Employer Rela-
tionship.
d. Patient Consent.
e. Training and Liability and Third
Party Requests for Service.

2. A proposed model for successful
TRTW.

3. The role of the employer and em-
ployee in TRTW.

4. The obligations of the attending/
treating physician in TRTW.

5. The role of the return-to-work co-
ordinators in TRTW.

Overviewof Current Issues
a. IncreasingDemand for Service
Returning an employee/patient to
work following or during a period of
disability has become an issue of sig-
nificant importance. A number of
factors have combined to result in
more information being requested
from physicians about more claims.

The growth in disability benefit
claims over the past decade, coupled
with a growing recognition of the
economic and therapeutic benefits of
timely return-to-work programs,1 has
resulted in a significant increase in
both the information requested of
physicians, and the use of this infor-
mation by employers, insurers and
lawyers.

Employers, disability manage-
ment companies, and insurers have
developed an array of policies and
programs to reduce workplace costs
and group insurance premiums,
manage absenteeism and provide for
workplace accommodation.

Between 1996 and 2004, the aver-
age worker increased time off from

In 1994, the Ontario Medical Association passed the “OMA Position Paper

in Support of Timely Return to Work and the Role of the Primary Care

Physician.” Subsequently, provincial associations and the Canadian

Medical Association have followed suit in an attempt to articulate the role and

responsibilities of the physician within return-to-work programs, and to

outline a process that meets the need of patients.
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The Role of the Primary Care Physician in Timely Return toWork:
Summary of Recommendations

Third Party Requests for Information
1. We recommend that third party requests for medical information and services be distinctly separated

into two streams:

a. Requests for medical documentation of illness, disease, injury or disability for the purposes of

entitlement to disability benefits (as per CPSO) and;

b. Requests for information and services related to returning a patient to work, such as functional

assessments, reviewing job descriptions, consulting with supervisors, workplace interviews, assessing

barriers to return to work, prescribing restrictions and modifications to the job (herein collectively

referred to as “RTW Services”).

2. We recommend that when a third party requests information for (a) entitlement to disability benefits or

(b) returning a patient to work that:

a. Separate patient consent be obtained for each request for medical information.

b. Patient consent be considered time-limited and that repeat requests for information fall within a

reasonable time of the original receipt of patient consent.

3. We recommend the development of educational sessions to support physicians in understanding their

CPSO obligations regarding third party requests and to support those physicians who wish to assume

the role of the timely return-to-work co-ordinator.

4. We recommend that patients not be required to assume the costs of third party requests for services

related to the certification of disability.

5. We recommend that patients not be required to assume the costs of services related to a timely

return-to-work program. The OMA believes that the employer/insurer should assume the cost and

payment for the services related to a timely return-to-work program, as well as for the services related

to the certification of the disability.



6.2 days per year to 7.5.2 Simultan-
eously, expenditures on insurance
coverage continued to escalate; in the
public sector, the total outlay as a
percentage of gross domestic product
(GDP) rose from 1.19% in 1990 to
1.23% in 1999.2 As a result, there has
been a steady increase in the number
of Canadians acquiring insurance
benefits and amounts paid out yearly
such that, by 2005, it reached $1.9
billion (see Table 1, p. 30).

Traditionally, physicians have
been asked to supply health infor-
mation about a patient’s illness/
injury in order to establish eligibility
for benefits and provide a reasonable
estimate of a return-to-work date.
Increasingly, there is a blurring of the
lines between the provision of forms
and reports related to benefit entitle-
ment, and requests for services and
information related to a patient’s
ability to return to work — a major
contributor to the growth in demand
for physician services.

It is now common for information
requested at the initial visit to include
requests for documentation and ser-
vices not only for the eligibility of
disability benefits, but also requests
for documents and services such as
the completion of a Functional
Abilities Form (FAF), detailing sub-
jective symptoms and objective find-
ings, response to treatment, and
information on mental and/or car-
diac functionality, among others.
Most often, there is no offer of finan-
cial remuneration by the requesting
third party.

For the average physician, provid-
ing information to deal with com-
plex issues in the workplace, and to
establish the eligibility of insurance
benefits — often when devoid of any
information regarding job descrip-
tion or of a specific insurer’s defini-
tion of disability — can be daunting.
Moreover, this information is often
requested very early in the patient’s
disabling condition, frequently be-
fore full investigation and diagnosis
have been completed, and almost
always before outcomes to treatment
and rehabilitation are assessed.

The burden of third party requests

for information has become so great
that it may contribute to a family
physician’s decision to change careers,
or retire early from practice. Results
from the Canadian Medical Associ-
ation’s National Physician Survey in-
dicate that between 1997 and 2004,
physician time spent on indirect
patient care increased by 18%.3 The
majority of physician paperwork
relates to disability benefits. In
Ontario, general practitioners now
spend an average of 11.5 hours per
week completing forms and provid-
ing reports.

In a recent study examining the
administrative burden experienced by
Ontario’s physicians, 62% of re-
spondents indicated that insurance
requests are burdensome or very bur-
densome.4 Similarly, a study from the
United Kingdom found that 93% of
general practitioners report that
administrative paperwork had either a
“moderate influence” or “great in-
fluence” on their retirement decision.5

This trend extends across Organiz-
ation for Economic Co-operation and
Development (OECD) nations.2

b. Patient-Physician Relationship
Following a significant disease or
injury to a patient, treating physi-
cians strive to achieve the goal of
returning the patient to as close a
degree of functionality as the patient
was capable of achieving prior to his
or her disability.

For most physicians, functionality
refers to the activities of daily liv-
ing that allow a person to enjoy a
healthy, independent lifestyle with
the ability to be self-supportive. In a
return-to-work context, functionality
is expanded to encompass the spe-
cific job restrictions and limitations
of the employee/patient.

Effectively returning an employee/
patient to work following a disability
is a highly complicated process, and
requires co-operation from em-
ployee, employer, insurer and health-
care provider in order to ensure that
the process does not cause further
harm. From the family physician’s
perspective, although part of a con-
tinuum, returning a patient to opti-

mum functionality, and returning an
employee to work, are separate
processes.

In some instances, physician
engagement in the timely return-to-
work process can cause significant
conflict with a patient. Most often,
this occurs when the patient does not
feel that he or she is able to return to
work, and the employer/insurer has
requested a physician report detailing
when and how this can take place.

The potential for conflict is height-
ened when employers/insurers re-
ceive information that they consider
inadequate, and deny or delay the
provision of benefits; when em-
ployers and insurers require repeat
services and the patient has to assume
the costs; and/or when employers
blame doctors for delays in approval,
thereby pitting patient against phy-
sician.

Physicians, patients and employ-
ers regularly confront a scenario
where the patient feels that he or she
cannot return to work, the employer
suspects that the physician is inap-
propriately certifying disability, and
the physician feels that the employer
is not truly willing or interested in
accommodating the employee.6

One of the principal barriers
identified by physicians in return-
to-work programs is a perceived lack
of support from the employer. M.K.
Schweigert, et al. examined physi-
cian perception of return-to-work
barriers in Ontario and found that
the most often cited was a lack of
accommodated/modified work op-
portunities.6

Conversely, employers and in-
surers have conveyed a similar frus-
tration with the return-to-work
process and the role of the attending
physician. Physicians are perceived
as reluctant participants in the
process, often unwilling to under-
stand the needs of employers and
the workplace, and too often willing
to inappropriately certify disability.7

c. Employee-Employer Relationship
The economic and therapeutic value
of TRTW programs is now widely
accepted. Research indicates that

Timely Return to Work

Ontario Medical Review • March 20093 25Ontario Medical Review • March 2009



employees who are presented with
modified return-to-work opportuni-
ties prior to complete recovery are
twice as likely to return to work as
those who are not, and TRTW pro-
grams can reduce the number of work
days lost by half.8 The evidence sug-
gests that there is strong correlation
between the length of absence and
the likelihood of the patient ever
returning.8

Moreover, there is growing recog-
nition that the critical factor in suc-
cessful return-to-work programs is
the active participation of the em-
ployer and employee. This is reflec-
ted in a recent review of disability
management policies across seven
advanced industrial nations by the
OECD, and its principal recommen-
dation that policy-makers need to
engender “a culture of mutual ob-
ligation” between employers and
employees in the disability manage-
ment process.

The Ontario Human Rights Com-
mission contends that, under the
Ontario Human Rights Code, all
workers with disabilities have the
right to be accommodated in the
workplace. By extension, all employ-
ers and unions have a legal duty to
provide such accommodation.9 As a
result, employers are modifying their
disability and absentee management,
both as an economic imperative and
in order to meet their duty under the
Code, to provide accommodation in
the workplace (see Appendix 1, p. 34).

d. Patient Consent for Release of
Information
Physicians frequently express con-
cerns about the practice of employ-
ers/insurers having patients sign
“blanket consents” authorizing the
release of information well beyond
that which the physician believes to
be relevant to the return-to-work or
benefits issue at hand. Two issues
arise in this context: the requirement
to minimize collection, use and dis-
closure to meet the purpose; and
what constitutes a knowledgeable
consent.

In Ontario, the rules relating to the
collection, use and disclosure of per-

sonal health information are ad-
dressed in separate legislative regimes
for health providers versus employers
and insurers. This section will address
the privacy provisions as seen from
the physician lens.

The Personal Health Information
Protection Act (PHIPA) speaks to
health information custodians
(HICs) about their obligations to
protect patients’ privacy. One of the
fundamental principles underlying
PHIPA is the requirement upon HICs
to collect, use and disclose “only as
much personal health information as
is necessary for the purpose.”

PHIPA addresses issues relating to
consent in detail. One of the require-
ments for a consent to be valid is that
it “must be knowledgeable.” The Act
then goes on to state that a HIC may
generally assume that a statement of
consent is valid. There is nothing,
however, which prevents a physician
from testing this assumption. In the
event that it does not appear to the
physician that the consent was knowl-
edgeable, he or she may rely upon the
provisions of the Act that allow a
patient to withdraw consent and to
substitute a new (informed) consent.

In addition to the general provi-
sions minimizing the collection, use
and disclosure of information in the
system and defining consent, PHIPA
contains specific provisions to distin-
guish information-sharing among
HICs from the situation where a HIC
discloses information to third party
“recipients,” such as employers and
insurers. When dealing with third
party recipients, PHIPA requires a
HIC to disclose information only for
authorized purposes. In addition, the
recipient is prohibited from using or
disclosing more of the information
than is necessary to meet the purpose.

Again, it should be noted that
except for the so-called “recipient
rule” discussed above, insurers are
not captured by PHIPA. They are gov-
erned by the federal privacy statute
known as PIPEDA — the Personal
Information Protection and Elec-
tronic Documents Act. Although the
specific rules under PHIPA and
PIPEDA vary, they both are predi-

cated on a requirement to limit the
collection, use and disclosure of per-
sonal information to that which is
required for the purpose.

In light of patients’ apparent lack
of awareness in this area, it is recom-
mended that separate consents for
the disclosure of information be
required, and that patients be explic-
itly informed of the extent of the pro-
posed disclosure and purposes to
which the information will be used
(e.g., to certify disability or to return
the patient to work).

e. Training and Liability
The majority of physicians outside of
occupational medicine have not
received the appropriate training to
participate in return-to-work pro-
grams and are thus uncomfortable
doing so. In part, this results from the
fact that there may be other issues
beyond the mere disability itself that
have a part to play in returning a dis-
abled person to work. Such issues
include workplace stress, difficulties
with co-workers, poor performance,
demeaning modified work programs,
and personal issues, e.g., marital dis-
cord, chronic pain and mental disor-
ders. Compounding this issue is
research suggesting that there is an
increasing complexity in both diag-
nosing diseases, such as mental ill-
ness or stress-related illness, and
assessing their implication on work
capacity.2

Physician concern about training
is compounded when they are asked
to perform functional assessments in
order to complete a Functional
Abilities Form (FAF), and provide
services and opinions regarding an
employee’s ability to return to work
before they have all the evidence on
which to draw adequate conclusions.
Further, the timing of these requests
often requires physicians to provide a
speculative response, which is of par-
ticular concern when they are asked
to sign a statement on forms to the
effect that, “I hereby declare that the
information submitted is true and
complete and I understand that it is
an offense to knowingly make a false
or misleading statement.”

Timely Return to Work
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AProposedModel for a
Successful Return to Safe and
TimelyWork Program
The literature shows that there are a
number of definitions of “Return to
Work”, “Timely Return to Work,”
and “Safe Return to Work” Programs,
but the concept of returning a dis-
abled person to the workplace in
some modified manner is addressed
universally.

Common to these definitions is an
acknowledgment that a timely re-
turn-to-work program is a compila-
tion of services required to safely and
effectively return an individual to
work as soon as possible. There is no
common timely return-to-work tem-
plate that meets all individual needs
in all circumstances in all workplaces.
The most appropriate program may
involve accommodation in the form
of a temporary workload restriction,
while in other instances it may be
necessary to have the employee per-
form a completely different job
function, or move into part-time
employment. Each program should
be individually prescribed and
should support the reintegration and
rehabilitation of a disabled or injured
employee back into the workplace.
The program should provide tempo-
rary or modified work assignments,
which take into consideration the
employee’s physical and psychologi-
cal limitations.

As in our 1994 position paper on
the subject, the OMA recommends
the continued evolution of well-
designed, co-ordinated efforts to cre-
ate workplaces that can promote the
safe and timely return of workers, and
emphasizes the important contribu-
tion in this area made by occupa-
tional health physicians.

Successful timely return-to-work
programs should embody the follow-
ing operating principles:
1. The primary responsibility for suc-

cessful timely return to work lies
within the employer-employee
relationship.

2. Personal responsibility and the
co-operation of the employee are
critical.

3. Workplace policies should outline
the roles and responsibilities of the
stakeholders, i.e., management,
the employee, the union, human
resource staff, and workplace
health-care professionals. All
stakeholders should be educated
on their responsibilities in order to
ensure compliance.

4. Medical restrictions should be
matched with the physical and
psychological demands of the reg-
ular or modified job.

5. Employees participating in a grad-
uated timely return-to-work pro-
gram should be accommodated
without financial loss to the em-
ployee.

6. Occupational medicine is recog-
nized and utilized as a referral
resource to help with specific case
management.

7. The program and policies are sub-
jected to continuous quality im-
provement.

8. That the role of the timely return-
to-work co-ordinator as defined
herein is recognized and utilized.
Due to the complexity of the

timely return-to-work process, and
increasing demands on physicians’
time as outlined previously, we rec-
ommend that third party requests for
physician services be distinctly sepa-
rated into two streams:
• Request for medical documenta-

tion of illness, disease, injury or
disability for the purposes of enti-
tlement to disability benefits (as
per College of Physicians and Sur-
geons of Ontario [CPSO] require-
ments) and;

• Requests for TRTW Services as
defined in the Timely Return-to-
Work Services section of this doc-
ument (see p. 29).

Employee and Employer Role
Employers, in managing disabled
employees, are bound to act in a
manner that is not discriminatory. To
that end, the employer may have to
revise a measure already in place, or
make arrangements in the workplace
to facilitate an employee’s reinte-
gration.

According to the Ontario Human
Rights Commission, the accommo-
dation process is a joint endeavour
between the employee and employer,
both of whom have a responsibility
and duty to ensure that accommoda-
tion is achieved (see Appendix 1, p.
34).

Patients are responsible for receiv-
ing the information they require
from their health-care providers to
safely re-enter the workplace; to
familiarize themselves with their
condition in order to bring this infor-
mation to bear on the modified work
opportunities made available from
the employer; and to work with the
employer to manage the process.
Employers are responsible for apply-
ing this information to provide mod-
ified work options for the patient’s
consideration. The employer must
ensure that the information offered
to the patient and his or her health-
care provider about the company’s
program and the modified work
available in the workplace is, in fact,
fully operational. The employer
should also provide accommodation
in a timely manner, limit informa-
tion requests to those related to the
accommodations process, and assume
the cost of any medical information/
documentation requests.

The employer and employee have
a responsibility to provide the health-
care professional (HCP) with enough
employment-related information to
enable him or her to provide appro-
priate medical advice and support. It
is the employer’s responsibility to
provide the HCP with a written job
description, identifying the job risks
and available work modifications,
and to appropriately compensate
physicians (per the 2008 Schedule of
Fees, available online at: https:/
/www.oma.org/economics/billing/
2008sof/menu.htm) for their partici-
pation in the TRTW process.

The employer’s approach to the
return-to-work process is of critical
importance. Some issues, like return
to a “toxic” environment, meaning a
situation where external factors, such
as problems with the supervisor, con-
flict among workers, perceived or

Timely Return to Work
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actual unfair treatment, etc., can
only be addressed by the employer
directly. Other issues can be effec-
tively managed by the occupational
health team on behalf of the em-
ployer.

Physician Role in Timely
Return toWork
In 1994, the OMA suggested a role for
the attending physician in the timely
return-to-work process, and provided
specific recommendations. As out-
lined above, there has since been a
significant change in the landscape
affecting timely return to work. There
is now a focus on ability rather than
disability, and there has been an
increased demand for medical infor-
mation and advice from physicians
and other health-care providers con-
cerning patient functionality, re-
stricted work, and modifications to
the workplace to help accommodate
the disabled patient (see Appendix 2,
pp. 35-37).

The clinical role of the patient’s
personal family physician (attending
physician) is still patient-centred,
and remains to:
1. Provide medical treatment in

order to achieve optimum func-
tionality and discuss with the
patient anticipated recovery and
healing times early in the course of
treatment.

2. Support and encourage the patient
to participate in a timely return-to-
work program.

3. Provide medical report(s) as per
the College of Physicians and
Surgeons of Ontario requirements.

4. Accept overall responsibility for
the patient’s medical care.

5. Request and help co-ordinate
appropriate auxiliary treatment
and rehabilitation services.

6. Protect the patient’s medical con-
fidentiality.
In Ontario, the attending or

treating physician has several dis-
tinct considerations when dealing
with an injured or ill patient where
they require time off work, and
possibly a timely return-to-work
program:

• The patient may have a Workplace
Safety & Insurance Board (WSIB)
claim, in which case treatment and
TRTW service provision would fall
under The Workplace Safety and
Insurance Act. The reader is re-
ferred to the WSIB policy entitled,
“Injury/Illness and Return to Work/
Function” (see Appendix 3, p. 38).

• The attending or treating physician
has an obligation to provide med-
ically necessary services to the
patient during the course of the
clinical investigations and treat-
ment of the specific illness or injury
that is preventing the patient from
attending work or causing the
patient to seek accommodation in
the workplace. These clinically
medically necessary services must
be billed to the provincial health
plan (OHIP) under the Health
Insurance Act.

• The attending or treating physi-
cian has an obligation to provide
accurate and timely objective med-
ical information for the entitle-
ment of eligibility for insurance
benefits as per CPSO require-
ments. The provision of such a
report is an uninsured service and
may be charged to the requesting
third party or to the patient.

• The attending or treating physi-
cian should provide accurate and
timely objective medical informa-
tion for the purposes of TRTW.
This information should highlight
duration of illness, expectations
for recovery, and work capability,
where known. The provision of
such a report is an uninsured ser-
vice, and may be charged to the
requesting third party or to the
patient.

• The attending physician needs to
consider whether he or she will
play a role as TRTW co-ordinator
when requested by the employer/
employee or the other third party.

CPSOObligations
In the case of third party insurance
benefits, physicians are commonly
requested to provide objective med-
ical information. This is most readily
done from documented and repro-

ducible clinical findings from exami-
nation of the employee/patient. A
treating physician is under an obliga-
tion to provide a medical report
when requested by, or on behalf of, a
patient. The CPSO Third Party Re-
ports Policy (#8-02) requires physi-
cians to provide medical reports to
third parties “within 60 days [of
request], unless other arrangements
are made. If additional time is re-
quired to prepare an appropriate
report, due to complexity or other
appropriate reasons, this should be
discussed with the third party.”10

Physicians are required to report
information they have within their
knowledge or within their medical
chart. Hence, if a third party other
than WSIB, for example, sends a
request for a functional ability assess-
ment (FAF) to a physician and the
physician knows the answers, he or
she is obliged to provide the informa-
tion. If the physician does not know
the answers to some questions, he or
she can reply “I do not know,” and is
not obliged to perform tests or pro-
vide a service to find the answer.

Timely Return-to-Work
Co-ordinator
Many aspects of the TRTW process
require special training and a work-
place knowledge, and as a result,
many physicians may prefer to use
the expertise of other health-care pro-
fessionals for this purpose.

The attending or treating physi-
cian is not obliged to perform TRTW
services, and should not provide such
services if they are beyond the physi-
cian’s training and expertise. The
attending physician should advise
the employer/employee whether he
or she agrees to provide such TRTW
services beyond the provision of lim-
ited, objective, medical information
— and if not, the physician should
provide the employer/employee with
the names of other health-care pro-
fessionals in the local area who do
provide such services. If the attending
or treating physician has the requisite
training and expertise to provide
TRTW services, and elects to assume

Timely Return to Work
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the role of TRTW co-ordinator, he or
she should advise the employer that
such services are uninsured, and
enter into a written agreement with
the employer regarding the terms
under which the physician will pro-
vide such services (see Appendix 2,
pp. 35-37).

The Role of the Timely Return-to-Work
Co-ordinator
Regardless of whether the physician
assumes the role and provides the
services, works with other health-
care professionals in a collaborative
manner, or refers the employee to
another health-care professional to
oversee the TRTW of the employee,
there appears to be a role for either
the physician or another health-care
professional to assume the role of
TRTW co-ordinator.

The TRTW co-ordinator assumes
the primary responsibility for com-
piling medical information together
with the employee’s workplace and
job functions information, which
may include a formal ergonomic
assessment, if appropriate, and pro-
vides advice concerning the limita-
tions, restrictions and modifications
that may be necessary to accommo-
date the employee in a timely return-
to-work program. This role might
also include a review of the work-
place policies and collective agree-
ments to which the employee may
have agreed, and/or a detailed review
of the pre-morbid work history (e.g.,
chronic absenteeism, difficulty with
co-workers). The co-ordinator should
periodically review the prescribed
program and suggest modifications
until the patient eventually assumes
his or her previous full-duty status, or
is working in a modified manner that
has been agreed upon, which may
involve changes to role, hours, etc.

Physicians taking on the role of
timely return-to-work co-ordinator
should explain to the patient that
they have taken on this role. It should
be further explained to the patient
that the physician has assumed oblig-
ations to report health information
to the patient’s employer or insurer.
Clear consent should be provided by

the patient for this to occur, and
should help to provide clarity with
respect to the potential for conflict.

The TRTW co-ordinator will need
to have access to local medical spe-
cialty services, especially where it
comes to the management of emo-
tional/mental health issues and
chronic pain, as these areas both rep-
resent significant challenges where it
comes to workplace reintegration.

Where an attending physician
refers the patient to another health-
care professional, including a med-
ical specialist, then the receiving care
provider should agree to assume care.
In the event that the purpose of the
referral is for the specialist or other
health-care provider to co-ordinate a
timely return-to-work program, then
the parties should fully understand
the purpose of the referral and their
appropriate roles.

Timely Return-to-Work Services
The TRTW co-ordinator is a health-
care professional who works with the
employer and the employee/patient
to assist in developing and oversee-
ing a timely return-to-work program
that is individualized to the em-
ployee, and meets the requirements
of the employer. Regardless of who
assumes the role — physician or
alternate health-care provider — any
combination of the following timely
return-to-work services may be
required for the patient in an individ-
ualized return-to-work program.
1. Co-ordinator identifies employee/

patient’s ability to return to work
with workplace restrictions and/or
limitations:
• Specific and objective limitations.
• Specialized equipment require-
ments.
• Duty day/work/hour limitations.
• The time period for restrictions is
required.
• Report/form of capabilities sent
to employer and physician.

2. Co-ordinator may need to reach
an understanding of possible non-
medical barriers to return through
one or more of the following:
• Patient/supervisor interviews.
• Family interviews.

• Psychological/social factors.
3. If, after the above steps, the em-

ployee/patient is not able to return
to work, the co-ordinator may
need to advise the employer that
one or more of the following mul-
tidisciplinary assessments may be
necessary:
• Job demand analysis evaluations.
• Job site analysis.
• Functional capacity evaluation.
• Psychological assessment.

4. If, after the above steps, the em-
ployee/patient is not able to return
to work, the employee/patient
may require the following rehabil-
itation to be co-ordinated:
• Physical/occupational therapy.
• Work conditioning.
• Work hardening.

5. If the employee/patient has ach-
ieved maximum medical improve-
ment, if the employee/patient
cannot perform “essential tasks” of
assigned job, or if the employer
cannot “reasonably accommodate”
the employee/patient, then the
employee/patient may need to con-
sider another form of employment
and re-education, and vocational
rehabilitation may be required.

Billing for Third Party Services
It should be noted that while phy-
sicians have an obligation to provide
a report to a third party when re-
quested by the patient to do so, the
provision of such a report is an unin-
sured service and may be charged to
the requesting third party or the
patient. (Note: although such reports
may be charged to either the third
party or the patient, it is recom-
mended that the third party requester
bear the costs.)

If the physician assumes the role
of the timely return-to-work co-ordi-
nator for the provision of services
associated with a timely return-to-
work program for the individual
employee, then the physician should
bill the requesting third party accord-
ing to the OMA 2009 Physician’s
Guide to Third Party and Other
Uninsured Services (available on-
line at: https://www.oma.org/Eco-
n o m i c s / b i l l i n g / T h i r d P a r t y
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Guide.pdf), or, alternatively, to a
negotiated rate agreed to by the
physician and the requesting third
party. The OMA believes that the
third party should be responsible for
remunerating the physician for the
provision of any of the timely return-
to-work services listed above.

WorkplaceSafety&InsuranceBoard
It should be noted that the processes
outlined above are applicable to
those circumstances where the em-
ployee/patient may be receiving
benefits from a third party private
insurance plan, and do not apply to
any patient of a physician who has
been injured at work, or has a work-
related disease, for which the patient
is receiving WSIB benefits and treat-
ments provided through the WSIB
claims procedure.

In the province of Ontario, the re-
sponsibilities of attending physicians
and other health-care providers when
providing clinical assessments and
treatment to a patient who is receiv-
ing WSIB benefits through a legiti-
mate claim are governed by The
Workplace Safety and Insurance Act
(see Appendix 3, p. 38).

Disability Income Insurance in Ontario
Table 1 below shows a steady in-
crease in the numbers of Canadians

acquiring insurance benefits, and an
increase in the amounts paid out
yearly. These trends are illustrative of
the need for cost-containment; as
costs for benefits rise, there is an
increase in yearly premiums passed
back to the individual or to group
disability plans.

The cumulative effect of increased
costs and absenteeism are causing a
situation that has a ripple-down
effect on physicians, as increased
demand for documentation and ser-
vices accompanies the pressure for
cost containment.
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4,000

1,500
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Appendix 1
TheHumanRights Commission (Ontario) Policy andGuidelines

onDisability and theDuty to Accommodate

“The personwith a disability is required to:
• Advise the accommodation provider of the disability (although the accommodation provider does not generally

have the right to know what the disability is);
• Make her or his needs known to the best of his or her ability, preferably in writing, in order that the person respon-

sible for accommodation may make the requested accommodation;
• Answer questions or provide information regarding relevant restrictions or limitations, including information

from health care professionals, where appropriate, and as needed;
• Participate in discussions regarding possible accommodation solutions;
• Co-operate with any experts whose assistance is required to manage the accommodation process or when infor-

mation is required that is unavailable to the person with a disability;
• Meet agreed-upon performance and job standards once accommodation is provided;
• Work with the accommodation provider on an ongoing basis to manage the accommodation process; and
• Discuss his or her disability only with persons who need to know. This may include the supervisor, a union repre-

sentative or human rights staff.

The employer is required to:
• Accept the employee’s request for accommodation in good faith, unless there are legitimate reasons for acting

otherwise;
• Obtain expert opinion or advice where needed;
• Take an active role in ensuring that alternative approaches and possible accommodation solutions are investi-

gated, and canvass various forms of possible accommodation and alternative solutions, as part of the duty to
accommodate;

• Keep a record of the accommodation request and action taken;
• Maintain confidentiality;
• Limit requests for information to those reasonably related to the nature of the limitation or restriction so as to be

able to respond to the accommodation request;
• Grant accommodation requests in a timely manner, to the point of undue hardship, even when the request for

accommodation does not use any specific formal language; and
• Bear the cost of any required medical information or documentation. The employer should pay for example, doc-

tors’ notes and letters setting out accommodation needs.
• Take an active role as partners in the accommodation process;
• Share joint responsibility with the employer to facilitate accommodation; and
• Support accommodation measures irrespective of collective agreements, unless to do so would create undue

hardship.

Unions and professional associations are required to:
• Take an active role as partners in the accommodation process;
• Share joint responsibility with the employer to facilitate accommodation; and
• Support accommodation measures irrespective of collective agreements, unless to do so would create undue

hardship.”

Source: Ontario Human Rights Commission. Policy and guidelines on disability and the duty to accommodate. Toronto, ON:
The Commission; 23 Nov 2000. Available from: http://www.ohrc.on.ca/en/resources/Policies/ PolicyDisAccom2/pdf. Accessed:
2008 Sep 16.
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Appendix 2
ProposedOverviewof Health-Care Professional Role and
Co-ordinator Role in the Timely Return-to-Work Process

Step 1: Initial Encounterwith Physician or Other Health-Care Professional

Employee experiences injury/illness
requiring physician assessment.

As per CPSO policy, the physician
may need to provide a medical
report for the eligibility of benefits
and deal with it as a third party
request.

Patient returns to full-time
regular work or stays at work.

Step 2: Determination of Need for a Timely Return-to-Work Program

Employer/employee discuss a
return-to-work plan.

RTW process is initiated and
more information is required. May
require referral to an occupational
medicine specialist.

Patient returns to work.
Employer possibly utilizing
in-house medical/RHP assis-
tance or EHP.

Requires time
off work?

Work plan
implemented?

Yes

No

No

Yes

(continued on p. 36)
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Appendix 2 (con’t fromp. 35)

Step 3: Timely Return-to-Work Program to beDesigned for Patient

• Physician continues to pro-
vide clinical care/a treatment
plan, i.e. medication and re-
habilitation.
• Physician or employer, with
patient’s agreement, refers
patient to other medical or
allied health professional to
act as the TRTW co-ordinator.

Co-ordinator identifies patient’s ability to return to work with
workplace restrictions and/or limitations:
• Specific and objective limitations
• Specialized equipment requirements
• Duty day/work/hour limitations
• Time period for restrictions is required
• Report/form of capabilities sent to employer and physician
negotiates with employer regarding compensation for com-
pletion of the above.

Physician assumes
co-ordinator role?

Able to RTW after
specified time period?

Able to RTW after
specified time period?

Co-ordinator must reach an understanding of possible non-
medical barriers to return through one or more of the following:
• Patient/supervisor interviews
• Family interviews
• Psychological/social factors

Timely Return-to-Work Co-ordinator Role
(Suggested Services Template)

(continued on p. 37)

Return to work full duty.

Return to work full duty.

Yes

No

Yes

Yes

No

No
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Appendix 2 (con’t fromp. 36)

Co-ordinator should consider requesting one or more of the
following multidisciplinary assessments:
• Job demand analysis evaluation
• Job site analysis
• Functional capacity evaluation
• Psychological assessment

Able to RTW after
specified time period?

Patient may require rehabilitation:
• Physical/occupational therapy
• Work conditioning
• Work hardening

If patient has achieved maximum medical improvement, if
patient cannot perform “essential tasks” of assigned job, if
employer cannot “reasonably accommodate” the patient:
• Patient may need to consider another form of employment
and re-education and vocation rehabilitation may be required.

Patient returns to assigned
job, as modified.

Return to work full duty.Yes

Yes

No

No
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Appendix 3
Workplace Safety & Insurance Board Reporting Requirement

Many physicians are uncertain as to when it is appropriate to submit initial reporting forms to the Workplace Safety

& Insurance Board (the “Board”), and under what circumstances the Board may request additional information

related to a patient.

The Board has the ability to request any information it feels necessary in order to process claims under its insurance

plan. Section 37 (1) of the Workplace Safety and Insurance Act states:

“Every health care practitioner who provides health care to a worker claiming benefits under the insurance plan or who is

consulted with respect to his or her health care shall promptly give the Board such information relating the worker as the

Board may require.”

This Section provides the Board with a broad authority to demand the delivery of information. If a physician treats

an injured worker who wishes to make a claim under the insurance plan, he or she must promptly give the Board the

information that it requests. The Board has indicated that after an initial visit relating to a claim, it will request that

the information of that visit to be sent by way of a “Physician’s First Report” form (Form 8).

After the initial visit, the Board may continue to request information regarding the treatment of the patient. In

most circumstances, the patient’s situation will dictate how the information is reported.

For example, if the physician who conducted the initial report continues to treat the patient, he or she will most

likely be required to complete a “Physician’s Progress Report” (Form 26) to update the Board with information

regarding the treatment that has been provided, or if the claiming patient has been referred to a specialist, the special-

ist must complete a “Consultation Report” form.

There are, however, circumstances where the Board may request additional information, separate from the infor-

mation provided on the reporting forms.

Most physicians who receive a request of this nature find it to be a nuisance. However, Section 37 (1) of the Act

provides the Board with a substantially broad power that allows it to demand “any information” relating to a claim-

ing patient that it “may require.” Therefore, it is not unusual for the Board to demand a copy of the entire medical

history of a patient.

The Board may opt to use this power in instances where it would like proof that the treatment provided is wholly

work-related, and not treatment for an injury that was either aggravated by a workplace incident, or not at all related

to the workplace.


