
Vol.:(0123456789)1 3

Journal of Occupational Rehabilitation 
https://doi.org/10.1007/s10926-021-10021-8

Framing the Care of Injured Workers: An Empirical Four‑Jurisdictional 
Comparison of Workers’ Compensation Boards’ Healthcare Policies

Anne Hudon1,2,3  · Ellen MacEachen4  · Katherine Lippel5

Accepted: 15 December 2021 
© The Author(s), under exclusive licence to Springer Science+Business Media, LLC, part of Springer Nature 2022

Abstract
Purpose: The objective of this study was to explore how workers’ compensation policies related to healthcare provision 
for workers with musculoskeletal injuries can affect the delivery and trajectories of care for injured workers. The principal 
research question was: What are the different ways in  which workers’ compensation (WC) policies inform and transform the 
practices of healthcare providers (HCPs) caring for injured workers? Methods: We conducted a cross-jurisdictional policy 
analysis. We conducted qualitative interviews with 42 key informants from a variety of perspectives in the provinces of 
Ontario and Quebec in Canada, the state of Victoria in Australia and the state of Washington in the United States. The main 
methodological approach was Framework Analysis. Results: We identified two main themes: (1) Shaping HCPs’ clinical 
practices and behaviors with injured workers. In this theme, we illustrate how clinical practice guidelines and non-economic 
and economic incentives were used by WCs to drive HCP’s behaviours with workers; (2) Controlling workers’ trajectories 
of care. This theme presents how WC policies achieve control of the workers’ trajectory of care via different policy mecha-
nisms, namely the standardization of care pathways and the power and autonomy vested in HCPs. Conclusions: This policy 
analysis shed light on the different ways in which WC policies shape HCP’s day-to-day practices and workers’ trajectories. A 
better understanding and a nuanced portrait of these policies’ impacts can help support reflections on future policy changes 
and inform policy development in other jurisdictions.

Keywords Occupational health · Policy · Workers’ compensation · Delivery of health care · Patient care · Musculoskeletal 
diseases

Introduction

In jurisdictions where workers’ compensation systems exist, 
musculoskeletal injuries and disorders typically account for 
a large portion of these claims [1–5]. Previous studies in the 
field of musculoskeletal disorders and injuries have explored 
the various roles and responsibilities of healthcare provid-
ers (HCPs) caring for injured workers in the compensation 
system. These studies shed light on difficulties faced by 
HCPs when offering care to workers supported by a work-
ers’ compensation system including compensation admin-
istrative hurdles, lack of both communication between the 
different stakeholders and coordination of care, inadequacy 
of remuneration fees, restrictions in professional autonomy 
and marginality of opinions within the system [6–15]. Kosny 
and her team, via a Canadian multi-province project, sum-
marized the problem by describing the apparent rigidity of 
compensation systems that pose significant challenges for 
professionals involved [9]. Our recent critical interpretive 
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synthesis of articles addressing first-line HCPs’ policies in 
four jurisdictions illustrated some ways in which workers’ 
compensation policies can affect healthcare provision [16]. 
The most salient themes related to how policies modulate 
access to care services for workers and affect the roles of 
HCPs (e.g. gatekeeping, advocacy, form filling). Mac-
Eachen and Ekberg also suggest that HCPs are more and 
more “accountable to government-benefit providers and less 
directly accountable to workers as patients and benefit claim-
ants” [17]. They also raised the issue of reduced autonomy 
of treating healthcare providers across different jurisdiction 
in providing and organizing care for injured workers as per 
recent changes in workers’ compensation policies [17].

Amidst the important body of literature presenting the 
challenges faced by HCPs when caring for injured workers, 
very few comparative empirical projects have been specifi-
cally designed to compare, at the policy level, the impact of 
workers’ compensation policies on HCPs’ work with injured 
workers and its ripple effect on workers’ care [6, 9, 18]. For 
example, in their 2016 study, Lippel and colleagues investi-
gated the relationship between the roles, practice and experi-
ences of physicians and the features of workers’ compensa-
tion systems in two distinct Canadian provinces (Ontario 
and Quebec) [6]. The authors demonstrated that, in both 
workers’ compensation systems, physicians lack decision-
making power with respect to decisions on about the work 
relatedness of a claim and that their role and input are usu-
ally constrained and limited by the administrative forms 
from WCB (e.g., only tick-box available for some questions). 
In both provinces, physicians also described being reluctant 
to treat injured workers because of bureaucracy associated 
with the systems. Similar findings about reluctance to treat 
were found for physiotherapists in Quebec, Ontario and 
British-Colombia in a study by Hudon and colleagues [18] 
and in an Australian study based in Victoria, by Brijnath 
and colleagues [14]. Lippel and colleagues also highlighted 
provincial differences with regard to the weight accorded to 
physicians’ opinions by the WCB (heavier weight in Que-
bec, lesser weight in Ontario), for example, with regard to 
the determination of diagnosis, treatments prescribed and 
recommendations for modified work [6]. These elements 
were found to have different impacts on workers’ trajecto-
ries of care in the two jurisdictions; for instance, potential 
for rejection of the claim and increased likelihood of med-
ico-legal disputes in Quebec, and outsourcing of workers’ 
assessment and bypass of physicians’ opinions in Ontario. 
The authors showed how the complex dynamics at play in 
these two systems affected the provision of care for work-
ers and concluded that “findings in any given jurisdiction 
may reflect a system effect rather than the effect of the 
actual [healthcare] intervention” [6]. (p. 15). Kosny and 
colleagues in their 2016 report described results of qualita-
tive interviews with 97 healthcare providers and 34 case 

managers across four Canadian provinces (British Colum-
bia, Manitoba, Ontario and Newfoundland and Labrador) 
[9]. Although the findings demonstrate important challenges 
for healthcare providers across provinces, very few specific 
distinctions were presented between them, which limits the 
possibility of comparisons and the capacity to envision the 
impact of the different policies at play in each province. In 
their 2018 paper, Hudon and colleagues highlighted several 
differences between WCBs’ policies with regards to physi-
otherapy care [18]. They showed that predetermined blocs 
of physiotherapy treatment, restricted to a set number of 
weeks could induce professionals to pressure patients into 
returning to work before they are ready to do so. They also 
showed that this type of policy led some physiotherapy clin-
ics in British Columbia and Ontario to internally limit the 
number of treatment sessions provided by their therapists 
within the bloc of care, regardless of the patients’ conditions. 
Even if some policies were judged to have some negative 
repercussions on the workers, other policies were perceived 
positively, such as a WCB policy in Ontario requiring physi-
otherapy to use a specific and well-recognized functional 
outcomes measure to re-evaluate the workers’ progression 
in physiotherapy. Overall, similar to the 2016 Lippel study, 
the participants in this comparative study were most often 
unaware of the different ways in which the WCB policies in 
their own province shaped their everyday practices.

It is important to note that, although these studies inves-
tigated the experiences of HCPs and compared them across 
compensation systems, they did not include the perspectives 
of other important stakeholders in the workers’ compen-
sation realm, namely the injured workers themselves, the 
policy-makers from the WCB and the views of researchers. 
The inclusion of these other stakeholders would certainly 
provide a more comprehensive view of the influences of 
workers’ compensation policies on the provision of health-
care to injured workers. All of these qualitative studies also 
compared jurisdictions situated within the same country 
(Canada), and this is also the case for recent quantitative 
studies comparing outcomes of care for workers in different 
jurisdictions [19–21]. Indeed, it is interesting to see that a 
growing number of quantitative studies have recently been 
published in the workers’ compensation field using available 
compensation data to better highlight the impacts of policy 
differences on workers’ outcomes [22–24]. However, very 
few studies have taken a qualitative approach to try to inves-
tigate the perspectives of the different stakeholders whose 
work and health are affected by the workers’ compensation 
policies in place.

This article’s systemic perspective on the current policies 
informing healthcare services provided to injured workers 
thus responds to important identified gaps in the workers’ 
compensation literature. By expanding the number of groups 
of stakeholders included in the project and by employing a 
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qualitative stance to explore these people’s perspectives in 
three different countries, it is well designed to shed light on 
the distinct ways in which workers’ compensation policies 
influence the work of HCPs and ultimately impact the work-
ers’ trajectories of care and return to work.

Context of Study

The main objective of this study was to explore how work-
ers’ compensation policies related to healthcare provision for 
workers with musculoskeletal injuries can affect the delivery 
and trajectories of care for injured workers.

To provide interesting comparisons that allow for explo-
ration of similarities and distinctions in the policies gov-
erning healthcare provision in compensation systems, we 
focused our work on four jurisdictions situated in three coun-
tries: the provinces of Ontario and Quebec in Canada, the 
state of Victoria in Australia and the state of Washington in 
the United States. Table 1 describes the main features of the 
compensation systems in these jurisdictions.

For each of these four jurisdictions, a workers’ compensa-
tion law or act exists at the provincial/state level. The work-
ers’ compensation act formally enshrines in legislation the 
rights of workers following work-related injury or illness and 
the duties of the different parties with regard to compensa-
tion following this injury. Across jurisdictions, these laws 
vary because each has been established historically by the 
government holding power in each jurisdiction at the time 
of their adoption and are based on the local socio-political 
context. Each of the four laws displayed in Table 1 is thus 
intrinsically linked to the social paradigms at play during 
their adoption in the jurisdiction. In Ontario, Quebec, Vic-
toria and Washington, the state/provincial-level WCB is 
the regulatory agency responsible for establishing specific 
policies flowing from these laws, as well as for orchestrating 
the day-to-day operations supporting workers’ compensa-
tion process. The compensation laws in the province or state 
thus articulate the larger principles of the compensation pro-
cesses, while the WCBs have the mandate of enforcing these 
laws. To do so, WCBs have some discretionary authority to 
develop specific policies that will regulate the functioning 
of the compensation system, in accordance with the over-
arching law. In these four jurisdictions, apart from insuring 
the operationalization and enforcement of the compensa-
tion law, the WCBs are also responsible for administering 
the insurance fund and insuring the financial viability and 
sustainability of the compensation scheme.

In this study, we selected four jurisdictions where sup-
port following a work injury is situated within a cause-
based paradigm. A cause-based paradigm in the workers’ 
compensation realm means that claimants can receive 
coverage and compensation (e.g., salary support, medical 
benefits and rehabilitation) only if they can demonstrate 

that their injury, condition or illness has been caused by 
their work [25]. Thus, workers can only be compensated 
under these systems if the aetiology of their condition can 
be linked to their work. Cause-based workers’ compensa-
tion systems mainly exist in North America and in Aus-
tralia, and are Bismarck-type systems [26]. These systems 
present similar broad characteristics in terms functioning 
(e.g., have a form of workers’ compensation law and are 
modelled on similar premises) which makes them easier 
to compare on systemic and paradigmatic levels. This is 
why we selected four compensation systems that operated 
with a cause-based paradigm for this project. However, 
it is important to note that each workers’ compensation 
system across states and provinces in the United States, 
Canada and Australia also present important dissimi-
larities with regards to their legislation and policies, as 
shown in Table 1. This allows for interesting comparisons 
between these systems. In this project, we were specifi-
cally interested to investigate how, among cause-based 
workers’ compensation systems, differences in compen-
sation policies could influence the work of HCPs and the 
trajectories of workers.

In contrast, disability-based income support systems, 
mainly present in Scandinavian countries and United 
Kingdom, provide support to people injured at work or 
living with a disability regardless of cause (these are Beve-
ridge-type systems) [26]. This is also the case in the Neth-
erlands, for example, where there exists a disability and 
insurance scheme that does not differentiate between work-
related and non-work-related disability. It is important to 
note that in other European countries, such as France and 
Belgium, some workers’ compensation systems do exist, 
but the emphasis on the work-related nature of the injury 
is much less, and benefits receive only minimally differ 
between those with work or non-work injuries or illnesses 
[25].

All in all, this classification of systems helps improve 
our understanding of the major commonalities and differ-
ences between the systems and provides a rationale for our 
study’s focus on jurisdictions that were situated within the 
same overarching paradigm. Our selection of the jurisdic-
tions of Ontario, Quebec, Victoria and Washington was 
thus based on major similarities within their workers’ 
compensation systems: notably, that they are cause-based, 
financed by employers’ premiums and administered by a 
WCB that has the mandate to oversee the operationaliza-
tion of the compensation legislation. They were also cho-
sen because they are situated within three different coun-
tries, each with an important body of scientific literature 
available on the work of healthcare providers within the 
workers’ compensation system [16] and presented interest-
ing differences with regards to healthcare policy.
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Methods

We conducted a cross-jurisdiction policy analysis using 
key informant qualitative interviews. In this project, key 
informants were conceptualized as people with different 
perspectives (i.e., workers’, employers’, workers’ compen-
sation’, healthcare providers’ perspectives and research-
ers) who could speak of their wide ranging and informed 
experiences of healthcare provision for injured workers in 
their jurisdiction’s workers’ compensation system. Two 
methodological approaches and frameworks framed this 
policy analysis. The main approach used was Framework 
Analysis, for policy review [27, 28]. To accomplish the 
policy analysis, we also used analytical steps derived from 
Grounded Theory [29]. Framework Analysis (FA) is an 
approach that was developed to conduct applied qualita-
tive policy research. It is a dynamic and structured pro-
cess that creates a comprehensive picture of the policy 
aspects studied, relying on the original accounts of key 
informants [27, 28]. In this project, we borrowed from 
FA concepts to facilitate comparisons between the four 
jurisdictions studied and to highlight important features of 
workers’ compensation’s policies and procedures from the 
groups of people that they affect. The Grounded Theory 
(GT) approach aims to construct an emergent conceptual 
understanding of the studied phenomena through con-
stant comparative analysis [29]. It aims to move beyond 
description of the concept by providing an analysis that 
brings innovative insights to the object of research. In this 
project, we used mostly analytical techniques from this 
approach (constant comparative technique, initial coding 
and categorizing) to add depth to the analysis and to better 
conceptualize the key informants’ data to bring new under-
standings of the policy schemes studied. We also consulted 
and used compensation laws in each of the selected juris-
dictions to supplement our understanding of the policy 
context. As well, we consulted the websites of the workers’ 
compensation boards in each of the four jurisdictions.

Findings emerging from this study are grounded within 
the social, political and ideological complexities of prac-
tice and ultimately aim to generate applied reflections on 
current policies and their clinical and social impacts [28]. 
In this study, the following key question led our research 
endeavour: “What are the different ways in which workers’ 
compensation boards and policies, in the four different 
jurisdictions studied, inform and transform the practices 
of healthcare providers caring for injured workers?” An 
important sub-question was “How can these policies and 
consequent HCPs’ practices affect the trajectories of care 
for workers?”.

The cross-jurisdictional policy analysis supported by 
the two identified methodological frameworks helped us 
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to ground our analysis in policy contexts and to unearth 
the rich and varied perspectives of the key informants 
included in the study. Together, these shed light on the 
impact of compensation policies on healthcare for injured 
workers in a situated and contextualized manner.

Recruitment Process

We aimed to recruit seven to 10 participants per jurisdic-
tion. A purposive sampling strategy was used to recruit key 
informants between June 2018 and February 2019. These 
key informants had to belong to at least one of these five 
predetermined categories or “social locations”: (1) injured 
worker representative or advisor; (2) healthcare provider, 
(3) workers' compensation board employee in a policy role 
or person in a leadership position or committee at the WCB, 
(4) person in a leadership position in an organization sup-
porting or advising employers, and (5) researcher working 
in the field of workers’ compensation policies and/or health-
care services. We used three different recruitment strate-
gies to target these groups in each jurisdiction: (1) emails 
to our contacts to help identify informants; (2) consulta-
tion of websites of key organizations in each jurisdiction 
and emails to their generic address, and; (3) snowball sam-
pling where some participants directly referred us to oth-
ers who might provide relevant input on the subject. We 
also sought to include HCPs from the four main professions 
highly involved with workers with MSK injuries across these 
jurisdictions: physicians (general practitioners and special-
ists), physiotherapists, chiropractors and osteopaths. To be 
included as informants in this project, participants had to be 
in a position that would allow them to have good knowledge 
of the object of the study (i.e. workers’ compensation poli-
cies in their respective jurisdiction) and had to be knowl-
edgeable about the work of HCPs in relation to injured work-
ers and of policies overseeing the provision of healthcare for 
injured workers in their jurisdiction.

Sample

We recruited 42 participants. Table 2 presents their distri-
bution across jurisdictions and participant categories. No 
formal demographic data was collected from the participants 
since many of them occupied strategic policy or research 
positions and we wanted to preserve their anonymity. How-
ever, to obtain a rich understanding of the social location 
of each participant, which is a crucial element in FA and 
GT qualitative approaches, each participant described his 
or her role and current and past experiences in the field at 
the beginning of each interview. All five categories were 
represented in each jurisdiction, except in Quebec where we 
were unable to secure a WCB interview.

Collection of Data

We used in-depth, semi-structured interviews to collect 
data. An interview guide was first designed based on the 
results from our critical interpretive synthesis review [16]. 
The guide was successfully pilot tested with the first key 
informant participant. Forty-one semi-structured interviews 
with 42 participants were conducted (one interview included 
two participants). All interviews were conducted by the 
first author via videoconference (n = 21) or phone (n = 20), 
and conducted in English or French, according to the par-
ticipant’s preference. The interviews lasted between 48 and 
120 min, with a mean length of 76 min. They were audio-
taped and transcribed verbatim by two professional tran-
scriptionists (one for English and one French interviews). 
All participants provided informed consent to participate.

Data Analysis

As per the familiarization step of FA [27], the first author 
first relistened to all interviews to correct any mistakes in 
the transcripts and write analytic memos to start the analysis 

Table 2  Number of key informants and their categorization by jurisdiction

*Some participants had multiple backgrounds (e.g., researcher as well as healthcare provider). We categorized these participants according to 
their principal social location in the study

Number of key informants by jurisdiction

Ontario Québec Victoria Washington Total

Category or perspective*
(1) Workers’ representative or advisor 3 2 2 1 8
(2) Healthcare provider 4 5 3 2 14
(3) Workers’ compensation board employee in a policy role or person in a committee at the 

WCB
1 0 3 2 6

(4) Person in a leadership position in an organization supporting or advising employers 2 3 1 0 6
(5) Researcher studying the field of workers’ compensation policies and/or healthcare services 2 1 3 2 8
Total 12 11 12 7 42
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process. The first author then conducted initial coding for 
each transcript by selecting segments of data and inductively 
attributing code names, with the support of NVivo 11 soft-
ware [29]. The codes represented key ideas or meanings in 
these segments (e.g., harm reduction, incentives). At this 
stage, constant comparative methods created links between 
transcripts to identify common or divergent patterns across 
the whole dataset. From this process, a thematic framework 
(step 2 in FA) started to emerge. Step 3 (indexing) and 4 
(charting) from the FA approach were conducted in parallel 
to the coding process. Using the inductive codes and the 
ongoing organization of data through steps 3, 4, and 5 (map-
ping and interpretation), the FA approach was completed. 
This was mainly done through conceptual mapping exer-
cises and through the use of matrices comparing data across 
jurisdictions. At different points during the analysis, results 
were discussed by the three authors and attention was paid 
to contextual and policy differences between jurisdictions 
and to outliers’ perspectives in the data. The participants’ 
social locations (e.g., role or title in organization) were also 
considered. The first author was involved in all aspects of the 
study, ensuring a thorough understanding and a long-lasting 
involvement with the data. She used an audit trail to register 
all decisions related to the study methods and to track the 
important steps of the project. At different points during 
the study, she reflected on how her own positionality as a 
researcher exploring workers’ compensation system and her 
background as a physical therapy clinician could influence 
the data. The memos she took in her personal audit trail were 
also used to foster this reflexivity, as she not only described 
methodological decisions, but also noted personal reflec-
tions and spontaneous thoughts about her own assumptions 
and positionality with respect to the object of the study. The 
monthly meetings with her supervisors (EM and KL) on the 
conduct of the project also served to enhance this reflexiv-
ity as authors shared similar, but also dissimilar views and 
positions towards the data.

Results

The interviews conducted in the four jurisdictions led to the 
identification of two main themes. First, the results show 
that WCBs’ healthcare policies are designed to shape HCPs’ 
clinical practices with injured workers. To illustrate this, we 
present two types of policy incentives used by WCBs and 
show how they each drive HCPs’ behaviours with workers. 
Secondly, our findings present how WCBs’ policies achieve 
control of the workers’ trajectory of care via different policy 
mechanisms in place that impact the care services offered to 
workers. We examine two key mechanisms in detail in our 
results, namely the standardizing of care pathways and the 
power and autonomy vested in HCPs.

Across both main themes, we describe similarities and 
distinctions between the four jurisdictions studied to support 
a rich and nuanced understanding of the findings. Support-
ing citations from the interviews are used to illustrate results. 
When originally in French, the quotes were translated by 
a bilingual member of the research team and checked for 
preservation of the original meaning.

Shaping HCPs’ Clinical Practices and Behaviors 
with Injured Workers

Across jurisdictions, although workers’ compensation sys-
tems and policies differ, many commonalities were identi-
fied regarding the influence of WCB policies on framing 
HCP’s clinical practices and behaviors with their patients. 
Although the compensation laws in the four jurisdictions 
studied did not formally dictate the day-to-day practices of 
HCPs, numerous participants described strategies used by 
WCBs to oversee and influence professionals’ practices. The 
two main strategies discussed took the form of “workers’ 
compensation approved” clinical guidelines, which were 
supplemented by both non-economic inducements and the 
use of monetary incentives.

Clinical Guidelines and Non‑economic Inducements

In Washington, the Department of Labor and Industries 
issued guidelines about “provision of safe, effective and 
cost-effective treatments” [30]. These guidelines were 
developed by the Industrial Insurance Medical Advisory 
Committee (IMAC), a committee mostly constituted of 
medical physicians appointed by the Department of Labor 
and Industries director. When discussing these guidelines, a 
workers’ representative raised the danger of having the WCB 
enforce strong incentives for the HCPs to abide strictly by 
these guidelines in their clinical decisions. More specifi-
cally, this participant was worried about the ways in which 
these guidelines were currently used, being mostly seen as 
prescriptive about what the HCPs should and should not do, 
and limiting latitude for the clinicians’ own judgment about 
the most appropriate interventions. For example, he talked 
about the workers’ compensation not allowing some medi-
cal interventions (e.g., installation of a spinal stimulator) 
to move forward as solely based on these guidelines. This 
participant thus stressed the necessity for these guidelines 
to stay informative and not prescriptive, and to allow HCPs 
to provide the care that is deemed to be the most appropriate 
for each worker.

“We don’t think those guidelines should be used to 
overturn the legitimate medical opinion of an attend-
ing physician, […] You know, it shouldn’t be kind 
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of misrepresenting the guidelines as anything but 
guidelines.” Washington4—Workers’ group.

In Australia, WorkSafe Victoria issued a ‘Clinical Frame-
work’ intended for HCPs use. This framework presents a 
set of five main guiding principles that HCPs are expected 
to adopt in their clinical practice with injured workers. 
These principles include, among others, the importance 
of adopting a biopsychosocial approach, of implementing 
functional and return to work goals and the importance of 
measuring the effects of treatment with standardized and 
validated measures. HCPs offering care to injured workers 
were expected to practice according to these general prin-
ciples. Healthcare participants from Victoria mentioned 
that they perceived this framework favourably as it is not 
particularly prescriptive and generally aligns with what is 
recognized as good practice in their field and is supported 
by some HCPs’ associations (e.g. Australian Physiother-
apy Association).

Some participants discussed the need to involve a diver-
sity of HCPs on WCB committees that develop policy rec-
ommendations or decisions regarding injured workers’ care. 
One participant from Washington mentioned that there are 
about 14 physicians sitting on the Industrial Insurance Medi-
cal Advisory Committee (IIMAC), of which only one is a 
family physician and the rest are surgeons and specialists.

In Quebec and Ontario, no such guidelines framing 
HCPs’ practices were discussed by the participants. How-
ever, a participant from Quebec voiced concern about the 
potential interference of the WCB in the day-to-care clinical 
practice matters.

“Also, as the care is paid for by a third party payer, that 
payer thinks they have a say on relevant treatment” 
Québec8—HCPs’ group

Across jurisdictions, most participants were not in favor of 
having WBCs determine or interfere with the specifics of 
treatment modalities and interventions provided by HCPs. 
However, participants affiliated with WCBs or employers felt 
that more guidance in the form of clinical or best-practice 
guidelines should be provided to HCPs. In Quebec, the need 
to rely on ‘evidence-based practice’ was often used as an 
argument to justify the application of healthcare guidelines. 
Participants from the researchers’ and employers’ groups 
mentioned that there are important gaps between what is 
known in occupational health literature and the way HCPs 
currently practice, which means that, according to them, 
‘best-practices’ are currently not followed.

“My fundamental idea is that we should put in place 
administrative procedures that make it possible to 
make the scientific knowledge that we have coincide as 
much as possible with practice… And things as stupid 
as administrative forms” Québec5—Employers’ group.

Although different clinical guidelines exist to guide some 
aspects of HCPs practice with injured workers, many par-
ticipants described the difficulty of HCPs implementing the 
recommendations from these guidelines in their day-to-day 
practices and receiving training about occupational health 
knowledge. With regard to clinical guidelines, some partici-
pants from the HCPs and researchers group mentioned that 
these are generally very broad and thus vague in terms of 
implementation of clinical practices. For participants from 
the HCPs’ group, the balance between providing care that 
has been labeled by the WCB as ‘evidence-based’ and using 
their contextual knowledge of the particular condition and 
situation to make decisions on care interventions was high-
lighted. A researcher participant described the ‘black and 
white’ nature of these guidelines as a factor that could lead 
to difficulties of uptake by HCPs, saying that these guide-
lines should incorporate more nuances. Many participants 
affiliated with WCBs and from the research field said that 
providing HCPs with guidelines and training about occupa-
tional health practices was generally not effective enough 
to influence and change their behaviour with injured work-
ers. Some participants mentioned that HCPs have many 
competing educational and training requirements as part of 
their regular practice and that occupational health aspects 
are often not a priority for them. This was mentioned for 
physicians as the next quote illustrates, but it was also said 
for other HCPs such as chiropractors, physiotherapists and 
osteopaths.

“In terms of GPs, I know that GPs are notoriously dif-
ficult to upskill in this space. And that they’re time 
poor, in terms of … they’re very busy; they’ve got a lot 
of demands, and their knowledge base is really quite 
broad […] so I can understand why it’s actually dif-
ficult to, I guess, get some penetration with that train-
ing.” Victoria3—Researcher.

 A participant from the employers’ group complained that 
the most recent evidence on occupational injuries was not 
incorporated in the work of HCPs, and that new ways to 
bring the evidence closer to HCPs’ practice should be 
envisioned.

Monetary Incentives to Change Healthcare Providers’ 
Behaviours

Linked to the lack of engagement in training and the difficult 
uptake of clinical guidelines by HCPs, some participants dis-
cussed the use of financial incentives by the WCB to mod-
ify targeted HCPs’ clinical and administrative behaviours. 
These monetary incentives were mainly used to incentivize 
the implementation of WBC’s policy goals regarding treat-
ment provision. More specifically, they were: incentives to 
train, incentives for rapid healthcare uptake and rapid return 
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to work and incentives to have HCPs treat injured work-
ers within the system. Each of these elements are described 
below.

Incentives to Train In Victoria, the WCB created a special 
reimbursement fee for physiotherapists who completed a 
standard training module on injured workers’ care. Only 
physiotherapists who successfully completed the module 
could be paid a higher reimbursement fee by the WCB.

“We have a structure where there are physiotherapists 
who can do extra training, and can then, effectively, 
call themselves occupational physiotherapists, and 
they have a different fee structure when they’re treat-
ing worker’s compensation and traffic accident clients, 
and we put together an online training package, the 
idea being that physiotherapists would have to com-
plete the training to qualify for that title and be able to 
bill for, slightly more for their services when treating 
compensable clients.” Victoria3—Researcher.

A participant affiliated with the Department of Labor and 
Industries in Washington also spoke about developing a cer-
tification with higher pay for the HCPs who completed it. 
He provided the example of Colorado that has a workers’ 
compensation 101 certification system in place as a potential 
model.

Incentives for  Rapid Healthcare Uptake and  Rapid Return 
to  Work One participant described how the Washington 
Department of Labor and Industries began using monetary 
incentives to encourage HCPs to meet specific indicators. 
Interestingly, after originally wanting to incentivize clinical 
practice indicators (i.e., elements that are directly related to 
clinical best-practices, such as the need to do a nerve con-
duction test before envisioning a carpal tunnel surgery, or 
providing prophylactic antibiotics to a patient if they have 
a compound fracture), the Washington WCB created a pay-
ment structure to incentivize four specific administrative 
occupational health indicators that aim to facilitate rapid 
uptake of the claim and return to work. These are: (1) fill-
ing and sending the initial claim form within two days of 
the injured worker’s visit to the physician, (2) determining 
at the first and second visits, for workers on lost time, what 
they can and can’t do at work using an activity prescription 
form, (3) having somebody from the physician’s office com-
municate with the employer about return-to-work options, 
and (4) determining the barriers to return to work if the 
worker is still not working at four weeks after injury. A par-
ticipant affiliated with the WCB in Washington mentioned 
that the three first indicators had been fairly straightfor-
ward to implement and had demonstrated good uptake and 
results, while the fourth one was more complex and needed 
operationalization.

In Ontario, a participant from an injured workers’ support 
group mentioned that a recent Workplace Safety and Insur-
ance Board (WSIB) policy prompts a decrease in the reim-
bursement fees for HCPs when their patient has not returned 
to work after a certain point in time in certain programs 
of care (e.g., low back pain). According to this participant, 
these decreasing monetary incentives could lead to poten-
tially unsafe practices by professionals as they could try to 
push the workers back to work faster to avoid decreasing 
fees.

“[…] but, for example, in these programs for treat-
ment of musculoskeletal injuries, they will impose 
sliding scale fee structures that pay less as the treat-
ment takes longer. They say that is paying for results, 
meaning they’re paying less if physicians are not being 
successful or physiotherapists or chiropractors are not 
being, quote/unquote, “successful” in getting workers 
out of treatment and back to work. We say they’re … 
disincentivizing longer term treatment because a phy-
sician or a physiotherapist who needs to recommend 
more treatment is going to face the reduction of the 
fee structure […]. Really, we’re not a fan of that in the 
worker community ‘cause we worry about physicians 
being incentivized in bad ways to rush things—to rush 
treatment; to rush report’”. Ontario1—Workers’ group.

Incentives for  Healthcare Providers to  Treat Injured Work‑
ers In Victoria, two participants from two workers’ support 
groups also discussed the problem of physicians refusing to 
see injured workers compensated by the WCB. They pro-
posed that monetary incentives could be used to incentivize 
physicians to care for injured workers.

“P2: Maybe they should be rewarded when they take 
on Work Cover recipients, and given ?-
P1: Dangle a carrot.
P2: You know, incentives to take them on. Be more 
patient with them, knowing that these injured work-
ers are gonna require more time of theirs. Maybe that 
might be the answer because, financially, we all know 
that’s what will do the thing. They’ll do the number 
crunching, and they’ll say ‘Oh, that’s financially via-
ble; that’s a good idea; we should take on more.” Vic-
toria8a and Victoria8b—Workers’ groups.

Financial incentives were also used to negotiate with groups 
of HCPs that originally did not want to care for injured 
workers. For example, a group of orthopedic surgeons was 
requesting higher reimbursement fees for their surgeries 
performed on injured workers. The Department of Labor 
and Industries agreed to increase their fees if these surgeons 
would abide by some ‘quality’ indicators:
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“[…] and we developed some quality indicators for 
surgery and we agreed to pay them the amount they 
were asking for, but not more for the surgery, only 
if they did these quality indicators. So, one of the 
quality indicators was to use generic drugs instead 
of brand-name drugs […] So, having these incen-
tives for the physicians, they didn’t care… whether 
they were writing a prescription for a generic or a 
brand-name drug, so it was like almost 100% in that 
pilot that wrote for generic drugs, so that’s just a 
small example with a sort of big impact of a quality 
indicator as part of a quality improvement program 
with incentives for orthopedic surgeons.” Washing-
ton5—WCB’s group.

This initiative with one group of surgeons led to the 
Orthopedic and Neurological Surgeon Quality Project 
that expanded statewide and provided higher fees to sur-
geons who abided by six ‘quality best practices’: (1) Com-
plete activity prescription form before and after surgery; 
(2) Document and track rehabilitation plans and goals; 
(3) Only write ‘dispense as written’ prescriptions when 
formulary alternatives are unavailable or clinically inap-
propriate; (4) Offer injured workers timely access to care; 
(5) Offer injured workers timely surgery; (6) Maintain and 
report continuing education units [31]. Interestingly, many 
of these indicators enforced by the compensation system 
in Washington in exchange for surgeons treating injured 
workers at a higher reimbursement rate also represented 
important cost-saving mechanisms for the WCB.

In Quebec and Ontario, some participants from the 
workers, researchers and healthcare providers’ groups also 
discussed the tendency for HCPs to be reluctant to treat 
injured workers, mainly because of administrative hurdles 
and frustrations with the workers’ compensation system. 
In Ontario, a workers’ representative clearly illustrated 
this, however, in that province, no specific incentive was 
mentioned to induce HCPs to take on injured workers as 
patients.

“The system does not pay much attention to what the 
primary physician says, and the physician is more 
and more frustrated with the WSIB bureaucracy and 
filling out forms, and, often, physicians say, ‘If it’s 
a compensation case, I don’t want it. I don’t want to 
deal with it’ because they see themselves as deal-
ing with complicated case situations in a frustrat-
ing bureaucracy, but the person that loses in the end 
is the injured worker who says, ‘Where do I go?’.” 
Ontario4—Workers’ group.

In Quebec, one physician participant working for employ-
ers mentioned that physicians are adequately paid to fill in 
forms from the Commission des normes, de l’équité et de 

la santé et de la sécurité du travail (CNESST), the WCB 
in Quebec, and that that is appreciated. However, he said 
that if the WCB wanted to implement specific practices or 
indicators, physicians’ practices could easily be changed 
by adding reimbursement codes that would financially 
reward them for specific behaviours:

“You know, there is nothing easier to change the prac-
tice of physicians than to add a billing code used by 
Medicare (the universal public health insurance system 
that exists in Quebec and in Canada). If money was 
payable if the physician spoke with the employer for 
the return to work, $60 per 15 min, my God, we would 
talk to employers. It would be easy to encourage this 
kind of behaviour by making changes in the billing 
system.” Québec9 – Employers’ group.

Controlling Workers’ Trajectories of Care

Data analysis clarified that WCBs not only used incentives 
to modify HCPs’ practices in their work with injured work-
ers, but also used other mechanisms to control the overall 
workers’ trajectories of care in the compensation system. 
Depending on the participant’s social location (e.g., partici-
pants representing workers or the WCB), the discourse was 
different and sometimes opposed. Across jurisdictions, two 
aspects were more lengthily discussed: (1) the practice of 
standardizing, organizing and predefining care pathways for 
injured workers and (2) the ways and extent to which WCBs’ 
laws and policies confer powers to HCPs to oversee and 
shepherd injured workers’ care trajectories.

Standardizing and Predefining Care Pathways

When discussing workers’ healthcare and rehabilitation 
trajectories, a researcher participant from Washington dis-
cussed the importance of standardizing some aspects of the 
care pathway for injured workers as this could help prevent 
longer episodes of disability by detecting risk factors of 
chronicity, help limit unnecessary medical and/or rehabili-
tation interventions and could help better tailor the inter-
ventions to the pre-identified patients’ phenotype or group. 
According to one participant, this standardization could be 
done using validated stratifying tools to better predict and 
guide the trajectory of the workers, based on some of their 
individual characteristics. For example, many researchers 
interviewed for this study spoke about the need to rapidly 
eliminate red flag conditions, avoid the use of opioids and 
unnecessary imaging, and determine broad pathways for care 
(e.g., conservative care without consultation for surgery).

“An injured worker with low back pain and after the 
initial screening, […] I think, taking note of that 
group, especially if they’re sort of a low risk group, 
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and then just saying that, you know, if there’s no 
concern about serious injury, that they’re not getting 
an x-ray; they’re not getting opioids, um, and they’re 
going to—you know, you could have treatment A, 
B or C, or they can go to physio; they can go to 
something else or depending on what is appropriate 
or they want, but sort of having that kind of stand-
ardization, rather than be like, ‘Well, maybe we’ll 
get an x-ray in this case’, or ‘Maybe we’ll prescribe 
the opioids ‘cause you’re really asking for them’, you 
know, so I guess that’s what I’m … talking about 
when I’m talking about standardized pathways, and 
that’s just one example.” Washington1—Researcher.

The need for WCBs and HCPs to foresee potential chro-
nicization of the worker’s condition was discussed by 
many participants. According to a participant from Wash-
ington, the WCB was in the process of using a screening 
tool called the Functional Recovery Questionnaire [32] to 
detect chronicity factors at the opening of the claim. This 
participant mentioned that this tool had been developed 
based on well-known musculoskeletal triage tools based 
on scientific work and used in HCPs’ practice. The use of 
this ‘chronicity detection tool’ had been validated with a 
large sample of workers in the state. The goal with this 
tool is to detect chronicity factors at the start of the claim 
so that the WCB can rapidly adjust the type of services 
offered to workers (e.g. psychological consultation earlier 
than what would have been proposed without the use of 
the detection tool).

In Quebec, a researcher participant mentioned that such 
a detection tool was currently used by the Quebec WCB 
to detect chronicity factors at the beginning of the claim. 
However, to their knowledge, the scientific bases and pro-
cesses for its development were unknown. A Quebec par-
ticipant expressed concern regarding this tool, mentioning 
that it had not been well validated and had not been the 
object of a formal evaluation, which could, in his view, 
impede its potential to positively impact workers’ care 
trajectories and affect the acceptability of the tool by the 
HCPs.

Apart from early chronicity detection tools, many par-
ticipants in the researchers’ group were in favor of bet-
ter structuring the care pathway for workers compensated 
for a work injury. A researcher participant from Quebec 
mentioned that more verifications should be done at pre-
determined points in time after the onset of the claim to 
evaluate the rehabilitation progress of a worker. Known 
risk factors should be identified and different actions taken 
to prevent chronicity.

When discussing the need to improve the trajectory 
of care for injured workers, several participants’ views 
aligned with the need to prevent harmful consequences 

of not having foreseen potential barriers to recovery in 
the first weeks following the compensation claim. Another 
researcher participant clearly expressed that the first weeks 
after an injury were crucial and that, instead of relying 
on a ‘disability management approach’, workers’ com-
pensation systems should rely on a ‘disability prevention 
approach’.

In Washington and Victoria, HCPs and other partici-
pants specifically spoke about the need to prevent surgeries 
happening rapidly when conservative care has not been 
tried with the worker. In these two jurisdictions, it is pos-
sible for injured workers to consult a surgeon directly as 
a first-line provider. This is not possible in Ontario and 
Quebec, where family medicine or general practitioners 
will generally be the first point of contact. In the cases 
described above, according to participants in favor of 
this surgery-prevention approach, better defining the care 
pathways for injured workers entering the workers’ com-
pensation system should be done to prevent harmful con-
sequences such as prescribing too many diagnostic tests 
when it is not judged necessary or performing a surgery 
early when this might not lead to better outcomes for the 
worker. One major example of control exerted on the 
workers’ plan and trajectory of care concerns the prescrip-
tion of opioids by treating physicians of injured workers. 
A workers’ representative from Washington spoke very 
positively of the measures imposed by the Department of 
Labor and Industries some years ago to control opioids 
prescriptions. This WCB policy says that a physician can’t 
prescribe more than three days of opioids at the initial visit 
of the injured worker.

“Labor and Industries have the policy now where 
they will not pay for more than three days’ worth of 
opioids at an initial visit, so workers are not walking 
away with a giant bottle of oxycotin after a slip, trip 
or fall, a breaking of a leg or whatever. They’ll get 
three days with opioids, and then they have to go 
back and kind of reassess with their medical profes-
sional, and L&I keeps a pretty tight track of what 
they’re paying for when it comes to opioids as a pain 
management strategy. Some of my affiliated unions 
[…] they have some heart burn about this policy. I 
mean, what they see is their members in pain, but I 
think everybody is kind of recognizing that worker’s 
compensation access to opioids is sort of a gateway 
to a larger opioid addiction and you know, they’re 
seeing people, more struggling with their opioid 
addiction, now, than they are with their pain man-
agement, and so I think we’ve come a long way, as 
the labor movement, in recognizing—and we were 
opposed to the opioid management program, early 
on, ‘cause we wanted our members to get the pain 
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medication that they needed, but the metrics that the 
department has been tracking have demonstrated, 
pretty clearly, that very, very few workers now die 
from opioid overdoses as a result of their injury.” 
Washington4—Workers’ group.

However, according to some participants, restrictions placed 
on healthcare usage do not only have positive consequences. 
A nurse participant from Washington mentioned that, at 
times, the necessary medications prescribed to injured 
workers were not automatically reimbursed by WCB. Some 
participants felt that these forms of interference in the plan 
of care, driven by standardization and harm reduction pro-
tocols, were deleterious for workers.

Autonomy and Power Vested in Healthcare Providers

Many discussions with participants led to conversing about 
the autonomy and power that HCPs caring for injured 
workers really have in determining their care and support 
through their recovery and rehabilitation trajectories. Most 
participants affiliated with employers in the four jurisdic-
tions mentioned that they would like WCB policies to be 
more stringent about the number of treatments that can be 
provided by HCPs. For example, employers’ representatives 
situated in Quebec and Victoria more often mentioned the 
need to restrict allied health treatments (such as physiother-
apy) and to provide stronger policy orientations to HCPs to 
restrict frequency of treatments and duration of care. Work-
ers’ representatives and HCPs on the other end, mentioned 
the importance for HCPs to have the necessary autonomy 
and leeway to pursue the treatment modalities and trajectory 
that they believe are the most appropriate for each worker, 
without restrictions imposed by the WCB.

Depending on the jurisdiction, HCPs’ opinions and rec-
ommendations could be largely ignored by the WCB, or, in 
contrast, be followed as prescribed by the law. For example, 
Ontario participants from workers’ support groups men-
tioned that the clinical opinions of the treating physicians are 
routinely set aside by the WCB. One participant suggested 
that physicians and HCPs in Ontario have practically no con-
trol over workers’ care. What HCPs propose and prescribe 
are only considered as suggestions by the WSIB, who are 
not required to follow, address or fund any of their recom-
mended services.

“Well, the policy, on the surface, says that it takes into 
account what primary care providers say to the board. 
However, in practice, their role is minimal. They’re 
really not listened to, other than for the initial report-
ing—the form 8. What they say after that, is mostly 
irrelevant to the system.” Ontario4—Workers’ group.

Ontario was not the only jurisdiction where the healthcare 
trajectory was presented as strongly influenced by the WCB. 
A participant from Washington also mentioned that the 
claim managers had the power to close claims and alter the 
workers’ care trajectory and that with such power came the 
need for sensitivity.

“You know, the claim manager really calls a lot of the 
shots, so they’re in a very important, powerful posi-
tion and I was thinking that they really do need to have 
sensitivity training because they’ll close claims; they’ll 
refer for these independent examinations […].” Wash-
ington6—HCPs’ group.

The fact the HCPs could not always directly pursue impor-
tant clinical interventions for their patients because of the 
necessity for the WCB to approve diagnostic imaging or 
medications, for example, was perceived very negatively by 
a clinician participant who said that the lack of decisional 
autonomy further increased delays for appropriate care for 
workers.

“For example, if I want to get an MRI of whatever 
body part, it will probably take two weeks to go 
through the approval process and they will frequently 
do things like say, ‘Oh, you have to get an x-ray first’, 
right? If I’m concerned about a rotator cuff tear, I’m 
pretty sure that getting an x-ray will show me noth-
ing useful, increases cost, and have my patient radi-
ated when they don’t need to be. So, they have some 
rules in place that are… out of date, that I believe are 
designed simply to act as roadblocks so that we do not 
have an easy way to get something approved, […] If 
it’s inexpensive, it’ll get approved quicker; if it’s more 
expensive, then the more expensive it is, the longer 
they’re going to delay even considering it.” Washing-
ton2—HCPs’ group.

A similar concern was raised in Victoria where HCPs have 
to get approval from WorkSafe Victoria for testing and 
interventions prescribed. A participant from the research-
ers’ group said that the WCB should trust the expertise and 
respect the autonomy of the HCPs and this would lead to 
better care for workers.

“Well, I think it’s just more about the ability to be able 
to say a particular service is needed and not necessarily 
have to go through an administrative process to have 
that approved. So, I guess it’s an acknowledgement of 
the expertise […] So, it’s acknowledging the skill set 
of that person, to identify what services are needed and 
relying on that to be the approval process, if you like, 
and not necessarily having to go through too many 
hoops.” Victoria3—Researcher.
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 In Quebec, those concerns were not voiced by participants. 
Participants from workers’ representation groups and health-
care professionals from Quebec mentioned that the historic 
addition of an article in the revision of the compensation law 
in 1985 made the opinion of the medical physician binding 
for the WCB on five distinct elements of the workers’ care 
(i.e., diagnosis, treatment, date of maximum medical recov-
ery, functional limitations, and permanent impairment) [33, 
34]. This legal provision was perceived as key in preventing 
WCB interference in medical and clinical matters, and for 
ensuring that the power to prescribe appropriate medications 
and healthcare interventions for the workers stayed vested in 
the physicians’ hands. In Quebec, participants from injured 
workers’ groups and physicians clearly saw this rule as the 
cornerstone of an independent medical practice in the com-
pensation system.

On the other hand, Quebec employers’ representatives 
mentioned that this rule often led to “complacency”, sup-
porting physicians to allow rehabilitation treatments go on 
for periods of time judged as being excessive. These par-
ticipants were in favor of a system where the WCB is given 
more power to make decisions regarding the workers’ care 
trajectory. According to some participants affiliated with 
employers’ groups, injured workers’ benefits and healthcare 
treatments should be revised more rapidly after the onset of 
compensation and healthcare treatment to prevent abuse in 
healthcare usage. One participant went further and said that 
healthcare treatments should be revised and managed on a 
basis of average healing times, even if the person’s disability 
is not completely resolved. Stricter restrictions on care deci-
sions were mostly discussed by participants affiliated with 
employers. These participants often made comparisons with 
private insurance schemes that implement more stringent 
controls on care for the people insured.

“But I imagine that even within Canada, I find it hard 
to believe that we wouldn’t be able to come up with a 
single table for the duration of consolidation for inju-
ries. Once you have a list like that, well, it's easy to 
have technicians because the compensation officers at 
the WCB are technicians. They are not professionals, 
they apply policies that are written in black and white. 
So, it would be easy to provide them with very clear 
policies where "well, in your file, from the moment 
you are at six weeks of compensation, and off from 
work for a lumbar sprain—it's time to go for medical 
expertise"”. Québec11—Employers’ group.

An Ontarian participant affiliated with a workers’ support 
group did not agree with defining care pathways according 
to fixed standards established by the WCB. In their view, 
such pathways were mainly based on the views and decisions 
from stakeholders from the WCB who aim to manage claims 

more rapidly to be able to close the file. In that regard, this 
participant stated:

“WSIB used to have an approach that was a lot more 
based on what the family doctor thought was the right 
treatment. Like, it was much more individualized. It 
was much less standardized, so there was a lot more 
flexibility for individual—for the reality that individu-
als heal differently, that they come into injuries with 
different bodies and stressors, and that they will come 
out of them differently as well, and a drive towards 
rigor and standardization and discipline so that claims 
can be managed more aggressively and successfully 
and closed, which, generally, is bad. Of course, there 
is sometimes, like an advantage, I suppose in a sys-
tem that’s more rigorous because it’s faster or more 
efficient, but generally, it’s a worse—certainly for our 
workers who, if they don’t—generally, we see people 
who don’t recover as expected, right […]we’re not see-
ing all the people with uncomplicated claims okay, 
but for people who don’t recover—which is the people 
we see—this system lacks an ability to comprehend 
the individual experience they’re having.” Ontario1—
Workers’ group.

In two jurisdictions with a fee-for-service reimbursement 
model for rehabilitation care (Victoria and Washington) 
some participants mentioned that WCBs perform utilization 
reviews and audit professionals’ reports to oversee HCPs’ 
practice and to retain some control over the trajectory of 
care. These reviews are usually undertaken by a clinical 
panel consisted of people from different healthcare disci-
plines, which reviews files and poses a judgment on the 
‘appropriateness’ of the care provided to a worker. These 
reviews can be made after a fixed number of healthcare treat-
ments (e.g. 12–20 visits) or more specifically target workers 
who have prolonged healthcare utilization. These reviews are 
mainly based on reviewing paper or digitalized files and not 
by examining patients directly. Some healthcare profession-
als’ participants perceived these reviews as fundamental for 
avoiding abuse in the system or prolonged care that would 
not be justified. Some employers’ representatives wished 
that such auditing could be done more often and more strin-
gently to avoid unnecessary treatments. However, partici-
pants from the workers’ group stressed that these clinical 
reviews should be undertaken with caution as decisions are 
mainly taken based on paper files and not based on a thor-
ough understanding of the worker’s condition based on a 
direct examination.

In Quebec and Victoria, participants also discussed the 
re-evaluation of workers by a third-party medical physician 
as a common mechanism used by WCBs and employers to 
set aside the opinion of the HCPs and to modify workers’ 
care trajectories. In Quebec, some participants explained 
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that these second opinions aim to put pressure on the treating 
physician so that they change their opinion and the care tra-
jectory. In Victoria, these medical evaluations are often used 
by the WCB to support the WCB in disputations on ceasing 
healthcare treatment services. A researcher participant from 
Washington also mentioned the use of ‘independent’ medi-
cal examinations. In these three jurisdictions, participants 
from the workers’ and researchers’ groups shared the percep-
tion that these medical examiners were not ‘independent’ as 
they are usually paid for and their services are requested by 
employers and/or the WCB.

“[…] but at any given point during the life of the 
claim, if an insurance company physician examines 
an injured worker and then changes their opinion to 
what’s on the certificate, then they will push the GP’s 
opinion to the side, and they will always go with what 
their own physician says is now the current situation 
that it’s—an example might be it’s no longer work 
related, and the injury has resolved. So, once they’ve 
got a physician on their side, saying that they will dis-
regard what the GP says, even though the GP is the 
one seeing them every month, on a regular basis, and 
the insurance company physician may have only seen 
this injured worker once in ten months, and often that 
medical examination might be a 15-min examination 
to base their opinion. So that is the crux of what our 
WorkCover system is based on.” Victoria8—Workers’ 
group.

“What ends up happening sometimes, then, at least in 
Washington, is the insurance company sends them to 
people called independent medical examiners. Basi-
cally, it’s someone who is like hired by the insurance 
company to give them opinions that may be related 
to causation, may be related to treatment. And what’s 
complicated about that, from my opinion—again, 
it’s my opinion here—is that an independent medi-
cal examiner, you know, they’re supposed to be com-
pletely objective; supposed to provide the informa-
tion to the insurance company. But there’s just sort 
of things that undermine their objectivity, you know, 
whether or not it’s continued relationships with the 
insurance company; whether or not it’s other incen-
tives to limit care. Who knows exactly what’s going 
on, but they don’t have that sort of obligation to form 
a patient and physician relationship that, you know, is 
to yield the best outcome for the individual worker.” 
Washington3—Researchers’ group.

 In Ontario where the trajectory of care is more strictly 
defined, workers who do not improve according to WCB 
standards are sent to specialty clinics designated and funded 
by the WCB to be evaluated by an interdisciplinary team. 

In those cases, some interview participants mentioned that 
the treating HCPs might not be informed of their patient 
transitioning to such facility and often don’t stay involved 
in the care of the worker following this transition because of 
a lack of communication. Some workers’ participants from 
Ontario said that these clinics “marginalize” (Ontario4-
worker’s group) the treating physician as they are pushed 
out of the workers’ case and the ongoing relationship is only 
established between the specialty clinic and the WCB. How-
ever, some participants from the workers’ group said that 
these clinics could provide quality care and help the worker 
progress more in their recovery.

Discussion

This four-jurisdiction key informant policy analysis study 
shed light on the different ways in which workers’ compen-
sation system policies actually frame the work of HCPs in 
their practice with injured workers. This study helps dem-
onstrate and illustrate, using situated informants’ inputs and 
concrete examples across systems, the many incentives that 
are embedded in compensation policies to frame these prac-
tices. Key informant interviews also provided a better picture 
of how healthcare policies concretely shape workers’ care 
trajectories in these systems. This study adds to the current 
scientific literature that aims to better understand the effects 
of workers’ compensation policies on workers’ care and tra-
jectories [35, 36].

This study reinforces the fact that HCPs offering care to 
injured workers are incentivized, either overtly or more sub-
tly, to practice and provide care in certain ways. With regard 
to economic and non-economic inducements embedded in 
WC policies, the need to adhere to specific clinical practice 
guidelines and training sessions on occupational health were 
generally perceived positively by informants interviewed 
from the employers, researchers, HCPs and WBCs’ groups. 
However, according to most participants, these educational 
policies did not seem to create concrete changes to HCPs’ 
practices as many elements could limit their uptake. This is 
interesting as a recent publication in the WC domain showed 
that the implementation of guidelines and educational meas-
ures are perceived by HCPs as having many limitations and 
need to be used with caution [37]. In their cross-sectional 
mixed-method design, Elbers and colleagues quantitatively 
investigated HCPs’ (psychologists; physicians in general 
practice, pain, musculoskeletal and occupational health; 
physiotherapy; chiropractors; rheumatologists; surgeons) 
attitudes toward evidence-based medicine and also qualita-
tively explored HCP’s perceptions of the implementation of 
an evidence-based medicine tool that would orient health-
care treatment in the workers’ compensation field [37]. The 
results of the qualitative methodology part of the project 
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demonstrated that HCPs were worried that the use of an 
evidence-based medicine tool in their practice would not 
allow them to exercise their clinical judgment [37]. Some 
HCPs in Elbers’ study were also unsure about the capacity 
of such an evidence-based tool to take into account psy-
chosocial and environmental factors along with individual 
differences, which are key predictors of patients’ outcome, 
a concern that was also raised in our study. Some HCPs 
in Elbers’ study also saw the potential for such a tool to 
limit inappropriate interventions (e.g. magnetic resonance 
imagery) and mentioned that it might help with discussing 
the patient’s expectations towards progression and return to 
work; however, most raised important concerns about the 
use of such tool [37]. In order to improve policy changes, 
this study concluded that the use of clinical practice guide-
lines based on evidence-based medicine should take into 
account the clinicians’ clinical judgment, should be flexible 
in its use and be adapted to patients’ individual differences 
and psychosocial and environmental contexts. Interestingly, 
the authors also discuss the need to improve communication 
and trust between HCPs and workers’ compensation claim 
managers before trying to implement any such tool, due to 
elevated concerns of potential misuse of the tool among the 
healthcare participants.

Economic incentives to return injured workers rapidly 
to work were also highlighted in this study. Such economic 
incentives were criticized as they can lead to unsafe or has-
tened return to work [38–41]. For example, a critical review 
of studies investigating the effect of experience-rating in 
workers’ compensation systems demonstrated perverse 
effects on claim management techniques and on healthcare 
providers’ behaviours, such as sending workers back to work 
when no modified work is available [40]. Premature return 
to work and lack of consideration for the injured workers’ 
condition was said to lead to workers’ re-injury and/or feel-
ings of distress because of high pressure and dissatisfaction 
from co-workers [42]. In our study, some participants from 
the workers and HCPs’ groups mentioned the importance 
of establishing safe conditions for the workers to return to 
work. More specifically, decreasing fee scales for HCPs 
returning workers later than a preselected set number of 
weeks in Ontario was seen as creating an incentive to push 
workers back to work too quickly and as potentially leading 
to adverse health consequences.

Economic incentives to have HCPs abide by adminis-
trative processes in Washington were also discussed, such 
as incentives that attempt to prompt HCPs to send in the 
medical claim report rapidly after the first encounter with the 
injured worker. As recently shown by robust studies in the 
compensation field, policies that incorporate such incentives 
could have positive consequences for workers if they, for 
example, help decrease the delays before initiating the claim 
and receiving healthcare services [43]. Indeed, longer delays 

in processing claims for injured workers have been associ-
ated with prolonged disability duration and development of 
chronicity [44, 45]. However, such incentives could prompt 
HCPs to provide brief and incomplete reports [9, 46].

Although HCPs aim to offer individualized care for their 
patients, several mechanisms stemming from compensa-
tion policies constrain their professional autonomy and 
decisional power. In Ontario, Washington and Victoria, the 
HCPs provide their medical and rehabilitation opinions on 
what is judged necessary for the workers, but the compensa-
tion board retains most of the power to adjudicate or enact 
these treatments. Indeed, it has been shown that WCBs tend 
to discount the treating HCP’s opinions with the assumption 
that they are lenient on their patients [6, 47]. This can be 
deleterious for workers as decisions relating to healthcare 
matters are then vested in the hands of persons or entities, 
such as claims adjudicators, who do not necessarily have 
medical or rehabilitation expertise or that base their deci-
sions solely on pre-established recovery guidelines [47, 48]. 
This can, in turn lead to unnecessary delays for workers in 
receiving important medical interventions, because of wait 
for approval or denial of services. The lack of power and 
autonomy of HCPs could potentially lead to increased stress 
and negative perceptions from the workers. This is important 
as negative experiences of care by the workers have been 
shown to be associated with workers health and self-reported 
work status [49]. These elements have also been shown to 
be associated with prolonged disability [50]. Lack of profes-
sional autonomy can also lead to significant ethical struggles 
for professionals who cannot do what they consider best for 
their patients [8, 18, 51–53]. Also, this lack of autonomy 
can lead HCPs to avoid taking on injured workers as patients 
[9, 46].

Different ways in which healthcare trajectories for injured 
workers are currently or could be reorganized were discussed 
by key informants. This reorganization, via novel workers’ 
compensation policies, was mainly discussed in the aim for 
compensation systems to become more responsive to well-
established predictors of chronicity early in the workers’ care 
pathway. Perspectives diverged on the most appropriate ways 
to do so, but it seemed important in designing such poli-
cies to find a delicate balance between standardizing some 
aspects of care that could benefit the worker, for example, 
favoring conservative care before more invasive procedures 
such as surgeries [24] or refraining from performing imagery 
tests early [54], while maintaining individualized care [47]. 
Indeed, previous work has highlighted how WCBs’ poli-
cies sometimes played a leading role in saving patients from 
unnecessary or harmful surgical procedures [47]. Evaluat-
ing the implementation of such standardization policies on 
workers’ outcomes, as occurred with the policy restricting 
opioid prescriptions in Washington for injured workers [55] 
and incorporating the main groups of stakeholders in this 
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endeavor (e.g. workers’ and employers’ groups, healthcare 
providers, WCB representatives and researchers), could lead 
to transparent and constructive discussions and decisions on 
such new policy initiatives.

By analyzing the perspectives of different actors in four 
jurisdictions, similarities and differences were noted between 
systems. One important point to highlight is that many of 
the healthcare policies in place during the study and dis-
cussed by the key informants had emerged from changes to 
workers’ compensation systems in these jurisdictions in the 
past 10–20 years. According to several participants in this 
project, these changes and reforms mainly aimed to reduce 
WCBs’ expenses and ensure economic performance of the 
workers’ compensation system. This trend has been shown to 
exist in the United States where workers’ compensation sys-
tems have made several policy changes to reduce their costs 
in the last two decades [48]. A historical and contextualized 
perspective on policy development is important in situating 
the incentives and mechanisms currently framing healthcare 
practices in workers’ compensation systems. Several key 
informants had long years of experience studying, explor-
ing or dealing with the compensation systems in their own 
jurisdiction. In our study, we witnessed that some workers’ 
compensation systems had developed, and formalized poli-
cies, based on thorough evaluation of the outcomes and had 
largely shared these outcomes publicly, while other systems 
seemed to have made policy decisions without transparent 
or concrete feedback on workers’ outcomes or perceptions. 
This is interesting since the four compensation systems stud-
ied are para-governmental organisms that should be account-
able to workers, employers, healthcare professionals and 
the public in terms of policy decisions and their impacts. 
Previous work has suggested that, since WC operate with 
a “captive clientele”, i.e., the workers under compensation, 
they pay less attention to patients’ satisfaction and their per-
ception of quality of care [47]. Recent examinations of the 
workers’ compensation system decision-making process in 
Victoria demonstrated serious problems in the administra-
tion of the workers’ files and brought to light the deleterious 
impacts of decisions and actions from the WCB [56, 57]. 
Investigation of the workers’ compensation system by an 
ombudsman is another important way in which the voice 
of injured workers can be heard and through which policy 
changes could be supported. For example, the ombudsman’s 
recommendations in Victoria following the official report led 
to concrete policy changes at the state level, since changes 
required at the WCB level had not led to concrete improve-
ment in the management of complex claims [56].

In his seminal work on WC structures, Terrence Ison 
concluded his paper by stating that the therapeutic signifi-
cance of WC structures on workers’ care and trajectories 
were sufficiently important to be taken in consideration in 
any system redesign. He said that “This consideration is 

most likely to occur when a system is revised through care-
ful contemplation by people who can see the impact of the 
options on the system as a whole, and on interaction with 
other systems. It is least likely to occur when a system is 
revised by ad hoc responses to lobbying pressures, guided 
primarily by the political pragmatism of the moment” [47]. 
(p. 636) With regard to workers’ compensation policy 
reform across jurisdictions, it seems crucial for policymak-
ers to be able to clearly understand the distinction between 
the ‘impact’ policies have on people and society from the 
‘outcomes’ that are compiled and measured by the WCBs. 
All WCBs ultimately report outcomes and these outcomes 
most often serve as the basis for reforming systems. How-
ever, these outcomes should not be positioned as the basis 
for informing and transforming policies. Instead, policy-
makers should aim to gather a thorough understanding of 
the broader impacts that the current policies do have on 
the workers and on society more broadly. This is what 
our exploration and comparison of current workers’ com-
pensation policies with regard to healthcare aimed to do. 
This study brings to light important impacts of current 
WCB policies on healthcare providers’ work and on work-
ers’ trajectories in four jurisdictions. These findings also 
help reflect on the ingrained values underpinning workers’ 
compensation policies that should be made more transpar-
ent and be more largely discussed in the public space and 
the scientific literature to support further policy changes.

Strengths and Limits

Although this project aimed to present an in-depth and 
situated portrait of the influence of WCBs’ healthcare poli-
cies on HCPs and workers, it mainly relied on the experi-
ences and views of the participants interviewed. As such, 
it is possible that some important aspects of these policies 
and systems were not discussed by the participants. To 
mitigate this limitation, increase the rigor of the project, 
and allow for interesting comparisons, we included dif-
ferently positioned participants with a diversity of expe-
riences on the subject in each jurisdiction. We also con-
sulted and used compensation laws in each of the selected 
jurisdiction to supplement the data and our understanding 
of the policy context. Further, we consulted the websites 
of the four workers’ compensation boards. However, we 
did not conduct a formal legal analysis in the four jurisdic-
tions studied. When analyzing and reporting the results, as 
much as possible, we preserved and presented the different 
views in a nuanced way. Considering that we used quali-
tative data in this policy analysis, we decided to depict a 
rich variety of concrete examples to illustrate the varied 
ways in which policies affect HCP’s work and workers’ 
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trajectories. These examples facilitate contextualization of 
care offered to injured workers in each of the four systems. 
However, we did not collect quantitative empirical data on 
HCPs’ practices nor on injured workers care to supplement 
the qualitative findings.

Conclusion

The complexity of workers’ compensation systems and their 
disparity across jurisdictions make empirical comparisons 
difficult. This policy analysis with key informants from 
Ontario, Québec, Victoria, and Washington shed light on 
the different ways in which workers’ compensation policies 
frame HCPs’ day-to-day practices and how these policies 
can shape workers’ care trajectories. This project demon-
strated that HCPs are incentivized, either overtly or more 
subtly, to practice and provide care in certain ways. WCBs 
in these four jurisdictions use different mechanisms such as 
non-econonomic (clinical guidelines and training to HCPs) 
and economic inducements (higher reimbursement rates), 
and strategies of standardization (preventing the use of cer-
tain tests or interventions and predefining care pathways) to 
influence workers’ trajectories. An important finding from 
this study is that future changes in workers’ compensation 
policies should not only rely on available outcomes collected 
and compiled by the WCBs but should also be informed by 
thorough investigation of the concrete impacts these policies 
have on providers, workers and on society more globally. 
Our study also demonstrated that, even across three different 
countries, similar policy mechanisms have similar impacts 
on HCPs and workers. Future research in the field should 
thus focus on exploring and determining which specific 
‘policy types’ or ‘policy mechanisms’ have the most positive 
impact on workers’ care trajectories. This type of research 
could then lead to significant changes in designing future 
workers’ compensation laws and policies based on what 
really has been shown to have a positive impact. Because of 
this change in focus, the thorough understanding of policies 
leading to better process in the system and better impact 
for workers could stimulate reflections across countries with 
similar compensation systems. A better understanding and 
a nuanced portrait of these policies’ impacts on HCPs and 
workers could thus concretely help support future policy 
changes and inform the revision of workers’ compensation 
policies in other jurisdictions.

Appendix

Interview Guide

*Please note that this interview guide was used to conduct 
semi-structured interviews with key informants in four 
distinct jurisdictions. During our interviews, we chose to 
leave a lot of flexibility for participants in answering these 
questions and aimed to follow and explore their narrative 
on the topic of our study without using the interview guide 
rigidly. As such, for some participants, these questions 
were mainly used as probes to allow the exploration of 
the different dimensions we were interested in, but the 
questions were not asked in this specific order or in their 
entirety each time.

(1) Icebreaker questions

• Before we start discussing first-line healthcare pro-
viders, could you tell me what is your role in your 
organization?

• And how long have you been doing this? [get an idea 
of their experience]

(2) Current first-line HCPs’ policies

• Could you talk to me about the current policies 
regarding first-line HCPs for injured workers com-
pensated by the WCB in your jurisdiction?

• In your opinion, what are the positive aspects of 
the way access to healthcare for workers with MSK 
injuries is currently organized in your jurisdiction?

• What are the negative aspects of this organization of 
care?

• According to your knowledge and experience, which 
professional group do you think is currently “the 
most involved” in the care of injured workers in your 
jurisdiction?

(3) Impact on quality of care

• Do you think first-line HCPs are significant players 
regarding the quality of care and the RTW process 
of injured workers?

o If so, why? and how?

• In your view, how do first-line HCPs impact return-
to-work for injured workers?

o What elements could be improved in that 
regard?
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p What would you change if you were currently in 
charge of first-line HCPs’ policies in your juris-
diction?

• Overall, what do you think about the current “con-
tinuity of care” for injured workers in your jurisdic-
tion?

o Could you give me some concrete examples of 
that?

p How does it impact the quality of care? And the 
return-to-work process?

• How does the current organization of care influ-
ence the trajectory of workers who are working in 
non-standard employment relationships (such as 
part-time workers, workers working for temporary 
agency, workers working with temporary contracts, 
on-call workers)?

o If so, are there particular issues that arise relat-
ing to access to health care or support for return 
to work?

• How does the current organization of care influence 
the trajectory of workers who are recent immigrants 
or temporary foreign workers?

(4) Choice of provider

• In your experience, which type (or types) of pro-
fessionals should have the official responsibility of 
being the first-line HCPs for injured workers? Why 
do you think so?

• Are there any other types of HC professionals that 
could also play the role of “first-line HCPs” for 
injured workers with MSK injuries in your jurisdic-
tion?

o Why would these be well suited for this job?

• Do you think it is important for injured workers to 
choose their own provider? If so why?

• How do different healthcare providers influence fur-
ther use of healthcare services in your jurisdiction?

(5) Training and characteristics of practice

• What type of training do you think the “first-line” 
HCPs should have in order to provide care for 
injured workers?

• What other attributes to you think first-line HCPs 
should have?

o Are these attributes related to philosophy of 
care? Something else?

• What other characteristics are important for first-line 
HCPs to fulfill their roles?

(6) Financial issues

• Are you aware of the reimbursement fees (or fee 
schedules) for the different types of providers acting 
as first-line HCPs?

o Do you think it has an impact on the workers’ 
recovery or their return-to-work process? If so 
how?

p Would you make some change to these reim-
bursement issues? Which ones?

• Who do you think lobby for these reimbursement 
fees?

• According to you, what are the economic impacts of 
the choice of the first-line HCPs for workers’ com-
pensation?

• According to your knowledge, what role do politics 
and lobbies play in determining first-line HCPs for 
injured workers?

Overall closing questions

• Looking back on this very interesting discussion we 
just had, what are the most important changes you think 
should be made with regards to the first-line of care or 
first-line HCPs’ policies for injured workers with MSK 
in your jurisdiction?

Closing

I have now completed my questions.
Do you have anything else that you would like to say that 

we have not yet discussed?
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