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MINUTES OF THE __House = COMMITTEE ON Labor and Industry
The meeting was called to order by Representative Arthur Dgﬁliiiim at
_ 9210 4 m#FEE on March 6 A 1987 in room _226=5 _ of the Capitol.

All members were present except:

Representative Sifers — Excused

Committee staff present:
Jerry Ann Donaldson, Research Department
Jim Wilson, Revisor of Statutes' Office
Juel Bennewitz, Secretary to the Committee

Conferees appearing before the committee:
Representative Clint Acheson
Dr. Ray Baker, Shawnee County Health Department
Dr. Ferman Marsh, Superintendent of Schools, Shawnee Heights School District
Joyce Lacey, Bus Contractor
Judy Shorman, Intracorp, Shawnee Mission

Representative Acheson was recognized and explained the purpose of H.B. 2342 was
to eliminate payment of unemployment benefits to nurses, nurses' aides and bus
drivers emploved in connection with school districts by not by them.

Dr. Ray Baker was recognized and testified, attachment #1.

Representative Green asked what the cost would be to train a new person each
year. The response was, ''considerable'.

Chairman Douville asked what these employees did during the summer months and

the response was that most of them prefer not to be employed during the summer
months. Dr. Baker stated that they had conducted a survey of their employees

regarding summer employment and it supported his previous statement.

Representative Whiteman asked if these employees' salaries were figured on a
9 or 12 month basis. The answer was they are paid hourly.

Dr. Marsh was recognized and testified that governmental entities have joined

forces to save costs such as the school districts and the public health agency.

A dilemma has been created with teacher aides not being able to collect unemployment
and health aides being eligible. He stated that what is being asked for is,

when a school district contracts with another agency for services, those employees
be exempt from receiving unemployment.

Joyce Lacey was recognized and testified, attachment #2.

Representative Green asked what the rate of turnover was and Mrs. Lacey answered
that it was very low. She has two drivers who have driven for her for 16 years
and one in her sixth year.

Representative O'Neal made a motion to report H.B. 2342 favorably for passage.
Representative Buehler seconded the motion. After a voice vote, division was
called for by Representative Hensley. The motion carried. Representatives

Hensley, Cribbs, Dillon and Roper asked to be recorded as voting "no"

Judy Shorman, occupational therapist, was recognized and testified, attachment #3.
There were some questions from the committee.

The meeting adjourned at 9:53 a.m,

The next meeting will be March 17, 1987, at 9:00 a.m.

Unless specifically noted, the individual remarks recorded herein have not
been transcribed verbatim. Individual remarks as reported herein have not
heen submitted to the individuals appearing before the committee for

editing or corrections, Page L Of .l_
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Presentation to House Labor and Industry Committee
March 6, 1987

I'm Dr. Ray Baker, Health Officer for Shawnee County; I'm pleased to be able
to appear this morning on behalf of Section Q HB 2342.

For 18 years the Topeka-Shawnee County Health Agency and the Shawnee
County suburban schools have joined forces to provide school health services.
The Health Agency recruits, hires, trains and supervises the staff, and the
school districts assist in planning the program and provide space. The costs
are split equally between the schools and health agency. This arrangement recog-
nizes and builds upon the strengths of both agencies: the school is an expert in
education, the health agency is an expert in health. It also fulfills both the
school's obligation to provide basic screening and the health agency's need to
reach large numbers of children in a convenient setting to allow delivery of im-
portant preventive health services. It is a cooperative approach which is cost-
effective, comprehensive and viewed very favorably by the State Department of

Health and Environment as a model.

Unfortunately, that model is being jeopardized by rapidly increasing unemploy-
ment compensation costs which | feel are a result of an oversight in the current
law. Our school health nurses and aides--like school personnel--clearly work only
9 or 10 months per year and are assured. of reemployment each fall. But, simply
because they are employed by the Health Agency rather than the schools they are

eligible for unemployment benefits.

Those unemployment costs rose 27% between 1984 and 1985 and another 50%
between 1985 and 1986; they are approaching 20% of the total Health Agency
expenses for our share of the program. Scrutiny of these expenses reveals that
although there was some rise in benefits during that period, the vast majority of
the increase arose because more and more of these health agency employees be-

came aware of their eligibility and applied.

The Shawnee County suburban school districts and the city and county govern-
ments all support the amendments to H.B. 2342 which will provide an exclusion
for school health personnel employed by another agency.ltcould save these local
governments $21,000 or more per year during these bleak fiscal times, while still

preserving the virtues of a cooperative program.

Attachment #1
House Labor and Industry
3/6/87
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March 6, 1987
Labor and Industry Committee
Chairman , Hep. Arthur Douville

RE: House Bill 2342

Chairman Douville, and lembers of the committee, I want to
thenk you for the opportunity to appear before you this morning.

I'm Joyce Lacey. My husband and I are school bus contractors
for U.3.D. #56. We support House Bill 2342. This bill would
disallow claims of unemcloyment for school bus drivers - a change
that we believe definately needs to be made.

There are approximately 50-55 schuol bus contractors in the
State of Kansas who employ 1100 bus drivers.

My husband and I are a small contractor as are most of the
contractors in the state. We cuntract 6 routes plus activity trips.
To be able to dothis, we employ 4 drivers. We have employed retired
people and housewives mostly. Hight now all our drivers are
housewives.

These are housewives who want a part-time job to earn a little
extra money and still be home with there children when they are home,
such as during summer and holiday vacations. They drive their
route in the morning, are home all day (unless they happen to
drive a kindergarten route at noon or an activity trip), and drive
their route in the afternoun. This makes them getting home about
the same time as their children in the afternoon and this is exactly
what they want. If I offered them an 8 hour a day job, they'd turn
it down. I cen tell you from talking to other contractors in the

state, this is the same thing we're 211 finding. To be honest,

Attachment #2
House Labor and Industry

3/6/87
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these housewives are some of cur best drivers and I wouldn't want

to lose them. However, these same drivers are dravwing unemployment
compensation for the holiday vacations, summer vacations, and spring
breaks that we are out of school.

I did some calculating on our 4 employees salaries and the hours
they drive. The average salary for the year 1986 was 353,261.04
(2 monthly average of $362.34). The average number of hours spent
driving was around 400 hours per driver. These figures include regular
routes plus any ectivity trips the drivers may have taken.

The figure I'd like for you to look at is the 40C hours. That
is for the whole year of 1986{ For people who work a normal 40 hour
week, that 1s only 10 weeks. C(ur emplovees are drawing unemployment
compensation for that!{ I don't agree with it{ They know when they
are hired that they are going to work conly a couple of hours a day
for only 9 months out of the year.

We receive an Lxperience Rating Notice from the Department of
Human Rescurces every December telling us what our contribution rate
to the unemployment fund will be for the following year. The notice
we received in December 1986 shewed "Contributions Faid In"® by us for
prior yvears and up to and including June 30, 1986, as $8,397.62. It
also showed “Benefits Charged"” to our account as $15,85£.70 up to that

same date., Cur sccount balance, therefore, is a minus $7,459.08.

Hence, our contribution rate is 6.4%, the highest rate assigned to
employers., This is just another expense that is hurting the small
businessman. As school bus contractors, this expense is sconer or
later going to have to be passed on to the school distriect, which in
time is going to come back to the state. So its an expense that in

the end is costing us all.
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You can see whet a draining effect just L part-time employees
are having on the unemployment fund. wWith 1100 part-time school
bus drivers in the state drawing on the fund, 1 cen see why there
has been concern sbout the ability of the fund to continue supplying
unemployment assistance tc those that reslly need it and really
deserve 1it.

For these reasons, L urge you to vote in favor of House Bill 234Z.

I thank you for your time and attention.

Joyce Lacey

B, & J. Garage, Inc.

Bue Contractor for U.S.D. #456
Melvern, Kansas 66510
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Worker's Compensation Rehabilitation

Judy Shorman
International Rehabilitation Associates
6701 West 64th St., Suite 220, Shawnee Mission, KS 66202
(913) 722-2085
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Introduction

My name is Judy Shorman. I am a Registered Occupational Therapist and
hold a master's degree in Health Care Management. I am also a CIRS. I
have been a private rehabilitation specialist and a supervisor of private
rehabilitation specialists in Kansas for 6% years. I currently manage all
operations for Intracorp (Intermational Rehabilitation Associates, Inc.)
in 4% states (Kansas, Missouri, Iowa, Nebraska and Arkansas)

TRA was the first private rehabilitation provider nationally and was in-
corporated in 1970. We remain the largest provider, with 135 offices and
3,500 employees. We opened our Kansas office 10 years ago and were the
first provider in Kansas. We remain the largest in Kansas with 20 ''rehab
specialists' employed. These specialists work throughout the state and
report to an administrative office in Shawnee Mission.

I am here to support HB 2186. I also appreciate the opportunity to speak
today regarding the key components I recommend be included as amendments.

I will present recommendations based on my experience in Kansas, as well
as other states.

This presentation will outline:

. A definition of Worker's Compensation Rehabilitation
. TATABC recommended components of Worker's Compensation Rehabilitation

. Supportive evidence of the need for a system to assure injured workers
receive rehabilitation in a timely fashion

. NARPPS recommended components of Worker's Compensation rehabilitation

. Statement describing the need for a system to assure injured workers
receive the most appropriate rehabilitation possible

. Probable costs of rehabilitation



Definition of Worker's Compensation Rehabilitation

"Rehabilitation' begins at the moment a person is injured. It can be con-
sidered the long term restorative aspects of recovery. It is the process of
taking an injured worker through his medical treatment program and returning
him to gainful employment. Rehabilitative sources may include medical and
vocational professionals, home health vendors, in-patient or out-patient
facilities, consumer advocacy groups, and goverrment programs.

We believe rehabilitation under Worker's Compensation has three basic
characteristics:

1. Rehabilitation is financed from the liability of the employer/insurance
carrier to the injured worker. Rehabilitation shares the goal of the
employer - to return the injured worker as closely as possible to his
pre-injury status.

2. 'The worker's disability is often traumatic and the worker's medical
history is complicated, resulting in a rehabilitative process of quick
improvements mixed with slow periods of change. To complicate the
physical recovery, client motivation is a perishable commodity. It
is extremely important that Worker's Compensation rehabilitation services
be timely as well as of high quality.

3. Worker's Compensation rehabilitation is a cooperative process requiring
the good faith of the employer/carrier, injured worker and counsel,
organized labor, Worker's Compensation Commission, and the rehabilitation
provider.

In summary, most injured workers return to the job with no complications, in

a reasonable length of time. Their process of rehabilitation is simple, their
motivation is high, and their employers are urging them to return to work.

A recent study by the National Council on Compensation Insurance (NCCI) revealed
that only 5% of the lost time cases had not returned to work as of 90 days
post-injury. That figure was based on a national sample of 65,000 workers.



International Association of Industrial Accident Boards and Cammissions

(TAIABC) Recommended Camponents of Worker's Compensation Rehabilitation.

Several groups, including the IAIABC, have developed conceptual models
of what camponents should be included in a Worker's Compensation statute.
These conceptual plans have had much in cammon and uniformly have called
for rather specific statutes rather than enabling acts. Among the recom-
mendations of the TAIABC were:

1.

A rehabilitation unit of the workmen's campensation system to oversee
the provisions of rehabilitation service to the industrially disabled
and to help informally mediate disputes among the parties.

Definitions of the responsibilities respectively of the employer/
carrier, the injured worker, and the rehabilitation provider. In
essence, rehabilitation should be mandated both for the employer/
carrier to provide and the worker to accept.

A definition of the goal of rehabilitation and the limits of the
duration of service.

A mechanism for resolving disputes efficiently and with adequate due
process protection for the parties.



Components of Worker's Compensation rehabilitation received by the
National Association of Rehabilitation Professionals in the Private
Sector (NARPPS):

1. The goal of Worker's Compensation rehabilitation should be to return the
injured worker to an income as close as possible to the income earned
at the time of injury with due regard to the employee's age, education,
and past work experience.

2. There should be a fail safe system to assure that any injured worker
needing rehabilitation gets it in a timely mamner.

3. There should be an administrative arm of the Worker's Compensation
system that deals strictly with rehabilitation, which we have in
Kansas. Their goal should be to assure compliance with the act and
to promptly resolve disputes.

4, The act should distinguish health care services from vocational
services. We believe medical intervention is geared to helping a
worker maintain or return to a job.

5. The following suggested hierarchy of goals assures that vocational
plans are as simple and direct as possible. Not only is this the
most cost-effective approach to rehabilitation, but also the most
likely to succeed;

. return to the same job with the same employer;

. return to the same job with modification with the same employer;
. return to the same or modified job with a new employer;

. return to a new job with newly developed job skills;

. return to independent living status.

6. The act should mandate the employer/carrier to provide a rehabilitation
evaluation, and if indicated, a rehabilitation plan. It should also
mandate the injured worker to participate in the rehabilitation eval-
uation, and, if indicated, the rehabilitation plan.

7. Rehabilitation providers should be required to register with the
Division of Worker's Compensation. '

8. The act should authorize the direction of the rehabilitation division
to study and to report on the effectiveness and costs of rehabilitation
services being provided.



The importance of timely rehabilitation intervention

Page eleven of the model Worker's Campensation act (previously submd tted)
provides guidelines for special rehabilitation referragl. We suggest
referrals be made for catastrophically injured workers immediately, and
others at 90 to 120 days post injurv. I suggest this based on my own
experience, the fourteen years of experience by our company, and a study
of the literature available.

At the moment a typical worker enters medical treatment he enters a
foreign world of language, procedures, and expectations. My observation
has been that he often quickly becames overwhelmed, frightened or confused.
He then develops unrealistic expectations regarding his treatment plan,
expected recovery, and return to work. This results in increased anxiety,
anger, and frustration for same people - these are the pecple who will not
progress through their rehabilitation at the average rate.

The second group of individuals I've observed who are not campleting treat-
" ment and returning to work as expected are those who have not had adequate
medical care or who have had additional complicatims. This can occur

for a variety of reasms, such as;

. he doesn't understand prescribed treatment and so doesn't follow
through on it

. he could benefit fram additimal evaluations

. he has had multiple treatments which have not been successful

. he has a history of another disease process, such as arthritis or
diabetes

International Rehabilitation Associates was the first company to employ
rehabilitation specialists who could objectively evaluate and intervene

in an injured worker's medical status and employability, through interviews
with the worker, his doctor and his employer. We made mistakes in our
early years of believing our services could be successful for anyone,
regardless of the injury and the length of lost work time. After some
costly failures we made it a goal to educate employers and insurance
carriers to the need for early referral to our specialists. The attitude
and process of rehabilitatim begins at the moment of injury, not after
all else has failed.

In the NCCI study, only 5% of the lost time cases had not returned to work
as of 90 days post-accident. This figure dropped to 3.7% as of 120 days.
This finding is consistent with studies done by physicians and facilities
involving back injured patients. Studies done in California and Mimmesota
show the later a case is referred for rehabilitation, the more expensive it
is likely to be and the less successful.

The point is that most injured workers will retwrn to work pramptly after
receiving appropriate treatment. It's the minority of injured workers who
need additiocnal rehabilitatim intervention, and the socner they get it, the
more likely it will be successful.



Work for All

For Those with Low Back Pain as Well

ALF NACHEMSON, M.D.*

The problem of low back pain is enormous in all
industrialized societics. Attempts to decrease its
impact by different educational, ergonomic, or
treatment methods have generally failed. The del-
cterious effects of long-term absence from activity
and work are well known. New information is
available regarding the healing time and proper-
ties of possibly diseased tissues and the actual
loads on the lower back in various positions of
activity and work; data are also available regard-
ing the perception of pain, both acute and chronic,
and how it can be affected by muscle activity. This
new information may well serve as a basis for a
new type of treatment for back pain—early, grad-
ual, biomechanically controlled return to activity
and work for the 80% of patients with back pain
in whom no objective cause for the pain can be
found after a thorough examination.

The ¢normous problem of low back pain
and its treatment is well known. As mirrored
by the current medical literature, divergent
opinions exist as 1o its solution. Knowledge
ol low back pain 1s increasing but not at the
same rate as the costs to society or to the
pmicnts.:8‘42.43.66.68,78.89.97.II9 The present pa-
per contains a fresh look at a treatment
method that will benefit everyvone, especially,
of course. those who experience back pain
but also all *‘therapists™ of different schools,
social workers. and politicians.

“Work for all™ 1s currently a rather over-
used. even abused. slogan, which neverthe-
less merits some thought by those who treat

* Profcssor and Chairman. Depaniment of Orthopedic
Surgery 1. Goteborg University, Sweden.

Reprint requests to Alf Nachemson. M.D., Department
of Orthopedic Surgery 1. Sahlgren Hospital, S-413 45 Go-
wehorg. Sweden.

Received: November 24, 1982,

patients with back pain. In all probability
many of these patients, had they been prop-
erly activated at an earlier stage, would not
only have been free from symptoms more
rapidly but would also have avoided the se-
vere medical and psychologic effects of long-
term inactivity both in their working lives
and in their leisure time. The new program
requires not only renewed efforts by physi-
cians but also contributions from politicians
and industnal leaders.

EPIDEMIOLOGY OF
LOW BACK PAIN

Investigations from Sweden. the United
States, and many other industrialized coun-
tries reveal an increasing incidence and prev-
alence Of low back pain.4.7.8.28.36-38.42.43.45.5l._
53.69.72.78.89.97.104.111.112118 Guencson® recently
demonstrated that almost 70% of 40-47-
year-old men in Gothenburg had experi-
enced low back pain and that 50% of these
men had missed work at least once: in ad-
dition, 30% of those interviewed had expe-
rienced back pain during the previous
month—a record high prevalence! In this as
well as in many other studies. *6-!1316-32:35.
44,54-56,59.82.90.91.95.100.1!9 a clear-cul relation haS
been demonstrated between su h factors as
heavy lifting, high physical activity at work.
and prolonged time away from work in low
back pain. It has also been demonstrated.
however, that psychologic factors are impor-
tant -11-35:48.6365.73.9396.98.111.112 Nonatany and
unhappiness at work in general are other sig-
nificant factors that affcct the number of days
lost through sickness.

0009-921X/83/1000/077 $01.25 © J. B. Lippincott Co.
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Chnical Orthiopaedics
and Helated Research

Psychologists indicate that in modern so-
ciety the back stands for moral as well as
physical strength. It is the structural center
of the body, literally and figuratively the
bearer of burdens, and this is, in various
ways, mirrored in daily language: *‘He hasn’t
enough backbone,” ‘“the farmers are the
backbone of the country,” and so on. If the
back becomes the sitc of pain that, despite
visits to the physician, does not go away, the
person feels weakened and perhaps even in-
ferior.l7.l07

The manner in which sick benefits are
granted also plays a role, which, however, is
debated relatively seldom.” Regarding early
return to work. there is a significant differ-
ence between those who are and those who
are not insured. even when they have the
same symptoms and the same type of
work_24—26.46

During a hearing of the United States Sen-
ate in 1976°' it was demonstrated that the
threshold of increased disability claims lies
at about 55% of net income:; if the income
received during sickness is greater than this
percentage, the number of claims increases
drastically. In a historic perspective it is also
likely that the increase in sickness and sick
benefit by those who experience back pain
that is currently occurring in many industrial
societies has a sociopolitical as well as an eco-
nomic background.

The physical working environment has
improved substantially in the last decades but
without a corresponding reduction in the
number of sick days due to various back
problems. One explanation, and perhaps the
most important. for this increasing problem
may lie in the fact that no satisfactory man-
ner has been found in which to explain the
patient’s pain. Therefore, no cause-directed
therapy. and sometimes not even a satisfac-
tory symptomatic therapy, exists.63-6569

TREATMENT OF THE PATIENT
WITH ACUTE BACK PAIN

Currently, however, sufficient knowledge
1s available in this field to create a program
for the treatment of these patients based on

scientific evidence. Such a program was. in
fact, recently presented in Sweden.® The
general practitioners or health officers should
have the responsibility for providing ade-
quate advice and symptomatic relicf to pa-
tients with acute back pain.**** By clinical
examinations they must be able to exclude
any serious diseasc that would require treat-
ment by a specialist. It must be stressed that,
generally, physicians should take a greater
responsibility for these patients than has been
the case to date. It was recently found'® that
many patients with back pain who missed
work for longer than six weeks had never
even been asked to remove their clothing
when examined by their doctors!

The proposed treatment program thus
stresses that *“a thorough examination is half
the treatment.” For the patient with acute
low back pain, examined within two weeks
of the onset of pain, the main prescription
i1s: (1) rest, preferably bed rest, for a few days;
(2) adequate information concerning back
care; and (3) analgesic drugs. Paticnts should
not perform physically demanding work or
any strenuous activitics during leisure time.

Patients are also advised to have several
rest periods during the day, in the psoas po-
sition; they should be instructed to get up
from the supine position by turning to the
side and using the arms to raise the body.
Standing is preferable to sitting. All flexion
of the back and the use of low chairs should
be avoided. When sitting patients should use
a good lumbar support and an arm rest.

The basic substance in the analgesic drugs
prescribed is paracetamol: codein is added if
pain is severe and diazepam if scvere muscle
spasm is present.

If patients have low back pain and sciatica.
they should be advised at the first visit to try
strict bed rest for three to five days and. in
essence. to follow the same regimen as pa-
tients with acute back pain only. The same
type of analgesic drugs should be prescribed.
usually at a somewhat higher dosage. Sciatic
patients, however, should also be given in-
formation concerning the cause of the pain:
warning about bowel and bladder function
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should be given: a follow-up visit should be
arranged within the next two or three weeks.

A thorough cxamination should be per-
formed again at the sccond visit; pertinent
blood and urine tests and rectal and abdom-
inal palpation should be included to exclude
root syndromes or pain originating in other
organs. Radiographs arc usually obtained
during the first few weeks only in patients in
whom tumor or infection is suspected. Thus,
only in patients younger than 20 years of age
or older than 50-60 years are roentgeno-
grams obtained within the first month. For
the rest of the paticnts no roentgenograms
are considered necessary until two months
have clapsed and thc patient still has pain.
Currently, paticnts with back pa'n in partic-
ular arc subjected 1o worrisome amounts of
radiation.™

If after one month the low back and/or
sciatic pain has not subsided, a thorough ex-
amination should again be performed; the
patient should be advised concerning contin-
ued rest and back care, including return to
work, if possible. For reinforcement of this
type of information the patient is sent to a
back school.'?*'?* All paticnts exhibiting
some improvement should be advised to re-
turn to work®’; these paticnts arc instructed:
(1) not to lift any heavy objects; (2) to stand
close to the work site; (3) to avoid bending
the back: (4) to avoid all twisting; (3) to
change position frequently; (6) to avoid sit-
ting in low chairs; and (7) to use a lumbar
support and arm rests when sitting. After
about six weeks only one-fifth or less of pa-
ticnts who present with back pain will require
referral to specialists, in most cases an or-
thopedic surgeon. In patients in whom signs
of a root syndrome have been elucidated the
patient should be referred to specialists ear-
lier.

The orthopedic surgeon should give the
same advice as that previously given by the
general practitioner. Some type of specific
treatment, ¢.g., corset, traction, facet blocks,
or. if necessary, a myelogram, is also nor-
mally prescribed. If no sciatica is found, in-
creased activities arc advised. The varous

modalities uscd by the specialists are dc-
scribed in detail elsewhere in this sympo-
sium. Additional time must, however, bc
added to these procedures for information
concerning the benefit of increasing activi-
ties, performed in a biomechanically sound
manncr'9.63,7o.ll3

Most patients stricken by acute low
back pain will recover within a short
time58.9-68.77.89.96.115.118. within six weeks 80%
of them will have returned to work. The re-
maining 20% who experience chronic pain
represent 80% of the total costs to society for
back pain.>#47¢!97 It is to this group that
specific medical and sociopolitical resources
should be directed.

If after six to eight weeks patients have not
recovered sufficiently to return to work and
if at this time a thorough examination by an
orthopedic surgeon or another specialist has
failed to demonstrate any signs of a more
severe disease or a back problem for which
a cause-related treatment exists. they should
not continue to miss work or be declared
disabled in the vain hope that nature will
eventually heal the “injury.” This latter
group contains the largest proportion of pa-
tients in whom severe, disabling, and chronic
back pain will develop.5-32:47:68.9

Thorough examination of patients with
acute back pain will probably establish
whether an injury exists to one or several of
the many structures that can elicit pain in
the back. With a treatment program such as
that outlined previously, which specifically
seeks to deload the spine mechanically, any
such injury should heal within four to six
weeks. Occasionally, if a vertebra has frac-
tured or a ligament or tendon has been in-
jured, healing might require a somewhat lon-
ger time. Thus, there are exceptions, but
thorough history taking and examination of
the patient should allow exclusion of most
of these conditions,®® e.g., disc hernia,'%%'%
minor compression fracture,*® or symptoms
from a spondylolisthesis,*® spinal stenosis, or
an overt psychologic or social disease.”!!!-12
The number of patients in whom such a di-
agnosis can be established is fairly small; the
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group actually contains only 20% of patients
with back problems.

In a recent study in which 70 patients with
back pain were selected at random after being
on sick leave for longer than three months,
it was demonstrated that only 30% exhibited
any objective symptoms.'® The majority of
these patients thus have subjective symptoms
with no objective signs of discase or injury.
This has been noted in other investigations
in similar tvpes of paticnts.”'2242647 ]t s
these patients in particular who must be in-
formed that a gradual. biomechanically sound
rett rn to activity and work in all probability
is 1 1e treatment that will make them symp-
torii-free most rapidly. Patients must be told
repeatedly that a gradual return to work will
not worsen their condition in the future.
However. at the same time patients must be
warned of the possibility of recurrence, the
incidence of which is well known %28.101.102
It has been demonstrated that symptoms re-
cur in about 30% of patients during the first
two to three vears after an acute episode of
back pain. but no evidence can be found in
the literature that such recurrences are re-
lated to an early or late rcturn to work. Pa-
tients who have the greatest risk of recur-
rence’?-'% are usually somewhat older (older
than 50 vears of age), havc sciatica rather
than back pain only, and have a positive
straight leg raising test (<60°); in addition,
the back pain in these paticnts usually was
caused by a fall or by a very heavy lift. Again,
in the majority of patients who have not re-
covered after six 1o cight weeks and who have
declared themselvs disabled, none of the
previouslv mentioned findings or pain-in-
ducing situations can be found. Their only
symptom is pain in the back, pain that per-
sists in defving different attempts at treat-
ment.

These patients also tend to exhibit special
pain behavior. According to Fordyce and his
group?*-*¢ in Seattle, chronic pain produces,
in essence. a different type of behavior. The
longer these paticnts are considered disabled,
the less are their chances of being rehabili-
tated to an active life.!*’®® The currently

used sick-listing procedure will, in reality,
only make them feel more sick.*”* Some-
times, in the most desperate cases premature,
permanent disability pcnsions arc granted.
again an interference in the patient's life that
can not be regarded as proper medical prac-
tice except in a very few cascs. especially 1n
light of present knowledge concerning the
psychologic effects of work on a patient’s
sense of self-cstcem. 2253994 It is known that
this type of back pain always cither improves
considerably or disappcars, unlcss the patient
has been overtreated by scveral operations.
injections, or manipulations during a num-
ber Of years_5657.()8.()‘).‘)3.l()l.l(!l.l()(»

In a Norwegian investigation of patients
with sciatica who failed to improve after con-
servative care or surgery and then received
disability pensions, Wceber''" demonstrated
that ten years later thesc paticnts were per-
forming the same type of strenuous activities
that they had performed previously. cven
though, subjectively, they declared them-
selves disabled. It has also recently been dem-
onstrated that paticnts with chronic back
pain show a significant reduction in miner-
alization of the axial skeleton®! probably the
effect of reduced activity. Unless normal ac-

~ tivities are resumed in controlled and gradual

forms, microfractures in the weakened tra-
beculac of the vertebral bodics might result.®!

It must be stressed that definite, scientific
evidence of the benefits of return to work is
lacking, but the following proof can be de-
lineated indirectly.

(1) Biomechanical investigations have
identified the movements and positions that
mechanically stress the lower back. as well
as those that crcate less load.?20#%3.
62.67,70,74,75.83.84.90-92.100-102.113 MUCh Of [hiS new
information is given to patients in the various
back school programs and should. according
to the previously outlined trcatment pro-
gram, be reccived by all paticnts with back
pain within one month of the onsct of trou-
ble. It has also been proved that the back
school'?* alone has a bencficial cfiect on the
patient with acutc back pain.”

Investigations in paticnts with sciatica'®®
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and other back conditions” who strain the
back in various work positions also demon-
strated that most of these paticnts, in spite
of their pain, could perform several isometric
tasks with almost the same force as healthy
control subjccts. with no increasc in pain.

(2) In a prospectively controlled series at
Volvo® 210 patients received three different
types of treatment. Those who received the
informative back school program returned
to work one weck carlicr than those receiving
physiotherapy with manipulation or only
weak shortwave diathermy. The back school
paticnts, however, had also been instructed
by the physiotherapist to avoid the most
strenuous positions and movements at work.
It was also demonstrated that many of these
patients returned to work despite some pain.
The latter patients did not. however, exhibit
MOTC NUMCTOUS Or MOTC SCVEIC recurrences
during the following vear than those who re-
turned to work later. Furthermore, those who
returned to work carlicr exhibited fewer re-
currences during the following year.’

(3) Whether it is suspected that back pain
1s caused by an injury to the disc, to the car-
tilage of the facet joints. to the spongious tra-
beculae of the vertebral body. or to a muscle,
all scientific evidence currently indicates the
beneficial effect of motion on symptoms, as
well as on healing. This statement is true for
injurics of such tissucs in other parts of the
body. and no study has proved that the struc-
tures of the lower back behave differently.

The author’s investigations of the nutri-
tion of the disc**'°* in dogs have demon-
strated the beneficial effect of a program of
moderate activity for 30 minutcs three to
four times a week: Canadiar™ and Fin-
nish’"* investigations have demonstrated
an even more striking cflect on cartilage,
while the deleterious cffect of inactivity on
muscles®’ has long been recognized. Even
after fairly large muscle injuries or operations
through large muscle groups. paticnts rarely
expericnce pain for more than onc week and
are always trainced actively after a few weeks!
The same is truc for tendons''” and liga-
ments.*’ In essence, carly but moderate and

gradual motion and loading improve healing
in all of the structures that build the back.

(4) It is well known that after some time
patients with pain always have a more or Jess
pronounced  psychologic  overlay.'!! =6~
48.73.88.9498 The personality changes resulding
from pain can be measured by different psy-
chologic instruments, e.g.. the MMPL'™ -1
In the previously mentioned report of paticnts
in Gothenburg who missed work due to back
pain for longer than three months. Viillfors'®
demonstrated altered patterns of behavior in
several subjects. Waddell and co-workers'?’
demonstrated this in scveral hundred patients
in Scotland and in Canada. They delineated
five clinical signs that always indicated a poor
prognosis after surgery. This different mode
of reaction is probably caused by the chronic
pain; however, it should be considered not as
malingering but rather as a different psy-
chologic reaction o pain occurring in certain
patients. In the quoted investigation'®® only
30% of the patients showed objective signs
when examined after three months of sick
leave, while 70% did not reveal any signs. In
this latter group. in the vast majority (80%)
three of five possible Waddell signs were pos-
itive, while among the 30% of paticnts who
had objective signs after threc morths none
had any positive Waddecll signs.

In his pain behavior modification: program
Fordyce,® through diflcrent types of psy-
chologic manipulation. demonstrated that
even patients with chronic, disabling pain can
be improved with regard 1o the individual
sensation of pain. behavior. and activity.
This has also been verified by others.>**’ Even
if the pain in manyv patients rcmained ap-
proximately the same after treatment. they
lcarned through the program to tolerate the
pain. to decrease significantly the use of an-
algesics. and to increase their physical activity.
As Wynn Parry'?® concluded after his inves-
tigations of rchabilitation methods for patients
with severe pain after plexus injury. “The sin-
gle most effective maneuver that reduces pain
1s absorption by the patient in work.™

Many other investigations'==*** have
demonstrated that the rehabilitative measures
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in patients with chronic back pain become
less successful the longer the pain is untreated;
after six months of disablement the rate of
return to work in patients with back pain has
been only 309 and after onc year only 10%.
Aberg' recently studicd a group of patients
with back pain with a onc-year disablement.
In a random fashion half of these patients
werc treated at a back institute for six weeks
and then compared with another group who
were not admitted to such a program. After
onc vear no significant differences could be
observed. either in the number of patients re-
turning to work or in the decrease in subjective
symptoms.

(3) Knowledge of the human body’s
chemical pain-modulating system, the en-
dorphine system. is increasing every year.2%
It has been shown that activity in large mus-
cle groups vields an increased amount of en-
dorphine both in the blood and in the ce-
rebrospinal fluid. This in turn lesscns sensi-
tivity 1o pain.*!?!

It has been most clearly demonstrated in
rats’” but also in investigations in humans!'3
that physically fit persons have fewer attacks
of back pain and significan:ly shorter pain
periods. Other investigations' 182785128 haye
demonstrated that with increasing physical
fitness more pain can be tolerated. Johansson
et al®' demonstrated a significantly lower
amount of endorphine in the ccrebrospinal
fluid of about ten patients with chronic back
pain: this finding  was rccently corroborated
by Puig ¢r «l’*

CONCLUSION

The new knowledge. together with knowl-
edge of the natural history of back pain and
11s possible etiology. speak in favor of the fact
that physicians should more actively advo-
cate patients’ return to work. Patients must
be convinced that this is in their interest and
social workers and politicians should also be
aware of the available facts. With a simplified
treatment program. gearcd toward activity
rather than passivity. this should be possible
since the activities that stress the back too
much and thosc that diminish this mechan-

ical stress have been identified. Again, pa-
ticnts must be told that activity, moderate
and gradual at the beginning. is beneficial.
Strict bed rest''® and avoidance of all activ-
ities are probably necessary only during the
first few days. Standing and walking give very
little increased mechanical load 06770 [ess
than sitting! After a few weeks the walks
should be increased. or patients should per-
haps start to jog on soft, even ground. Bi-
cycling or swimming arc other beneficial ac-
tivities. Thereafter, paticnts can return 1o
work, gradually, if possible, and with due re-
spect to present knowledge of the size of the
mechanical stress that diffcrent positions and
movement can place on the back.

At this point politicians and industrial
leaders enter the ficld. Short-term use of an
‘~creased number of work sites that are me-

ranically “kind™ to the back is needed. Cur-
rently, only the largest industries can offer
ergonomic and orthopedic experts for coun-
seling. This must become the norm, however,
because, as has been demonstrated in the
present paper, a gradual return to activity
and work in all probability increases the
chances of healing in injured tissue and di-
minishes pain.

“Work for all—for thosc with low back
pain as well™ should be a slogan that, given
the present state of knowledge, is well justi-
fied from a medical, psychologic, and eco-

nomic point of view.
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Vocational rehabilitation is an integral part of many workers' compensation programs. Ac-
cording to supporters, rehabilitation serves workers by helping get them back to work sooner,
and serves employers and insurers by limiting their liabilities. Critics point to rapidly escalating
costs and raise questions about overutilization and the cost-effectiveness of vocational re-
habilitation, especially in states where it is mandatory.

This study provides basic data on vocational rehabilitation, based on an analysis of nearly four
thousand cases from New York.

® The study examines the key outcomes of rehabilitation programs — program length
and rates of program completion, return to work, and earnings recovery.

® The study compares these outcomes for public and private rehabilitation providers,
finding that the cases served by private providers have better outcomes.

® The study isolates and measures the effects of early intervention on rehabilitation
outcomes. It finds, for example, that intervention at three months versus twelve months
increases program completion rates by 3 percentage points and rates of return to work
and earnings recovery by 7 percentage points.

Other studies in this series will address issues of rehabilitation costs, services, and outcomes.
Studies to be completed in the next year will examine these issues in Florida and possibly
Minnesota.

WCRI RESEARCH BRIEF is a periodic publication of the Workers Compensation Research Institute. It reports on
significant ideas. issues. research studies. and data of interest to those working to better understand and to improve
workers’ compensation systems.

WCRI RESEARCH BRIEFS augment WCRI's primary publications for reporting the results of its work: RESEARCH
REPORTS. SOURCEBOOKS. and WORKING PAPERS. All WCRI research publications are widely distributed to
policymakers and others interested in workers' compensation issues.

WCRI is a nonpartisan. not-for-profit public policy research organization funded by employers and insurers. For further
information about the Institute. its work. membership. or the material in this WCRI RESEARCH BRIEF. contact Dr.
Richard B. Victor. Executive Director.




VOCATIONAL REHABILITATION OUTCOMES

Evidence from New York

One of the principal goals of a workers’ compen-
sation system is to facilitate the injured worker’s
return to work. Vocational rehabilitation helps
achieve this goal. Policymakers and system par-
ticipants have focused increased attention on re-
habilitation in recent years. California, Florida,
and Minnesota have enacted reforms that signif-
icantly increased both use and costs. Other states
are contemplating similar actions. These initia-
tives have led many observers to raise questions
about the effectiveness and cost justification of
rehabilitation in certain types of cases. Yet little
systematic information on the costs, outcomes,
or effectiveness of vocational rehabilitation has
been available.

This study fills part of that information gap,
providing information on rehabilitation in one
large state — New York. Specifically, we examine
four key outcomes of vocational rehabilitation
programs: program completion, program length,
return to work, and recovery of preinjury earn-
ings.

We made two principal findings:

e The outcomes of private rehabilitation
programs are better than those of public
programs.

e Earlier initiation of rehabilitation services
improves program outcomes.

Because the available data are limited, several
important issues are not addressed in this study.
These include rehabilitation costs, cost-effective-
ness, and improved targeting of rehabilitation
services. WCRI recently has launched a study of
vocational rehabilitation in Florida that will
gather more extensive data and examine both
costs and outcomes.

The Data ’

Our analysis here is based on 3,735 vocational
rehabilitation cases in New York closed between
1981 and 1983. By vocational rehabilitation we
mean services that are closely related to job place-
ment: vocational evaluation and testing, train-
ing, job modification, and schooling. We exclude
things normally thought of as medical rehabili-
tation or medical care.

Vocational Rehabilitation in New York

Most vocational rehabilitation in New York is
provided by a single state agency — the Office of
Vocational Rehabilitation (OVR) — which is a
part of the Department of Education. The OVR
provides services in the majority of the workers’
compensation cases receiving vocational rehabil-
itation. It is a traditional state vocational reha-
bilitation agency whose philosophy, during the
period studied, is best described as “maximizing
the client’s potential” rather than “rapid return
to work.” Another state agency, the State Em-
ployment Service, provides services in a few
cases. Private rehabilitation providers — both
nonprofit and for-profit firms — provide services
in nearly 30 percent of the cases receiving ser-
vices. Interestingly, about 7 percent of the cases
receive services from both public and private pro-
viders.

Outcomes

The outcomes of the programs in New York are
shown in Table A.

PROGRAM COMPLETION. Nearly three-quarters of

the programs were completed. Of the 27 percent
who failed to complete programs, physical in-

Table A Rehabilitation Outcomes

Program completion 73.1%
Program length
Median program length 15 months
Programs over 36 months 17.0%
Return to work
All rehabilitants 45.5%
Employment status known 58.2%
For same employer (of those returning
to work) 23.4%
74.0%

Earnings recovery*

* Percentage of weekly earnings that worker is projected to
be earning at the time bad the injury not occurred; this is
higher than preinjury earnings.




ability and lack of claimant cooperation were the
leading explanations.

PROGRAM LENGTH. The typical program lasted
15 months, but programs varied ‘widely in
length. For example, 17 percent of programs
lasted more than three years.

RETURN TO WORK. Among those receiving re-
habilitation services whose employment status is
known, 58.2 percent returned to work on com-
pletion of a program — 40 percent of them for
their previous employer.

EARNINGS RECOVERY. Of those who returned to
work, the median worker earned 74 percent of
what he or she would have been earning had the
injury not occurred.

Public Versus Private Vocational
Rehabilitation

Our analysis points to clear differences in the
outcomes of public and private vocational reha-
bilitation programs. Private providers have
higher completion rates, shorter programs, and
higher rates of return to work and earnings re-
covery (see Table B). We offer several explana-
tions for this difference, but the data do not allow
us to assess their relative importance. First, the
OVR may offer a different combination of ser-

Table B Rehabilitation OQutcomes, Public and
Private Programs

Outcome Private OVR Both*
Program completic_);l S
(percent) 80 70 81
Median program
length (months) 8 i8 24
Return to work
All cases (percent) 62 55 73
Program
completers
(percent) 73 68 83
Earnings recovery
(percent of workers)t 62 35 30

* Workers receiving services from both the OVR and private
providers.

1 Workers who on return to work achieve at least 90 per-
cent of the wage they would have been earning if they had
not been injured.

Table C Effects of Earlier Intervention, by
Type of Provider

Private OVR

Outoome (percent) (pervent)

Program completion*

3 months versus 12 months 3 3

12 months versus 36 months 8 4

3 months versus 36 months 12 7
Return to work+t

3 months versus 12 months 7 4

12 months versus 36 months 10 4

3 months versus 36 months 17 8
Earnings recoveryt

3 months versus 12 months 7

12 months versus 36 months 11 4

3 months versus 36 months 18 5

* Percentage-point increase in likelihood program will be
completed.

1+ Percentage-point increase in likelihood rehabilitant will
return to work.

1 Percentage-point increase in wage at return to work.

vices from those of private providers, emphasiz-
ing retraining or schooling rather than rapid re-
turn to work via job modification and placement.
This may explain why the OVR’s programs typ-
ically run longer than private programs. And
longer programs are less likely to be completed.
Second, where similar services are provided, pri-
vate firms may provide them more efficiently
than the public agency. And third, the OVR may
be handling more difficult cases — a possibility
we found little evidence to support. The charac-
teristics of rehabilitants (age, gender, occupa-
tion, industry) and types of injuries are surpris-
ingly similar among public and private cases.
Moreover, medical reasons for incomplete pro-
grams were equally important for each type of
provider. If the OVR has more difficult cases, it
must be on some dimension about which we had
no data.

Early Intervention

The median time from injury to intervention
was 13 months. About a sixth of the cases started
within 3 months, but a similar number did not
begin until more than 36 months after the injury.

The evidence supports the view that early in-
tervention improves rehabilitation outcomes. As
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Table C indicates, those receiving services earlier
have higher rates of return to work, controlling
for other factors that influence return to work.
Earlier intervention also results in higher rates
of program completion and earnings recovery.
Although important for both public and private
programs, the importance of earlier intervention
is systematically greater for private programs
than for public programs.

Finally, we found that private programs were
likely to start sooner after injury than were pub-
lic programs. The median time from injury to
start was 8 months for private programs, 13
months for public ones. In view of the favorable
effect of early intervention, especially in private
programs, this result explains some of the ad-
vantages in outcomes that we found for private
programs — but it does not explain them all.

Summary

Our study focuses on vocational rehabilitation
in New York State. New York has characteristics
unique to both its workers’ compensation system
and economic environment. For example, except
in a small number of cases, neither injured em-
ployees nor their employers are required to par-
ticipate in vocational rehabilitation. And New
York’s economy is relatively highly unionized.
Still, there is much to be learned from the voca-
tional rehabilitation experience in New York. We
have selected outcomes and analysis techniques
that, with appropriate caution and careful inter-
pretation, should make our findings here of in-
terest to policymakers, rehabilitation profession-
als, and employers and insurers in many other
jurisdictions.
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