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Good morning. Thank you for that kind introduction. 

In my presentation today, I will talk about a role that you perform daily and for which you have received little to no education and training. This role supports your patients and requires you to work with other stakeholders to support your patients in return to work.  Why should physicians be interested in this topic? 

Case study

Mark, had a URI and did not go to school for one day. He did not come to see me for the URI. (Good, you say to yourself, he’s learning.) But the problem was that the University refused to give him his marks and a graduation certificate because no doctor’s note was produced for the one-day absence. 

On my recommendation, the student took a photocopy of the Canadian Medical Association policy on medical certificates to the University. The CMA policy is clear: it recommends that a request for a sickness certificate is reasonable if an employee has been ill for five or more days to your knowledge and satisfaction. The rationale is that physicians should not be policing employee or student absenteeism for short periods of time.

QUESTION? Do you give him the note?  Yes          No

Take care to be truthful in situations when you are asked… sometimes pressured… by patients for a sickness certificate either on the basis of a history provided on the telephone or during an office visit where clinical evidence of the illness is not evident. Do not imply that you are confirming a diagnosis if your information is restricted to history because the College of Physicians and Surgeons and the Canadian Medical Protective Association both hold that a diagnosis must be based on both history and objective examination results.

Work is where both our patients and physicians spend the majority of our waking hours.  In fact, the World Health Organization has identified work as a key determinant of health. It stands to reason then that the solution to some health problems lies within the work domain. That is why work and return to work deserves our attention. Because no matter if you diagnosed and are treated with evidence based guidelines, all the good knowledge you may have learned at this conference and at other conferences, your skills and your practice will be undone unless the other stakeholders perform their roles and work with us and our patients to return them to work. Physician support of patients in the transition to appropriate benefits requires a lot of clarity. Such supports include rehabilitation, job accommodation, housing, social assistance, income support, counseling support, health care, and whatever the person needs to be an active participant in our society. 

No doubt we all have many stories that indicate where the system has failed our patients.

Law, ethics, scientific literature, medical policy and avoidance of medical legal liability all support the idea that THERE IS A NEED TO CLARIFY the role as well as the other stakeholder roles and responsibilities in supporting patients for return to function/return to work.

OBJECTIVES
The three topics, or objectives, in my presentation are as follows:

1. A framework for disability prevention and return to work. 

2. Our role as physicians in the return to function/return to system. 

3. Forms, consent, confidentiality and liability. 

Throughout my presentation, I’ll provide you with web links to resources – people and organizations to call for help, guidelines to read, information resources, and references available at your fingertips. Some of this material will be available today at the PEPWH booth in the exhibit area, on the Ontario Medical Association web site at www.oma.org. and on the Primary Care Today web site.  PEPWH stands for Physician Education Project on Work and Health. I’ll tell you more about this group later on in my presentation.

FRAMEWORK

The place to start this discussion in return to work is with a definition of disability. 

In Canada, the federal government (Office of Disability Issues, Human Resources Development Canada) recently produced a paper called Defining Disability (2003).  They recognize that defining disability is a very complex issue and that one single definition may not be desirable or achievable.  (See pages 39-44 and Annex A pages 50-69)

Over the past 10 to 15 years, we’ve moved from a medical model of disability to a social model and now to a model that encompasses bio-psycho-social elements. 

· In the medical model, disability was considered to be an intrinsic characteristic of individuals with disability and the solution was found in fixing people’s abnormalities and defects. This perspective ignored what was going on in the social and physical environment. Attention was paid to physical injuries - musculoskeletal injuries, for example. Now we are seeing the pendulum swing where the focus is on mental health. 

· In the social model, disability was a socially created problem and not an attribute of the individual. 

Both models were partially valid but neither was adequate. 

Today, the definition that is evolving is the bio-psycho-social model. The bio-psycho-social model synthesizes what is true in the medical model and includes the physical and psychological and social models without making the mistake of reducing the notion of disability to either medial or social.  

The World Health Organization (WHO) has a classification system for disability, known as the International Classification of Functioning, Disability and Health (or the ICF for short). 

The new WHO ICF classification system puts all disease and health conditions on an equal footing regardless of cause. This neutral approach puts mental disorders on a par with physical illness.  It also integrates the environment.

The ICD-10 and ICF are complementary, and users are encouraged to use them together to create a broader and more meaningful picture of the experience of the health of individuals and populations. 

CHAOS

This slide was developed by Skills Development Canada, Ontario Region, in 2002, to depict the services and programs for persons with disabilities that are available from two levels of government, provincial and federal.  Imagine what it would look like if all the services from all the sectors were mapped and included.  Then, imagine if you were trying to navigate through that system.  The good news is that the problem of complexity and chaos is now recognized.

As result of this system dysfunction, our patients--persons with disabilities--are less likely to be in the labour market and their income is less than that of fully-abled Canadians. A Statistics Canada report released earlier this year found that: 

· The unemployment rate among adults aged 25 to 54 with disabilities was 10.7 per cent, compared to 5.9 per cent for those without disabilities. 

· For disabled adults in the same age group, 47% have annual incomes of $15,000, compared to 25 per cent of those without disabilities. 

· High levels of unemployment and poverty among working-age PWDs exacerbate disabilities, and frequently gives rise to secondary problems, such as mental health issues, family stress and impaired physical health.

These stats shed light on the need for us to step up support our patients.  No one should be denied an opportunity to work.

I would like to turn now to our role as physicians in the return to function/return to work system.

CAUSES OF WORK DISABILITY

First – make no mistake about it. There may be many players on the field but our role as primary care physicians is pivotal. We are often the first health care professional that a patient sees for a condition. By what we say and do, we can impact both positively and negatively on the chain of events that follow.  We are key to the circle of care and trust. 

In the late 1980s, the Ontario Medical Association began receiving complaints from physicians, patients, employers and insurers. Employers were worried about the rising cost of absenteeism due to illness and injury and were frustrated by doctors who appeared to act as patient advocates and gave employees access to time off on disability without medical necessity or accountability.  Insurers from all sectors -- life and health, auto, workers’ compensation, and public -- were also frustrated by the way in which physicians managed disability claims. At the same time, physicians were confused about their role and were frustrated by the lack of standardized disability forms, and definitions and fees.

The OMA’s response was to develop a five-point position statement in 1994 on the role of the primary care physician in timely return to work. Medical associations across Canada – in Alberta, Manitoba, British Columbia and Yukon – endorsed or passed similar policies. In 1997, the Canadian Medical Association passed a policy on the role of physicians in return to work. 

OMA POSITION
1. When the patient is off work due to sickness or injury, he/she would bring an employer's proposed return to work program to his/her physician. 

2. Physician provides objective reports on impairment, medical restrictions, and other supporting advice to the employee. 

3. Employer offers the employee a plan for returning to suitable work in a timely fashion. 

4. Employee and management have a primary responsibility to initiate a timely return to work, which incorporates input from the physician. 

5. Management control of "sick leave" abuse is through work place "culture"" and timely return to work programs, not medical certification. 

Law: The Ontario Human Rights Code and the federal Canadian Charter of Rights and Freedoms both mandate that workplaces accommodate people with disabilities and prevent them from discriminating against, or refusing to hire, people with disabilities. 
Ethics: The well being of patients is a fundamental responsibility of physicians. According to the Canadian Medical Association policy on ethics, we must also consider the well being of society in matters concerning health. The CMA policy on return to work clarified this further: community expectation that we participate actively in reducing the burden of illness and injury on society and the health care system was acknowledged in the policy.

RESEARCH IN DISABILITY PREVENTION:  Dr. Patrick Loisel, an orthopedic surgeon from the University of Sherbrooke has conducted evidence-based research on preventing disability in the workplace. He found that workplace disability is a multi-factorial problem and results from interactions among four stakeholders:

· worker

· workplace or employer

· the insurer, in this case, the workers’ compensation board and

· the health care system
Research conducted by Dr. Loisel, led to published evidence that disability can be prevented. Evidence-based programs addressing the disability have recently been developed and tested in limited settings with positive outcomes in return to work, quality of life, cost-benefit and cost-effectiveness. According to Dr. Loisel, extended careful implementation of such programs would allow vast savings to employers, insurers and the Canada Pension Plan. 

HEALTH AND PRODUCTIVITY: Common sense tells us that people who are healthy will work smarter, better and faster. Today, research supports what we know intuitively. The occupational health and health promotion literature is replete with studies that demonstrate the measurable links between employee health and business productivity. This link, along with the looming skills and labour shortage, will result in greater pressure on physicians to become fully engaged in return to work and the prevention of work-related disability among our patients.

LIABILITY: If we don’t pay attention to return to work, we risk certain liability. I discuss this further in objective three. 

OUR PATIENTS: Earlier, I mentioned the needs of our patients as an ethical imperative. Let’s take a closer look at what this means in the context of work. 

· Last year, the OEM Report reported on the scientific literature on pain, mental illness claims, brain injury and specific factors that determine return to work, and concluded: work has beneficial health effects.

The authors make the point that work is so important to health that volunteer work should be sought if there is no work in the traditional labour market. The OEM Review should not come as a surprise. Work satisfies personal needs ranging from survival to self-esteem. Policy, ethics, evidence-based research, health and productivity links, the needs of our patients, and, of course, liability, all provide the framework for us as physicians to address this issue. 

How many of you ask your patients about work? Yes     No

How many of you have thought about the specific exposures on the job for your patients?

How many of you have thought about the specific exposures on the job for you as a physician?

I would be pleased to answer your questions.

OBJECTIVE 2: PHYSICIANS’ ROLES

In the second part of my presentation, I will review the role of the primary care physicians at what I call “ground zero”, the clinic. 

After the OMA policy on return to work was passed, the Physician Education Project in Work and Health, or PEPWH, was formed in 1994 to take the next step--implementation. In 2000, PEPWH developed and published a practical guide on the role of the physician in injury/illness and return to work/function. However, before I discuss what the PEPWH guide says about the role of physicians, I will first describe roles of the two workplace parties -- the injured or ill worker (who is your patient) and the employer. Because we respond to something that happens outside the medical office in the workplace, our role is best understood within the context of these two roles. 

An employee’s (or patient’s) role is to:

· Report the accident

· Visit his or her doctor for an assessment and treatment early in the lost-time process and comply with medical treatment. (If there’s a workplace injury, worker’ compensation legislation in Ontario obligates the employee to cooperate with the employer and the treating health care professional to access medical care early in the process.) 

· Maintain close contact with the employer and provide information from his/her doctor concerning his/her medical condition.

· Meet early and regularly with employer to discuss accommodated work that does not aggravate medical conditions. 

· Comply with treatment and feedback to the physician if it is not working.

The employer’s role is to:

· Receive input from treating health care professionals and other parties, such as unions and joint occupational health and safety committees, to do the following:

· Develop and offer modified work to the injured/ill worker in a timely fashion;

· Develop a return to work plan (all involved parties should agree to the return to work plan) and implement it; and

· Prevent accidents and reduce exposures that create injuries and illnesses.

(Under Ontario’s occupational health and safety legislation, employers are required to set up joint occupational health and safety committees.) Under the Human Rights legislation employers must accommodate people.  With these roles as context, let’s look at the role of the physician in this process. 

8 STEPS

According to the PEPWH Guide Version 1, (available on the OMA and the WSIB web sites) the physician’s role is as follows: 

1. Assess. 

2. Diagnose. 

3. Treat. 

4. Develop a rehabilitation plan. 

5. Monitor recovery process. 

6. Report.

7. Communicate. 

8. Prevent a recurrence. 

I’ll return to these 8 steps in more detail later in my presentation because I would like to turn now to an important resource available to primary care physicians in work-related disability -- the occupational health physician.

OCCUPATIONAL MEDICINE

Occupational medicine is a preventive medical discipline that deals clinically and administratively with the health care needs of workers individually and in groups with respect to their working environment. Occupational medicine involves the recognition, evaluation, control, management, prevention and rehabilitation of occupationally-related diseases and injuries.

The next few slides provide information on occupational medicine; 

BASIC SCIENCES CENTRAL TO OCCUPATIONAL AND ENVIRONMENTAL MEDICINE CLINICAL COMPETENCIES

KNOWLEDGE OF WORKPLACE EXPOSURES

In theory, the focus of occupational medicine is on the impact of work on health and health; however, in practice, the focus of effort must also be on the impact of health on work. A patient suffering from acute depression is just as unable to work as an individual who has broken a leg. Regardless of the source of the impairment, the disability must be prevented and return to function/return to work is the goal. 

I don’t want to spend a lot of time here except to say that the occupational health physician is an important resource to you. They do not replace you but they can complement your role as a primary care provider.

PROFESSIONAL ORGANIZATIONS

Unfortunately, many workplaces do not have an occupational health physician. If this is the case, I’ve identified on this slide where you can go to find one. 

· OMA 

· Section on Occupational and Environmental Medicine 

· OMA Committee on Work and Health 

· Occupational and Environmental Medicine Association of Canada (OEMAC)

Let’s return now to the eight steps identified for the physician by the PEPWH.

ASSESS

Take an appropriate medical history - which will match the job exposure information - chemical, physical, biological and psychological stressors.

Before your patient steps into your office with an injury/illness that prevents him or her from working, your medical files should include a work history. I want to remind you that, in the 1700s, Ramazzini, the father of occupational medicine, recommended that physicians take a work history. Patterns of health and disease are largely a consequence of how we learn, live and work so we need to ask our patients what they do for a living. Identify the hazards, including physical, chemical, biological, psychosocial hazards and mechanical or ergonomic hazards. 

Recently, the University of Toronto has developed a form to identify work exposures. The purpose of the template is to provide a permanent record of exposures and to help identify current risk from exposures that may in time lead to disease. A copy is available at the PEPWH booth. 

Another useful tool is the mnemonic – WHACS:

What do you do?

How do you do it?

Are you concerned about any of your exposures on and off the job?

Co-workers or others exposed?

(How) satisfied are you with your job? (Or: How stressful is your job?)

WHACS was developed in 1994 by family practice academicians to simplify and implement better occupational history taking in the residency-training program in South Carolina. 

Take a look at the last question: How satisfied are you with your job? In my experience, and the research will bear this out, if a patient is satisfied with his job, return to work progresses faster, regardless of the impairment. 

DIAGNOSIS AND TREATMENT
Reach a working diagnosis of the medical condition: Ensure you consider work-related diagnosis as part of the differential. For example, it is estimated that 15 % of asthmas are work related. 

I won’t spend much time here because that is what we do best. There are a number of tools that I can recommend:

· The HAM D is a good tool for diagnosing and evaluating and documenting depression. 

· The DASH - Disabilities of the Arm, Shoulder and Hand -- Outcome Measure is a 30-item, self-report questionnaire designed to measure physical function and symptoms in persons with any or multiple musculoskeletal disorders of the upper limb. 
SUPPORT AND PLAN
Include appropriate referrals to other health care providers. Consult and discuss with the patient.

While the employer is responsible for the return to work plan and providing accommodated work, the physician is responsible for the rehabilitation plan. Functional recovery and medical treatment go hand in hand and the goal – return to work – should be discussed and planned at the first visit. 

Once again, physicians should guide patients to tap into the supports and resources that are available from employers, insurers, governments, the public health system and other stakeholders.  

Find out what the employer offers in the health benefit package. Many plans offer physiotherapy, massage, chiropractic and acupuncture. EAP or an employee assistance program is a common service. In some cases, large employers may have an in-house occupational heath service with multi-disciplinary teams of health professionals. 

Find out what can be tapped from the community and the public health care system.

Become familiar with the roles of health care professionals who specialize in function and rehabilitation. This includes physiotherapists, occupational therapists and chiropractors. Utilize them in the rehabilitation plan. At this point, contact the professional association for information. 

MONITOR RECOVERY PROCESS
Monitor the progress of your patient throughout the course of recovery and following return to work. Look for any change in functional abilities and medical status. In the case of musculoskeletal problems, use self-report measures of pain and disability. These tools will tell you who is at risk for chronicity and point to the need for appropriate intervention. 

We know now that full recovery from a medical perspective is not necessary for return to work. In fact, return to work (RTW) is often safe and beneficial for the patient in their own job or an alternative modified job even before full recovery. 

That is your decision to make. Based on all the information available, does the severity of illness/injury require your patient to be off work or could he or she benefit from working in a modified capacity?

Refer to the duration guidelines for support. In patients who have depression, for example, functional recovery lags behind symptomatic recovery by about four to eight weeks. So it is a legitimate recommendation that a person not return to work right away even though he or she has recovered symptomatically; otherwise, there’s a risk of relapse.

Return to work is influenced by many factors besides the severity of the illness/injury and clinical care. Modifiable factors that should be considered to prevent initial episodes, delayed recovery or recurrences are referenced in the PEPWH physician’s guide. 

Research has identified two strong determinants: physician care and the worker-employer relationship. (Source: PEPWH guide (references 20, 21,36, 6,9)). Prompt diagnosis, timely and appropriate treatment, appropriate advice and guidance and ongoing liaison with the workplace increase chances of return to work.

However, most -- if not many -- of the other factors on this list that influence return to work are well beyond the control of physicians. 
The employer is responsible for creating an optimum psychosocial workplace environment that makes people want to come back to work.  The insurer is responsible for processing income supports in a timely manner; labour market and economic forces are also well beyond the scope of medicine.

Our role then involves a careful blend of clinical expertise, sound judgment, and administrative ability combined with highly developed communication and counseling skills.

Here are a few practical tips for you to be able to identify barriers to return to work. When a worker seems to be staying out of work longer than necessary, I suggest using the Grocery Store Test. The test will help identify whether or not there are environmental or motivational problems that may prevent return to work and that need to be addressed. To apply the test, I ask my patients: “If you owned a corner grocery story, would you be able to find a way to work safely?”

If the answer is “yes”, absence from work may not be medically required. At this point, focus your energy on identifying the underlying environmental and motivational problem rather than on diagnosis, treatment and care.

To determine if there are workplace problems, I recommend the Obstacle Question: “What are the specific obstacles preventing you from working today?”  This question shifts the attention from rationalizing the disability to problem solving.

Unfortunately, healthy organizations and workplaces are rare and, in some cases, the best prescription for health is for a patient to leave the workplace. For most of our patients, however, this is not a realistic option (at least in the short-term). In this scenario, I teach and counsel them to cultivate what is in their control – resiliency and mechanisms to deal with stress.  When they must leave the workplace the plan should include at least these two options:  1) Skills Development Canada has a book on How to Find a Job if You are Disabled, and 2) there are employee advocacy groups that will help disabled employees to find other types of work such as Advocacy Alliance in Hamilton, or Alder Center in Toronto (for people with learning disabilities).
REPORT
Report initially and at periodic intervals during treatment and rehabilitation.
Throughout the process, you will be asked by employers and insurers to report on the status of your patient. I will discuss this role and the legal implications in more detail in the next section on disability-related forms.

REPORT
Communication occurs throughout the process and is a foundation for everything else.  Communicate with the patient, the patient’s employer, other health professionals, relevant authorities (such as the Workplace Safety and Insurance Board and other benefit providers), worker representatives and, in some cases, with the family of the patient. 

Communication with patients

Communicating with your patient during the assessment stage and throughout the return to work process is critical.

Set the expectations with the first visit. The CMA policy encourages this. Your patients need to hear you say: 

“I believe work is important to your health. As long as you are capable of working and there are no significant reasons why you can’t, you will do more harm by staying home. Let’s talk about why you feel you can’t work and figure this out together.” 

Avoid, at all costs, enabling disability among your patients. Good disability prevention does not compromise your role as a patient advocate. 

Good practice should:

· Be empathetic and encourage patients to focus on capabilities rather than limitations. 

· Discuss early in the process the expected healing times and recovery times of the illness/disability.  Encourage your patient to communicate this information to his/her employer. 

· Explain the expected clinical course of the condition and reasons for your choice of treatment. Be careful that your choice of words doesn’t give the worker an impression of permanency, poor prognosis and unnecessary fear related to return to work. 

· Ask your patient if the employer has a return to work program or is prepared to provide alternative work through job accommodation or modified work.

· Provide your patient with a completed functional abilities form to give to the employer. 

· Advise your patient that you may inform the employer about the work capacity and/or restrictions and the approximate duration of the expected absence but that information related to the diagnosis and treatment will not be released without the patient’s permission. 

· Identify and address potential obstacles to the recovery of function and return to work as soon as possible after the illness injury. (I’ll talk a little more about this point later.)

· Encourage your patient to maintain regular contact with his/her employer.

· Write clearly

Communication with employers

Because the employer develops a return to work plan and offers accommodated work to the injured/ill worker, it is the physician’s role to provide accurate and objective impairment and/or functional abilities information in order to effect a safe and timely work placement. 

According to the OMA, this communication is to take place largely through the patient. In simple cases, communicating through the patient is sufficient; however, in more complex cases, direct communication with the employer (with the patients’ consent) may be required and more and employers are willing to pay for your time.

For example, if an employer does not have access to the specialized services of an occupational health physician, you may be asked to participate in developing a modified work plan. In this scenario, you can recommend:  task limitations, work schedule modifications, environmental restrictions, personal protective equipment, or other professionals that would facilitate the rehabilitation.

However, in order for you to provide this information, the employer must first provide you with employment-related information, such as a written job description identifying job risk, a list and description of modified work that is available, or a physical demands analysis of the job. 

Unfortunately, many employers are unable to provide this information or have it readily available. As I said, this is a work in progress, and the OMA is hoping to develop a joint approach with workplace associations in order to resolve this bottleneck.

PREVENT A RECURRENCE
Preventing recurrences of the injury/illness is where the current system fails. This is primary prevention at its best and I call it our role as the “feedback loop”. As the primary care providers, we are in a pivotal position to determine the underlying causes of a workplace related injury/illness and to notify the workplace parties or, if necessary, the workers’ compensation board. This is done in order to help prevent a recurrence of the condition in the worker or prevent it from happening to a co-worker. 

However, as I have outlined, we also have a role in preventing disability once the accident or injury has occurred. 

QUESTIONS -- BREAK

OBJECTIVE 3:  FORMS

When the rubber hits the road: Forms, consent, confidentiality and liability
Forms are essentially the means of communications between different sub-systems in the return to function/return to work system. As medical practitioners, we need to fill out forms on behalf of our patients so they can receive support services, such as rehabilitation, and income support. 

Unfortunately, disability-related forms are the bane of our professional life. They are ill-designed, repetitive, tedious, and time consuming; they often do not make any sense, they do not focus on the root causes, they don’t focus on solutions and they take us away from our patients. There are too many of them from different sources.

The administrative burden of forms is now recognized. The former President of the Canadian Medical Association, Dana Hansen, recognized this when he presented in 2003 to the Parliamentary Subcommittee on the future of the Canada Pension Plan Disability.

In this part of my presentation, I would like to focus on three problem areas:

1. Sickness certificates and the potential for liability;

2. Return-to-work forms that ask the wrong questions and, thus, don’t provide the appropriate information needed to develop accommodated work; and

3. Short-term disability and long-term disability forms that breach patient confidentiality. 

FROM ABILITY TO DISABILITY
First, however, I would like to present a framework for understanding where forms originate. This slide represents a business perspective – the employer’s optic – on employee productivity. On the left, the employee is working and highly productive. As we move to the right, productivity drops, absence from work begins and thus the slide to further disability. Employee health and business productivity are inextricably linked.

As a rule of thumb, as the patient/worker moves from the left to the right on the continuum -- from ability to disability, from being at work to absence -- the more frequently you will be asked by system players for your expert opinion on forms. As a patient moves into the short and long term-disability arena, you’ll be presented with forms from workers’ compensation, private insurers and government. 

CONSENT, CONFIDENTIALITY & LIABILITY
A sickness certificate is a document provided by the physician to the employer at the request of the patient. This document gives the patient’s employer or insurer information concerning their sickness or injury, and thus legitimizes absence from work and other institutions--such as school. 

As you know, you require a patient’s consent in order to share specific information with employers or insurance companies. (New federal privacy legislation and Ontario’s Bill 31 will play into this as well.) 

Ten years ago, a reporter in Manitoba walked into ten medical clinics claiming flu-like symptoms. She obtained notes from nine physicians even though no signs of illness were exhibited. Seven physicians even gave her medical permission to be absent from work for a week retroactively. It is this naiveté that can bring us before the College. 

According to the Canadian Medical Protection Association, the information that we supply in sickness certificates can leave us open to liability; insurers and employers use our “expert opinion” in the certificates to make judgments regarding claims and leave. In a dispute between an employee and an employer, you may be required to provide testimony based on clinical findings, clinical notes and examination. If you can’t back up your expert opinion, with objective information and documentation, you leave yourself liable. Be careful. 

The CMPA has identified the kinds of information that an employer may request from you. 

As a result of the incident with the reporter, the College of Physicians and Surgeons in Manitoba also provides some guidance our obligations to complete sickness notes. The OMA is presently working to develop a common form with guidelines for your use.

RETURN TO WORK FORMS

Somewhere in between causal absence and short-term disability are workers who have had an accident or illness and are no longer at work. As outlined in the previous section, employers and insurers will need information on their functional abilities from you. 

Do not make fitness to work, return-to-work or return-to-function statements without proper information about the patient’s job. In most circumstances, you can’t answer this question from the perspective of your office. You can, however, provide general information on his/her functional ability rather than fitness for a particular job. 

The WSIB form for this purpose is the Functional Ability Form or the FAF.

You may ask: Can I substantiate the information? The answer should be a quick “yes”. Otherwise, you are liable. 

KEY INSURANCE AND BENEFIT FORMS
Next is short- and long-term disability forms from insurers. These are the forms upon which insurers base decisions to pay benefits or provide supports to your patients. The forms legitimately ask for diagnostic information so they are very important forms. 

In general, these forms originate from four different insurance systems, both public and private:  

1. Insurance Bureau of Canada forms for injuries resulting from car accidents. 

2. Canadian Life and Health Insurance Association, as the name suggest provides life and health insurance. Employers offer this insurance to employers through their benefit programs

3. Workplace Safety and Insurance Board for work-related accidents and injuries.

4. Canada Pension Plan – Disability provides income support to persons with disabilities who satisfy the contributory requirements and who are deemed to have a “severe and prolonged disability” as defined by CPP legislation.

I’ll briefly mention forms from two government bodies that you should be familiar with. Unlike the others, the

· Ontario Disability Support Program (ODSP) and

· Ontario Works 

are not insurers but they form part of our Canadian social safety net. They provide supports, income and other services, to persons with disabilities. Your patients who are unable to return to work may tap into these supports.

Some of the insurers are exhibiting at the conference. I encourage you to talk to their representatives about resources they provide that can support your treatment and care.

In my experience, the problem with insurance forms is that, in practice, the forms may leave a paper trail that may breach patient confidentiality. Here’s a typical scenario: You complete a short or long-term insurance form for your patient. Your office systems are in place so you are confident that confidentiality has not been breached. The patient leaves your office. 

From time to time, you may also receive calls regarding forms from case managers. My caution is to recognize that you have a legal obligation to find out whom they represent and proceed accordingly on your patient’s behalf. Does the case manager represent the employer, the WSIB, other insurers or the union? The goal should be the same – a safe and timely return to work. You will, of course, need your patient’s consent to release medical information. Make sure it is signed.

New legislation HIPA and PIPEDA will come into effect to address this area.

A resource that will help you manage the administrative burden of the forms is the OMA Physician’s Guide to Third Party and Other Uninsured Services. The new edition of the guide was released in January 2004 and is available on the OMA web site. Your Section on Family Practice is actively involved in improving this area. 

If you have any questions about the Guide, contact Steve Harrison at the Ontario Medical Association. 

As mentioned earlier, the multiplicity and complexity of the return-to-work forms and insurance forms are an administrative, time-consuming burden.  The OMA is trying to work with the key stakeholders to simplify this burden.

Last case study

A doctor signs off on an insurance form that a patient is totally permanently disabled. Later, the patient was found to be not totally disabled, and sues the physician. 

Does he win?   He wins for malpractice and is awarded $3-million. 

Disability-related forms are not innocuous. Read and handle with care.

Closing

My objective today was to convey that disability prevention is a systems issue and that all stakeholders in that system, including physicians, have a role to play. But you cannot play the role that has been designed for you unless you understand it. I hope that I have helped with that understanding in this presentation. 

The medical community in Ontario is taking a leadership role in this important systems work by promulgating policies, promoting a systems approach by engaging all stakeholders, participating in the development of the RTF/RTW guide and delivering this presentation in a CME program. However, there is still more to be done. 

At the Physician Education Project in Work and Health (PEPWH), we are presently in discussions with the Ontario and Canadian Colleges of Family Practice to develop more in-depth workshops on this topic. That education will fill the gap between society’s expectations and medical education.  

We are not alone; return to work is a systems issue, involves four key stakeholders, which are actively trying to improve the system.  They are: 

· Workers/employees (we call them patients) and their representatives, such as union reps

· employers

· insurers and

· health care providers 

So stay tuned and watch for changes…as this system becomes synchronized! 

SUMMARY

•Disability is very complex
•Disability is not disease 

•Physicians have a key role in return to function/return to work

•Stakeholders have a key role in preventing disability

•Solutions are a work in progress

If you have any further questions, please meet me along with other PEPWH members at the booth.

Thank you for your time.

End.

----------------------------------

OPTIONAL: Case study

To put our roles into perspective, I want you to meet Max, my case study. Max is a composite of many of my own patients over the years, and I’m sure you’ve met him (or her, for that matter) in your office. 

Max presents with backaches and headaches and wonders whether you could write him a note prescribing that he not work until he’s feeling better. He’s a 36 year-old security officer who has worked for company ABC for five years. Max doesn’t care for his new manager who he has described as “un-relentlessly demanding”. His wife has just started a new job working evenings at a call center. The couple has a five-year-old autistic child who requires considerable home care and this has been a big emotional and financial drain on the family.

There are no diagnostics tests for back pain unless red flags are presented. Something tells you that Max is experiencing more than stress and you administer the HAM D for depression. Results indicate that Max is clinically depressed and an anti-depressant is prescribed.

With active physiotherapy and following the Agency for Healthcare Research and Quality (mentioned earlier) guidelines, he should be able to perform the duties of a security officer according to the physical demands or job description that the employer has supplied. You are confident from your discussion with the occupational health physician that nothing Max does on the job will aggravate his condition.

You also learn from the occupational health physician that the company has undergone a merger and is experiencing low staff morale. The company has an employee assistance program with a broad range of services that Max can access. You also learn that Max has missed work and that his applications for insurance benefits were denied because he is not totally disabled.

The next visit with Max is very productive. You refer him to counseling to help him cope with stresses at work and to supervised active physiotherapy with a sports rehabilitation approach. 

In a subsequent visit, Max reports that the employee assistance program has put him in touch with a support group for the parents of autistic children. He is hopeful that home support services may be available. You have been in contact with the occupational health physician who has coordinated a meeting with the employee and the manager and has encouraged performance coaching and ongoing communication between Max and his manager. He has picked up information on the workplace hazards from the health and safety representative and is more knowledgeable. As a result, your patient feels less anxious and his physical symptoms have improved. You administer the HAM D again and find his condition has improved significantly. 

(See web site references in separate document.)
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