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Injured patients find themselves
re-victimized by the very system
that is mandated to compensate
and protect them.
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INTRODUCTION
_______________
In September of this year, Dr. Brenda Steinnagel filed a lawsuit against
her employer and the Workplace Safety and Insurance Board (WSIB),
alleging that she was fired by the clinic she worked for at the behest of
the WSIB, because she refused to change her medical opinion to the one
that the Board wanted to hear.
While her accusations are no doubt shocking
to the general public, for injured workers –
as well as their advocates and health care
providers – the lawsuit confirms what has
long been suspected: The WSIB’s inappropriate
regulation of medical care is hurting patients
with work injuries.1
Long before Dr. Steinnagel came forward
with her lawsuit, health care workers in this
province were raising red flags about the
ways in which the province’s compensation
system treats their patients. Recently, more
than a dozen concerned medical professionals
approached the Ontario Federation of Labour
and the Ontario Network of Injured Workers’
Groups to address mounting concerns with
WSIB interference in medical care. This report
hopes to shed light on some of these concerns
and their implications for workers’ health.

1

Hamilton Spectator (Jaques Gallant), Fired Hamilton
doctor sues WSIB over ‘fraud upon the public,’ 31
October 2014. http://www.thespec.com/newsstory/5928759-fired-hamilton-doctor-sues-wsibover-fraud-upon-the-public-/.

“In a desperate effort
to reduce claims paid
out, WSIB [has] been
conspiring to deny
legitimate claims in
a shocking display of
arrogance and corruption.”
- Statement of claim of
Dr. Brenda Steinnagel
The stories told in this report illustrate some
of the ways the WSIB’s management of
medical care and medical evidence harms
patients. This includes failing to heed medical
advice regarding readiness to return to work,
insufficient treatment, blaming ‘pre-existing’
conditions for ongoing illness, or using
independent medical reviews which proclaim
patients to be healed, despite the evidence
of treating practitioners. When these things
happen, the injured patients find themselves
re-victimized by the very system that is
mandated to compensate and protect them.
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FRANCOIS’ STORY
Francois* worked as a millrwight with the
same company for almost 35 years when he
suffered an electrical injury. He was healthy
before this accident - he had previously lost
a finger at work but had gone right back to
work after it healed.
Francois was electrocuted by 600 volts
from improperly wired equipment. He heard
himself screaming, saw blinding white light,
felt his muscles spasm throughout his body,
and felt excruciating chest pain that he
thought was a heart attack. He thought he
was going to die.
Despite this trauma and ongoing pain,
Francois tried to persevere and returned
to work for his next scheduled shift. He
managed to keep working for almost a
year, all the while he became increasing
withdrawn and anxious, unable to tolerate
noise and fearful of machines. He was
managing to sleep only 2-3 hours per night
and turned to alcohol.
Since he was back at work, the WSIB did not
offer him any treatment. Without treatment
he continued to deteriorate and began
missing more and more time from work until
he was let go.
At his wife’s insistence, the WSIB finally
agreed to specialized treatment almost a
year-and-a-half later. The speciality clinic
for electrical burns diagnosed Francois with
post-traumatic stress disorder and severe
depression. He began receiving some

2

psychological treatment in his community.
Francois’ problems with the WSIB were
only beginning though. First, his WSIB case
manager threatened to cut off his benefits if
he did not attend a return to work meeting
at his workplace. His doctors felt that
being in the workplace would be harmful to
Francois, who was highly fearful of electrical
equipment and not well enough to work.
Francois became more distressed and the
meeting was finally cancelled after the
WSIB’s own specialty clinic intervened.
The WSIB then sent Francois to a doctor of
its own choosing. Francois’ psychologist
had asked for this assessment because he
feared that Francois may have cognitive
issues from the electrocution. Unfortunately,
the WSIB doctor’s report did more harm than
good. The WSIB doctor tried to discredit the
opinion of his treating psychologist, including
his opinion about Francois’ readiness to
return to work and work restrictions. After
seeing Francois once, the WSIB doctor
recommended an immediate return to work
plan.
Francois’ psychologist will think twice before
accepting any WSIB patients again. She is
frustrated by the WSIB’s ongoing requests
for progress reports that it refuses to pay for
and its ultimate disregard for her opinion on
treatment.
* Not the injured worker’s real name.
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BACKGROUND
_______________
Ontario’s compensation system is mandated to provide wage loss
benefits and health care benefits to workers who are injured on the job.
By law, injured workers are barred from commencing lawsuits for their
work injuries and must instead seek benefits from the WSIB. Legally,
workers are entitled to treatment from the healthcare provider of their
own choosing. Section 33 of the Workplace Safety and Insurance Act
states that:
A worker who sustains an injury is entitled
to such health care as may be necessary,
appropriate and sufficient as a result
of the injury and is entitled to make the
initial choice of health professional for the
purposes of this section.2
The Act goes on to state that “The Board shall
pay for the worker’s health care.”3
When the Board refuses to cover health care
costs, one of two things happens. If the health
care service is not funded by OHIP, the cost
is shifted to the injured worker, who must
pay out of pocket if possible. However, many
patients who are unable to work as a result
of their injuries, are often unable to pay. If the
worker cannot afford the treatment, he or she
simply goes without the needed prescription
medication, physiotherapy, psychotherapy,
health care aides and other services.
On the other hand, if the necessary treatment
is covered by OHIP, the cost shifts from the
employer-funded WSIB to the publicly funded
health care system. This means that every tax
payer in the province ends up footing the bill to
2
3

Workplace Safety and Insurance Act, Section 33(1).
http://www.ontario.ca/laws/statute/97w16#BK36
Workplace Safety and Insurance Act, Section 33(2).

care for people who are injured in the course
of employment, instead of the business-funded
system that is supposed to be covering the
costs. The Canadian Medical Association, as
far back as 2007, has raised concerns about
workplace injury-related costs being shifted to
the public system.4 In contrast, WSIB President
and CEO David Marshall has bragged openly
about how he has spent less money providing
healthcare to injured workers than his
predecessors. The WSIB, he boasts, now pays
for “results” and not “process.”5
Similarly, when the WSIB deems an injured
worker recovered and refuses to provide
wage-loss benefits, the tax payer ends up
paying the tab. Many people who can no longer
work because of their injuries end up on the
Ontario Disability Support Program, again
shifting the costs from an employer-funded
system to the taxpayers of Ontario.
4

5

Thompson, Aaron, The Consequences of
underreporting workers’ compensation claims.
Canadian Medical Association Journal, 30 January
2007. 176(3) 343.
The Liversige E-letter, 6 February 2014. http://
laliversidge.com/Portals/0/eLetters/The%20
Liversidge%20e-Letter%2020140206%20WSIB%20
Chair%20at%20Board%20of%20Trade.pdf
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KAREN’S STORY
Karen* was an active young woman with
an exceptional employment record when
an accident at a mine seriously injured her
shoulder and head. In the years since, it
has been a constant struggle to acquire
the physical and psychological therapy her
medical team says she needs, and the wage
loss benefits she should be entitled to.
Before her accident, Karen was active in a
number of sports and hobbies. She enjoyed
horseback riding every week, and was
involved in training dogs for competition.
She was also part of a competitive mine
rescue team, a very grueling sport that
requires intense mental and physical
stamina. Her coworkers and supervisors
have often noted that having her on the crew
is good for morale, and she says she has
received positive letters of recommendation
from every employer she’s ever worked for.
In June of 2013, Karen was driving a truck
in the mine. As she was stepping out, her
overalls got caught on one of the steps,
causing her to lose her grip and fall, landing
hard on her head and her shoulder.
After her accident, Karen developed nausea,
headaches, dizziness, muscle strain, anxiety,
and depression. She has been diagnosed
with a number of conditions, including
traumatic head injury, cervical strain, neck
and shoulder injury and “concussion-related
mental impairments.” A whole range of
treatments were suggested by her health
care team, including medication, physio,
massage and therapy with a psychologist. It
was suggested she would benefit most from
a gradual, WSIB-sponsored return to her preaccident job. When many of these treatments
were not offered, she did the only thing she

4

could and tried to return to work. Her attempt
to go back was short lived, though, as she
was unable to successfully complete the
tasks she was assigned, and many of her
symptoms began to worsen. Still, the WSIB
interpreted her effort to return as a sign that
she was capable of employment, and cut off
her wage loss benefits, even though several
health care professionals had indicated she
should not be working due to dizziness and
muscle damage.
Karen has had two previous head injuries,
but had recovered from both and was
living a normal life when her mine accident
happened. Even though the evidence shows
that her current symptoms arose only after
the newest injury, the WSIB claims that
her diagnosed symptoms are the result of
a “pre-existing condition.” In response to
requests from her psychologist, the Board
said they began reviewing Karen’s file
in April 2014. Despite multiple requests
from her medical team and seven letters
written by her legal aid lawyer (none of
which received a response), no decisions
have been made. The fact that no decisions
have been made means that Karen cannot
move through the appeal process. Karen
is therefore stuck in limbo, and has been
forced onto social assistance.
Based on evidence provided by her health
care team, a number of other agencies
(such as Employment Insurance and Canada
Pension Plan) have agreed that Karen is
unable to work because of her workplace
injuries. Her health care team is frustrated
that their professional opinions are not being
valued by the Board.
* Not the injured worker’s real name.
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THE NATURE OF THE
PROBLEM?
_______________
The psychologists, physiotherapists, and other health care providers
that have come forward to tell their stories here have raised a number
of serious issues that they say are preventing them from being able
to provide adequate care to their patients. The list of complaints
put forward by practitioners is substantial, and many of them are
chronicled in the stories contained within this report. The complaints are
summarized below.
A. Inadequate services:
• Approval for services can take months,
when patients’ needs are often
immediate.
• Treating physicians’ referrals for
psychological therapy are often denied,
even in dire situations.
• The WSIB will refer an injury claimant to a
specialist but will not fund sufficient time
for a proper assessment and report. The
WSIB also demands frequent progress
reports that it will not pay for and the
recommendations of which are frequently
ignored.
• The treatment allowed is often too
narrow, such as not covering activities
related to brain injury rehabilitation; or
occupational therapy.
• In cases where the WSIB does provide
funding for psychological treatment,
for example, the sessions are often

cut off before the treating psychologist
determines that healing is complete.
Some health care professionals report
that when they ask why funding for
services has been discontinued, they are
simply told that the Board is not required
to provide explanations to care providers.
• If the psychologist feels that their patient
is still struggling at the time that care is
cut off, they are forced to either abandon
a patient in need or provide services for
free.
• Physiotherapists report that when ongoing
treatments (“maintenance treatments”)
are denied, injured workers’ conditions
can degrade. This often leads to increase
use of pain medication, loss of function,
or self medicating with drugs and alcohol,
all of which comes with significantly
more side effects than proper physical
treatment.

ONTARIO FEDERATION OF LABOUR &
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B. Ignoring the opinions of treating medical professionals
(when those opinions are not what the WSIB wants to
hear)
• The WSIB refers injured workers to
medical professionals for assessment,
and then fails to follow the professionals’
recommendations.
• Despite medical opinions to the contrary,
the WSIB often attributes illness or injury
to “pre-existing conditions,” and refuses
to fund benefits or care.
• The WSIB will often seek second opinions
from so-called “paper doctors,” who
simply review the file without ever
meeting the patient. Dr. Brenda Steinnagel
has alleged that the WSIB inappropriately
pressures these doctors to deliver
dishonest reports so that they can avoid
paying benefits.

6

• The WSIB pressures workers to return to
work even when their treating doctors
recommend more time to heal.
• Injured workers’ well-meaning attempts
to return to work are being used
against them as evidence that they are
employable and healed, even when these
attempts fail, resulting in loss of benefits.
• The WSIB actively tries to discredit
the opinions of treating health care
professionals when those opinions are
likely to lead to increase benefit costs.
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CONSEQUENCES
_______________
As the stories contained in this report show, there are drastic human
consequences to the problems described above. Injured workers’
physical and mental health, as well as their social well-being is
profoundly affected by the WSIB’s improper interference with medical
care and bad faith decision-making.
Persons with work-induced disabilities are
vulnerable. They frequently suffer mental
health consequences and are at heightened
risk of poverty. Recent research has shown
that mental health problems in injured workers
are elevated after their injury, and that the
stress of dealing with the Board can actually
make things worse.6
Even injured workers who receive benefits
tend to experience higher levels of poverty
than is found in society at large,7 and those
who do not receive benefits are even worse
off. A 2010 survey of people who self-identified
as injured workers revealed that work injury
has devastating effects on things like personal
and romantic relationships, housing status, car
6

7

O’Hagan, Fergal, et. al., Mental Health Status
of Ontario Injured Workers With Permanent
Impairments. Canadian Public Health Association
Journal, July/August 2014. 103(4) e303. http://
journal.cpha.ca/index.php/cjph/article/view/3036
Ballantyne, Peri, et. al., Poverty status of worker
compensation claimants with permanent
impairments. Critical Public Health, 17 March 2015.
http://www.tandfonline.com/doi/full/10.1080/09581
596.2015.1010485

ownership, nutrition and substance abuse.8
These things are all tied to physical and mental
health and well-being, yet for workers whose
own health care teams testify to their need for
treatment, proper care often remains out of
their grasp.
Increased depression, including suicidal
tendencies, loss of sustenance and
deteriorating physical health are all
consequences that have been witnessed by
the health professionals involved in this report.
As a further complication, many heath
professionals now refuse to take on WSIB
claimants as patients. The problem has
become so bad that some clinics are hesitant
to take patients who are connected to the
WSIB, since experience shows them that their
advice will simply be ignored, and they will be
unable to provide the care that they know their
patients will need.
8

Ontario Network of Injured Workers’ Groups, Many
Losses, Much Hardship, March 2012.
http://injuredworkersonline.org/documents/reportsarticles-and-papers/ONIWG_20120300_Injured_
Workers_PovertySurvey2010_Report.pdf
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TOM’S STORY
When Tom* was only in high school, his
head was crushed between a transport truck
and a loading dock ramp. That was ten years
ago, and while he experiences significant
psychological trauma, the WSIB refuses to
pay his psychologist, but won’t say why.
As a young man, Tom was working on a
loading dock when a truck that lacked a
reverse alarm pinned his head against
the edge of the dock. The blow left him
unconscious. At the hospital, he was found
to have endured a serious skull fracture
and a lot of bleeding in his brain. He had to
have a piece of his skull removed for three
months, during which time he was required
to wear a helmet.
With the help of a team of rehabilitation
health professionals, Tom was able to
complete high school, but he still faces a
number of serious barriers relating to his
brain injury. He has very severe troubles with
stress and overstimulation. He has a short
temper, and struggles to understand other
peoples point of view. He tried attending
college but had difficulty organizing
information, memorizing and being flexible.
To this day he has trouble holding down
employment because he either quits or
is let go due to his trouble tolerating the
stimulation and speed of the job, his high
level of irritability, or his difficulty managing
stress.
In 2013, an emergency room physician
who was extremely concerned about

8

Tom’s panic experiences referred him
back to the psychologist who had been
on his rehabilitation team. While the
WSIB funded some initial sessions, they
were cut off in October 2014, despite the
fact that according to his medical team,
more treatment was needed. Obviously
concerned for his patient’s well-being, Tom’s
psychologist asked for justification for why
the Board would reject sessions that were
very strongly recommended by the injured
worker’s medical team, and was told that
the “WSIB is not required to provide the
grounds for their decision to health care
providers.”
Tom has a son, and is separated. At times,
he has had to live in a room above his
parents’ garage so they could care for
him when he had no other supports. He
experiences severe depression, and readily
admits that if he did not have a child to care
for he would have killed himself a long time
ago.
Tom’s psychologist (whose level of concern
for the injured worker has led him to provide
treatment for free) says that “as a result of
his accident Tom clearly requires ongoing
rehabilitation, support, and a realistic
vocational and supported work re-entry plan,
but since 2014 all services have stopped,”
adding that due to “a lack of rehabilitation
and support, this individual’s life is now
simply in ruins.”
* Not the injured worker’s real name.
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SOLUTIONS
_______________
The system isn’t working, but that doesn’t mean it can’t. The Ontario
Federation of Labour, the Ontario Network of Injured Workers’ Groups,
and the health care professionals involved in this report have a number
of recommendations that we believe could solve the issues that have
been presented here.
“Injured workers and their
advocates are hopeful
that many of Marshall’s
regressive changes can be
reversed.”
The compensation system in Ontario has been
in retreat since the 1990s, but the changes
that negatively affect workers have accelerated
rapidly since David Marshall became president
and CEO of the WSIB in January, 2010. The
cuts made under Mr. Marshall’s watch have
produced or exacerbated many of the negative
effects described in this report. Mr. Marshall
is leaving that position at the end of this year,
and the group of people who are presenting
this report believe this is an opportunity for
renewal. Soon, a new president will take
over. Injured workers and their advocates are
hopeful that many of Marshall’s regressive
changes can be reversed, and that the WSIB
will take steps towards providing the services
it was created to provide.

Recommendations:
1. Have Ontario’s Ombudsman launch a
formal investigation into the WSIB’s
treatment of medical advice. Particularly
the way in which health care providers’
professional advice is often not
considered and the lack of explanation
offered.
2. Collect and make public statistics on
how often injured workers’ health care
providers’ advice is disregarded.
3. Create a protocol that regulates rapid
response times for requests from injured
workers’ health care team. For example,
requiring a decision within 48 hours when
an urgent request for care is submitted to
the Board.
4. Eliminate the use of so-called “paper
doctors,” who render decisions about care
without ever meeting the patient.
5. Give proper weight to the opinions of
the medical professionals who know the
injured worker best – their own health
care team.

ONTARIO FEDERATION OF LABOUR &
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KEITH’S STORY
Keith* suffered a brain injury and serious
spinal injury when he fell eight feet and
landed on his head. Despite immediate and
ongoing physical and psychological distress,
receiving treatment remains a constant
struggle for this injured worker.
Keith was working underground at the time
of the accident. Unfortunately, his helmet
came off during the fall and offered him
no protection. When his head struck rock,
witnesses say that they thought he was
dead.
In contrast to what Keith’s medical team
has advised, the Board has decided that
he does not have a permanent injury. Even
though Keith has a solid and consistent
work history, and even though he sustained
three spinal compression fractures from the
fall, they are calling his ongoing pain “preexisting.”
While the Board originally funded some
physiotherapy, they ultimately turned down
the physiotherapist’s strongly worded
request for ongoing treatments to manage
Keith’s continuing chronic pain. His condition
has continued to degrade, and requests for
more therapy – at the recommendation of
a health care professional – continue to be
denied. Now, he is on so many medications
related to this pain that his doctor has
ordered him not to drive and functioning day
to day is a struggle.

10

But Keith is suffering from more than
physical pain. Shortly after the injury,
Keith’s doctor became concerned about his
depression and poor sleep due to a possible
brain injury. As his treating physician,
he suggested Keith see a psychologist.
The WSIB denied this request. When his
depression reached what his doctor called
“profound levels” he again requested
psychological support for his patient. He was
again denied. Some two years and many
requests later, Keith was finally granted
limited sessions, though any activities
related to brain injury rehabilitation or
occupational therapy (both of which the
psychologist has strongly recommended)
have been flatly turned down.
While Keith’s mental health has been
improving, his psychologist remains
concerned that he struggles with severe
depression, a lack of purpose and is at risk
of suicide. Their funded sessions together
are now complete. His psychologist doesn’t
anticipate receiving approval for more, but
even if they do, it will take months.
Every medical professional in Keith’s life
agrees that he needs continued physical and
psychological support in order to regain and
retain some quality of life. The WSIB – who
are not doctors and who have never met
Keith – have ignored the recommendations
and requests of all of them.
* Not the injured worker’s real name.
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Work injuries, chronic pain
and the harmful effects
of WorkSafeBC/WCB
compensation denial
A policy brief

SUMMARY
THIS PAPER REVIEWS THE EXPERIENCES of nine patients dealing with

chronic pain and WorkSafeBC (formerly the Workers’ Compensation Board,
and referred to as the WCB throughout this paper). One of the authors (Cecil
Hershler), a physician, selected these patients as examples from thousands of
patients over the past 25 years who had sought medical help for chronic pain.
The authors explored a complex medical and social problem by listening to,
summarizing and analyzing patient narratives and then identifying a number of
common themes and issues. The authors suggest that these themes and issues
point to a need for policy changes for the compensation of injured workers.
The issues raised by the patients interviewed include:
•

off-and-on payment of compensation, or no compensation at all, over
long periods of time;

by Cecil Hershler, MD,
PhD, FRCP(C), and
Kia Salomons, MSc
JUNE 2015

•

long delays between initial termination of payments and the completion of appeals;

•

lack of income and depletion of financial resources;

•

mental health problems (including suicide attempts) and other health
issues aggravated by the claims experience;

•

wrestling with disbelief on the part of employers and WCB;

•

frequent change of claims managers; and

•

undue pressure to engage in job search, even when injuries should
have ruled out such requirements.

176

Suggested policy changes include the following:
•

separate chronic pain from other work-related injuries dealt with by WCB and return the
medical care of such injuries to each patient’s own family doctor and specialists;

•

ensure economic security for injured workers with chronic pain during the review and appeal process;

•

allow access to a second opinion without cost to the injured worker;

•

allow injured workers a choice of therapy providers;

•

stop punitive job-search programs;

•

ensure workers are given adjusted or modified work during a gradual return-to-work process;

•

ensure workers are rehired and given work appropriate to the their physical abilities, or
provide adequate and appropriate retraining for workers with permanent impairments; and

•

return the care of injured workers with chronic pain to their family (attending) physicians
and their respective pain specialists.

In this paper we
examine the effect
of the compensation
process on injured
workers with severe
chronic pain  —  pain
that is debilitating and

Workers with chronic pain who cannot work should receive appropriate compensation or be provided with a pension that is comparable to their pre-injury earnings.
A reasonable supportive system of care with concrete timelines is long overdue. Although the
reforms proposed in this paper might require an increase in WCB employer premiums to cover
improved benefits, a pre-defined approach to workers with severe chronic pain could reduce some
expenses and duplication and may produce cost savings in other public-health expenditures.

constant  —  whose
compensation
payments have been

INTRODUCTION

terminated and
who are engaged in

CHRONIC PAIN IS COMMON in Canadian adults and has major social and economic implica-

an appeal process

tions, including family breakup, social isolation, poor self-image, low confidence, loss of income

with WCB.

and absenteeism. Its prevalence in Canada has been reported to be as high as 29 per cent.1 Workrelated injuries are among the most common causes of chronic pain.
In this paper we examine the effect of the compensation process on injured workers with severe
chronic pain  —  pain that is debilitating and constant  —  whose compensation payments have been
terminated and who are engaged in an appeal process with WCB. These patients are more difficult
to treat because they have to deal not only with chronic pain itself and its secondary effects as
described above but also with the effects of lengthy interactions with WCB. These patients are under
considerable stress for extended periods of time due to financial hardship, economic insecurity, lack
of control over medical treatments or choice of practitioners and, for some, having to work while still
injured and in pain. The ability to medically manage their symptoms is impaired primarily by stress.
The authors explored this complex medical and social problem by listening to, summarizing and
analyzing the narratives of nine patients dealing with chronic pain and the WCB. In this paper we
report on a number of common themes and issues that emerged and also provide suggestions for
policy changes.

1

2

Moulin et al. 2002.

WORK INJURIES, CHRONIC PAIN AND THE HARMFUL EFFECTS OF WORKSAFEBC/WCB COMPENSATION DENIAL

177

While the approach taken does not represent a formal study  —  the patients interviewed were not
randomly selected but were all drawn from Dr Hershler’s practice, and the sample is small  —   we
do believe, based on years of practice, that the experiences and insights shared represent all-toocommon occurrences. Moreover, these experiences offer important lessons for how WCB manages
cases of chronic pain, point to a false economy in how WCB seeks to “save” money and lead us
to recommend policy reforms that we believe would enhance the mental and physical health of
patients and potentially reduce public expenditures.

BACKGROUND

Chronic pain in the context of insurance-based medicine
Insurance companies, including WCB, are effective in assessing and treating workers who have

Premature or

injuries that are quickly resolved but less effective in assessing and treating patients with chronic

inappropriate work-

injuries, particularly those with chronic pain related to musculoskeletal injury. Insurance companies

return situations can

have created their own rehabilitation or work-return programs where injured workers are assessed

compromise ongoing

and treated by the insurer’s medical staff and therapists. Insurers also engage private clinics to

treatment initiated by

assess injuries and make use of privately contracted pain clinics. In this paradigm, the recommenda-

the injured worker’s

tions of the worker’s family physician and independent specialists are often disregarded.

attending physician or

The return to work process may be initiated at the request of the employer, the injured worker,
WorkSafeBC staff or the injured worker’s attending physician, any of whom can identify an opportunity for work as a part of recovery. Many individuals are available to assist the employer in
developing an appropriate individual plan for their employee. The attending physician is available

by specialists referred
by the attending
physician and
involved in the care.

to consult with the employer regarding the restrictions and capabilities of the injured employee,2
but sometimes this input is not requested.
This can lead to an injured worker being required to return to work without his or her attending
physician being consulted. Premature or inappropriate work-return situations can compromise
ongoing treatment initiated by the injured worker’s attending physician or by specialists referred
by the attending physician and involved in the care. The injured worker is caught between an
obligation to follow the WCB instruction and the recommendations from the attending physician
or specialist.
Disturbingly, some patients are forced to return to work prematurely because their benefits are
terminated. Given the chronic nature of their injuries, those who cannot carry out their jobs efficiently are often forced to quit or are fired and end up with vastly inadequate pensions.

The perception of chronic pain
Pain is generally considered chronic if it lasts from three to six months or more or, alternatively, if it
persists after an injury has healed.3 In spite of the fact that chronic pain is now considered a disease

2
3

WorkSafeBC, Understanding return-to-work programs. At: http://www.worksafebc.com/health_care_providers/
related_information/understanding_return-to-work/default.asp.
Melzak, R., and P.D. Wall. 1988.
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in its own right,4 patients with severe chronic pain continue to encounter widespread skepticism.
Misconceptions and negative stereotypes about chronic pain abound among the general public,
employers, government agencies and insurance companies and, sadly, among medical professionals as well. Some of the more common misconceptions about chronic pain are that it is caused by
a psychological disturbance, that patients exaggerate their symptoms for financial or other gain
and that they should learn to tolerate their pain as time goes on.5 To put it succinctly, patients with
severe chronic pain who have no identifiable other signs of illness or injury are rarely believed, and
stigma is “a fact of life for those with chronic pain.”6 Stigma and disparagement have a devastating
impact on the patient with chronic pain; the negative perceptions of others are demoralizing,
hinder healing, lead to depression and make life worse in many ways.

Who did we interview?
Misconceptions

We interviewed nine patients, all individuals with severe chronic pain resulting from work-related

and negative

musculoskeletal injuries, who were or had been engaged in a claims appeal process with WCB. Five

stereotypes about

of the patients were male, four female; two were health-care workers, three service workers and

chronic pain abound

four production workers. Four were between the ages of 40 and 49, four between 50 and 59, and

among the general

one between 60 and 65. Three had pre-injury yearly incomes between $20,000 and $40,000, four

public, employers,
government agencies
and insurance
companies and,
sadly, among medical

between $40,000 and $60,000 and two between $60,000 and $80,000.
All patients had signed a consent form in the previous year and were contacted again by telephone
to reconfirm their willingness to be interviewed. The interviews were conducted by telephone or
in person.

professionals as well.

Survey questions
In addition to demographic questions relating to age, gender, ethnicity, language, job title, income
and education, we asked:
•

when the workers were first injured;

•

the nature of their injury;

•

whether there were delays in filing their claim;

•

when and why their claim was discontinued;

•

what happened during their review and appeal process and what the outcome was;

•

how many claims managers they dealt with;

•

how they rated their claims experience with WCB;

•

how the claims experience affected them (personal, relationships, mental health and stress,
economic situation); and

•

4
5
6

4

what they feel could have made their experience less difficult.

Breivik, H. 2013.
Avery, C. 2012.
Ibid.
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WHAT WE FOUND
THE THEMES THAT emerged from an analysis of the interviews were:

•

off-and-on compensation, or no compensation at all, over long periods of time;

•

long delays between initial termination of payments and the completion of appeals;

•

lack of income and depletion of financial resources;

•

mental health problems and other health issues aggravated by the claims experience;

•

disbelief by employers and WCB;

•

employers’ attitudes;

•

frequent change of claims managers;

•

undue job-search pressure;

•

absence of choice of treatment providers and arbitrary decisions by claims managers; and

•

what injured workers wish would change.

Off-and-on compensation, or no compensation at all, over long periods of time

During the claims
and appeal processes,

Most of the patients reported that they were on and off compensation over a period of several

these injured workers

years, experiencing little difficulty in obtaining initial compensation but then having their claim

were in pain and also

discontinued. Typical reasons given for why payments were revoked were that the injured worker

frequently without

was deemed fit for work or that the injury had “plateaued.” The injured worker had the option

any income for long

to appeal and could either return to work while still injured and in pain or not return to work and

periods of time.

have no source of income. If the worker won the appeal, payments would be reinstated from the
date of the appeal decision, frequently with no back pay for the interim period. During the claims
and appeal processes, these injured workers were in pain and also frequently without any income
for long periods of time. One of the workers we interviewed reported that, although a decision
review determined that she was entitled to compensation, payments were not reinstated because
the claims manager was not able to determine the appropriate level of compensation. Another
reported that although a Workers’ Compensation appeal tribunal determined he was entitled to
compensation, WCB failed to make any payments for more than a year.

Long delays between initial termination of payments and the completion of appeals
Among our small sample, time to complete the claims appeal varied dramatically. Several workers
spent years with a great deal of economic hardship and insecurity and lodged numerous appeals.
None of these workers had been able to return to work, and the majority were eventually rewarded
disability pensions (see Tables 1 and 2 on the following page).
Table 1 shows that the time to complete a claim ranged from almost two years to 20 years. The
median time was three years.
Table 2 shows that four out of nine patients reported that they were worried about feeding themselves and their families; two used up all of their savings and RRSPs; six had difficulty paying their
rent or mortgage; one moved away to a small town; and another had her home put in foreclosure.
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Table 1: Time to complete WCB file and current source of income
Time to complete file

Current source of income

Twenty years

WCB pays 55 per cent wage-loss compensation pension
plus treatment cost.

Six years three months

Long-term disability pay commenced six years after compensation
was discontinued.

Five years

WCB pays 100 per cent wage-loss compensation plus treatment cost.

Three years

CPP disability ($850 per month)

Three years

Provincial disability pension commenced three years after compensation
was discontinued.

Two years six months (ongoing)

WCB pays full wage-loss compensation, pending retraining.

One year 11 months

WCB pays 50 per cent loss of income plus treatment cost.

One year 11 months

No income assistance of any kind despite 50 per cent activity restriction

Eleven months (ongoing)

Long-term disability payments commenced 11 months after
compensation was discontinued.

Potential sources of income for injured workers:
WORKERS’ COMPENSATION (WCB BENEFITS): Worksafe BC, the province’s Workers’

Compensation Board, pays different types of benefits to workers injured on the job. These
include “wage loss” benefits (for temporary disabilities that result in shorter-term absences from
work) and pensions (for permanent disabilities). Wage loss benefits typically cover 90 per cent of
a worker’s average net earnings (up to a maximum ceiling). Pensions range in size from covering
most of a worker’s prior earnings to covering only a small fraction. WCB may also pay medical
and retraining costs. Since 2002, WCB benefits have become much more difficult to access. For
more on the policy context, see Insult to Injury: Changes to the BC Workers’ Compensation System
(2002-2008) — The Impact on Injured Workers. http://bcfed.ca/news/briefs/insult-injury
LONG-TERM DISABILITY BENEFITS (LTD): Refers to disability insurance purchased from pri-

vate insurance companies, which some employers provide as part of an extended health plan.
The insurance premiums for LTD may be paid by the employer, the employee, or both. LTD
benefits generally become available after a prolonged absence from work. Most LTD companies will not pay benefits if the injury was sustained in the workplace, unless the worker has been
denied WCB benefits. LTD companies may require a worker to appeal a WCB decision denying
a claim before they will pay any benefits (a process that can take years), though they may pay
LTD during the appeals process (but will seek reimbursement if the worker wins the appeal).
CANADA PENSION PLAN (CPP) DISABILITY BENEFIT: A person with a “severe and prolonged”
disability (whether workplace related or not) who has paid into CPP for at least 3–4 years can
apply for a CPP disability pension. The maximum monthly taxable benefit is $1,264.59. If the
disability was caused by a workplace injury and the worker is receiving WCB benefits, WCB
will usually claw back 50 per cent of that benefit.
INCOME ASSISTANCE FOR PERSONS WITH DISABILITIES: Provincial income assistance, or
welfare, is available to people with a “severe” mental or physical disability (whether workplace
related or not), but only if they have no other sources of income or assets. Monthly benefits
range from $531.42 to $1,043.06, depending on family type.
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Table 2: Income loss and financial strain during claims appeal process
Difficulty paying rent or mortgage

6/9 participants

Worries about feeding self or family

4/9

Depleted all savings and RRSPs

2/9

Took out line of credit

1/9

Moved away from Lower Mainland

1/9

House foreclosed

1/9

Table 3: Mental health issues aggravated by claims experience
Depression

7/9 participants

Anti-depressant medications

5/9

Ongoing disruption of sleep patterns

7/9

Anxiety

4/9

Relationship problems

5/9

Suicidal ideation

4/9

Suicide attempts

2/9

Mental health problems and other health issues aggravated by the claims experience

Among the nine
workers we

Among the nine workers we interviewed, seven reported that they had developed depression over

interviewed, seven

the course of their WCB claims experience and at least five were still on anti-depressant medica-

reported that they

tions. None of these individuals had a prior history of mental illness. Four had suicidal ideation

had developed

at some point during the claims process (after losing an appeal), and two people made suicide

depression over the

attempts and required hospitalization (see Table 3).

course of their WCB
claims experience and

Disbelief by employers and WCB
The injured workers we interviewed reported that they encountered much disbelief, not only on
the part of their claims managers but also from their employers (see Table 4).
As a result of the refusal of the Board to accept the evidence of the chronic pain and resulting dis-

at least five were still
on anti-depressant
medications. None
of these individuals
had a prior history
of mental illness.

ability, injured workers were pressured into returning to work too soon. Four participants reported
that they were pressured to keep working or to return to work while still injured. For example,
two workers with repetitive strain injuries had their claims repeatedly disallowed largely due to
their employers’ statements denying that the injuries could be the result of working conditions.
These workers had to continue working through increasing pain and stress. They both developed
serious mental health problems and subsequently made suicide attempts. Eventually their claims
were accepted.
Denial can cause delayed or inadequate medical investigation and/or treatment. Three of the nine
workers we interviewed had a delayed diagnosis. The injuries of one worker were not revealed by
initial physician and neurologist examinations and MRI and CT scans. More than two years after the
initial injury, subsequent medical investigation revealed serious tissue damage requiring surgery.
Another worker was told that he was “faking injuries” and was cut off compensation because his
injury had “plateaued.” He appealed and continued to work for several months while injured and in
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Table 4: Effects of disbelief
Pressured back to work too soon

4/9 participants

Delayed or inadequate medical investigation or treatment

3/9

Delayed reporting of injury by employer

3/9

Unmodified or inadequately modified descriptions during gradual return to work

5/9

Undue job-search pressure

4/9

Fired due to disability resulting from injury

6/9

severe pain. His requests for an MRI were repeatedly denied. Eventually (after a politician intervened
on his behalf), medical examinations revealed a need for surgery. A third worker reported her injury
without delay, was examined and supplied with a cast but was not given an X-ray. Four weeks later,
an X-ray revealed a fracture. Seven months after the original injury, this worker underwent surgery
and was left with reduced function and much pain.

Negative responses from employers
Some employers

The workers we interviewed reported that some employers tend to dismiss workers’ injuries,

fire workers rather

disbelieve workers or even harass workers during their gradual return to work. Some employers

than modify the

do not report injuries and fail to modify the worker’s job during gradual return to work, which

job description to

in some cases results in reinjury. Four of the workers we interviewed experienced delays in their

accommodate the

claims because their employer delayed reporting the injury or had to continue working because

injured worker’s

their claim was initially denied. Five encountered resistance on the part of employers to modify job

ability. In fact, six

descriptions for permanently disabled workers. Some employers fire workers rather than modify

of the nine workers

the job description to accommodate the injured worker’s ability. In fact, six of the nine workers we

we interviewed

interviewed were fired as a result of their injury.

were fired as a result
of their injury.

Frequent change of claims managers
We asked the workers how many claims managers they had dealt with during the claims experience, and we asked them to rate how the claims managers treated them. We further asked them
to rate the quality of the communication they received from WCB and to describe their experience
with the online claims information.
In our sample, the median number of claims managers was seven (range: from two to 13), while
the median length of time to close a file, after the injured worker had initially had their compensation terminated, was three years (range: from one year and 11 months to 20 years).
When asked to rate the treatment they received from WCB claims managers during telephone
conversations on a scale of 1 to 5 (with 1 being extremely poor and 5 excellent), four workers rated
their treatment as extremely poor, two rated it as below average and three rated it as fair (average).
We also asked participants to rate the quality of the communication with WCB they received during
their claims process as well as the overall handling of and timeliness in the processing of their claim
(see Table 5).
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Table 5: Time to complete WCB file and current source of income
Topic

Extremely
poor

Below
average

Fair

Good

Excellent

Treatment from claims managers

4/9

2/9

3/9

0/9

0/9

Quality of communication with WCB

3/9

4/9

2/9

0/9

0/9

Overall handling and timeliness in
claims processing

6/9

2/9

0/9

0/9

0/9

Undue job-search pressure
Four of the nine workers reported that they had had to submit to what appear to be harsh and
punitive job-search programs. They said they had to apply for jobs that were inappropriate to
their level of injury; some were told not to disclose that they had been injured or that they had
physical limitations; they had to apply for a (high) minimum number of jobs every day or be cut
off compensation.

Absence of choice of treatment providers and arbitrary decisions by claims managers
The majority of the injured workers we interviewed noted that their claims managers made arbi-

The majority of the

trary decisions, picking and choosing evidence, frequently in disregard of medical opinions. Some

injured workers we

of the workers said that they were not listened to and that they had to receive therapy treatments

interviewed noted

only in a WCB-designated clinic or else be cut off benefits. Some reported that they were refused

that their claims

necessary medical investigations (e.g. MRI scans) or a second opinion by a medical specialist. Two

managers made

participants paid personally for MRI scans that showed injury.

arbitrary decisions,
picking and choosing
evidence, frequently

What injured workers wish would change
We asked each of the participants to name two or three changes that would have made the claims

in disregard of
medical opinions.

experience less difficult. Their responses can be summarized into the following themes: be listened
to; be believed; modify work to accommodate the injury and/or provide appropriate retraining;
reduce time delays; improve communication within WCB; and change the nature of WCB.

DISCUSSION

What determines the discontinuation of benefits?
Most of the workers in our sample eventually had their payments reinstated: four currently receive
compensation from WCB, three of them permanently. Two workers receive long-term government
disability pensions and another two receive long-term disability payments through their place of
work. The remaining individual, who receives no compensation, is still out of work. The fact that
almost all of the workers we interviewed are currently receiving long-term compensation of some
kind strongly suggests that these workers should not have had their compensation denied in the
first place. This begs the question of what criteria determine whether a claimant’s benefits are
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terminated or not. Our interviewees indicated that they felt that claims managers did not fairly
consider all of the available evidence and that no allowances were made for the fact that not all
injuries heal at the same rate and that some fail to heal within a standard time frame.
It is our understanding, based on clinical experience, that most of those who eventually receive
compensation do so as the result of appeals, and not because WCB reverses its opinion. In fact,
Section 96(5) of the Workers’ Compensation Act provides that WCB may not reconsider a decision
on the worker’s average earnings if more than 75 days have passed since the decision was made.
Appeals are expensive and, if workers are not unionized, it is difficult for them to proceed.

Prolonged appeal periods increase financial hardship and insecurity
While injured workers are engaged with the WCB appeal system, they sometimes cannot access
long-term disability (LTD) pay through work. Moreover, until the injury has “plateaued” they cannot qualify for a government disability pension. As well, until the workers have depleted most of
their resources, they do not qualify for social assistance. It can take a very long time to complete
Due to lack of income,

a WCB claim: the time to file requests for reviews and appeals, the time waiting for the hearings,

some workers were

the time for WCB to determine whether the injury has plateaued and the time for WCB to conduct

forced to work

investigations into the level of disability in order to determine whether or not a worker is entitled

while still injured
and in pain, causing
additional stress and
sometimes leading
to more injury.

to full or partial compensation.
We identified a number of issues. First, most of the workers we interviewed eventually received
permanent pensions; however, the pensions were often inadequate and were not comparable to
their pre-injury earnings. Second, the time delay between the injury and the pension award is often
unacceptably long and filled with hardship for the injured worker. Third, several workers did not
receive retroactive pay for the periods during which their compensation had been terminated while
they were appealing their claims; also, in some instances WCB delayed payouts after pensions had
been awarded by the appeal tribunal.

Financial hardship makes managing chronic pain more difficult
All of the workers we interviewed reported that they experienced financial hardship when their
benefits were arbitrarily discontinued. Due to lack of income, some workers were forced to work
while still injured and in pain, causing additional stress and sometimes leading to more injury.
Financial worry and hardship cause stress and additional health problems such as depression,
anxiety, sleep problems and also relationship problems. Clearly, this is not conducive to good
management of injuries.

The pitfalls of an insurance-based compensation system
As an insurance-based system, WCB is an inherently adversarial system and, not unlike other insurance companies, there is pressure to keep payouts low and to opt for low and early settlements.
Injured workers are compelled to attend rehab facilities where the practitioners are paid by WCB
and, at least to some extent, are subject to WCB guidelines and policy. There is an appearance
of conflict of interest when injured workers do not have the option to receive treatment from an
independent practitioner.
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LIMITATIONS
AS STATED IN THE INTRODUCTION, this is not a formal research project but rather an explora-

tory paper that identifies common issues and themes that emerged from an in-depth review of
narratives gathered from nine injured workers. The limitations of this paper include the focus on a
select population of patients with severe chronic pain who are or were engaged in a claims appeal
process with WCB. As such they represent a relatively small percentage of the overall population of
injured workers. Other limitations include that the interview subjects were all patients in the clinic
of one pain specialist and that the data was self-reported and not independently verified, despite
participants consenting to share their disclosure documents.
Importantly, although only nine injured workers were interviewed for this paper, the participants
were diverse in age, sex, occupations and income. Despite the diversity of interview subjects, the
experiences recounted by these patients were similar and consistent. The findings of this survey
would have added strength if it included randomly selected injured workers with severe chronic
pain in the general population of WCB claimants who are attending other clinics. Such a study
would require funding and support.

If unable to work,
workers with chronic
pain should receive

POSSIBLE POLICY AND STRUCTURAL CHANGES TO PROMOTE
HEALING AND SUPPORT RETURN TO WORK

compensation or
be provided with
a pension that is

THE CURRENT COMPENSATION system does not adequately serve patients who have a work

comparable to their

injury that results in chronic pain. There is a need for changes that ensure economic security for

pre-injury earnings.

workers during the review and appeal process; allow injured workers a choice of therapy providers
and access to a second opinion without extra cost; stop punitive job search programs; ensure
adjusted or modified work during the gradual return-to-work process; and guarantee rehiring and
adjusted work that is appropriate to the injury, or adequate and appropriate retraining for workers
with permanent impairments. If unable to work, workers with chronic pain should receive compensation or be provided with a pension that is comparable to their pre-injury earnings.
Below are a number of suggestions aimed at promoting better management and return to work
for patients with chronic pain:
1.

These patients should receive uninterrupted compensation until the end of the appeal
process  —  during the entire period before the claim is closed  —  in order to avoid economic
hardship. There should be a defined time frame within which a definitive answer with
respect to treatment must be provided and care should be taken not to impose additional
stress on the injured patient. Penalties should be imposed on the insurer if the set time
frame is not respected.

2.

Treatment should be defined. If the treatment is not successful within evidence-based
or clinical guidelines, alternative strategies could be employed — all within a pre-defined
time frame.

3.

The opinion and treatment suggestions of the patient’s regular physician and medical
specialist must be the primary basis of care. This applies to work-related injuries that
manifest as chronic pain and necessitates a clear change from WCB’s usual approach to
chronic pain management. The injured worker’s family (attending) physician, supported
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by an appropriate pain specialist, should be given the opportunity to manage the chronic
pain condition for a designated length of time. WCB should abide by their treatment
recommendations.
4.

A patient with severe chronic pain should not be subjected to painful and lengthy assessment processes to prove that the pain is truly debilitating.

5.

Despite the prevailing view that returning to work as soon as reasonably possible results in
better outcomes for injured workers, and although this may be true in a subset of injuries,
successful work return depends on a number of factors, including flexibility and accommodation within the work environment, attitudes of the worker’s colleagues and employer,
severity of injury, ongoing medical support, etc. The determination of when a worker should
return to work must take into consideration all of these factors.

6.

After a set period of time, workers should be provided with work that accommodates their

A reasonable

condition, possibly flex-work and supportive care, as needed. The employer should be as-

supportive system of

sisted in providing modified work. Currently, employers fear the added cost associated with

care with timelines

employing disabled workers, and this is part of the reason why injured workers get fired.

that take into account

If unable to work, workers with chronic pain should receive compensation or be provided

the complex needs
of workers with
chronic pain is long
overdue. The way
that injured workers

with a pension that is comparable to their pre-injury earnings.
7.

Workers with chronic pain who experience a deterioration in their clinical condition (i.e. a
worsening of the chronic pain and associated disability) during a work-return process or
otherwise should have their claim reopened and receive wage-loss benefits.

with chronic pain

A reasonable supportive system of care with timelines that take into account the complex needs

are treated by WCB

of workers with chronic pain is long overdue. The way that injured workers with chronic pain

needs to change.

are treated by WCB needs to change. This paper does not address all aspects of potential system
reform and it does not discuss the potential role of injured workers and their representatives (i.e.
unions) in highlighting problems and making changes. However, we hope that the stories we have
shared and the recommendations we have presented, based on our clinical experience as well as
our discussions while writing this paper, will contribute to a more comprehensive dialogue about
system reform and, ultimately, changes within the workers’ compensation system.
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QUANTITATIVE RESEARCH

Mental Health Status of Ontario Injured Workers With Permanent
Impairments
Fergal T. O’Hagan, PhD,1,2 Peri J. Ballantyne, PhD,2,3 Pat Vienneau2

ABSTRACT
Objective: Each year, approximately 31,000 Canadian injured worker claimants are certified to have permanent impairments associated with the initial
workplace incident. Permanent impairments are characterized by ongoing pain, and limitations in physical function and activity participation – all
predisposing factors to mental health problems. Here we examine the post-accident mental health status of a sample of Ontario injured workers with
permanent impairments.
Methods: We analyze data from a cross-sectional telephone survey of 494 injured workers. Mental health status is examined using nine dichotomous
diagnostic, symptomatic and functional mental health indicators identified by survey respondents as non-present, or having pre- or post-injury onset,
and the CES-D. We describe the relationship of these indicators and work injury, demographic and socio-economic factors.
Results: Post-injury onset mental health problems are elevated compared to pre-injury onset in seven of nine indicators. Diagnosed depression,
medication abuse, inability to concentrate, and sleep problems are elevated compared to general Canadian population prevalence. Diagnosed
depression is elevated compared to populations with pain and chronic health conditions. Higher education and pre-injury income are associated with
lower depressive symptoms. Men and older individuals are less likely to report a diagnosis of depression. Older individuals are less likely to report
concentration problems.
Conclusion: These data paint a troubling mental health picture among injured workers with permanent impairments. Implications for return-to-work
and income recovery, health service access and rehabilitation within and outside the compensation system are discussed.
Key words: Mental health; injured workers; work injury; chronic illness
La traduction du résumé se trouve à la fin de l’article.

E

ach year, approximately 260,000 Canadian workers experience
“lost time” work injuries, and 31,000 go on to experience “permanent impairment”.1 Pain and physical limitations – conditions that in other studies have been associated with mental health
problems2,3 – by definition characterize permanent impairment.4
Researchers conducting qualitative studies focused specifically on
injured workers with permanent impairments have documented
mental health problems such as depressive symptoms, anxiety, suicidal ideation,5 and erosion of sense of self.6 While not previously
studied in a systematic way, to our reasoning the mental health of
injured workers with permanent impairments is likely poorer than
that of injured workers who make a full recovery or of general populations. Injured workers with permanent impairments may require
mental health services and supports outside the scope usually provided within compensation systems.
Studies illustrating risk factors for mental health problems in general and clinical samples reinforce our suggestion of elevated risk
among injured workers with permanent impairments. For example, Canadian research has shown that persons with chronic physical health problems are 2.5 times as likely to suffer from a major
depressive disorder2 and those with chronic health conditions are
1.4 times more likely to develop major depression than those without such problems.3 Gender,7 age,7 education,7 occupational status,8
and socio-economic status9 have been shown to modify mental
health risk in general populations.
© Canadian Public Health Association, 2012. All rights reserved.
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Studies involving selective clinical samples of injured workers
have shown elevated levels of mental health problems, including
major depressive disorder (MDD), anxiety disorder and substance
abuse.10,11 High depressive symptoms were documented in 31-38%
of workers with disabling upper extremity injury11 and persistent
disabling musculoskeletal injuries.12
Researchers have debated whether poor mental health precedes
or is consequent to long-term pain and disability.13 Dersh et al.
found that 58% of rehabilitation patients with chronic disabling
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Figure 1.

Recruitment procedure and participant flow

Table 1.

Sampling Frame and Sample Characteristics
Sample Frame
N=2004

Occupational Class†
White collar
Pink collar
Blue collar
Gender
Male
Female
Age (years)
25-29
30-34
35-39
40-44
45-49
50-55

Sample
N=494

12.2%
33.9%
54.2%

20.6%
37.8%
41.6%

49.2%
50.8%

39.5%
60.5%

3.5%
8.4%
10.8%
16.2%
22.0%
39.0%

4.7%
7.9%
12.0%
14.0%
22.5%
38.9%

† Job and industry sector were used to identify National Occupation
Classification38 codes and subsequently according to occupational class
(White – managerial, supervisory, professional and technical; Pink – service,
support including retail trade; Blue – construction, manufacturing, trades,
transportation, equipment operators, agriculture, fisheries, mining and
labourers39).

* NEL = Non-economic loss

spinal pain had at least one psychiatric disorder that was attributed
to the post-work-injury period, while pre-injury mental health diagnoses approximated base rates.14
While evidence indicates that mental health problems may be
part of the experience of work injury, research describing the overall prevalence, timing and risk factors for mental health problems
among injured workers with permanent impairments has not yet
been completed. Consequently, we examine prevalence and timing (pre- or post-injury) of a range of mental health problems in a
community sample of Ontario injured workers with permanent
impairments. We assess the relationship of selected demographic
and socio-economic variables with specific mental health indicators. We address the implications of our findings for policy and
practice inside and outside of compensation systems.

METHOD
Sample and data collection
Data involving a sample of Ontario injured worker claimants with
permanent impairments are from the Research Action Alliance on
the Consequences of Work Injury (RAACWI) Health and Health
Care Utilization Survey (http://www.consequencesofworkinjury.ca/
projects/health/health_c7ef6.htm)(accessed July 17, 2011). Eligibility for the study was limited to first-time/single-time, Englishfluent, Ontario Workplace Safety and Insurance Board (WSIB)
claimants, aged 25-55, who received a non-economic loss award
certifying permanent impairment between January 2005 and
e304 REVUE CANADIENNE DE SANTÉ PUBLIQUE • VOL. 103, NO. 4

November 2007 and whose workplace injury occurred between January 2002 and November 2007. Non-economic loss (NEL) benefits
are provided to a WSIB injured worker claimant if he/she experiences permanent impairment from a work-related injury or illness.
Permanent impairment is adjudicated through medical assessment
using the American Medical Association Guidelines for the Evaluation of Permanent Impairment, Third Edition.4
Figure 1 illustrates the procedure for screening and sample selection. At the WSIB, screening for eligible participants was undertaken in a two-stage process. WSIB staff first identified an initial
sampling frame of 4,466 potentially eligible participants by computer records, and then verified eligibility via telephone contact.
WSIB staff produced a sampling frame of 2,004 eligible claimants,
1,503 of whom gave permission to have contact information forwarded to study investigators. The WSIB forwarded a randomly
ordered contact list to RAACWI investigators. RAACWI staff proceeded with study recruitment, identifying 662 individuals who
consented to participate. Data collection via telephone interview
was completed for 494 of 662 recruited participants between
May 2008 and May 2009 by the York University Institute for Social
Research.
The study questionnaire included measures of participant-reported
general mental and physical health, medical diagnoses, undiagnosed health problems, health care utilization/health care deficits
and the insurance coverage or funding source of health services
sought or received. Employment, education and training, income,
and family/marital status were also documented, along with items
enabling comparison of pre- and post-injury status (e.g., pre/postinjury diagnoses, employment, occupation, income). A range of
questions about mental health status, replicated or slightly modified from key Statistics Canada health surveys (NPHS, CCHS, PALS),
were included in the questionnaire. For diagnosis of depression,
substance dependence, and memory impairment, participants were
asked: “We are interested in ‘long-term’ conditions, that have lasted or are expected to last 6 months or more and that have been
diagnosed by a health professional. Have you been diagnosed with
(specified diagnosis)?” Of items relating to sleep disturbance, abuse
of medication, substance abuse, problems concentrating, and
depressive and anxious symptoms, participants were asked: “Do
you have any additional long-term health conditions that have not
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Table 2.

Sample Characteristics

Gender
Age (years)
Educational attainment

Occupational class

%

(N)

Male
Female

39.5%
60.5%

(195)
(299)

< Secondary school
Secondary school (includes incomplete post secondary)
Trade, college or university certificate
Undergraduate or graduate degree
White
Pink
Blue

10.2%
40.7%
36.7%
12.4%
20.6%
37.3%
41.6%

(50)
(200)
(180)
(61)
(101)
(185)
(200)

Mean

44

Pre-injury personal income (N=484)
Post-injury household income (N=463)
Employment status†
Unemployed
Employed (includes leave)
Voluntary retirement
Time from injury to survey (months)

41.9%
57.6%
0.4%

Standard
Deviation

Median

8.0

39.4
69.3

21.0
52.6

35.0
60.0

52

15

52

(197)
(272)
(2)

† Valid percent excludes 22 cases indicating don’t know21 and refused.1

been diagnosed by a health professional, but that, nonetheless,
have an effect on your life? That is, do you experience: (specified
non-diagnosed condition)?” Respondents were then asked whether
each affirmed condition was present prior to the work injury or
emerged following the work injury, or to indicate if they were
uncertain as to its timing.
The Centre for Epidemiological Studies Depression Scale (CESD)15 was used to measure symptoms of distress in the week prior to
the survey interview. The CES-D has good internal consistency and
is a widely used measure of depressive symptoms, developed specifically for use in community samples.15

Sample characteristics are shown in relation to the sampling frame
in Table 1. Women and white-collar workers are over-represented
(i.e., women and white-collar workers make up 50.8% and 12.2%
of the eligible sampling frame and 60.5% and 20.6% of the sample,
respectively). Men and blue-collar workers are under-represented
(i.e., men and blue-collar workers make up 49.2% and 54.2% of the
eligible sampling frame and 39.5% and 41.6% of the sample,
respectively). The age distribution of the sampling frame and sample are closely aligned.
For all mental health variables, proportions for mental health
outcomes and pre- vs. post-injury emergence are reported along
with 95% confidence intervals. In multivariate analysis (least
squares and panel logit regression), we examine the independent
association of pre- and post-injury time period, demographic and
socio-economic variables (gender, age, education, occupational
class, pre-injury personal income) and CES-D, diagnosed depression, symptoms of anxiety, concentration problems, symptoms of
depression and sleep problems. Small cell sizes preclude inclusion
of models for diagnosed dependence, memory impairment and
reported alcohol abuse.
Ethics approval for the study was obtained from Trent University and York University Research Ethics Boards.

income ($60K) is lower than that of the median Canadian household income ($68.6K, 2008).16 Median pre-injury personal income
is $35K. At interview (average 52 months following injury), 42%
of participants were unemployed.
The prevalence of various mental health status indicators is summarized in Table 3A; the timing of onset is summarized in Table 3B
along with CES-D scores. Sleeplessness, problems concentrating,
symptoms of depressed mood, diagnosed depression, and symptoms of anxiety are identified as present for a large proportion (36%
or greater) of respondents. Twelve percent reported ill effects from
medication abuse. For those with diagnosed depression, symptoms
of depression, anxiety, problems concentrating, memory impairment, medication abuse, and reports of sleeplessness, reported
onset is higher in the post-injury period.
The mean CES-D depression score for the total sample is 21.0 ±
14.8 (mean ± standard deviation) – higher than the cutoff score of
≥16 suggested for clinical depression.15 Fifty-four percent of the
sample have a score of 16 or greater.
Regression analysis examining the relationship of specific demographic and socio-economic variables on CES-D scores (OLS) and
likelihood of reporting diagnosed depression, symptoms of anxiety, inability to concentrate, symptoms of depression, and sleep
problems (panel logit) is shown in Table 4.
Adjusting for the other independent variables in the model, high
school or greater education and higher pre-injury personal income
are independently associated with lower CES-D scores. Diagnoses
and problems are more likely to be reported in the post-injury period. Being male rather than female is associated with decreased odds
of diagnosed depression and sleep problems. Older age is associated with lower likelihood of reporting a diagnosis of depression and
concentration problems. Higher pre-injury income is associated
with a lower likelihood of reporting symptoms of depression. There
is no relationship between education or occupational class and the
likelihood of reporting the various mental health diagnoses or
problems.

RESULTS

DISCUSSION

Sample characteristics are summarized in Table 2. Women and men
constitute 60% and 40% of the sample, respectively. The mean age
(44 ± 8, mean ± standard deviation) is in the upper end of the inclusion range (25 to 55 years). Fifty-one percent reported having high
school education or less. The median post-injury household

The findings paint a troubling picture of the mental health of
injured workers with permanent impairment. The general prevalence of mental health conditions in the sample is of concern, with
more than one third of the sample reporting five out of nine mental health diagnoses or conditions; almost 50% reported symptoms

Analysis
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Table 3A.

Percent (and N) of Respondents Reporting a Diagnosis or Problem
Overall Prevalence

Mental Health Indicator

Yes
%

Diagnosis of depression
Diagnosis of dependence
Report of medication abuse
Report of alcohol or drug abuse
Symptoms of depressed mood
Symptoms of anxiety
Problems concentrating
Reports of sleeplessness
Memory impairment

(N)

39.7% (196)
2.6% (13)
11.5% (57)
2.4% (12)
49.0% (242)
36.8% (182)
49.0% (242)
72.3% (367)
7.9% (39)

No
(95%CI)

%

(39.5-39.9)
(2.5-2.6)
(11.3-11.6)
(2.3-2.5)
(48.8-49.1)
(36.6-37.0)
(48.8-49.2)
(72.1-72.5)
(7.8-8.0)

Unsure
% (N)

(N)

59.7% (295)
97.4% (481)
87.9% (434)
97.0% (479)
50.0% (247)
61.3% (303)
50.4% (249)
25.7% (127)
91.7% (453)

Mean CES-D score (SD)

0.6% (3)
0.0% (0)
0.6% (3)
0.6% (3)
1.0% (5)
1.8% (9)
0.6% (3)
0.0% (0)
0.4% (2)
Overall Sample
21.0
(14.8)
54.3%
(268)

CES-D score 16 or greater†
† Scale ranges from 0 to 60. Suggested cutoff for clinical depression is 16 points or greater.15

Table 3B.

Self-reported Timing of Onset (Pre or Post Injury) of Mental Health Problems
Pre-injury

Diagnosis of depression
Diagnosis of dependence
Report of medication abuse
Report of alcohol or drug abuse
Symptoms of depressed mood
Symptoms of anxiety
Problems concentrating
Reports of sleeplessness
Memory impairment
Mean CES-D score (SD)

Total
N
196
13
57
12
242
182
242
367
39

%
(N)
19.1% (37)
61.1% (7)
3.6% (2)
37.6% (4)
13.3% (32)
20.6% (37)
12.1% (28)
8.1% (29)
15.4% (6)

(95% CI)
(13.6-24.6)
(34.6-87.6)
(0.0-8.4)
(10.2-65.0)
(9.0-17.6)
(14.7-26.5)
(8.0-16.2)
(5.3-10.9)
(4.1-26.7)

Pre Dx†
24.1 (15.0)

Post-injury
%
(N)
80.9% (157)
38.9% (6)
96.4% (54)
62.4% (8)
86.7% (207)
79.4% (143)
87.9% (210)
91.9% (334)
84.6% (33)

(95% CI)
(75.4-86.4)
(12.4-65.4)
(91.6-100.0)
(35.0-89.8)
(82.4-91.0)
(73.5-85.3)
(83.8-92.0)
(89.1-94.7)
(73.3-95.9)

Unsure
% (N)
0.4% (2)
0.0% (0)
0.2% (1)
0.0% (0)
0.6% (3)
0.4% (2)
0.8% (4)
1.0% (4)
0.0% (0)

Post Dx‡
31.2 (14.4)

* Significant difference in pre-injury versus post-injury proportion p<0.001.
† Reflects CES-D scores at the time of interview among participants reporting a diagnosis of depression pre injury.
‡ Reflects CES-D scores at the time of interview among participants reporting a diagnosis of depression that was made post injury.

of depressed mood and problems concentrating; and somewhat
greater than half of the sample had CES-D scores above the suggested cut-off for clinical depression.
Comparing these findings to data from the general Canadian or
Ontario population, higher prevalence rates (lifetime prevalence
for diagnosed depression and yearly prevalence rates for sleep problems, medication abuse, inability to concentrate and diagnosed
substance abuse and memory impairment) are evident for injured
workers with permanent impairments for diagnosed depression
(38% vs. 12.2%),17 sleep problems (75% vs. 47.7%),18 medication
abuse (11.7% vs. 1.7%),19 and problems concentrating (41.9% vs.
10%).19 Diagnosed depression rates among injured workers with
permanent impairments are also higher than population samples of
back pain sufferers (38% vs. 19.6%).20 Memory impairment is comparable to published population data (6.1% vs. 8%),7 while diagnosed substance abuse is lower than population estimates (2.8% vs.
10%).21 Rates of diagnosed depression (38%) and diagnosed substance abuse (2.8%) observed in this study are lower than rates
observed in a tertiary rehabilitation patient sample of injured workers for diagnosed MDD (56%) and substance abuse disorder (14%).10
The proportion of the sample reporting high levels of depressive
symptoms (54.3%, CES-D ≥16) is greater than that observed in a
cohort of injured workers at 6 months post injury (38%)22 and
injured workers with upper extremity disorders at 11 to 46 months
post claim (31%, 50% of these with persistent pain and activity limitations).11
Limitations of the study include reliance on self-report data, participants’ recall of the timing of onset of mental health diagnoses
or problems, and inference to the larger population of injured
e306 REVUE CANADIENNE DE SANTÉ PUBLIQUE • VOL. 103, NO. 4

workers with permanent impairments. Concerns exist regarding
the reliability and validity of self-report survey data on mental
health status, including question comprehension, task comprehension, motivation and ability to answer accurately.23 In the current study, questions about the presence of psychiatric diagnoses
and problems were clearly framed and broken down into discrete
components. Participants were also given the option of a “don’t
know” response for the presence and timing of onset of each affirmative health condition, orienting the focus of response to the participants’ interpretation of the presence of a problem. Participants
were encouraged through indication that their responses would
provide important information about work injuries for the development of sound policies.
Psychometric development studies suggest that indicators relying
on episodic memory (i.e., distinct life events) provide adequate reliability and validity for sample estimates24 and self-reported diagnosis provides reliable estimates compared to population estimates
of psychiatric diagnoses25 and interview-determined diagnosis.26 In
the current study, participants were asked to recount particular
events around diagnosis as well as the experience of recent, distinct
problems. Despite these difficulties, and in the absence of data from
other sources, we feel a responsibility to report these participants’
self-reported responses about the presence and timing of onset of
mental health problems, but we urge readers to keep in mind the
possibility of selective or faulty recall by participants.
As noted previously, the characteristics of the sample used to produce our findings do not precisely represent those of the sampling
frame of eligible workers provided by the WSIB. Further, exclusion
of non-English-fluent claimants limits representation from indus-
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Table 4.

Regression Models for tCES-D† (OLS), and Post-injury Participant-specified Diagnosed Depression, Symptoms of Anxiety,
Concentration Problems, Symptoms of Depression and Sleep Problems (Panel Logit) by Gender, Age, Educational
Attainment, Occupational Class and Income Variables‡
OLS Model
CES-D
B (95% CI)

Period§
Gender||
Age
High school or greater¶
Pink collar††
Blue collar††
Pre-injury income‡‡
Variance accounted for§§

Diagnosed
Depression
OR (95% CI)

5.52**
-0.13 (-0.51-0.24) 0.53**
-0.01 (-0.03-0.01) 0.98*
-0.86**(-1.39- -0.33) 0.94
0.12 (-0.25-0.59) 1.17
0.28 (-0.16-0.71) 0.98
-0.01* (-0.02- -0.01) 1.00
0.05**

(3.61-8.46)
(0.37-0.82)
(0.95-1.00)
(0.55-1.60)
(0.77-1.79)
(0.62-1.54)
(0.99-1.01)

Anxiety
Symptoms
OR (95% CI)
5.31**
0.72
0.98
0.74
1.23
1.15
0.99

Logistic Models
Concentration
Problems
OR (95% CI)

Symptoms of
Depression
OR (95% CI)

(3.45-8.43) 12.89** (8.04-20.67) 10.54**
(0.49-1.50) 0.91 (0.63-1.32) 0.89
(0.97-1.00) 0.98* (0.96-1.00) 0.98
(0.46-1.21) 1.03 (0.62-1.72) 0.73
(0.79-1.92) 1.18 (0.77-1.81) 0.77
(0.72-1.84) 1.26 (0.82-1.92) 0.81
(0.99-1.00) 0.99 (0.99-1.00) 0.99*

Sleep Problems
OR (95% CI)

(6.74-16.47) 36.78**(22.13-61.14)
(0.63-1.27)
0.62* (0.43-0.90)
(0.97-1.00)
1.00 (0.99-1.03)
(0.46-1.16)
0.72 (0.45-1.10)
(0.52-1.14)
1.48 (0.98-2.23)
(0.54-1.22)
1.15 (0.75-1.78)
(0.98-1.00)
1.00 (0.99-1.01)

*
†
‡

Significant at p<0.05; ** Significant at p<0.01.
Raw CES-D scores were significantly positively skewed, and so were square-root transformed.
Variables were entered simultaneously in the equation. Models for diagnosed dependence and memory impairment were not included owing to insufficient
cell sizes for some of the variables.
§ The pre-injury period is the referent. Pre- and post-injury comparisons of CES-D scores are not possible with the available data.
|| Women coded as 0, men coded as 1.
¶ Less than high school is the referent class for education.
†† White-collar occupation is the referent class for occupation.
‡‡ Pre-injury personal income is referent to $1K changes in income.
§§ Based on adjusted R2 for least squares model.

try sectors with a large non-English-speaking workforce (e.g., construction). Workers in industry sectors (e.g., finance) not covered by
WSIB are not represented in this sample. Additionally, the data do
not represent other injured workers in Ontario: those who have
been denied claims, those not deemed to be permanently impaired,
“no-lost-time” claimants, or workers injured on the job but who
never filed a claim. However, the sampling and recruitment method
represents our best attempt to collect detailed mental health and
other information from a diverse sample of injured workers who
were deemed to have sustained a permanent impairment. To the
best of our knowledge, no such survey data have been collected in
Ontario or Canada.
In spite of these limitations, and if the findings we present are
accepted at face value, these data may suggest that becoming an
injured worker claimant leads to and/or significantly exacerbates
existing mental health problems, reinforcing the findings of previous studies. That injured workers are faced with the unyielding
bureaucracy of compensation systems and agents,27 health care
providers and employers who question their legitimacy,28 career
disruption29 and unemployment,30 financial stress, job loss or
change in occupation and/or workplace11 could reasonably be
argued to set the stage for negative mental health outcomes. Our
findings provide details about the frequency and types of mental
health diagnoses and conditions that might be attributable to a life
change involving permanent impairment through workplace
injury.
A second interpretation of the current findings may be that individuals with pre-existing mental health problems have a higher risk
of becoming injured workers and entering the workers’ compensation system, thus accounting for the high prevalence rates of various mental health conditions observed here. Previous studies have
independently associated negative affectivity to poor health31 and
occupational injury.32 This study cannot specify the role of preexisting diagnosed or latent mental health vulnerabilities in modifying the likelihood of injury, claim reporting or permanent
impairment. These novel data suggest the need for further research
to examine timing of onset of mental health problems and various
health and functional outcomes, including employment.

Importantly, mental health problems have been shown to have
a recursive relationship with return to work and employment status. Previous research has associated depressive symptoms prospectively with lower return-to-work rates among injured workers33 and
to unemployment in population studies.34 However, depression has
also been shown to be a response to unemployment34 and particularly recent unemployment.35 A cycle of demoralization, disadvantage and depression may produce and be produced by disability
and unemployment. Those working with injured workers within
compensation systems need to be aware of the potential for mental health problems becoming a significant feature of life following a workplace injury.
Regardless of the timing of onset of permanently impaired
injured worker mental health problems, timely access to mental
health services is an important issue for them and, therefore, for
Worker Compensation Board professionals. One study reported a
reduction in depressive symptoms over the course of cognitive
behavioural intervention to be associated with higher likelihood
of return to work following work injury.36 However, compensation
board policies limit support for injured workers seeking to access
mental health services to those whose mental health diagnoses can
be shown to have arisen as a direct result of the work injury. Many
injured workers with permanent impairments may not have a formal mental health diagnosis and do not access treatment in spite
of experiencing significant symptoms.22 This is shown in the current analysis where the prevalence of post-injury diagnosed depression was much lower than the prevalence of self-reported
symptoms of depression and of cases above the clinical cutoff on
the CES-D. The absence of a medical confirmation of a mental
health condition limits access to care and supports, potentially sustaining the cycle of depression and disability.
Given the risk of experiencing workplace injury facing all Canadian workers, and the risk, for some, of permanent impairment,
attention to the mental health consequences of work injury ought
to figure prominently in worker compensation claims adjudication.
The mental health of Canadian injured workers with permanent
impairments needs to be recognized as a significant public health
concern.
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RÉSUMÉ
Objectif : Chaque année, environ 31 000 Canadiens ayant demandé
une indemnisation à la suite d’un accident de travail ont des déficiences
permanentes attestées, associées à l’incident initial survenu sur le lieu de
travail. Ces déficiences permanentes se caractérisent par des douleurs
chroniques, des limitations des fonctions physiques et des contraintes à la
participation aux activités – tous facteurs qui prédisposent aux problèmes
de santé mentale. Nous examinons ici l’état de santé mentale postaccident d’un échantillon de travailleurs accidentés ontariens ayant des
déficiences permanentes.
Méthode : Nous analysons les données d’une enquête téléphonique
transversale menée auprès de 494 travailleurs accidentés. Leur état de
santé mentale est examiné à l’aide de l’échelle CES-D et de neuf
indicateurs dichotomiques (diagnostiques, symptomatiques et
fonctionnels) de la santé mentale, définis par les répondants de l’enquête
comme étant absents, apparus avant ou apparus après l’accident. Nous
décrivons les liens entre ces indicateurs et les facteurs démographiques,
socioéconomiques et de l’accident.
Résultats : Selon sept indicateurs sur neuf, l’apparition de problèmes de
santé mentale est plus élevée après qu’avant l’accident. La dépression
diagnostiquée, l’abus de médicaments, l’incapacité de se concentrer et
les troubles du sommeil sont élevés par rapport à leur prévalence dans la
population générale au Canada. La dépression diagnostiquée est plus
élevée que dans les populations souffrant de douleurs et de troubles de
santé chroniques. Les études supérieures et le revenu avant l’accident
sont associés à des symptômes dépressifs moins prononcés. Les hommes
et les personnes âgées sont moins susceptibles de faire état d’un
diagnostic de dépression. Les personnes âgées sont moins susceptibles de
faire état de difficultés à se concentrer.
Conclusion : Ces données dépeignent une image troublante de la santé
mentale chez les travailleurs accidentés ayant des déficiences
permanentes. Nous en expliquons les conséquences pour le retour au
travail et le recouvrement des revenus, l’accès aux services de santé et la
réadaptation à l’intérieur et à l’extérieur du système d’indemnisation.
Mots clés : santé mentale; travailleurs accidentés; accidents du travail;
maladie chronique
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