CHAPTER FIVE

Thisstudy isasubset of alarger project that describes and documentsthe migration of P rog ression
individual swith work-limiting disabilities asthey movethrough asystem of economic of Disabil |ty
disability benefitsresultingin their ultimate placement into the Socia Security disability .
system. Specifically, thismigrationinvolvesa®progression” of sortsfrom short-term BE"EfItS as a
disability tolong-term disability to social security disability income. Thisphenomenon Measure Of

hasbeen |abel ed the Progression of Disability Benefits (PODB). Di blty
1ISaDIll

Thisparticular aspect of the PODB project examinesthe association of PODB with

employer disability management practicesand integrated disability benefit practices. Management

Specifically, 42 employers were contacted to complete asurvey of their integrated P rog ram

disability benefit programs. These results were then compared with their PODB

experience. Itwasfoundthat employersdemongtrating higher levelsof integrated disability Effectiveness:
management activity experienced reduced PODB ratings. |mp|ications

for Future

N . . . _ Research
egardlessof itsauspices, researchisacumulative and integrative process. New

knowledge comesfrom many sources, oftenin responseto variouspolicy initia-
tives. TheDisability Policy Panel of the National Academy of Socid Insurance (1996)
hascalled for research that explores” .. .the consequences of benefit design changesor
serviceinterventionthat would facilitatereturntowork.” Thesamespiritiscontainedin
the Presidential Executive Order (National Task Force on Employment of Adultswith
Disabilities, 1998). Thisdocument containsamission statement that includes. “to
andyze...privatedisability systemsand their effect upon federal programsand theem- Brian T. McMahon
ployment of adultswith disabilities.” Findly, theNationd Ingtitute on Disability and
Rehabilitation Research (2001), hascalled for research projectsthat study “...the
identification and eva uation of disability management practicesby which employerscan
assi st workerswho acquire or aggravate disabilitiesto remain employed, transfer employ-
ment, or remainintheworkforce and out of public benefitsprograms.” Following these
aims, these authors have embarked on aninitia study, to assessaphenomenon referred to
astheprogression of disability benefits (PODB) anditsrelationship to disability manage-
ment (DM) practice. Implicationsfor future research are provided.

Carolyn E. Danczyk-
Hawley

Bruce G. Flynn

ProGRESsION oF DisaBILITY BENEFITS

PODB refersto the migration of workers, who devel op awork-limiting injury or
illnessasthey movethrough asystem of economic disability benefitsresultinginthelr
ultimate placement in the Socid Security Administration (SSA) and specificaly within
Socia Security Disability Insurance (SSDI). Thisphenomenon was documented by
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McMahon, Danczyk-Hawley, Reid, Flynn, Owens& Kregel (2000), through astudy of an UNUM/Provident
database of all claimantsreceiving short-term disability (STD) fromthe period of 1994-1996. Thisstatistically
sgnificant study found systematic movement of claimantsfrom STD tolong-termdisability (LTD),to SSDI. More
specifically, approximately onein nineclaimantswith STD moved onto collect LTD, and onein threeclaimantson
LTD advanced further to SSDI. Asdocumented by McMahon, et.a. (2000), the progression became even more
systematic when additional features about the claimant (i.e., age, gender, region of residence, disability type, and
employer wereknown.

Why istheinvestigation of PODB important? It has been hypothesized that insurance companiesengagein
cost-shifting to recoup dollarslost in compensated benefits (Hunt, Habeck, Owens, & Vandergoot, 1996;
Schwartz, 1984). Cost shifting isthe processwhereby insurersrecover aportion of the claimant’sbenefit costs
collected under LTD by actively assisting individuasin obtaining SSDI benefits. Thus, when employeesdo not
returntowork, thefinal solutionfor insurersisone of cost-shifting to the public sector. Whilethiscost-shifting
obvioudy increasesthe public disability program enrollment and costs, it isa so costly to the private sector em-
ployer. Butler, Gardner and Gardner (1998) documented that such cost-shifting resultsinincreased benefitsuseand
reduced overal productivity for theorganization

Onceanindividual proceedsto collect SSDI compensation, their potentia for returntowork isminimal at best.
The Genera Accounting Office (GAO, 1996) statesthat no morethan 1in 500 SSDI beneficiarieshas departed the
rollsin recent yearsbecause of returntowork. Only 1in200iseven referred for vocational rehabilitation services
tothe state-federal program. Inacareful cohort study of SSDI beneficiaries, Muller (1992) estimated that benefit
terminationsdueto returnto work occurred inlessthan 3% of all cases, and at |east one-third of these eventually
returned to the SSDI rolls. Yet, 72% of peoplewith disabilitiesout of theworkforcereport that they want to work
(Harris, 1998). Sowhileacombination of cost-shifting, expanding accessibility, growing public avareness, SSA
outreach, and changesin claimant behavior haveresulted in adramatic escalationin SSDI applications, therate of
departurefrom SSDI hasactually beenfalinginrecent years (Habeck & Hunt, 1999). Theresult hasbeena
sgnificant increasein the number of public disability beneficiariesinthe US every year snce 1982.

INTEGRATED DisaBILITY M ANAGEMENT

During the 1980s, empl oyerswere seeking waysto protect themselvesfrom rapidly escalating hedlth care
and disability costs. For example, from 1980 to 1988 the cost of providing LTD benefitsincreased by nearly 80%
whilethe cost of providing STD benefitsincreased by 50% (Barge & Carlson, 2001). Though the managed care
revolution wasableto stabilize medical costsin the 1990s, worker’s compensation (WC) lossesare again climbing
and group health and disability costsare resuming theupward spiral. Disability costsarerising faster than ever, and
areprojected toincrease by 11%in 2001 (Mercer, 2001).

Disability management (DM) isan approach generated from employer effortsto control rising disability
costs. Akabas, Gates, & Galvin (1992), define DM as* aworkplace prevention and remediation strategy that
seeksto prevent disability from occurring or, lacking thet, tointerveneearly following the onset of disability, using
coordinated, cost-conscious, quality rehabilitation servicethat reflectsan organi zational commitment to continued
employment of thoseexperiencing functiona work limitations. Theremediation god of disability management is
successful job maintenance, or optimum timing for returntowork” (pg.2).



The concept of integrated disability management (IDM) isasmpleone— link the
entireadministration of health care, benefit, and case management components so they
complement each other. In doing so, the employer can avoid the conflicting philosophies,
redundant administrative costs, andinternd turf issuesthat can result fromadministration
of different benefitsin separate corporate departments. Initsbasicform, IDM coordi-
nates occupational and nonoccupationa disability benefits, aswell asabsenceand paid
leave programswith afocuson early returntowork (Flynn, 2000). Increasingly, IDM
programs a so coordinate health care, employee assi stance and behaviora hedth care
programs, health promotion, disease management, and medical case management services
amed a improving overal workforce health, return to work, easing administrative burden,
and providing aseamless set of benefitsfor workerswith disabling injuriesandillnesses.

Interestin DM programs seemsto beincreasing asillustrated by the growing number
of employersoffering such services. A recent survey by the I ntegrated BenefitsIngtitute
(2000), showsthat 45% of responding employersareactively exploring suchinitiativesor
areintegrating benefits. Two-thirdsof thosewith 5,000 to 10,000 workersareinvolved
with integration plans, asare 81% of employerswith morethan 10,000 employees. A
Watson Wyatt/Washington Business Group on Heal th survey (2000) found employers
adopting IDM programsto: stemtherising costsof healthcare, reduce absenteeismand
increase productivity, to managetheincreasing prevalence of chronicillnesses (and
resulting disability costs) among the aging work force, and to attract and retain employees.

PODM ano DM

Theefficacy of IDM programshastraditionally been measured by thebottomline.
DoesDM reduceoverdl disability costs? Going forward, the authors proposethat the
PODB experiencefor employersmay be used asan additional yardstick for ng the
effectivenessof DM programsnot solely for the private sector organization, but for the
resulting savings accrued inthe public SSA system aswell. Can DM beused to avert the
PODB? Thisprojectisaninitia attempt to answer that question.

Thisstudy explorestherelationship of IDM on PODB. Theauthors propose employ-
ersdemonstrating higher levelsof IDM activity will experienceareduced PODB rating.

——— METHOD —8M8M8M8M8M8M8Mm8

SAMPLING DESIGN

Fromtheorigind UNUM/Provident database containing al STD claimsfiled from
January 1, 1994 through December 31, 1996, 42 employershaving 100 or moreclaims
wereextracted to participatein thisfollow-up study. Thesurvey wasdeveloped usinga
modified version of the Watson Wyatt/\Washington Business Group on Hedlthannual
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survey of employer DM integrated practices. Thissurvey was devel oped to capture aspectsof those DM practices
determined to havethe greatest impact on cost savingsand productivity. Employer respondentswere contacted
through amailing in September 2000. Respondentswererequested to completeasurvey that assessed their
implementation of IDM practices. Of the42 surveyssent, 17 werereturned after amaximum of two follow-up
contactswith a responserate of 40%. Of the 17 employerswho completed surveys, ninewereusable. The
remaining eight surveyswere not included because val uabl e datarel ating to the data col l ection period (1994-1996)
werenot provided. Variablesstudied includeemployer DM practices such asthe presence or absence of an
integrated disability benefitssystem (i.e., STD, LTD, WC); behaviora hedthinterventionsor employeeass stance
programs, claimsreporting; modified duty or return to work; and supervision or administration involvement.

Nineemployersutilized for thisstudy represent atotal of 2169 claimants. Contact individualsfor each
organi zation wereidentified through UNUM/Provident to completethe survey. Individud jobtitlesfor thenine
respondentswerereported as. benefits manager, human resource personnel, vice president of human resources,
director human resources, compensation manager, senior benefitsadministrator, benefitsadministrator, and director
of employee benefits.

Thesenineemployerswerethen classified according to their Standard Industry Classification (SIC) code
into 3 categoriesrepresenting industry type. Four employerswere classified as manufacturing industries, 3 employ-
erswereclassfied ashedth servicesindustries, and 2 employerswere classfied asserviceindustries.

I NSTRUMENT DESIGN

Theinstrument was designed to eva uate the extent to which DM practi ceswere devel oped within each
respondent’sorgani zation for the years 1995 and 2000. Theyear 1995 was chosen because it wasthe midpoint of
the data collection period for the UNUM/Provident database (i .., the period corresponding to the PODB statistic).
A comprehengiveliterature review was conducted to devel op theinstrumentation for the study. Inaddition,
documentswereretrieved from organizationsaready conducting work inthedomain of interest, such asthe
Washington Business Group on Health and Watson Wyatt annual Saying @ Work survey.

Based upon previousresearch reviewed, five IDM practiceswerefoundto correlate highly with reduced
costs. Inaddition, companiesapplying at least three of thefive best practices had absenceratesof 1.4 percent of
their workforce ascompared to 5.3 percent for firmswithout DM programs. Thus, absenceratesarethreetimes
higher among firmsthat do not use DM best practices (Watson Wyatt & Washington Business Group on Hedlth,
2000). ThelDM practicessurveyed include:

IDM Practices. 1. Useof atrangtiona or modified duty return-to-work program. That is, an established
program or set of policiesthat facilitatesreturn-to-work inatransitional or modified
duty job for any employeewith adisability (regardless of etiology or applicable benefit
sysem).

2. Utilization of disability case management. Inan DM system, the case manager (typi-
cally anurse case manager or vocational rehabilitation counselor) worksnot only with
theworkers compensation cases, but the non-occupational disability casesaswell.

3. A singlepoint of contact withinthe organizationfor filing benefit claimswhether STD,

LTD or WC.
(continued)



4. A singlemanager or department overseeing all of the benefit plansor
programs (occupationa and nonoccupationd).

5. Theinvolvement of asupervisor inthereturntowork process(Flynn,
2000).

After further review and devel opment, these conceptswere consolidated into 25
statements. Next, aDelphi technique wasemployed to refine and obtain consensuson
survey items. The survey was sent to agroup of expert advisersworking within thefield of
DM for review and evaluation. The advisorswereasked to critiquetherelevanceof the
statementsuntil consensuswasacquired. On thebasisof theseresults, 19 of the previous
25itemswereretained.

Thesurvey formwasorganized into three sections. Thefirst sectionrelatedto
integration of benefit practices. In part A respondentswere asked to indicate whether
their company utilized such practicesas claimsreporting, modified duty or returnto work,
case management, and supervision or administration. Inpart B of that same section
required each practiceto berated asto whether these serviceswere provided for all
benefit plans(WC, STD, LTD); two benefit plans; different servicesfor al plans; or
unknown. The second section rel ated to current disability management practices.
Respondentswere asked to rate whether theitemswere devel oped and in placeinthe
organization, in devel opment in the organization, or not devel oped (if known). Items
included transitional/modified return-to-work; case management; independent medical
exams, behaviord hedthinterventionsor employeeass stance programs. Thefinal section
included three questionsrel ated to specific organizational characteristics. Thissectionwas
omitted from analysisduetoincomplete data.

———— ResuLts —8@8@8@8™—

Dataanaysisfocused onthreearess:

m Descriptiveanalysisof employer DM practicesand PODB rates,

m Comparison of top three performing employers (low PODB) tothe
bottom three (high PODB); and

m A between groups comparison of PODB by industry classification.

Theemployer sample cons sted of four manufacturing organi zations, threehealth
services organi zations, and two Service organi zations representing atotal of 2,169 claim-
ants (see Table 1 below). Employerswererated on the extent of IDM practicethat was
inplacein 1995. Cumulative mean scoreswere calculated. Scoresranged from 1.50to
2.63, withamean score of 2.21. Anideal scorewould have been 3, alow scorewould
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resultina 0. The DM practicesmost reported ashaving been devel oped included: behavioral health/employee
assistance programs, case management services, and transitional/modified returnto work programsand supervisor
involvement (seeFigure 1 onthefollowing page). Furthermore, claimsreporting wasreported most frequently to
involvethehighest level of integration between STD, LTD, and WC programs(refer to Figure 2 onthefollowing
page). Subsequently, theindividua employer PODB experienceswereexamined. For each employer, thetotd
number of claimantsin STD, inLTD, and SSDI were calculated. The percentage of claimantsmoving fromSTD to
LTD ranged from 2.2%1t0 16.9%, withamean of 7.1%. The percentage of claimantsmoving from LTD to SSDI
ranged from 0% to 77.7% with amean of 46.7%.

Table 1: Employer IDM and PODB Levels

PODB - N PODB %
Industry Integration STD LTD SSDI LTD SSDI
& DM

Manmufacturer 2.63 229 16 6 6.9 37.5
Health Service 2.63 407 9 7 2.2 77.7
Serivce 2.63 66 6 3 9.0 50
Manufacturer 2.38 88 5 5 5.6 100
Manufacturer 2.25 190 5 4 2.6 80
Service 2.17 485 43 19 8.9 441
Health Service 2.17 478 38 19 7.9 50
Manufacturer 1.54 183 31 9 16.9 29
Health Service 1.50 43 1 0 2.3 0

mean 2169 154 72 mean mean

=221 =7.1 =46.7

NOTE: PODB refers to the progression of disability, STD to short-term disability, LTD to
long-term disability, and SSDI refers to Social Security Disability Insurance.

ComPARING Top DM PeErRrFORMERS TO Low DM PERFORMERS

Next, the respondents were segmented into two groupsbased on IDM ratings. Thetop threeemployers
withthehighest levelsof IDM practice were compared to thethree employerswith thelowest levelsof IDM
practice(refer to Table 2 on thefollowing page). 1nexamining thegroups, acomparable experienceisshowninthe
initia rate of employeesreceiving STD benefitsfor aninjury or illness. Thetop group hasatota of 702 claimants
whilethe bottom group hasatotal of 704 claimants. However, thissimilarity endsasthe progressioninto advanced
levelsof disability benefitsisexamined. Asexpected, theemployerswithlow DM practiceshad greater movement
of their employeesinto advanced disability status. Most notable, however, isthe substantia ly greater movement of
claimantsinto LTD (9.9% vs. 4.4%) and theninto SSDI (54.2% vs. 51.6%). Thus, employerswith fewer
established DM practiceshad twicethe STD to LTD progressionrate. Thesedifferencescreatevery considerable
cost and productivity advantagesfor those employerswith high level sof established DM practices.



FIGURE 1: Development Level of DM Activities
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NOTE: EAP refers to Employee Assistance Program. RTW refers to
return to work.

FIGURE 2: Integration Level for DM Practice
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NOTE: Integration of two systems refers to either STD, LTD, or WC

Table 2: Top DM Peformers vs. Low DM Performers.

PODB - N PODB %
DM Ratings STD LTD SSDI LTD SSDI
Top 3 Employers 702 31 16 4.4 51.6
Lower 3 Employers 704 70 39 9.9 54.2
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I NDUSTRY GROUP DIFFERENCES

Thefina comparison involves assessing between group differencesin PODB ratingsbased onindustry
classification: manufacturing, service, or health services. Initidly the claimant demographic variablesof age, gender,
and | CD-9 code were computed for theindustry segments (see Table 3 on thefollowing page). Regarding age,
littlevariationisshowninclaimants mean age. Both the health serviceand manufacturing industrieshaveasimilar
mean age of 37.2 compared to 36.8. Theserviceindustry hasadightly lower mean age of 34.2. Comparing
gender distribution by percentiles, claimantsfrom the health service (81.9%vs. 18.1%) and Service (76.9%vs.
23.1%) industrieswere predominately fema e, while claimantsfrom the Manufacturing industry had acloser gender
distributionwith 57.6% malesvs. 42.4% females. Claimants’ disability typewasclassified into 11 different catego-
riesbased on |CD-9 code (refer to McMahon, et.al, 2000). Musculoskeletal conditionsfollowed by injury and
poi soning encompassed the greatest percentage of claimantsfor both the manufacturing (22.3% & 18.1%) and the
health serviceindustries (18.6% & 17.9%). Thelargest percentage of claimant representation for the Service
industry cons sted of respiratory conditions (21.8%) followed by both muscul oskeletal and injury and poisonings
(15.1% & 14.9%). Claimant representation wassimilar inall industriesregarding neoplasm, menta health, nervous
and sensory, digestive, and other conditions. Representation within thecirculatory category wassimilar for both
health servicesand serviceindustries, while somewhat higher in themanufacturingindustry. Whereasrepresentation
inthegenitourinary category wassimilar for both health service and manufacturing, and dightly lower inthe service
industry.

Inevauating therate of PODB by industry, the serviceindustry, followed closely by the manufacturing
industry, hasthe highest rate of PODB with 8.8 % vs. 8.2% of claimantsmovingonto LTD, and 44.8%vs. 42.1%
moving onto SSDI. Wheress, the healthcareindustry hasamuch lower rate of progressionto LTD (5.1%), with
54.1% of LTD claimantsmoving onto SSDI (refer to Table 4 on thefollowing page). Considering no clear pattern
emergesregarding claimant demographic variables between industries, the extent to which these characteristics
influencethe PODB industry comparisonsisunknown.

ConcrusioN & Future ResearcH NEEDS

RESEARCH |MPLICATIONS FOR EMPLOYERS

Previous evidence suggeststhat DM programsdo reduce costs. However, previousresearch onthe
outcomes and effectiveness of DM practice has not assessed the employer’s PODB experience. |nan antecedent
study, McMahon, et.al. (2000), suggested that PODB may have use asanew tool for studying the value of DM
(i.e., what do employer PODB ratestell about DM program efficacy?). Accordingly, the PODB model may
provideameansfor eval uating the ability of DM programsto change the dishility experiencerating for employers.
Consistent with our hypothesis, wewould expect that IDM practice would reduce PODB rates. Asshowninthe
results, employerswith greater levelsof IDM had reduced movement of claimantson to advanced disability benefit
levels. A possibleexplanationfor thedisparity intheprevalenceof clamantsmovingfromSTD toLTD isthatina
DM dtructure, early intervention typicaly occurswithin thefirst sx monthsan individua iscollecting benefits(i.e., the
STD period). Conversdly, therehasbeen alack of successin returntowaork for individualsin LTD becausethey



Table 3: Claimant Demographics by Industry Type

Health
Service Manufacturing Services
Mean Age 34.2 36.8 37.2
Gender - Percentiles %
Male 23.1 57.6 18.1
Female 76.9 42.4 81.9
ICD-9 Code - Percentiles %
Infectious, Endocrine, Blood 8.7 3.6 4.2
Neoplasm 6 6.8 6.4
Mental Health 6 6.8 7.1
Nervous & Sensory 4.9 4.2 4.4
Circulatory 3.6 8.4 4.1
Respiratory 21.8 51 9.7
Digestive 7.8 9.1 10
Genitourinary 4.5 8.6 9.4
Musculoskeletal 15.1 22.3 18.5
Injury & Poisoning 14.9 18.1 17.9
Other 6.7 7 8.2
TOTAL 100 100 100
Table 4: PODB by Industry Type
% PODB
Industry LTD SSDI
Service 8.8 44.8
Manufacturing 8.2 42.1
Healthcare 5.1 54.1

havemore severeinjuriesand illnesses. However, wehaveyet tofully understand the
degreetowhich IDM practicesaffect PODB. Thispreliminary study providesabasisfor

futureresearch.

Whilethisstudy suggeststhat PODB may be averted withtheuse of IDM,
additiona research could employ PODB ratesto eval uate specific DM featuressuch as.

m Program effectiveness: doesDM practicelead to areductioninthe
number of claimsand increasereturntowork?

m Benefit design adequacy: aretheright incentives provided to encourage
return towork versus dependency on disability benefits? and

m Clamsadministration capabilities: areclamswhereanindividua could
be returned to work recognized early enough or are claimants need-
lesdy progressinginto higher disability benefitlevels?
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Furthermore, research utilizing large sample sizescould devel op industry specific benchmarkson PODB rates.
Thus, employerscould placethemsal vesa ong acontinuumto determineif their PODB activity ishighor low
compared to other employerswithintheir industry.

The concurrent examination of additional variables (such asworker occupation, work environment, and
employer responseto disability) would a so providefor adeeper understanding of thefactorsassociated with
PODB. Examination of other employer characteristics (beyond SIC code) may help us understand how organiza-
tional featuresimpact theserates. Knowing that employeesin health service experiencealower level of PODB than
their counterpartsin the general serviceindustries(although claimant demographicsaresimilar), we could further
study thework environment to see how and why thisoccurs. For example, how do specific DM practices, benefit
provisions, work culture, attitudestowards disability, employee demand, wages, unionization, and thelikeinteract to
influencethePODB?

RESEARCH | MPLICATIONS FOR | NSURERS

Disability insuranceratesare based on long-devel oped actuaria tableswhich predict therateat which
employeeswill become disabled and leavework. Thesecal culationsare based (primarily) on demographic factors
such asage of workforce, type of industry, geographic region, and thelike. However, if the PODB rate (and, by
extension, the number of employees|eaving theworkforce and ending up on SSDI) isinfluenced by the extent to
whichemployersutilizel DM, thisleadstoimplicationsfor LTD insurancepricing. What PODB ratestell insurersis
that PODB may beinfluenced by employer practice(i.e., utilization of IDM). Knowing PODB ratescould provide
away to design moreaccurate rate pricing and incentivesfor managerstoimprovetheir handling of disability issues.

REseARCH IMPLICATIONS FOR PusLic PoLicy

DoesIDM avert themigration of claimantswith aninjury or illnessfromthe private disability benefit system
tothe public system? If so, doesDM providethe additional advantage of costs savingsto the public SSA system?
Thedataobtained from thispreliminary study support the hypothesisthat DM activitiesmay interrupt and minimize
the PODB for employeescollecting disability benefits. Thus, employerswith DM programsarerelyinglessupon
offsets (SSDI) to managedisability.

Burkhauser and Daly (1996) arguethat the most effectiveway to decrease SSDI rollsistoinitiate programs
that would reduce theflow of new personsontotheserolls. If indeed IDM makesadifferencein the number of
new beneficiariescollecting SSDI, tax breaksfor employers could be used asan incentive for encouraging employ-
erstoutilizelDM practices.

RESEARCH |MPLICATIONS FOR REHABILITATION EDUCATION

AsDM evolvesand new conceptssuch asPODB arise, therolesand responsibilities of rehabilitation
practitionersinaDM setting must also advance. A recent study by Chan, Taylor, Currier, Chan, Wood & L ui.
(2000) of DM consultantsreveal ed that professionally thereisanincreasing emphasison providing case manage-
ment functionsfor rehabilitation practitioners. Specificaly, Chan et d. (2000) identified four mgor job functions
reported by respondents. Managerial/Consultiverolesin DM; vocational counseling/assessment and job placement;



disability case management; and early returntowork intervention. Thereported knowl-
edge domainsneeded for competencein theseareas of practiceinclude: psychosocia
intervention skills; vocational aspectsof disability; disability case management; human
resources/bus ness knowledge; and managed care and managed disability. However,
whiletheseknowledge domains are necessary for effective DM practice, research has
demonstrated that such training islacking both in nursing preparation (Haw, 1996) andin
rehabilitation counseling preparation (Chan, McMahon, Shaw, Taylor, & Wood, 1997).
Research has conveyed that DM has become an emerging practice areafor private
rehabilitation practitioners (L eahy, Chan, Taylor, Wood, and Downey, 1999), thus,
CORE accredited program curriculashoul d respond proactively to emerging needsand
roles; thisincludesoffering relevant new courses, infusing principlesof DM into existing
courses, and devel oping new DM internship sites(Rosentha & Olsheski, 1999).

RESEARCH |MPLICATIONS FOR PEOPLE WITH DISABILITIES

What does PODB mean for personswith disabilities? Further exploration of the
relationship between claimant characteristicsand the PODB might alow usto examinethe
interventionstargeted at unique groupsof workers. Indeed, somedisability specific
PODB studies have been completed (Danczyk-Hawley, McMahon & Reid, in press;
Wagner, Danczyk-Hawley, & Reid, 2000). But more detailed studieswould alow for an
improved understanding of how workerscometo STD statusand the factors associated
withinitial incidenceaswell asmigrationthrough theprogression. Thismay leadtothe
development and implementation of optimal and appropriate DM strategiesto avert the
PODB and return employeesto work.

Additiondly, itiswell known that the United Statesworkforceisboth aging and
shrinking relativeto theneed for qualified workers. Current demographic dataare
compedllinginthat life expectancy issoaringwhilebirth ratesaredeclining (Calkin, Lui, &
Wood, 2000). Therefore, employerswill need to maintain aproductiveworkforce. Also,
asour workforce ages, ashift will occur in the needsof disabled workersfrom medical
carefor acuteinjuriesand conditionsto carefor chronic, ongoing health problems.
Obvioudy, programssuch asIDM, that can return workersto productive employment,
may represent the best possible hopefor interrupting the PODB and retaining valuable
employeesintheworkforce.

Asemployersexperiment with more expans ve empl oyee benefit programs
designed toimprove chronicillnessmanagement, current SSDI beneficiariesmay find the
workplaceamore secure and inviting alternative under such policiesasthe Ticket to
Work/Work IncentivesImprovement Act (Flynn, 2000). DM effortstoimprovereturnto
work outcomes (thereby resulting in reduced enrollment and dependence on SSDI), will
ultimately result in greater workplaceflexibility and reduced benefit cogts. This, inturn,
will pavetheway for improved employment prospectsfor peoplewith disabilities.
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L ooking ahead, many employerswho haveimplemented someform of IDM program understand how to
use servicesto optimizereturntowork. A study of Washington Business Group on Health membersfound that the
presence of DM programs can contribute to increased workplace accommodati ons and enhanced acceptance of
employeeswith disabilities (Bruyere, 2000). Furthermore, employerswith DM programsindicated that those
programs contributeto ADA implementation, greater supervisor awareness of the accommodation process, the
establishment of an organi zational structurefor accommodations, and recognition of theimportance of confidentiaity
of medical information. Inaddition, asmore companiesredizethebenefitsof DM programs, acceptance of people
with disabilitiesintheworkplacewill increase. Thispointstotheneed for moreresearch that eval uatestheimpact
of DM programson the hiring and retaining of employeeswith disabilities.

Thisstudy isaninitia attempt to demonstrate how employerswho utilize the philosophy and practice of
IDM programs can substantially prevent and control work disability and the progression of workerswith aninjury
or illnessonto lifelong dependency on the SSA system. With the expansion of DM, employersareredizing that they
can exert considerable control over many factorsthat impact the cost of disability intheworkplace (Shrey &
LaCerte, 1995). TheWashington Business Group on Health in collaboration with Watson Wyatt Worldwide has
been surveying employersregarding their DM activitiessince 1996. The most recent survey illustratesthat 43% of
large employershaveimplemented someform of IDM (WW & WBGH, 2000). That isup from just 26% in 1996.
Reasonscited for thisgrowth include greater productivity and more cost-effective outcomes. PODB providesan
additiona examplethat thingsemployersdo can makeadifferencein disability experience. Yes, it doesmatter what
employersdo.
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