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Returning a patient to work after they have
been absent due to sickness or injury is an

issue that arises almost daily in any busy family
practice. The value of work and its role in an
integrated, healthy lifestyle has been recognized
for some time. Additionally, physicians have
committed their support for patients’ early return
to work in position statements from both the
Canadian Medical Association (CMA)1 and var-
ious provincial medical associations.2,3Throughout
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these documents, physicians are urged to communi-
cate effectively, function as part of a team and help
co-ordinate a return to work for their patients.
Unfortunately, this sometimes proves easier said
than done, and there are numerous pitfalls awaiting
the unwary. 

The purpose of this article is to provide some
practical pointers and discussion around some of
the return-to-work/absence-from-work issues
physicians may find difficult. The article will not
discuss impairment/disability assessment, nor will
it examine the actual assessment of fitness to work.
Several excellent articles have appeared in this jour-
nal on these subjects.4,5 For purposes of our discus-
sion, however, it is essential to understand certain
terms. 

Definitions

Impairment is the objective measure of a loss of
function — for example, amputation of the fifth
digit. Disability is subjective, and defined in terms
of the impact the impairment has on the patient’s
ability to do things. In our example, a truck driver
with a missing fifth digit may not be affected much,
while the same impairment could spell the end of a
world-class concert pianist’s career. Zabrodski fur-
ther discusses this in an excellent article.6 A side
note of interest is that pain, by itself, is not an
impairment because it cannot be quantified. 

A rehabilitation plan refers to an agreement
specifying return-to-work dates, hours of work and
job duties, as well as a schedule for advancing all of
these. For the reader seeking some examples,
Bourassa reviews these.7

Job demands analyses(JDAs) or physical
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Summary
• Returning a patient to work after an absence due to sickness or injury is an issue that arises

almost daily in any busy family practice.
• One of the main goals of treating an ill or injured individual is to restore the person, as much as

possible, to their pre-injury level of function.
• The first important concept for physicians to recognize is that time away from work is not neu-

tral in terms of effect on function. Absence from work has many well-recognized, deleterious
effects.

• The second key concept to recognize is that recovery is not linear. An experienced physician will
have designed a treatment plan from the earliest days of the event, using the patient’s job demands
as one of the treatment goals. 

• It is imperative that patients be permitted to take responsibility for solutions to their illnesses/injuries.
Many problems surrounding a patient’s return to work stem from well-meaning attempts by physi-
cians to rescue patients, rather than encourage individual responsibility.

• Prolonged absence from one’s normal roles, including absence from the workplace, is detrimental
to a person’s mental, physical and social well-being.

• When an ill or injured worker’s attitude toward returning to work doesn’t make sense, consider
checking if he/she has an alcohol or substance abuse problem.



demands analyses(PDAs) are compiled by spe-
cially trained physiotherapists, ergonomists or
kinesiologists contracted by your patient’s
employer. They are accurate, detailed descriptions
of the physical tasks that comprise your patient’s
job, and are often obtained by videotaping a
worker. Distances, times and weights are accu-
rately measured. For example, a customer service
agent position requires lifting baggage up to 90
pounds up to 60 times per hour.

An independent medical examination(IME)
is a complete examination performed by a third
party, not directly associated with either the
patient or the requesting party. IMEs are most
commonly requested by employers or insurers
when: 
• There is conflicting medical information; 
• Things seem to be taking unusually long to

resolve; or 
• There seems to be secondary issues, such as

worksite conflict, clouding recovery. 
Maximum medical improvement(MMI) is a

stage at which no further significant recovery is
expected. 

Modified work refers to either special tasks
selected for their sedentary nature, or to the
patient’s old job, suitably adapted by virtue of
modifying physical tasks and/or changing hours
or shifts to enable a graduated return to work. It is
temporary. 

Accommodated workrefers to a permanent
change in job description to enable a permanently
impaired worker to perform gainful employment. 

Canadian Classification and Dictionary of
Occupations(CCDO) is a manual containing all
major jobs and their physical requirements, and is
used extensively in rehabilitation medicine (Table
1).

For the purposes of this article, the author will
assume that your patient has been found to be fit
to return to some form of work — modified or

otherwise. What should follow is a simple process
of setting a date to return, and monitoring the
patient for success or failure. In the real world,
things prove to be substantially more difficult. 
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Table 1

Canadian Classification and Dictionary
of Occupations Definitions

Sedentary

• Lifting 10 lbs maximum.

• Occasional lifting and/or carrying.

• Primarily sitting, with occasional walking or
standing.

Light

• Lifting 20 lbs maximum.

• Frequent lifting and/or carrying up to 
10 lbs.

• May require significant standing or walking.

• May involve sitting with pushing and pulling of
the arms and/or leg controls.

Medium

• Lifting 50 lbs maximum.

• Frequent lifting and/or carrying up to 
20 lbs.

• May involve sitting with pushing and pulling of
the arms and/or leg controls.

Heavy

• Lifting 100 lbs maximum.

• Frequent lifting and/or carrying up to 
50 lbs.

Very Heavy

• Occasional lifting in excess of 100 lbs.

• Frequent lifting and/or carrying in excess of 
50 lbs.



Main Goals
First, we must have a clear idea of what we are try-
ing to accomplish and why. One of the main goals
of treating an ill or injured individual is to restore,
as much as possible, the pre-injury level of func-
tion. Work is an essential component to a normal,
productive life, as evidenced by the CMA state-
ment: “A safe and timely return to work benefits
the patient and his or her family by enhancing
recovery and reducing disability. Through
improvement of health outcomes, a safe and time-
ly return to work also preserves a skilled and sta-
ble workforce for employers and society, and
reduces demands on health and social services as
well as disability plans.”1

Effects of Being Absent
The first important concept for physicians to rec-
ognize is that time away from work is not neutral
in terms of effect on function. Absence from
work has many well-recognized, deleterious
effects, including:
• Loss of connection to the social work group; 
• Being behind in new work-based knowl-

edge/procedures/training; and 
• Being “out of practice” with the skills nor-

mally necessary to do one’s work. 
The longer the absence, the more dramatic

this loss of function becomes. In addition, the
absent worker will have developed new life pat-
terns revolving around the illness. For instance,
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Figure 1. Steps to recovery.
Adapted from: Colledge AL, Johns RE: Unified fitness for work report for the workplace. Occupational Medicine, State of
the Art Reviews 2000; 15(4):724.
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he/she may have taken over child-care duties or
housework if his/her partner is working outside
the home. Changing this new mode of function-
ing can be both threatening and difficult for a
recovering worker. For these reasons, it is vastly
preferable to encourage an ill or injured worker
to remain at work, even in a heavily modified
capacity, than to be totally absent. 

Timing
The second key concept to recognize is that
recovery is not linear, a fact graphically illustrat-
ed in Figure 1. Typically, ill or injured individu-
als will have suffered an episodic health event,
resulting in an impairment of function. They will
have stopped working, either due to the direct
loss of function or because the effects of their ill-
ness are too intrusive to enable them to be at
work. Treatment protocols also may keep these
people away from work. 

Subsequently, through treatment, the person
will have recovered, to a certain extent, over
time. No two individuals heal at identical rates
or cope with pain and illness the same. Thus, the
art of medicine and prediction of outcomes is
introduced. Typically, only at this point, and
almost as an afterthought, attention will turn to
resumption of work duties. 

This approach is unlikely to be very success-
ful and fails frequently. Employers grow frus-
trated with everchanging or nonexistent return-
to-work dates, while insurance payments are cut
off, harming the patient’s economic security and
increasing their already considerable misgivings
concerning their return to work. 

For their part, physicians feel caught in the
middle — pestered by questions they can’t
answer, pressured into agreeing to vague return-
to-work schemes by patients or employers, and
hounded by insurers or compensation boards. 

Optimal Approach
Consider now an optimal world. A more experi-
enced physician will have designed a treatment
plan from the earliest days of the event, using
his/her patient’s job demands as one of the treat-
ment goals. With the patient’s knowledge and per-
mission, contact with the worksite and/or insurer
will be established by the physician, allowing the
offloading of tasks the physician does not wish to
perform, or those tasks for which he/she has no
expertise (i.e., dealing with a third-party insurer or
the Workers’ Compensation Board [WCB]). 
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Table 2

How To Contact Occupational Health
Physicians or Nurses

• Phone the employer and ask for the
occupational health department. If no such
department exists, try human resources or
safety. Secondly, the worker’s compensation
board of your area often knows whom to
contact at a particular employer.

• The Occupational and Environmental Medical
Association of Canada (OEMAC) has a
registry of members. They may be contacted
at: (519) 439-7970, fax: (519) 439-8840 or at
www.oemac.org

• The Canadian Board of Occupational Medicine
also can help you contact a certified practitioner
in your region, who may be able to help you
with information. They may be contacted at:
(519) 472-6286, fax: (519) 472-1637 or at
cbom@wwdc.com

• Occupational health nurse’s associations:
Alberta — www.aohna.ab.ca
Ontario — www.oohna.on.ca
British Columbia — www.ohn.bc.ca
Nova Scotia — www.ohnans.ca



As another goal, a return-to-work date will
have been set, even tentatively, and revised as
the clinical course becomes apparent. Return-to-
work barriers will have been recognized and
addressed. A return-to-work plan will be formu-
lated, approved by all parties and monitored for
progress. 

If these steps are taken, the physician will be
freed up to concentrate on doing what he/she
does best: practising clinical medicine. This sce-
nario is more possible than most physicians real-
ize, but it can only happen with deliberate plan-
ning. Let us then look at this process in more
detail, particularly considering some areas
where it typically goes “off the rails.” Some pos-
sible solutions also will be provided.

The CMA statement provides some helpful
“how to” process suggestions, which the reader
is strongly urged to review.1 The document urges
communication between all parties: “The physi-
cian should facilitate the patient’s return to work
by encouraging communication between the
patient and his or her employer early in treat-
ment or rehabilitation.” 

But how do you know whom to contact?
Table 2 provides some useful contact informa-
tion. The document also mentions a “multidisci-
plinary team.” Table 3 shows who these team
members may be.

As experienced primary-care physicians, we
all recognize things often do not go nearly this
well. Why and how does the process go awry?
First, some background philosophies will be dis-
cussed. 

In lecturing on this topic, the author asks his
audience to consider the following 10 principles
of third-party medicine. While intended as a
light-hearted list, which elicits chuckles of
recognition, the author has found these elements
almost always present in any conflicted case sur-
rounding absence from, or return to, work.
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Table 3

The Team

• Primary-care physician

• Patient/employee

• Occupational health nurse

• Occupational physician

• Physiotherapist

• Ergonomist/occupational hygienist

• Occupational therapist

• Workers Compensation Board (WCB) case
manager

• Other WCB staff, such as physicians,
psychologists and therapists

• Employee Assistance Program (EAP) provider 

• Psychologist specializing in return-to-work
issues

• Disability/rehabilitation consultant from
insurance company

• Union medical or health representative,
sometimes called a business agent

• Employer’s human resources specialist,
sometimes called placement co-ordinator

• Employer’s ombudsperson/conflict resolution
specialist

• Employee’s manager

• Employer’s safety manager

Note: Not all team members will be necessary for every

return-to-work process. Conversely, special circumstances

may involve other experts. For instance, rehabilitation of a

brain-injured patient may involve an extensive hospital-

based team.

One scan of this rather imposing list will show the primary
care physician why an external co-ordinator is needed. The
physician should negotiate one point of contact — usually
the occupational health nurse — who will then communicate
the input to other team members.



10 Principles of 
Third-Party Medicine
1. Let the patient take ownership of the disease.
2. When you are in conflict with another doctor,

look carefully at the patient.
3. Work is normal.
4. What, specifically, about staying at home will

cure the disease?
5. Conflict is never solved by running away.
6. In medicine, we assume nobody lies; in law,

nobody tells the truth. In legal medicine...?
7. You didn’t write the insurance policy (or WCB

Act or Canada Pension Plan [CPP]), so you
don’t decide the outcome.

8. We, as a team, must always try to rescue the
family physician.

9. When it doesn’t make sense, look for substance
abuse.

10. The patient is allowed to get better.

Let the patient take ownership of the disease
While it is true that physicians enter medical prac-
tice to comfort and cure, the past two decades have
seen a shift away from paternalism, and toward
partnering with patients. It is imperative that
patients be permitted to take responsibility for
solutions to their illnesses/injuries. Many problems
around a patient’s return to work stem from well-
meaning attempts by physicians to rescue patients,
rather than encourage individual responsibility.

Patients refusing to take responsibility for their
own treatment or recovery show what is called
“illness behavior.” This complex phenomenon has
been studied by Ensalada,9 an article that is high-
ly recommended to the reader seeking a deeper
understanding of these issues.

When you are in conflict with another doctor,
look carefully at the patient
Another situation to be wary of is the manipula-

tion of physicians by patients who seek to divert
attention from the reasons for their absence from
work. Addicts often display this “divide and con-
quer” behavior. By lying to you — the treating
physician — that his/her employer is scornful of
your skills, the skilled manipulator can destroy the
teamwork that is so essential in dealing with
his/her particular problem. Likewise, the patient
may inform his/her employer that you are “furi-
ous” with the company’s treatment of him/her,
even though it is untrue. 

Borderline personality disorder is another area
where unwarranted conflict may envelope even
the most simple of return-to-work issues. If a
physician is aware of this diagnosis, special care
must be taken to communicate clearly and fre-
quently with all parties concerned.

Work is normal
While this is a statement loaded with traditional
value-based judgments, it is a view generally sup-
ported by the medical profession through its vari-
ous medical associations. Work is seen as empow-
ering the individual, providing purpose and inde-
pendence to individual lives, and to contributing
to the greater good. Certainly, prolonged absence
from one’s normal roles, including absence from
the workplace, is detrimental to a person’s mental,
physical and social well-being.1

The Canadian Journal of CME / October 2001  189

Return-to-work Issues

A patient should never be 
declared “permanently disabled” 
without a great deal of thought
and effort on everyone’s behalf.



Return to gainful employment is viewed as
one of the essential outcomes in disease or
injury treatment. Even though time away from
work can be essential to eventual recovery, it is
quite tragic to contemplate an individual being
permanently unemployed in any capacity. A
patient should never be declared “permanently
disabled” without a great deal of thought and
effort on everyone’s behalf. True permanent
disability is the occupational equivalent of a
death certificate.

What, specifically, about staying at home will
cure the disease?
As physicians, we are used to giving people time
off work. So used to it, in fact, that we often

cease to think about the consequences of our
actions. Time off work is not a neutral event.
Skills atrophy, opportunities for new skill train-
ing are missed, social workplace connections are
lost and new “sickness” lifestyles are created.
Without a doubt, there are many clinical situa-
tions that require absence from work, but each of
these need to be considered carefully. In addition,
return-to-work planning should commence as
early as possible. 

Secondly, often we do not consider that some
patients are working harder at home (i.e., laundry,
cooking, cleaning, etc.) than they would at modi-
fied work. If someone is physically capable of a
sedentary lifestyle at home, why are they exclud-
ed from the ability to perform modified work with
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a similar JDA? Some reasons that may work
against a modified work regimen include: difficul-
ty accessing bathroom facilities; risk of wound
contamination in a dirty workplace; inability to
drive him/herself to work; or the need to lie down
and rest frequently. 

It is important that exact return-to-work barri-
ers be identified, because the employer may be
able to address them. Modifications in locating a
worker near a washroom, providing alternate work
in a clean environment, providing taxi service or
free access to a quiet rest area are examples of
such accommodations. It is the physician’s
responsibility to encourage free communication
and negotiation between the patient and his/her
employer. Ultimately, the employer determines the

type of work available and whether a physician’s
recommendations concerning an employee’s
return to work can be accommodated.1

Conflict is never solved by running away
Even more problematic are situations where a
patient is experiencing conflict with an employer.
The patient may wish to take time off, with no par-
ticular treatment or goal in mind. Such aimless,
avoidant behavior is rarely successful and typical-
ly leads to more conflict, not less. 

As a teaching example, the author often asks
physicians: what would your response be if your
patient consulted you about difficulty resolving
conflicts with their spouse? Would you advise
leaving the marriage for a month or two and then
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going back, hoping everything would be better?
Not likely. So why do we advise patients who are
angry and upset with their employer to take time
off? What we should be doing is assisting them in
accessing conflict resolution. It is possible that
angry or overwrought patients may require 24 to
48 hours away from work to cool down and con-
sider their options. But, the longer they avoid the
conflict and its solution, the more difficult return-
ing to work will be. This is the classic “approach
avoidance” conflict of psychology.

In medicine we assume nobody lies; in law,
nobody tells the truth. In legal medicine….?
By their nature, physicians tend to trust their
patients implicitly. This is not a bad thing, as it

leads to a safe and supportive environment for
the patient to heal or deal with threatening,
painful issues. When dealing with third parties,
however, the physician would be wise to remem-
ber they are only hearing one side of the story.
The patient is not necessarily lying, but they
may be unable to be objective about things that
so intimately affect them. It is best to verify rel-
evant points with the parties concerned by con-
tacting the patient’s worksite. Of course,
informed consent should be sought.

You didn’t write the insurance policy (or WCB
Act or CPP); you don’t decide the outcome
As physicians, we are used to flying solo and
being in control. It can be annoying and humili-
ating when other parties disagree with us, partic-
ularly if our patients are denied benefits to which
we feel they should be entitled. A word of cau-
tion: the line between support and excessive
advocacy, with attendant loss of perspective, is
potentially very blurry. It is all too easy to cross
that line and make statements concerning your
patient’s medical condition or fitness to work,
which cannot be objectively justified. The end
does not justify the means. 

Rightly or wrongly, the public regards med-
ical professionals as meeting a higher ethical
standard. If a doctor says it, it must be true. It
does not reflect well on our profession when
statements made by a physician are shown to be
palpably false, with the justification being that
the physician was trying to “help the patient
obtain benefits.” As harsh as this may sound,
that constitutes fraud.

We, as a team, must always try to rescue the 
family physician
In discussing the pitfalls of third-party medical
issues, it is too easy to make the primary-care
physician the scapegoat. The vast majority of

Return-to-work Issues

192 The Canadian Journal of CME / October 2001

It is best to verify relevant points
with the parties concerned by

contacting the patient’s worksite.
Of course, informed consent

should be sought.



physicians did not enter medical school so they
could involve themselves in worksite politics or
disputes. Indeed, physicians typically loath filling
out forms. 

Employers and employees alike must be continu-
ally reminded that the family physician is on the
front line. Many times, we are confronted by an
angry patient or impersonal employer — each
demanding that a complicated form be completed,
generally by some unreasonable deadline, and usu-
ally for little or no remuneration.

The beauty of return-to-work planning is that you
are not in it alone. “The CMA supports a shift away
from complete reliance on physician certification for
work absences to co-operation between the employ-
ee and the employer with the use of medical input,
advice and support from the employee’s attending
physician and other involved health-care profession-
als. In cases of employers with occupational medical
departments, the attending physician may contact
the occupational physician or nurse to understand
specific workplace policies, supportive in-house
resources, essential job demands and possible health
and safety hazards in the patient’s workplace. Where

occupational medical resources are available, the
attending physician generally assumes a supportive
or advisory role.”1

Occupational health nurses, WCB case managers
and occupational physicians are all eager to com-
municate with you. They recognize primary-care
physicians are the key to the whole process and they
want to help. Occupational health nurses are experts
in designing graduated return-to-work processes,
and nobody knows your patient’s work and work-
place better. WCB case managers also can be very
helpful, given half a chance. When politely asked to
help facilitate return-to-work or diagnostic/treat-
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ment measures, the author has found them to be very
helpful. Are you running into political roadblocks or
getting conflicting stories? Pick up the phone, with
your patient’s consent, and talk to the occupational
physician working with your patient’s employer. As
his/her credibility is on the line, you will find occu-
pational physicians eager to help when colleagues
ask for help. 

When it doesn’t make sense, look for substance
abuse
A significant area of the author’s occupational prac-
tice is substance abuse and addictions counseling. In
countless instances, addicted patients/employees
have told the author their problem was either created
by, or drastically accelerated, during time away from
work due to injury. One must consider that, for many
addicts, work is the only controlling structure in their
lives. Having to sober up and arrive at work on time
acts as an artificial brake to their runaway train. When
suddenly they no longer have to appear at work, the
wheels sometimes come off. Watch for red flags. 

You know your patient best, and this is another
area where input from the patient’s primary-care
physician can be invaluable. Was the patient having
drinking/using problems before his/her injury? Has
the physiotherapist reported the patient smelling of
alcohol, or missing a lot of appointments? What does
his/her spouse say? Does the employer suspect your
patient of substance abuse? What is your clinical
assessment when you see the patient in the office? 

Consider substance abuse when the afore-
mentioned red flags are present, when a patient who
ought to be improving isn’t, or when there seems to
be unusual resistance to returning to work. Act on
your suspicions. Addicts generally indicate their
physicians were the biggest co-dependents in their
lives after their spouses. In many cases, these physi-
cians facilitate their patients’ addiction rather than
promote their recovery. Consequently, the patient is
protected from the consequences of using.

The patient is allowed to get better
This odd phrase is meant to highlight the overall
purpose in the exercise, which is too easily forgotten
amidst the bureaucracy and conflict. Injured people
all heal to some degree, and sick people usually
recover. In cases of injury, function will generally
return before complete pain relief is achieved, if
ever. Too often, we lock patients into insurance
schedules, rehab centers or interminable time off.
Ironically, left to their own devices, these people
would sometimes return to work earlier than if a
physician had not been involved at all. 

You’ll have to examine your own work ethic.
How many days have you missed in your career due
to illness or injury? Often, you returned to work
much before you would have instructed your
patient. It is true that we are driven by workload and
responsibilities to work when it is not in our best
interest or our patients’ best interests. Ultimately,
however, we make our own decisions. Allow your
patient the same dignity.
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