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Canadian physicians are remunerated for their ser-
vices from several different sources, some with
which they are familiar and others with which they

are relatively unfamiliar. Provincial ministries of health
probably represent the most visible source of income for
most physicians, paying for the provision of all “medically
necessary” (i.e., insured) services. Private insurance and di-
rect payment by patients for uninsured services represent 2
other sources of payment. When the reason for seeking
care is a workplace accident or an industrial disease, how-
ever, provincial workers’ compensation boards (WCBs) pay
for medical services. Compared with the other sources of
payment, WCBs have been a relatively silent payer.

The WCBs of Canada form the foundation of the finan-
cial support system for workers who have been injured on
the job or have acquired industrial diseases. The provincial
WCBs pay for or provide 3 primary services: health care,
vocational rehabilitation and indemnity benefits. The goal
of the health care is to help injured workers achieve the
point of maximum medical rehabilitation, restoring as much
of their functional capabilities as possible. Once they  have
reached the point of maximum medical rehabilitation, the
goal of the WCB is to return them to work. To facilitate
this, WCBs provide vocational rehabilitation services to
help workers reach a level of earnings similar to that before
the injury. Indemnity benefits (awarded by a WCB adjudi-
cator after reviewing the report filed by a claimant’s physi-
cian) provide income support for injured workers unable to
work and income supplements for those unable to reach
their previous level of earnings after returning to work.

Over the last 25 years the cost of providing these 3 pri-
mary services has risen dramatically. Between 1970 and
1994 WCB expenditures grew from $1.32 billion to
$5.04 billion (in 1994 dollars), a growth rate of 6.2% per
annum.1 The increase in costs occurred despite a decrease
in the number of claims, which over the same period fell
from 94.5 to 55.2 claims per 1000 labour-force partici-
pants. In addition, the increase in expenditures was not, for
the most part, matched by an increase in the premium in-
come collected from the firms insured by the WCBs.

Plausible explanations for the high rate of growth in
WCB expenditures include changes both within and be-
yond the control of the provincial governments that regu-
late WCBs. One contributing factor may be the legislative
and regulatory changes to eligibility requirements and ben-
efit levels. Lists of qualifying medical conditions were ex-
panded and benefit levels increased in many provinces in

the middle to late 1980s.2 Increases in benefit levels have
both a direct effect on expenditures and an indirect effect
through changes in the frequency and duration of claims.3

Higher levels of income replacement may, for example, en-
able injured workers to initiate a claim in the first place and
to take more time to recuperate from their injuries. An-
other contributing factor may be changing demographics,
specifically an increase in the median age of the labour
force. Older workers tend to take longer to recover from
occupational accidents and have more severe injuries than
younger workers.4

In response to the increased expenditures, many of
Canada’s WCBs have implemented reforms to ensure the
financial viability of their programs. Most of these efforts
have been targeted either at the revenue side of the prob-
lem, by increasing the premiums collected from firms, or at
the expenditure side of the problem, namely indemnity ben-
efits, and they have had little impact on physicians.  How-
ever, many WCBs have also made changes to their rehabili-
tation strategies in an effort to reduce the frequency and
duration of claims. For example, in 1998 the Ontario
Workplace Safety & Insurance Board switched its focus
from vocational rehabilitation to a much greater emphasis
on returning people to work, to reduce the duration of
claims, and from compensation to workplace safety and pre-
vention, to reduce the frequency of claims.5 The Quebec
WCB had begun to revamp its rehabilitation programs be-
fore this, with efforts including improving communication
with injured workers’ physicians and, like Ontario, placing
more emphasis on prevention and returning injured work-
ers to work. The British Columbia WCB has also proposed
reforms, including a review of their vocational rehabilitation
programs (to improve the chances of claimants returning to
work) and the introduction of a case manager to monitor
claimants and the services provided by the WCB.6

What do these new strategies mean for physicians?
Occupational health physicians will have the opportunity to
increase their involvement in workplace safety and preven-
tion. Increasingly, WCBs will be seeking partnerships to
demonstrate their commitment to safety and prevention,
and employers will be seeking partnerships to reduce their
claim rates and, accordingly, their experience-rated work-
ers’ compensation premiums. A promising next step for oc-
cupational health physicians and their colleagues in related
disciplines would involve focusing on the primary determi-
nants of safety and health in the workplace, such as ergo-
nomics and stress.7 Occupational health physicians could
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endorse and promote the use of indicators related to these
determinants, oversee the monitoring of these indicators
and recommend action on the basis of these indicators.

Primary care physicians and certain specialists, such as
orthopedic surgeons and respirologists, will probably not be
greatly affected by these new strategies. They will keep do-
ing what they do — diagnosing and treating injured workers
and patients with industrial diseases — without much inter-
ference. Notwithstanding the release of a recent discussion
paper by the Ontario Workplace Safety & Insurance Board
that foresees a more active role for such physicians in quality
improvement,8 WCBs will probably continue to place rela-
tively little emphasis on improving physicians’ diagnosis and
treatment decisions through, for example, practice guide-
lines or benchmarking initiatives. That is not to say there
are no opportunities to help physicians cope with diagnostic
and therapeutic challenges.9 Guidelines for the diagnosis
and treatment of acute low-back pain, for example, suggest
that, in the absence of any “red flags” detected during a
thorough history-taking and physical examination, patients
can be safely provided with reassurance and educational ma-
terials only and physicians can safely avoid ordering x-rays
and laboratory investigations.10

It is the return-to-work component of the new rehabili-
tation strategies of the WCBs that will probably have the
greatest impact on the largest number of physicians. These
new strategies will lead to a greater role for physicians in
facilitating return to work, through increased interactions
with both WCB case managers and the workplace. Just
what form these interactions will take, and whether physi-
cians will be provided with additional remuneration for
these interactions, has yet to be seen. In addition, physi-
cians may find themselves affected by other efforts to facili-
tate return to work, such as queue-jumping by WCB pa-
tients.11 These new developments, however, will probably
remain relatively unobtrusive, given that WCBs are far
from being physicians’ or health care facilities’ main source
of income. In addition, health care represents a small part
of the total expenditures of WCBs, and therefore there is
no financial reason for WCBs to single out physicians.12

The silent payer may yet speak, but it almost certainly will
not roar.
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