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THE FURCTIONAL CAPACITY ASSESSMENT FOR OCCUPATIONAL LOW BACK PAIN
. (A SDRVEY)

WRPOSE:

The purpose of this seminar is to introduce the participant to methods of agsessment
for work capacity when the worker's cdnstraining factor preventing full returm to
the economy and/or social function is low back pain. In additiomn, an algdrithm for
nedical service interaction is reviewed in a discussion of "The Workplace Center"
concept. ‘

TRTRODUCTION:

In a pleasant drive through the New England countryside, one can observe the ful-
fillgent of Thomas Jefferson's dream of agrarian democracy by observing the pristine
simplicity of the seif-contained New England farm. The farm was an industry which

often supported an extended.family through their production of foodstuffs for personal
consumption and export. If a family member were to injure their back, they could

~est and achieve medical stability with tender care and, as they improved,'gradually
-return to the work environment as: their ability permitted while other family members
interacted to change the glebal job description. In this scheme, the injureﬁ

party's ability to work was regained through the gradual assumption of respomsibilities
while maintaining his income and his place in the family and society. These and other
more powerful reasons caused Jefferson to believe that "...man was a rational animal,
endowed by nature with rights and with an innate sense of justice...that he could

be restrained from wrong and protected in right, by moderate powers confined to

rersons of his own choice, and held to their duties by dependence om his owm will.
Those who labor in the earth are the chosen people of God..." TUrging American:
reli#nce on the products of Europe, already hopelessly corrupted by factories), he turned
with contempt to the urban community: ."The mobs of great cities add just so much:
to the support ¢f pure government, as sores do to the strength of the human-bod?;”r
; _wever, Jefferson's political philosophy was not to be accepted by the nation

and, by 1840, we were full swing into the development of an industrial sociery.
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It was founded in the woolen mills of Lowell and Lawrence, Massachusetts and its

first workers were young women who were paid high sums and given dbrmitories and lessons
in soecial grace as inducements to running the looﬁs and other equipment of these

early factories. Their workloads were restricted, as were their social lives,

so that an atmosphere of virtue permeated both their personal and working lives.

A# demands for products increased, so did the length of the workday and job res-
pousibilities and 80 came piecework and incentive pay. By the 1880's, .in some industrial
settings, we had achieved the 14 hour day and child labor. At this time, persomal
injury suits under tort law provision developed an increased interest on the part of
industrialists and politicians so that by 1911, laws of workman's compensation
were gnacted.

Since then, there have been peaks and valleys in our natiomal interest in the
prevention of occupational injury and in its various forms of support, reward, and
rehabilitation. In an article on compensation énd recovery from injury (1984),
Rodney Beals2 pointed out that the English pirates were, like Jeffersom, "...passionate
. advocates of a rude sort of democracy, with a high regard for justice ;nd the rights
of the individual, and a corresponding distaste for tyranny and the abuse of power.”
He poimts ocut that their operarting expenses included the cost of a ship, provisioms,

a2 surgeon, a sailmaker and compensation for disability. After subtracting operating
expenses, the pirates divided the profits with the captain who received the:greatest
amount of the spoils. Their entire venture was based on the premise that pay was not
guaranteed save only by the successful acquisi:ioﬁ of booty.
Their disability costs included both scheduled and unscheduled benefits. An example

of ascheduled compensation is presented as follows:

For Loss Of Pieces of Eight Awarded

Right Arm ' : 600

Left Arm 500

Right Leg - 500

Left Leg 400 .
An Eye 100

Finger 100
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In the early editions of the AMA guidelines, ome will find that, unlike the pirates,
no quarter was given for injury to the dominant extremity. |

Their system had no death benefit nmor appeal but it did have the virtue of the

lump sum settlement. Vocatiomal rehabilitation was available such that a man with a
peg leg might become a cook, no matter how little he knew of that art. Furthermore,
shipnates who had lost their eye or limbs in combat were allowed to live on board

as long as they chose.

On the contrary, our current laws of compensation have the effect of "causing
disease" ﬁhereby 92% of patients with seciatica in the United States, 59% of
éatients in Great Britain, and 22% of patients in Sweden have wofk-related reports of

sciatica with the major corollating factor being the requirement of injury before
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Figure 1. The muitifactarial eticiogy of back pain {reprinted from Lioyd & Troup (S8
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This system also creates anomalies in access to medical care, the development of
maladapted behavior, non-treatment directed diagnostic techniques,.poor~patient
response to treatment, and an increase in residual disability.3

If anything is true about occupational low back pain, it is tbat is of multifactorial
etiology, :hat'this etiology is unclear, that diagnostic terminology is nebulous, that
medical and therapeutic interventions are thus imprecise, that functional assessment ’
of residual capacity is based on many subjective parameters when the need for
accurate emperical data is paramount, and the effect om all concerned with the
problem, particularly the suffering party, is immense.?

Not only are there many factors which cause back pain, but they interact. Troup
(1984) gives the example of an umskilled worker with a minor anomaly of the spine
with parrowing of the intervertebral foramen who might be exposed to a number of
years of repeated microtrauma to the spine without significant symptoms, but
develops an attack of back pain at work when performing some unaccustomed activity.
'Exacerbations of this symptom complex over time may trigger psychosocial problems
and stress, making the spine less flexible and subject to loaded and over-exertion
activity.

Flor, B. and Turk, D.C. (198&)5 updated statistics for the incidence of chromic

back pain by indicating that "...about 80% of ;he population is affected by back |
pain at some point in their lives. Back pain is the third leading cause of physical
limitation and disabilicy with 3.9% of the population permanently disabled by

i:.' Of the 1.25 million people in the United States who suffer back injuries

" over a year, 65,000 patients will be permanently disabled." They further point

out that back pain affects men and women equally with onset between 20 and 30 years;
with the greatest morbidity between 18 and 44 years. THey further review that

" only 50% of patients who'have had back pain for ﬁore than 6 months will returm to
work, and that an estimated 14 billion dollars are spent for the treatment of back

pain in the United States alome.
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Interestiﬁg as well is their statement regarding the range of diagnostic terms
associated with back pain which serve to include the following: Ilumbosacral strain,
lumbar dise disease, sciatica, lumbago, spondylosis, osteoarthritis, spinal stenosis,
myofascial pain syndrome, sacro-iliac joint sprain, myalgia, fibrositis, degenerative
disc disease, and so on. They note that "such imprecise diagnoses as muscle strain,
ligamentus strain, or simply description of symptoms (lumbage) account for 50-90%

of the diagnoses."

It is important tb note that back pfin is a symptom and not a disease. It is well
understood that acute back pain is a self-limiting condition. It usuilly resolves
for 90% of patients within two mon:hs.6 The?e is a high episode of recurreﬁce and
Willis, in his book, Mapagement of Low Back Pain, points‘out that at this point

in the natural history of back disease, that the spine is unstable which might

help in explaining the high rate of recurrent symptomatology.

Dise degener;tion seems to be part of the natural aging process of people in

the western industrialized societies. Fahrni? reported that this degeneration

of the spine is rare in non-industrial societies.

Magoraashowed that certain occupations have shown some relationship to an increased
incidence of back pain, especially those involving heavy manual labor, frequeﬁ: bending
and prolonged sitting. It is impoftant to point out that he reported-that the
incidence of back pain corollated best with how physically demanding workers
perceived their work to be rather than how objectively demanding it really was.
Troupa, in a review of literature from the Rational Board of Occupational Safety

and Health in Swedem, found that, in 15;000-back-rélated injuries, lifting or
strenucus movement was the factor in 85% of the cases studied, and it was the
immediate cause in 60% ﬁf them. Unexpected heavy loads and virbration have also '
been identified as factors contributing to back éisease.s

Bioengineering research has documented peak values for compression loading of the

' spine? With this work, Dr. Chaffin and others at the Center for Ergonomics at




THE FUNCTIONAL CAPACII! ASSESSMENT 6

the University of Michigan assisted in developing the National Institute of Health
and OQccupational Safety's manual work guidelines. This, together wifh psycho~-
physical data developed elsewhere, and Troup's experiments on measurements of.
intra~abdominal pressure during exer;ions of force, have brought supporting epi-
demiological evidence for the ?ole of over-exertion syndrome i; the production

of back disease.

Chaffin, Herrinlo and Keyserlingll show that strength testing can be used to avoid
the mismatch between job and worker and thus reduce back injury.

THE FUNCTIONAL CAPACITY ASSESSMENT:

Greenwood, J.G.lz reported that current estimates for workman's compensation

coats for low back disease are about 30 billiom dollars a year aﬁd account for
more lost days from work than any other lost time problem save the common cold.

The New Hampshire Department of Labor, in 1983, experienced 13,211 compensated
work ;ccidents, resulting in $45,585,000.00 in compensation payments. The same
year, Maine compensated 46,629 injuries at a cost of $81,263,600.00. Lost prod&c-
tivity and other indirect costs add significantly to these figures and are not
often included in reports of economic loss from occupational low back disease.
After one fear on disability, the probability that onme will return to work is about
25%, and after two years, there is almost no return to work by disabled enployees.

' MeGill (1968)13 reports that in addition to job-related activities which increase
the risk for back injury, there are personal behaviors such as sedentary lifestyle,
cigarette smoking, emotiomal stress, poor posture, and obési:y that have associated
increases in risk wiﬁh lower back pain. The goal for the occupatiomal health

care provider 15 to prevent the injury and, if ome occurs, to provide proper
rehabilitation following the injury and safe matriculation back to work. In New
Hampshire, the preferred protocol for return to work is as follows:

1. Same employer, same job description. . .

2. Same employer, different job descriptiomn.
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3. Different employer, same job description.

4. Different employer, different job description.

5. Vocational rehabilitation with alternate job descriptionm.

6. Short term vocational education progra;.

7. Long term vocational educatiom program along with benefits based on period
of employment and three month average weekly wage. .

8. Lump sum settlement with establishment of self-employment.

A study done by the Department of Labor in New Hampshire showed that those who

returned to the economy along the profile set above were successful in their

transition in almost that order. Those who failed to matriculate to the economy,

particularly those who were established in their own businesses following lump sum

settlements, tended to fall back on other support systems, such as Social Security

Disability. _

In order to prevent the continuation of failed attempts at returning to the

labor market after back injury, an assessment of function has become a popular

approach.

H? first Functional Capacity Assessment was done at the request of a local ortho-

pedic surgeon who wished me to supply him data so that he might complete the

attached form. T looked at this form in bewilderment, as it seemed to have mno

funetional relevance to me and I had little iéea as to what I might do to g#:isfy

the physician's request for the generatiom of data upon which he might judge the

patient‘s functional capacity over an 8 hour workday period. This assessment, of

course, had to be conducted in the space of a single evaluation pericd. It was

my good fortune to know some professionals in the field of vocatiomal rehabilitation

wholare certified rehabilitation counselors and have carried on assessment services

for a number of y;ars. Their fi;m, called Rehabilitation Comsultants, is a private

organizatica that provide a range of services, from work capacity assessment,

psychophysical testing, case review and management, rehabilitation counseling,



BOSTITAL OCCUPATIONAL CARE SERVICES
Return to Woxk Form

Data Coapany . Tale.d
Address
REGARDING
Injury/Illnsss/Condition Schadule of appointments to date
- Dats Tine
Physiciss
Traatnent
Thexapist
RECOMMENDED WORK APPROACH
Esployess is totally dissbled & usabls to RTW for calendar days. REASON
Taployes may LTV without restrictiom or limitations, But requires furtbar tIeatment on
Zaploysa can raturn to full duty without rsstriction, limitations or furthar trsatesat on
Imployee is on rastrictad duty/work hardening for working days, beginning on
Employes is ou medication: TYPE
Iaployes may work bours/day, days/wesk.
Iaployes may work avartime 3 employee may work om incentive program
Eaployse must wear/uss during work day for Bours: right laft
RESTRICTIONS:
In a work day, ssployee may: stand hours, walk bhours, sit hours. MNotes:
If rest breaks are indicated, nota how oftsn and how loug:
Planss indicats restrictions as ‘followss:
N = Never 0 = Occasional F = Frequent C = Continuocus .
. For rapetitive motious, -
R]oF ¢ employes cen usa: Right | Leit | Both
s“n%..lﬂ Q=10 lba. ‘Pnt-an::l.on foot controls —
e =i 15 AT
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[ Balancing {Cerryingmex _ Lbs
Stooe%g Lifting-max Lbe
Tuist/turn
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3 "Raach balow sboulder
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| machinary

] Ho:% with s? objects

| Ta ¥ )
Working oa platforma/

ma-:g_lclmenn

Heat
told

| Haights
Humidiry
kin irritants
Ruiin:nE irritants

Noiae
Vet/watar
EIJ.ggcry flooza
Chemicais:

Exposuras

Suggeated Personsl Protactive Equipment to be ussd

Othar

Thysiciam Date “Therapist Date Fatient Date
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job analysis, workplace layout modification, and a program for assisting the disabled
person to become part of the community.

I found, in this introduction to assessment services, that evaluation of the positive
portions of one's attributes has been the longstanding role of those in vocational
rehabilitation and that, over a long period of time, in conecert with other pro-
féssionals particularly Oécupational Therapy, they had developed methods of assess~-
ment for the whole person. While those methods of assessment were and are not
perfectly reliable and inferentially predictable, they were the first organized
approach I had seen to the subject save the AMA guidelines.

I was also impressed by the materials developed by cur State Department of Voca-
tional Rehabilitatiorn in the assessment and management tracking of their clients

(see Appendix). The part of the profile which interested me most was that which

I had been requested to fulfill initially on the examinee referred to me by the
orthopedic surgeon menticoned above. It seems that this rating system was that
developed by Hanman (1958)}4 A mice history in the development of that form

was pfinted by the American Mutual Liability Insurance Company in 1968 and edited
by McFarland.

This plan was a2 method of determining the physical abilities of workers and re-
lating them to the job demands that they were required to do in a safe way. The
format produced ceftainly was a giant step forward as it emphasized what the

wotker could do as opposed to what jobs he was closed o:xt from on the basis of

his diagnosis, rather than on the demnns;ration of his skills and abilities.
Following the first World War, the French developed a system whereby the physical
requirements and rela:éd abilities of any given job description were labelled

in a square. Thirty-two transparent overlays were developed matching the origimal
representation of availaﬁle jobs, bué wiﬁh boxes closed out that would be prohibited
by a given diagnostic category. So, by placing the diagnostic category over the jobs
available, one could see what positions remained that were not denied by the .

patient's diagnostic category.
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Figure 1b

Corresponding section of traans=
parent celluloid form for the

disability of total deafness.

Figure 1b in position over

Figure la, showing jobs for

which deaf workers may be

considered.
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Probable suitability of occupations in ship, boat, and

submarine building is indicated by the symbol "X" for indi-

viduals having any one of the following types of physical
disability. The symbol "O" indicates that extremely careful
appraisal must be given, in this instance, to the physical

demands of the specific job and the limitations of the particu-

lar individual being considered for placement.

A = Loss of one thumb and one finger of either hand.

B - Loss or complete impairment of one hand or arm.

C - Faller arches and flat feet, or varicose veins.

D - Leg disabilities: lame with severe limp, or ome leg

amputated above the knee or cases in which crutches are used.

- Hernmias.
- Severe back or spinal injuries.
Gastric ulcers or abdominal adhesions.

- Heart disease (minor cardiac ailments).

G m Q = om
1

K = Defective vision (mot total blindness).

L = Deaf-mutism.

- Inactive pulmonary tuberculosis, asthma or chromic bronchitis.

Cceupa=-
tional
Code Title

Disability

B

F

0-01.20 Accountant,general ......:

-Accountant,chief...cees0
. 0=03.30 Architect,Marine....ccs..
0=-07.21 Chemist,Foundry.ccscsess
0=-16.01 Construction,Engineer...
0-17.01 Design Engineer,Elect...
0~19.01 Marine Engineer I.......
0-19.04 Sales Engineere.esecceses
0-16.10 Medical Examiner........
0-33.10 Nurse IIl...ccccesccacss
0-39.82 Manager,Employment......
0-48.01 Draftsman,Ship Detail...
0-48.06 Draftsman,Commercial....
0=-48.11 ©Draftsman,Electrical....
0-48.16 Draftsman, Marine.......

Draftsman, Hull..ccoeeas

Draftsman,Ship Engeceass
0-48.18 Draftsman, Mechanical...
0=48.31 Tracer IV...cesccesceccss
0-56.11 Photographer,commercial.
0~64.30 Instrument Man III......
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Figure 3
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PHYSICAL CAPACITIES FORM

Name: Sex: Age: Height: Weight:
PHYSICAL ACTIVITIES WORKING CONDITIONS
1. Walking 16. Throwing : .
2. Jumping 17. Pushing -——gé' gzi:gge 66. Mechanical Haz.
3. Running 18. Pulling ———33‘ Hot 67. Moving Objects
4. Balancing 19. Handling -——34° Cold 68. Cramped Quarte:
S. Climbing 20. Fingering -——55' Sudden Temp 69. High Places
6. Crawling 721. Feeling —_— Cha * 70. Exposure to
7. Standing 22, Talking 56. Humid Burms .
8. Turning - 23. Hearing ———37' D 71. Electrical Haz.
9. Stooping 24. Seeing ——-38' W:i 72. Explosives
10. Crouching 25. Color Vision -——39' Dust 73. Radiant Energy
—11. Kneeling ~26. Depth Per. —. Dirty ™74. Toxic Comditior
—12. Sitting ~27. Work Speed —" y 75. Work. with
— 7 —_— 61l. Odors ——
__13. Reaching 28, ~%62. Nois Others.
14. Lifting 29. — y 76. Work. around
e — 63. Adequate —
15. Carrying 30. —_— QOthers
lighting 77. Work. Al
64. Adequate —s - Alone
ventilation —7 )
65. Vibration —
— 80.
Black Space = Full Capacity v* = Partial Capacity 0 = No Capacity
May work hours per day, days per week. (If TB, Cardiac or other dis-

ability requiring limited working hours.)
May l1ift or carry up to pounds.

Details of limitatioms for specific physical activities:

Details of limitations for specific working conditioma:

Date: Physician:




Job title: Molder, foundry Profile of Requirements
Little Moderata Great
Areas Raquiremsnts EJD/JEI D JC/DJ C {B/CI B YA/B| A
%Y 1 8% L3 | 164]18X|L64{13%] B4 |4%
Body 1 Height
‘ 2 Build (slight,
medium, strong)
Hands 3] Daxtarity
& Staadiness
5 Grasp
Eyas ] Visual scuity
7 Radial Vision
8 Depth Parception .
9 Color Vision
10 Adaptation to
darkness
Ears 11 Auditory acuity
Muscles 12 Tactile sense
13 Sense of resistauce
(slownsas)
14 Parcepticn of
movesent
15 Percaption of
motor Thyths
15 Ability to work
automatically
Narves 17 Rapidity of
caactions
13 Ragularity of
reaactions
Intalligenca 19 Mamory
20 Ability to Observs
21 Abflity to judge,
22 especislly spacs
23 Compreheasion,
24 aspecially rapidity .
23 aspecially clarity
26 Judgment,
27 aspecially sssantisls ,
28 Concgats thioking
29 Abstract reasoning
30 Mathodic rsascaing
31 Intuition
32| Tmagioation
Character 33 Vicality
35 will
35 Rapidity of work
s Persaversncs
37 Conceatration
k| Mobility
39 ExXactnass
40 Nead for variation
AL Adaptability
42 Sociability
43 Senaibilitcy
& Emotions
45 Objecsivity
46 Ambition
47 Confidence in
what is known
48 -Confidenca in
what 1is new
49 S.naw of duty
(disciplinae)
50
51
52
2%l 8% [13% 6z |18%])16%{13%] 3% |42
zio/e ]l b [c/pi ¢ IB/C] B IA/B [A

Figuea 6
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War Manpower Commission
Bureau of Manpower Utilization

PHYSICAL DEMANDS FORM

Job Title Assembler Occupational Code_ 5=03.554
Dictionary Title Fitting Man _
Industry Aireraft Manufacturing Industrial Code 3421
Branch Airplane Manufacturing Department Assembly Date 3-30-44
——
PHYSICAL ACTIVITIES WORKING CONDITIONS
X 1. Walking _0 16. Throwing _X 51. Inside _X 66. Mechanical hazards
0 2. Jumping _X 17. Pushing _0 52. Outside _0 67. Moving Objects
~0_ 3. Rumning |_X 18. Pulling —0 53. Hot "0 _68. Cramped quarters
0 4. Balamcing {_X 19. Handling —0_54. Cold 0 69. High places
~0_ 5. Climbing |_X 20. Fingering —0 55. Sudden temp. ~0 70. Exposure to burns
0 6. Crawling X 21. Feeling changes _0 71. Electrical hazards

“X_ 7. Standing |_O 22. Talking _0 56. Humid —0_72. Explosives
~0_ 8. Turning |_O 23. Hearing ~0_57. Dry ~0_73. Radiant emergy
“X_ 9. Stooping | _X 24. Seeing —0 58. Wet "0 _74. Toxic conditioms
0 10. Crouching | O _25. Color Vision | O 59. Duaty ~0_75. Working with others
0 11. Knoeeling |_X 26. Depth —0 60. Dirty ~X 76. Working around
“0 12. Sitting perception 0 _61. Odors others
"X _13. Reaching |_O 27. Working _X 62. Noisy _0_77. Working alone
_X 14. Lifting speed _X 63. Adequate 78.
_X 15. Carrying _X 28. Blowing Lighting 79.

29. X 64. Adequate 80.

30. ventilation

. X 65. Vibration

Details of physical activities: Stands at workbench (7 hours) amd walks (20 feet) to and
from supply room to obtain equipment and materials, weighing up to (20 pounds) and stoops,
1ifts, and carries them back to bench (4 times daily). Using both hands and fingers,
handles parts, to position them and fasten them to pamel by reaching for, grasping,

and handling, pushing and pulling electric drills, reamers, hammers, rivet squeezers,
one-shot riveting hammers, wrenches, files, pliers, screwdrivers, clamps, bolts, and
screws (7 hours). Determines correct alignment by reading blueprints and apecificationa
and measuring tolerance of 1/32" with measuring tape, steel ruler and squares. . Fingers
instrument indicator hands to set and adjust them. Tests the vacuum and pressure lines
for leaks by blowing into or sucking at the ends of the attached tubing. Uses depth
perception to judge whether parts are accurately positioned on panel.

Details of working conditions: Works inside well lighted and ventilated airplame factory.
Exposed to loud noises from operation of power tools and metal working machines and to
vibration of electric drills when in use. ’

Details of hazards: Possibility of cuts and bruises from sharp and uneven surfaces of
parts, tocls, and machines.

Figure 7
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JOB PLACEMENT OF THE EMPLOYEE
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okt ool this fomm when more detxi’ed
" jemcapaon of 3 demand is indicased

use of industrial and medicul knowledge =
(a) The placement possibilities for this job.

(c) The effect that the known, impaimments have ona

current aad future job placement.

(b) The piscement possibilities for other jobs, genemlly.

preaent physical {indings.

¥ ‘VISOR will show, by grading | NAME THE DOCTOR will check the demands,
»+ <ciibing, what the cmployee which, in his or her opinioa, the pacient
= ., of be exposed o, in order | UNIT cannot or should not be exposed o or do.
- u» &o hiz of her joh PATIENT
<RADING: A=Al the Time DEPT PATIENT
B=Most of the Time Cannot Do Should Net Do
C=Somstime Each Day | jom TITLE T
D—Not Every Day Pemse  rarlly = Peome m_
) E~Rareiy Physicai, Mental, and Envirvamental Demands of the Job nantly State Tiwe neatly State Tlm
1 1. industrial Type of Activity 1. 1
g 2, Working on or with Moving Machinery 2 2
1 3. Driving Automotive Equipment = On Plant 3 3
s “ " " “ - Off Plant . 4 4
3 S, Lifting 0~25 Pounds (No. of Times Per Day) .. [ 5 5
5 B " w30 ¥ w e » vow ! 5 5
! 7. [ sl_‘m [, ) " " ”» » mn 7 1
\ 8. Pushing & Hand Trucking (Weight - Ne. 6f Timas Per Day) 8 8
g 9. Climbing - Stairs 9 9
e | “10. ' = Lackiars 10 10
0 11. Walking 11 11
‘12 12. Standing 12 12
13 13, Sitting . 13 13
Ty 14, Bending or Stocping ’ . 14 14
. 15, Reaching = Abave Shoulder Lavel ’ 15 15
16 15 " . =~ Below " hid 16 16
", 17. Full Use of Bath Hands 17 17
o 18, Good Finger Dexterity 118 18
o 1. Working at Unpmotected Elevations 19 19
™ 20. Working with Sharp Knife -~ | 20 20
o 21. Wet Work ~ Hands 21 7
Py 22, Nommai Hearing | 22 2
px 23, Eyusight = Far Vision Required 3 22
ok * n ® = Near " 24 24.
} % " =Cole ™ v : | 28 25
25 28, Emotional Control — Should Be Above Average 26 i)
= 2. " "= " " Avenge 7 7
i 28. Other ‘ 2 28
= 29, Indoor Fa) 23
= - 30, Quidoor . . 30 30
' 31, Dusts, Fumes, Gasas — Respiratory Iitants 3 n
. 20" " " - Skn Initants 2 2
= ™/ % o Allergicimans 33 33
H 34, High Humidity = Low or High Temperature (in °F.) 34 34
i 35 Suddan Marked Changes of Tenp, and Humidity | 3% 35
k11 36+ Excessive Noise a6 36
7 37. Other 37 Y4
HE SUPERVISOR should use the The pumpose of this fom is ® detemmine, through the DOCTOR'S STATEMENT

I have checked the demands thas [ know
the patient cannot do aad those thae in

my opinion will be hamful ro the padends
future health. This opinion is based on
my knowledge of the patient’ s history and

Terwanr's Signature

i f'-':'iqr-e 8-

Date Data

Doclor's Signatur
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PHYSICAL CAPACITIES REPORT

Blank Spaces = Full Capacity -

Numbers = Hours of Partial Capacity

0 = No Capacity

Name Of Employee Number
Male Female Date of Birth Height Weight
PHYSICAL FACTORS:
1] 1-5 42] Far = Snellen
§ g;igs Lifting (Pounds) 2z g:;zr- Jaeger Seeing
Includes pushing and
4 26-30 pulling effort while 43 Depth
3] 51-100 stationary 4% Hearing
6| 100+ 47 Talking
7l 1-5 Ag Other
8 6-10 Carrying (Pounds) 49 Other
3 11-25 Includes pushing and
10 25-30 } pulling effort while ENVIRONMENTAL FACTORS:
1l 51-100 walking
121 100+ 50| Inaide
13 R 51] Fair weather
Fi i
14 L ngering 53 Wet weather } Qutaide
15| R g i 531 Hot OF
Tg 1 § “ondiine TH Cold OF
179] R 35| Sudden Temperature Changes
Below Shoulders
18] L Reaching 56| Humid
19 R 57| Dry .
Ab Should .
20 L ove Shoulders =8| Moving Objects
2} R U Throwin 59| Hazardous Machinery
22 L rowing 60} Sharp Tools or Materials
23 Sitting 61l Cluttered Floors
24 Total time on feet 62 Slippery Floors
25 Standing ' 63 High Places
26| Walking 64 Electrical Hazards
| 127 Running 65| Exposure to Burns
28 Jumping 66 Explosives
29 Legs-Only 63 Radiant Energy (Kind)
30 Legs and arms Climbing 68 Poor Lighting
31 whil 69 Poor Ventilationm
37 L ile sitting 70 Toxic Conditions (Kind)
33 R Whil d Treading 71 Wet Quarters
34 L ile standing 72] Close Quarters
35 Stooping 73 Vibration
36 Crouching 73 Noise
371 Kneeling 751 Working With Others
38 Crawling 76! Working Around Others
39 Reclining 771 Working Alome
40 Twisting 78 Shifts
41 Waiting Time 79 Other
: 8Q Other

Physician's Remarks:

Date:

Physician's Name




.Physical Demands Analysis Work Sheet Job #.L 2T . 1t

Job Tile: L= Press. OPera7or, Mu/lyoke Saigté
e Reb o Ien, SATLTE

Job Location: .Fde _.
. Physical Factors:

1] 1= 5. « {=|42|-Far = Snelien I Seeing
312 610 lifting (Pounds) = .- 43 | Near — loeger
J| 3] 11— 25 | includes pushing and =44 | Celor
21 4| 2%~ ;'::','i'::;:” while =+ 45 | Depth
/i 5| 51=10) : + |46 | Hearing
- 5] 100+ | + |47 | Taiking
217 1= 5 =148 | Other:
FARIN Bl Carrying [Pounds} = =149 | Other:
Il 9{1=25 L |n:ll;ldes pushing ond ] ) .
/10| 26— 50 pullu_m effort while Environmental Foctors:
71 | sicie | | 850} insice
=112 | 100+ == 151 | Foir Weather .
Qutside
S\13 R} Fingeririg =|52| Wet Weather
J|M|t =!53{ Hot °F
7115 R} Handling =154| Cold *F
ZHafL -1 55| Sudden Temparcture Changes
g 41 "_} Below Shoulders | _ | Homid L
72:,!“ L ,Rouching o By _
. 19|R l Above Shoulders V2| 58| Moving Obiecats
izt 8|59 | Hazardous Machinery
ol AR } Throwing 8l Sharp Tools ar Matericals
-{2}tL = ;61 | Cluttered .Fioors
"1/ {23 | sitting = | 62 | Stippery Fivors:
_9 24 | Total Time on Fest = | 43 | High Places
7 {25 | Standing * | =| 64 | Blectrical Hazards
| 2126 | Walking « |65 | Exposure to Burns
= |27 | Running * - e Explosives
= |28 | Jumping =|&7 | Radiant Energy (Kind):
=~ |29 | legs Only l Chmbing - |48 | Poor Lighting -
o ™19 legs ond Arms . = 169 | Poor Ventilotion
=3 e l \While Siting = |70 | Toxic Cenditions (Kind):
=21 Treading = |71 | Weat Quarters
- |z Rl%%Stan&ng. =72 | Close Querters
=131 = |73 | Vibration
Z |35 | Siooping = |74 | Noise
%2136 | Ciouching = |75 | Working With Others
= {7 | Kneeling . &8l76 Working Around Others
w= 138 | Crawiing - ==|77 | Working Alone .
= |39 | Reclining ) P78 | shins
Z.)40 | Twisting = |79 | Other:
=141 | Waiting Time = |80 | Other:

Pyl R 0 i D Derdies . Febo 10,145
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THE FUNCTIONAIL CAPACTYY ASSESSMENT

Although this was a nice idea andArequired the evaluation of job descriptiom, it
did not allow for testing of an individual or for the adaptatiom of specific jobs,
and so a specific method for matching the man to the job yet remained. Hamman
then created a job analysis and matching form that remains with us today.and
requires the assessment of 80 separate functions. Comparing ome's performance

on the 80 factor physical function analysis assessment, he can then be matched

to the .specific job title, location and Qunber of available positions within his
plaat.

However, as compensation law and litigation intervened, and with a propensity
for industry, particularly of the modest size, to permit tﬁe return to work of
an injured employee only if they could demonstrate 100Z capability, the need to
make a functiomal capacity assess#ent without the index of a probable.jos mide
the functional capacity assessment the bane of the physician and the nemesis of
the low back pain patient.

It seemed that everyone haé a different method of obtaining the functional assess-
ment numbers necesszary to decide whether the worker should return to his pre-
vious job, go through a program of vocatiomal rehabilitation, or settle with

the insurance campanf for a lump sum of money, split 1/3 of it with his attormey,
and find another job on the basis of self-selectiom.

Happily, the work af a number of people in various fields is coming together ;o
that a standard terminology, basis for issessment, and a flexible methodology

is coming about.

Leaders in this area include Leomard N. Hath@son, Ph.D.ls, T.G. Biebert, Ph.D.,

H.D.16 and Keith Blavokenship, L.P.'r}7 Work at developing reliable, safe, and
reproducable assessment techniques is going on at a number of research centers
including the University of Vermont under the diiection-of Drs. Frymore, Pope

and Hazard, in the Department of Medicine at the University of Califormia under

the direction of Philip Harber, M.D., and at the University of Hichigan]s Center

19
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YOU MAY BE ENTITLED TC WORKERS' COMPENSATION BENEFITS

New Hampshire Workers' Compensation Law is complicated. You may not
be aware of all of the benefits to which you are entitled. What follows
is intended only as a simplified summary of those benefits. For more complete
information, contact the New Hampshire Department of Labor at 271-3176
or your attorney.

WHAT IS WORKERS' COMPENSATION?

Workers' Compensation provides medical, disability and rehabilitation
benefits for work related injuries, diseases and death. The illness or
injury does not have to occur at work to be covered, but it must be work
related. You are eligible even if the injury is your owun fault because
workers' compensation is a "mno fault" system.

WHAT WORKERS' COMPENSATION ARE AVAILABLE?
You may be entitled to ome or more of the following:
Medical Benefits

The  cost of medical, surgical and hospital treatment, physical therapy,
prescription charges and other medical necessities, including mileage,
are covered. You have the right to choose your own doctor. Your employer's
insurance carrier may have you examined by the doctors of its choice.
Your right to medical benefits lasts as long as you need medical services.
There is no time limit on these benefits.

.Weekly Disability Payments

If your injury or illness prevents you from working, you are entitled
to weekly disability payments. The amount of these payments depends om
your average weekly wage at the time of your injury and on the extent of
your injury. If you are unmable to return to work following your injury,
you are entitled to tax free payments equal to 2/3rds of your average weekly
wage. Your weekly payments may be less if you are only partially disabled.
The payments stop when you are able to work. For most injured workers,
the maximum number of weekly payments is limited to 341. Death benefits
are available for families of workers who die as a result of work related
injuries or disease.

Vocational Rehabilitation Benefits
If your work related injury prevents you from returning to the type

of work for which you have training and experience, you may qualify for
rehabilitation benefits. Depending on your work history, training and



other factors, vocational rehabilitation benefits may include job counseling,
retraining and job placement. Rehabilitation plans must be approved by

the New Hampshire Labor Board. Expenses for approved services, including
tuition, travel and materials, are paid by the insurance carrier. During

the period of rehabilitation, your weekly disability payments continue.
Rehabilitation benefits end when you have been successfully placed at a

job. There is a cne year maximum time limit for-most rehabilitation servcies.

Permanent Impairment Award

If your work related illness or injury results in a loss of use or
function of certain body parts, vou are entitled to a cash award. This
award is in addition to any other benefits you receive. Covered body parts
include: hands, arms, fingers, toes, feet, legs, eyes and ears. The amount
of the cash award depends on the extent of loss of use and your average
weekly wage. You are eligible for this award even if you have returned
to work and are no longer recelving weekly disability payments.

HOW DO I FILE A CLAIM?

You must give your employer a completed notice of injury form to receive
any workers' compensation bemefits. All employers are required to have
forms for you to complete. The Department of Labor has forms if you cannot
obtain one from your employer. It is best to complete the form and give
it to your employer as socn as you know of your illness or injury. However,
you have up to two (2) years to file a claim.

CAN I SUE TO RECOVER MORE THAN WORKERS' COMPENSATION ALLOWS?

The law generally prohibits you from suing your employer for a work
related injury. You may, however, be able to sue the manufacturer of
a dangerous or defective machine that injures you. Or you may be able
to sue someone other than your employer who caused your injury. To £ind
out whether you can bring a personmal injury claim for your injury, contact
your attormney.

If you have any questions about workers' compensation benefits, contact
the New Hampshire Labor Department or your attorney.

PROVIDED AS A Sanders & McDermott Professional Association
COURTESY BY: 408 Lafayette Road, Hampton, NH 03842
(603) 926-8926

(Issued on December 17, 1985)



THE FUNCTIONAL CAPACITY ASSESSMENT _ ' - 22
for Ergoncomics and at the Department of Occupational Health.
Due to the separate demands of the compensatory and legal systems for the géuera-
tion of different kinds of information fegarding one's functional capacity and the
time frame.in which one is allowed to generate same, a mumber of approaches have
-avolved and fall into the proceeding categories:
1. The two-hour physician evaluation:
. This usually includes a physician's taking of history and physical and
review of previous medical records with recoﬁmendation for traditionmal job
o -
category-
2. The two-hour evaluation by physician with the addition of other specialties
with or without an extensive ergonomic assessment.
3. A thre?-day exam:
This evaluation would include psychophysical t:esﬁing, ergonomic evaluation
done on repetitive days, and some job sinnlatian‘activity.
4. A two-week prutaéol of work hardeniug as presented by Hatheson.la
5. A 4-6 week vocational assessment program, conducted on-site with careful
measurement of all the varying parameters of the work situatiom (see Appendix
for Work Opportunities Unlimited Program).

GENERAL CONSIDERATIONS:

Before we discuss the curre;t systems of functional capacity evaluation, I think
_it is important to consider how the person om the other side of the desk feels
about the approaching assessment. It is my contention that the most frightening.
experience for any organisa is a loss of control of the eanviromment ;nd the events
that shape their experience. An animal|;n this situation exhibits threatening
behavior and is as likely to attack as to run. Bernie Hgﬁht, M.S., c.n.c{; a
reabilitation counselor friemd of mine, related that oﬁ a meeting with a new

elient to set up a functiomal capacity evaluation, he was greeted ‘on the front

-porch with a shotgun.
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In a study on persomal injury 1itigation.and pain reporting for chromic low back pain
patients, Mendelaon19 foﬁud that both the litigant and non-litigant groups had
"...significant elevations of mean depressiom, ﬁeuroticism, state anxiety, and trait
anxiety scores when compared to the normal population.”

Therefare; it is important to remember that the nature of the workman's compensation
or personal injury situation, particularly under conditions of litigatiom, is an
adversarial sitnation. In additiom, it is a state causing the examinee to be
disarmed and placed in a dependent state. In addition, his family and related

. suppert systems may also fail him at this time, causing a general breakdown in
normal behavioral characteristics of the family creating a maladapted siﬁuatian

in which family 1life and routines are centered about the "illneas/disability™.

The functional capacity assessment, particularly if it brings words of capacity

for return to some sort of work, is viewed as an agent for removing the glue around
which the family has organized. ‘

It is easy to see why, in this situation, the evaluation team is often seer to be

a tool of the darker side, threatening further decompensation of the patient's
personality, termination of dole, and - redefinition: of the individual's status.

It is for these and otﬁer reasons that I believe that, in the long runm, whgn the
‘evaluation for functiomal cafacity is part and parcel of the treatment program,

it will become more effective in defining the true match between the worker with

4 new set of abilities and his new jos. This will be true so long as objectivity
can be maintained.

In a system where a local hospital or HMO ﬁas developed a network of industries

and other occupational settings to which it provides total medical service, the
functional cap;ci:y assessment simply becomes an extension of other services
offered by the hospital program. These services include ergonimic definition of
job description, preplacement assessment, employee job transfer evaluations for

~ fitness, wellness and executive fitness programming, injury surveillance consultation .

programs, ergonomic reviews and updates, worker education, safety review comsultation
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" for coardination‘of safery activities from the top of the organization through the
bottom, treatment services for injured workers in a total and well-coordinated way.
The functional capacity asseasment then be;omes part of the total program for
achieving appropriate vocational change or work site redesign at the company with
whom he is still employed. Medical review, therapeutic intervention and work
lconditioning (work hardening programs), using the paﬁient's own job as evaluation
and treatment site, seems nﬁch more likely to allow the functiomal capacity assess-
ment to be seen as part of a goal-oriented process, and adapted to as an empovering
and helpful tool to bring the injured worker back to the mainstream of life. This
seems much preferable to the response of "You can or will go back to work and you
est live with the pain...or, That's tough, you must take the custodial job or
you'll lose your benefits".

At present, we may be quite a way from the in:eérated approach for evaluationm,
treatment, assessment and return to work, but I belieie change i3 coming. I
believe that the short term evaluation still has its place and should be reviewed
from that perspective. This is true, notwithstanding éhe observ#tion'made by
Bealsz that state-supported evaluation centers are ineffective.

EXAMTNATION TYPES (A BEVIEW)

I. The Physician Evaluation:
Hieﬂert. T.G.zo_has established a proéocol for the physician evaluation in
which he divides the assessment into three categories. They are as follows:
Level 1: The Basic Physician Evaluation

"Currently, most physicians evaluate a disability claim with a one time office
visit. Basic information about the claimant is collected by questiomnaire or
direct interview. A physican examination follows with emphasis on one or more
of the claimant's specific loss of function. The findings then are reported to
the requesting socurce. These reports, written as letters, are generally
two pages long, but frequently ave as short as a single page. The length
and comprehensiveness of these reports is increasing as physicians seek to
improve their skills and make the disability claims more a part of their
medical practice.

Level 2: The Multi-Specialty Evaluation

In many instances, companies need more than medical reports to fully under-
stand the worker's disability status. Other evaluators, such as psychologists,
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social workers, vocatiomal and rehabilitation specialists are asked for their
input. These additional evaluations often alter the company's reliance on
medical conclusions made by the examining physician. A relative examinpation
is conducted. in a facility where all of the various evaluating sources are
available, along with those of the examining physician. ALl of the collected
information is then compiled by the physician who alone is responsible for
the final comprehensive report. Evaluation may involve several visits by

the claimant, with ongoing follow~up by the examiner. Level 2 examinations
may be needed less than Level 1 and require a multi-specialty facility with
all of the uaual medical and ancillary gervices. "

Level 3: Work Capacity Measures

"Given the current emphasis on quantification of physical and mental capabilities
with reference to work, facilities must often be available to support emperical
measurement of work such as in worker compensation cases. The requirements
of auch facilities include:

1. Adequacy of testing equipment and protocols.

2. Certification of testing personnel.

3. Standardization of data processing and reporting.
4. Availability of specially trained physicians.

A Level 3 evaluation basically consists of a Level 2 work-up with the ergo-
metrics (measure of work capacity) included. Quantification should be made
available for both physical and mental requiremencs." '

Dr. Hiebert goes on to descﬁibe the disability evaluation as it is conducted

at the Work Fitness Clinics™ , as a "...job is analyzed and a test is designed
to simmlate the jeb requirements. The analysis identifies which of the three
basic physiologic components - stremgth, flexibility, and/or endurance - is

the limiting factor of the particular task. The testing process is then set
up to analyze the capability of the.worker given thEHprinary physiologic
function of the task. At the Work Fitness Clinigcs™ , the expertise in
ergonomics also can provide analysis and comsultation for safety programs,

job modification, training sessions, incidence tabulation and risk management."

The most useful portions of this approach to functional capacity assessment
are those that place control of the assessment under the doetor of medicine
and allow for the inclusion of other data with involvement of information
collected by other allied health and medical professionals, as well as
promoting direet measurement of physiologic parameters that have direct
application to the work situation as nearly as it can be determined under
the examining situation.

BROADFR CONSIDERATIONS:

It should be kept in mind th;t the functional capacity assessment is only one
parameter in a descrip:%on of a whole cluster of canpo;ents which comprise the °
individual defined here as the worker. In the ;rea of vocational rehabilitationm,
the use of a Worker Trait Group Guide is often used and is based upon the require-
ments of the Dictiomary of Occupational Titles, pubiished.hy the United States

Employment Service and Training Administration, United States Department of Labor.
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The materials of the Worker Trait Group Guide adapt the structure and content of
the DOT to assist occupatiomal expldratian. The assessment includes a manipulation
of the following:

A. Work activities

B. Work situationms

.C. Worker functions: data, people, things
D. Physical demands

E. Working conditiens

F. Attitudes

G. General educatiomal development

H. Preparation and training

State vocational rehabilitation in New Hampshire utilizes an assessment profile
which accounts for all of the parameters describing one's functional capacity
from intellectual to daily living and physical capacity (see Appendix).

II. What I believe to be the coming standard for functional capacity assesament
is the system developed and taught around the country by the Employment and
Rehabilitation Institute of Califormia. This company and formula for com-
ducting a work capacity evaluationm is the product of Leonard N. Matheson,
Ph.D. He has developed an integrated approach which utilizes work activity
vwhich is closely monitored and goal-directed, and regularly reviewed and
upgraded as the therapeutic approach for a physically hardened return to
work.

Moreover, he has standardized the terminology of the functiomal capacity
assessment. I would recommend the taking of his workshop course, if possible,
and certainly the reading of the Work Capacity Evaluation manual, if you

are interested in carrying om work in this field.

He begns by saying that the work capacity evaluatiom is "...a process of
measuring an individual's capacity to dependably sustain performance in

response to broadly defined work demands...and...to include the integral
aspect of the process that has been heretofore unstated, work hardening."

He makes the argument that "...measurement and development are inextricably
intertwined in work capacity evaluation. Ag the evaluee enters the Work
Capacity Evaluation program, he is evaluated in structured work simmlation rasks
which consider both his current work tolerance and his potential for work
capacity. The evaluee's work capacity is inferred from demonstrated work
tolerance factors, given the assumption that the evaluee will receive suffi-
cient work hardening to allow his work capacity to be achieved. Structured
work situation tasks are used for both the measurement and development of

the evaluee. These tasks involve the use of work capacity evaluation devices,
a class of equipment that allows simulation of the work demands that are
placed upon the evaluee from a light level to 2 very demanding level. The
"broad definition" of work demands begins with the environment within which
the evaluation is conducted. Wherever possible, work capacity evaluation

is conducted in 2 setting that simulates the real work setting. Demands
Placed on the evaluee in terms of attendance, timeliness, production,
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CERTIFICATION OF ELIGIBILITY/INELIGIBILITY
FUNCTIONAL ASSESSHMENT INVENTORY/THOROUGH DIAGNOSTIC STUDY

APPLICANT:
st
FUNCTION LIMITATION Expected
BATING SCALE # Date IWRP SERVICES NEEDED Outcome
1. Vision
| 2. Hearing

3. Mobility or Ambulation

&, Uppii: Extremitiss

5. Hands

Hotor Function

6. Coordinacion

Hedical
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Cognitive
Function

7. Motor Spasd
8. Capacity for Exartion

9. Endurance

10. Absence Bacause of
Medical Problems

Condition

11, Stability of Condition

12. Learning Ability

13. Perceptual Organization

1l4. Memory

15. e Functionin,

16. Litaracy

17. Speach

18. Judgmant

19. Persistence

20. Consistsncy of Behavior
With Rehab Goals

21. Accurate Parception of
Cgpnbilitiulr.inutim

22. Effective Interaction
with People
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23, Soecial -Support System

24, Personal Attractivensass

27. Work Hiatory

28. Acceptabili

30. Economic Disincantives

Present Assets

Attractive physical appearancs

Pleasing parsonality

Bright or varbal fluency

Possesses a vocaticmal skill in demand

Has educational credentials qualifying
him/her for employment

Clisnt's family exceptionally supportive

Has sufficient finances to maintain self
and family during rehab period

Is extresely motivated to succeaad

Job is availabie with previcua or current
smployaer

- Takes initiative and solves problems

Vocational Goal

A physical or mental disability which
constitutes or results in a substantial
vocationsl handicap [ ] is [] 1is zet
verified.

O pesaopabisn That VR services will
bepefit applicant/
D E%piéﬁi'i%:'il‘ clieat in terms of

emplojability
[] $2ebie.fe /
Severely dissbled [|yes []ro
[Jos [Jos [Jio [J2a [J30

Counselor Date

27
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safety and interpersonal behavior simulate the demands found in the real work
settings." .

Dr. Mathesou feels that the work capacity evaluation is a bridge between health
care and business, between the hospital and the workplace, and between the
person as a patient and the person as a worker.

A brief review of the systems for evaluation are presented in the Appendix
ta this course notebook. )

Reith Blankenship, L.P.T., American Therapeutics, presents a work capacity
evaluation program éntitled Work Capacity Evalu;tion and Industrial Comsultatiom.
In this context, he integrates much of Matheson's material and provides an in-
geresting review of ihe application of Dr. Matheson's concept of symptom magni-
fication. He desc:ihea sympcon.magnificazion as being an altermative to the

term "malinguering”. I am most happy to see this adjustment in semantics put
forward as it permits "...new opportunities to understand the patient who is
dominated by this syndrome and to establish effective rehabilitation goals."
Malinguering is said to occur when the patient is pretending to be ill or inca-
pacitated in.order to escape duty or work. Mr. Blankgnship.points out that,
because our definition of malinguering combines a description of behavior with

an imputed motivatiom, it is assumed that whenever we see this behavior, the
motivation is what we have originally defined it to be.

Cn the other hand, symptom magnification syndrome prov;des a conceptual basis for
working effectively with patients whose symptomatology camnot be readily explained
on an organic basis. Symptom magnification syndrome definition allows us to
aeparate.the behavior from the motivation, differentiate classes of motivatien,
and select our intervention so that we can become much more effective.

Mr. Blankenship goes on to point out that an important consequence o§ the patient's
display or report pf symptoms is an effort to contrel his or her extermal environ-
mzﬁt. This control is a naturai and usually adaptive cansequﬁnce of the display
or report of symptoms. In the psychological literature, this is referred to as

. the development of operant pain behaviors and could be researched under that category.




WORK CAPACITY EVALUATION PROCESS:

Economlst.

o
L3 ]
AREAS OF RESPONSIBILITY
STAGE AREA ASSESSED MEASURED BY OR IN TERMS OF PROFESSIONAL(S) INVOLVED
ONE Pathology Studies of tissue and bone. . Physiclan, Laboratory Professionals,
Physician, Exercise Physiologist, Psychologist,
TWO Impainment Evaluation of anatomy, physiology, and psychology. Physical Theraplst, Occupational Therapist
. : . tional Therapist, Physical
THRER Mn”w-n_m“”__ Pstient's report of symptoms and limitations. Observation of function. .m-..__._ﬂ"___.u_-u_.... Occupational Theraplst, Fhysica
Social consequences of the functional limitations; how they affect the
FOUR Disability patlent’s customary roles. Occupational Therapist.
FIVE Feasibility Acceplablity of the patlent as an employee. Work behavior of the patient. ‘ Occupational Therapist, Vocational Evaluator.
SIX Employabllity Abllity to become employed within a particular Inbor market. Occupatlonal Therapist, Vocatlonal Evaluator.
Yocational D Occupational Theraplst, Vocational Evaluator,
SEVEN P plat, s
Handicap Abllity to become employed in a particular ooo._u-__o_... Tndustrial Health Nurse,
EIGHT Eaming Capacity Income measured over the worker's lifetime. t Vocational Evaluator, Labor Market Expert,

From: Work Tolerance Screening: A Tralning Manual, Matheson, L.N. and Ogden, L.D.,
RISC Publishing, P.O. Box 7 Coto De Caza, Trabuco Canyon, California 92678.
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Copyright 1980, Rehabilitation Inettute of Sowthern California { REHABILITATION
- EVALUEE: ' 1 INSTITUTE OF
RATER: OATE: SOUTHERN
PDC LEVELS TESTED: - CALIFORNIA
PRESENT IMPROVEMENT PRESENT IMPROVEMENT
FUNCTION POTENTIAL FUNCTION POTENTIAL

EMPLOYANLE -
UNCERTAIN
EMPLOYABLE

EVALUATED
SHELTERED
UNCERTAIN

NOT

B USE OF PROPER 30DY
MECHANICS
Evaluee's demonsirated consistency

Sections One — Productivity

A'g,,.quh,“ dependable demonsirated in the application -of proper body
output s mechanics 1 job tasks.
§ C. WORK PLACE SAFETY

1. Aysdition
8., QUALITY I
Evaluee's dependable demonstrated 2. Vison
oulpu of acceplable unns. 3, St in

4. Baance

C. ATTENDANCE

Evaluee’s demonstrated consistency
in reporting 10 place of work on
assigned work days,

D. USE OF PROTECTIVE
BEHAVIOR

Evalues's demonstrated use of Com-

mon sense in protecting

himseli/herselil and other workers

from danger.

D. WORK-PLACE TOLERANCE
Evaluee's demonsirated capacity to

Section Three —
Interpersonai Behavior

A. RESPONSE TO SUPERVISION
Evaluee's demonsirated ability 10 ap=

E. TIMELINESS

Evaiuee's demonstrated consistency
in reporting 1o place of work on time,
returning irom breaks on time, and

:i'::"s place of work at appointed 1. Accept direction from a !
- supervisor : :

F. INSTRUCTABILITY .
Evaiuee’'s demonsirated ability w0
perceive, understand, and follow
work instructions.

2. Adjust 10 differem supervisors or
SUPeTViSOry styies.

3. Follow through with accepted
directions.

G. MEMORY

Evaluee's demonsirawed ability to
remember task instructions, work
structure, and safety rules.

B. RESPONSE TO FELLOW
WORKERS

Evaiyee’s demonstrated ability
work in concent with other wockers
addressing the same task.

C. RESPONSE TO CHANGE
Evaluee’s demonstrated ability o ad-
just to changes in work
i

D. GENERAL WORKER ATTITUDE
Evaiuee’s demonsirated dedication
to work and hissher role
a5 & worker.
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REHARILITATION
INSTITUTE OF

SOl THERN
CALIFORNIA

PHYSICAL DEMAND CHARACTERISTICS OF WORK

: UENG TYPICAL ENERQY
LEVEL weiGHT LIFTED | FREGUENCY WALKING/CARRYING REGUIRED
SEDENTARY 10 LBS. OR LESS INFREQUENTLY NONE 1.6 METS
DENTARYLIGHT 15 LBS. INFREQUENTLY INTERMITTENT SELF-PACED, 20 METS
SEDENTARY- 10 LBS. OR LESS FREQUENTLY NO LOAD .
20 LBS. INFREQUENTLY 2.5 MPH. NO GRADE
. OR
LIGHT 10 LBS. O LESS EREQUENTLY SLOWER SPEED WITH 25 METS
. 10 LBS. OA LESS
35 LBS. INFREQUENTLY 3.0MPH. NOGRADE |
OR
LIGHT-MEDIUM 3.0 METS
20- LBS. OR LESS FREQUENTLY SLOWERSPEEDWITH
20L8S. ORLESS
50 LBS. INFREQUENTLY 3.5MPH.NOGRADE
OR
MEDIUM 25 LBS. OR LESS FREQUENTLY SLOWER SPEED WITH 3.5 METS
25 LBS. OR LESS
76 LBS. INFREQUENTLY 3.5 MPH. NO GRADE
WITH 35 LBS. LOAD
MEDIUM-HEAYY . _ OR 4.5 METS
35 LBS. OR LESS FREQUENTLY . | . 115LBS. WHEELBARROW
2.6 MPH. NO GRADE
HEAVY 100 LBS. INFREQUENTLY 3.5 MPHWITH 00 METS
50 LBS. OR LESS FREQUENTLY 50LBS. ORLESSLOAD
VERY HEAVY IN EXCESS OF 100188, |  INFREQUENTLY 3.6 MPH.WITH 5. 120 METS
50 LBS. TO 100 LBS. FREQUENTLY 50 LBS, OR MORE LOAD : .
S -

+ EVEN THOUGH THE WEIGHT LIFTED MAY BE NEGLIGIBLE, A JOB 13 CONSIDERED
SLIGHT" IF IT RECUIRES A IONIFICANT AMOUNT OF WALKING O STANDING OR
FREOQUENT USE OF ARN AND/ON LEG CONTROLD.

el

Copyright, 1190, Ashabitasion Ineifiute of Southern Cafornia
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EMPLOYABILITY

SKILLS/
GENERAL m.-.u-._nb._._c_,;—. DEVELOPMENT

HIGH P | LOW
HIGH

MODERATE
WITH
TRAINING

MODERATE
wITH
WORK HARDENING .
&
JOB MODIFICATION

demAPY» FPZQ=-AZCT (">CU=em3

LOW

From Matheson, L.N., Ogden, L.D. and Kemp, B.1., * Vocational assessment of the older worker”, National Rehabilitation Assoclation, 1982.
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In either case, the symptom magnifier will eventually perceive the benefits from
his symptom magnifying are being greater than its cost.

The symptom magnification syndrome is outlined by Mr. Blankenship on the basis
of Dr. Matheson's work as follows:

‘Stage 1 (Experimenting)

A. Experimenting with the use of symptoms to control other persons and events
in his environment.

B. The cost-benefit ratio must be easily modified.
1. Avoidance of reinforcement
2. Behavior modification :
3. Early identification of vocational needs
NOTE: In our assessments carried out at the Workplace Center at Portsmouth
Hospital, the role of the vocational evaluator in assessment and establishrment
of vocational goals is one of the paramount considerations of the program.
Stage 2 (Settling In)
A. Synpcanl/benefits outweigh the costs
1. Refuge .
a. Escape unresclved conflict
b. Lost job

2. Game player . T %L e
a. Malinguerer trying to achieve an unattainable goal

It is difficult to distinguish between the various types or stages of malinguering
but Type 2, according to Matheson, is more rare.

Stage 3 (locked into the Syndrome) .

A. The patient has taken on personal and social role of the patieﬁ:.

B. Most of what he accomplishes he views as the result of his synptcni.

The phenomencn of symptom magnification can be dealt with, as Macheson points

out, by a work hardening program, by vocational plamning and identified by the
functional capacity assessment. .

I have dealt with it in the past with the assistance of the physician and clinic;l‘
psychologist, and wiﬁh an active program of exercise activity that was goal-directed

from a vocationmal poiﬁf of view.
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PARAMETERS OF THE FUNCTIONAL CAPACITY ASSESSMENT:

In the functional capacity assessment, we need to consider what physical measures we are
undertaking. Many of these have been described for long periods of time under the category
of work physiology. A good text to review these parameters of one's underlying physiology
is that written by Per-—Olaf Astrand?l., while a faculty member at the University of New
Hampshire in the Department of Physical Education im 1975, I received a request from the
Chief of Police of the City of Dover, New Hampshire. He had just lost a lawsuit on the
grounds of discrimination when he failed to hire a female applicant following her inadequate
performance on their pre-—employment basic physical capabilities screen. It was cléar that
what he needed was a program of age and sex adjusted norms for each of the parameteré of
one's functional capacity that were-higl;ly predictive of the work situation, but were
collected in an objective and reproducible manner. Using gtandard data collected over many
years in the field of Physical Education/Work Physiology, a profile was developed which
provided an assessment as follows:

1. VO, (oxygen consumption)

2. Resting and exercise heart rates and blood pressures
3. Grip strength as indexed to whole body stremgth

4, Trunk flexibility

5. Body composition

6. Muscle endurance

STANDARD NORMS

Percentile | Heart Blood Press. Oxygen | Trunk |[Percent| 60-sec. | Grip
Rankings | Rate | Systol. Diastol.| Uptake |Flexiom Fat sit-ups | Strength

99 40 94 60 60.0 23 7.2 438 70

95 46 © 102 64 51.5 22 9.6

90 50 110 70 47.5 11.6 Men
85 52 110 70 46.5 21 12.9 47 62
80 54 112 72 45.0 13.9 46 Age
75 56 116 75 43.8 20 15.3 45 20-29
70 58 118 78 43.8 16.2 43 58
65 59 120 78 42.5 18 17.1 42 34
60 60 120 80 41.8 17 13.0 41
55 62 120 80 41.0 16 19.1 40 50
50 63 121 80 39.1 15 20.1 39
40 66 128 80 37.0 14 21.2° 338 43
35 63 130 82 36.3 _23.4 37
30 70 130 34 35.6 25.4 36

25 71 132 85 35.5 13 27.4 35 42

20 72 136 88 33.5 28.6 34

15 76 140 30 32.5 12 30.5 33 38
10 80 140 30 31.5 32.8 30 34

5 83 150 100 2%.0 11 38.0 20

1 99- 158 110 22.8 49.0 10

10 : 0 30
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S0 successful was the implementation of :his.tgsting that it became incorporated
as part of a merit pay system, as well as an integral part of the preplacement
evaluation.

Today, a Dover Police Officer must take a yearly examination for merit pay which
_includes-:he six-parameter fitness assessment and, if he fails to meet the established
norms of the department, then his merit increase is denied. If he fails to achieve
fitness levels as prescribed on the second year, he is terminated from.the force.
This evaluation is conducted under the supervision of the department'’'s comsulting
physician and decisions fér merit increases, decreases or medical problems are
done in concert and consultation with him by the Chief of Poligce. The measure af
the program's success is clearly reflected by the substantial decrease in injury
rates of all sorts, both cafdiovascular and musculo-skeletal for that department.
When I began doing fumctional capacity assessments some years ago, 1 carried over
these parameters of fitness as part of that'physical analysis determinatiom
profile. .

FITHNESS FOR WORK: A METHOD OF ANALYSIS

Boudrizz described a condition which showed that 25% of top Dutch athletes had
visual defects of which they were unaware. Ee gave the examples of some female
ﬁockey players from the team that won the Gold medal in the Los Angeles 1984

games where they played with visual defects of -1 to -2%. This essentially means
that some of them could not éven see the ball approaching, let alone play it
effe:tively. He further pointed out that two of the best racing car drivers

had poor vision and one first class football player seemed to "react predominantly
to sound perception". What of McEnroe's biting sarcasm directed at linesmen?

He asks, "Was their eyesight ever tested?" He further poses the question of

the deﬁelnpmeﬁt‘of ergonomic tennis rackets being of little use if a player

cannot see to hit the ball.
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The neglect of the most important factor in the mamn-machipe system, the optimal
condit;on of man, is often left out of the equation for determination of work
capacity in our assessments. Bouldri points cut that "ergonomics is more than

the optimization of work places and environment, of tools and machines, and of
safety .of workers; it means putting an optimally healthy persom into an optimal
working situation.” It is this match that we seek to certify by measuring a
person’'s functional capacity. Once the individual's optimal functional levels are
defined, it allows us to make whatever rehabilitative engineering or ergonomic
changes are necessary in the workplace so ﬁhat an effective and permanent integration
into the economy can obtain for the displac;d employee.

THE ASSESSMENT

As pointed out garlief, an a#sessmen: Ceam is necessary so that the miny para-
meters of the individual are evaluated and pertinent information brought together
for the physician to corollate following their conduct of the history -and physical.
Players on our team include:

1. A vocational evaluator for performance of an initial'and, if the patient stays
in the program, in depth vocational evaluatiom.

2. The clinical psychelogist for the eialuatian of psychological factors and the
degree of emotional component of pain. -

Note: I have included 2 copy of a Low Back Pain Profile which I hawe found
to be extremely effective and the literature supporting it is in the Appendix
of this texr.
It is known that stress has 4 negative effact on cur auto-immune system
and that sickness may impact an examinee's functional profile. Follick,
Smith and Ahern23 reported the impact of sickness as a global major disability
iz low back pain. Corsonzh developed four additional objective measurements
including pain complaints, pscmatic interventions, ;and imﬁaired:funétioning
and remaining positive aspects.of function in an assessment of self-esteen
to serve as an aéjunct to the McGill Pain Questionnaire.

3. Occupatioﬁal health aurse - as will be reviewed later, the occupational

health nurse is the key external communicator and intermal organizer of the
Workplace Center in Portsmouth. She also carries on preplacement screening
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February 11, 1986

B.V. Popovick, M.D.
30 Maplewood Avenue
Portsmouth, N.E, 03801

Re: Stanley Pawlek
Dear Dr. Peopovich:

I did an ITSU functional capacity assessment for Stanley Pawlek.

The calculated compressive force atc L ’51 in the stoop lift position
was 619 lbs. per square inch, This 15 less than what would be re-
quired even for a light duty job which would run scmewhere around
770 1lbs. per square inch. His job category, however, requires 1400-
2200 lbs. per square inch as observed from job description data.
Therefore, I believe Mr. Pawlek .lacks, in a very substantial way,
the capacity of the back £o carry on work at Bea's Auto Body, and

I therefore recommend that he retire from this position or assume

a totally superviscry role with nc hands-om work at all. Even in
_the latter case, he should be allowed some months to go from 4-8
"hours of a workday capacicy.

Since working in a2 forward bent position filing a quarter panel for
about 3 1/2 hours, .he has had a marked exacerbation of his symptom
complex, particularly in the left lower extremity with some neurologic
component., I think he needs to be removed from that work enviromnment.

He is a very hard worker and is unable to pace his daily living
activicies. He is also placed in a situvation vhere the employer is
obviously desirous of having his skills. Given Stanley's restrictions,
I don't believe it is a safe work enviromment for him and, once again,
believe he should be withdrawn from it.

- The graphiecs presentation of the ITSU unit will come under separate '
cover. My computer is down and I had to have it done by Ellsn Garrison
. in Manchester. When 1t comes, I'll send it along.

5 aniel W.
.L.Certified ctive Therapist

_nw: dd

L Encl.e
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PROGRESS REPORT

Physician: Dr. Popovieh/Dr. Sﬁearnan(

Dr. Holzaepfel

Diagnosis: S/P laminectomy x 3

Swimming
Home Exercise
0 Biking
O Rowing

poB:

Mautilus
Walking

Period of Therapy:___12/31/85

- 2/10/86 E

Attendance

O Regular

4 lrregutar

O Gap in reatment due t0

Fll-evnluztion

scommendations:

" - Continue '

0 Physician re-evaiuate
O Discontinue

a

Physical Work Capacity
or Exercise Capability
C inecreased
Gracual Improvement
Plateaued
O Decreased
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Over the last month, Mr. Pawlek has continued to
work at the Ben's Auto Body repair shop. One week
ago, he spent a considerable amount of time im a
squat position with forward bending of the spine
doing filing on metal parts.(quarter panel).
Subsequent to that, he developed paraspinal muscle
spasm, left, with increase in dysasthesia in the
left lower extremity. He continues to present
with complaint of pain in the right low back but
his chief complaint at the moment is on the left.

Since his surgery and as pointed out in the note
of 12/31/85, I have not believed that he has had
the physical capaéity to carry om any sort of a
job description save purely supervisory work. A
physical capacity assessment done today including
use of the ITSU confirms that. Currently, he
presents as follows: -

" Pain (see comparative diagrams)

There has been an increase in left low back and

lowver member pain since this recent exacerbation.

However, since the surgery he has felt a "catch™

in the right low hack any time he rotates left

or backward bend rotates, particularly backward

bending rotation. .
.
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Stanley Pawlek 3 =-2= Pr¢« 1e88 Report with PCE
He continues to have restricted sitting, standing, walking and related
tolerances but the worst of all activicies is, as stated, backward
bending rotation or forward bending static posture with rotatiomal
lifring. .

Flexibility of Spine : P

Forward bending 55° w/hip extension on regain from
. that point. There is mno disgsruption .
on regain though, if forward bending
is taken bevond the comfortable range
of 55°, his regain is disrupted shifting
: both lefr and right. :
Lateral flexion 25* left, 20° right of 45°

Note: Side bend right Eeprodu:es right low back pain.

Backward bending 15 of 45° w/abrupt reproduction of low
b back pain greater left than right this
day.
Truak rotatiom 60° left, 74° right w/o discomfort save
‘ end of the range.
"Active SLR . ' Questionable positive crossed SLR sign,

Other Ohservations

‘1. DTR's, knee jerk 2+ zight, O left. Ankle jerk l+right, 0 left.

2. Plastar flexors = 4+/5 left, 4/5 right. .
Extensor hallisus longus = 4/5 right, 4+/5 left.

3. Sensory evaluation: there is Lg and Sy-like dvsasthesia, left,
below the knee. This is constant since his surgery.

Gait

With fatigue, there is a2 mild weakness in dorsiflexion observed. Agaism,
this only occurs with fatigue. BHEe does have a notrmal push-off, shifts
weight nicely without a significant degree of antalgia. There is,
howvever, some loss of good rotation in the gait. .

Girth of the calf taken 16 cm. below infrapatellar margin:
36.5 cm., left ,
39.5 cm. right (there appears to be some atrophy on right; .
he is right-handed) :

‘He also has marked varicosity, greater left tham righe, and this
complicates girth measurement of the extremity.

. Statement of Work Capacity

Aside from a sedentary wozk capacity of a supervisory nature that did
not require sitting for periods greater than 20 minutes constantly for
each hour of a 4-8 hour day, Mr. Pawlek does not bave an 8 hour workday
abilicy. ’

The isometric strength testing unit predicted compression tolerance at
the LS spine as follows: '
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Stanley Pawlek v -3- T gress Report with PCE

The action limit of 770 lbs. per square inches 1is considered a safe

wvorking level for all but 20~25Z of the population including males and

females. In the stoop lift posture, Mr. Pawlek could generate only d/
.1;? lbs. of consisteant force over a 5 second work interval and telesxate ALV<

only 619 l1lbs. per square inch which is a conservative estimate of strain.

At workloads below that level, i.e., #-1bs., he was unable to maintain

a consistent workload and on each sucéeeding trial, his teclerance over

a 5 second interval 1lift decreased.

Given that his job demands require, even 'in 'rthe light ‘duty ‘categorv,

"the abilitv to tolerate compressive forces of 770-1430 1bs. per scuare
inch-of pressure, these values are clearlvy well,outside 'his functicnal
capacity. Work at these levels would continue 'to disable him and should
therefore be avoided.

-
.

Acti¢n Limic

: gaximum
‘ |_61¢ | ermissable
Examineg== +- Limict

770 1430

Recommendations:

Given that he does not have a work capacity in the present job descrip-
tion, he should either find a positior that is totally supervisory with
the capacity to build his work tolerance, even at this level of from

a 4=8 hour range, and/or retire. I think the latter is the best choice
in his case unless, 6f course, totally supervisory wozk is available

to him.
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Name Stanley Pavlek -___Date ~2/10/86
Height 5'g9" Weight ° 180 1bs.
Task Description Stoop 1ift
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This is an error test. Stanley was umable to maintain a consistent
workload for a period of 5 seconds. This produced pain in the low back
and lower extremities bilaterally. He was instructed to do a comfortable

1ift but was unable to judge initially what that 1lift was. In aany case,
it is clear that 27 1lbs. in the stoop lift position was outisde his

ability no tolerate same. pm— S —— T b o -t
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In trials 2 and 3, you can see that the capacity for lifting at 15/20 and
19/23 are tolerahle workloads for Mr. Pawlek. His development from 0 to
maximum contraction is smooth and progressive and his ability to tolerate
the workload is maintained through the full range. There is some instabilit
at this level but not nearly that observed initially.

LINK ANGLES: c* - INCHES

Lower Arm =50 _ __ - o He -+ -~ ° -

Upper Arm -63 _ Ve 20

Torsao 60 i L5581 To

Upper Leg 120 . Hands -~ "~

Lower Leg 82 )
MAGNITUDE OF FORCE: :

Test #1 Average =27 LBS Peak "' " 52 LBS E

‘est #2 Average ~15 LBS Peak - T 20 LBS -
Y Test #3 Average 19 LBS Peak 23 LBS
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THE FUNCTIOHAL CAPACITIY ASSESSMERT _ 45

for vision and hearing. This includes gross audiometric screen, screen for
visual acuity, colorblindness, and depth perception. -

.4. Occupational Therapist carries on evaluations of dexterity, motor ¢oordinationm,

and conducts a review of work mechanics using work simulation tools and

measurements of strength and endurance performing those activities as documented

by the use of the BTE, Valpar, Perdue pegboard and other devices.
5. Physical Therapist participates in a program through strength measurement

using the Cybex II with UBXT. They also make assessments of the neurocmotor

system in case of neuromotor dysfunction, but for cases of psychological or

psychiatric problems and ‘head injury, the psychologist and 0.T. cooperate

closely in that evaluation.
6. Kinesiotherapist - stremgth testing and functiomal capacity assessment and

evaluation of the lumbar spine. It is in chis setting that the ISTU is

found to be a useful screen implement.
All of the equipment used in the functional capacity assessment is also used
throughout the treatment protocol and is supplemented by traditiomal and nen=traditional
exercise activities.
It is my feeling that the treatment of the patient not only requires a coherent
and agreed to philosophy directed by the supervising doctor of medicine but that
data collected during the functional capacity assessmant also be collected with a
consistent philoacphy and reasonably consistent protocol. 'Tuuherlinzs et al
agrees with that point of view and puts forward a compilation of data collectiem
forms used in the Student Health Center at the University of Wisconsin. I have
included for your review an evaluation protocol utilized by Addisonzs.-
Even though the physician has carried on the history and physical, I feel that
the cocllection of the following data in the conduct of the functional capacicy
assessment is useful and I nsualiy go through the evaluation collecting the data
as I will cutline it, and thex summarize it in a one page cover letter.
Whenever possible, a job site evaluation is donme. If the job site evaluation
is not possible, then utilization of norms, particularly for strength, range of
motion and frequency of motion are gained by past experience at various job
deseriptions which allow for a2 more concrete determination of functional capacity;

that is, they serve as an index against whick to compare the patient's funmctiomal -

capacity as collected.



AFFILIATED BEHAVIORAL CONSULTANTS
P.O.Box 164 Wilmette, Illinois 60091

LOW BACK PAIN
SYMPTOM CHECK LIST

FOR PHYSICIAN USE:
Physician's Name
Address
Diagnostic Impression

FOR PATIENT USE:

Patient's Name Age Sex
{Print: Last, First Middle Initial)

Race

Date Highest Grade Completed in School

How long have you had back pain?

Read each statement and check if it is True or False

TRUE FALSE

Lying down makes my pain feel worse.

Exercising makes my pain feel worse.

Bending makes my pain feei better.

Medicines prescribed by my doctor make my pain feel better.
Not having much to do makes the pain feel better.

Pain comes only at certain times, and usually doesn’t bother me
except at these times.

oooaaoao
oooooo

INTENSITY RATING

We need a more accurate idea of how severe your pain is. On a scale of 0 to 100, in
which 0 is no pain at all, and 100 is the most severe pain that you can possibly
imagine, what number would you give your average pain over the last few days? What
is your average pain these days? '

Please estimate your pain and piace your answer here:

Turn to other side and read the instructions carefully

46
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WHAT DOES YOUR PAIN USUALLY FEEL LIKE?

DIRECTIONS: The words below describe different qualities of pain. Place ép & in the
boxes beside the words that best describe how your pain typically feeis. You may
check as many boxes as you wish that describe your typical pain this last week,

9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31

32
33
34
35

36
a7
a8
39
40
41
42
43

OoooocOoO0O0O00DO0OoOOooOooOoO0O0O00o0000O0D0DO0g0Oo0aoo0on0anc

squeezing
aching
gruelling
periodic
nagging
quivering
radiating
heavy
boring
miserable
cutting
cruel
penetrating
annoying
exhausting
wrenching
pounding
momentary
duli
pulsing

stinging

brief

cold*
flickering
unbearable
tugging
agonizing
piercing
smarting
steady
constant

- jlancinating

terrifying
vicious
cool

44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
7
72
73
74
75
76
7

o o O T o o o T o o I o I A o I I

splitting
torturing
pricking

troubiesome

throbbing
numb
nauseating
drilling
jumping
dreadful
drawing
rasping
blinding
spreading
tearing
rhythmic
shooting
furting
hot
punishing
burning
sharp
tiring
scalding
gnawing
stabbing
tingling
freezing
tight
itchy
pressing
sore
sickehing
searing

8

9
10
1
12
13
14
15
16
17

18

19
20
21
22
23
24
25
26
27
28
29
30
31

32
33
34
35
36
37

38
39

.40

41

NMNODO0O00oO00QOD0DOCOoOO0DCcOO00O0O0O0OOO0O0cO0O0ODOCBNn0O0

continuous
transient
pulling
tender
intermittent
suffocating
taut
frightful
crushing
pinching
flashing
killing
fearful
beating
cramping
lacerating
wretched
intense
ping and needles
superficial
desp
localized
uniocalized
spasms
diffuse
surface
stiff

skin pain
muscle pain
bone pain
joint pain
moving pain .
alectrical
shock-like




The Kinesiotherapy Centen
The Rehabilitation Caniex Building

| <KRouts 1 Bypass
Podsmouth, Naw Hfampshie 03501 .
Danisl W. Jonss, PAD. PROGRESS REPORT Tilephons 603/491-0536
Cerbified Convanivs Tharapist ' _ b08/742-6294

PATIENT: Kelly Crane

PHYSICIAN: Dr. Schwartz/Dr. Kish
DIAGNOSIS: ©DDD, LS spine

PERIOD OF TEERAPY: 8/29/85 - 9/24/85

REVIEW OF TREATMENT:

Miss Crane continues to present with increased left knee pain and
with the same sort of numbness and discomfort described imitiallw.

There does seem to be some disuse atrophv about the calf on the -
left. It measures at 16 cm. below infrapatellar margin - 37.7 ecm.
righes, 37.0 cm. left. The thigh at 10 em. above suprapatellar
margin measures at 50 cm. left, 49.3 cm. right. Her pain ranges
from 8-11 on a scale of 0=12.

Note: On this occasion, I administered 2 low back pain evaluation
profile which indicates that she has a low probability of significant
emotional component to her symptom complex. There was some question
inicially as that her description of pain did not fit a root
gsignature in the lower extremity. Given that she has a high proba-
bility of organically based complaint and that there are some back
signs, 1 think she 3hould be evaluated for back dvsfunction and
continue her curreat protocol as it is non-exacerbatory for her.

DWJI:dd




LOV ~ ACK PAIN EVALUATION PROFILE
PATIENT'S NAME ____Crane, Kelly L.

DATE 11-13-85 _
PHYSICIAN Daniel W. Jones, Ph.D.

Normal pain score; common with

organic findings. >
. N
2
PAIN SCALES %&
i I IV vV Vi Vit aZ
-7 -| =B - 190
e | % : : :
. - : - 7| %|- ® - 9
- 80 -.-“ - : : -
- " % T m| - B[~ ® B s
~ s8] - - ® : : :
—5:- : - 80 :-50 :-50 - =
- 50 s - 45 :
: il B : LT S|- . e
~ a8 Z“ - 4 .
- - a7 : > sa - 40 | = 40 - 75
- @ - = :
—“"“ . ;“ :-_.a - 35 - 70
- 38 :
: _ =" ® MEAN | e
. SCORE | -
- 30 . '
: * - ™ !
MEAN |*_zs ! - : :
- 20 . .
. - Tz.' - 50
- 18- :
: - w|- -
T . N\ ' v
v - 8 - :_:
x- - 0
. - 0
.. RAWSCORE 3. Q. _12 o 12 13 .9 90

PROBABILITY OF A SIGNIFICANT EMOTIONAL COMPONENT:

Mow ] QUESTIONABLE [ MODERATE ([ HIGH'
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THE FONCTIONAL CAPACTTY ASSESSMENT : 51
I normally begin with the collection of data base, even though some of the same
information is collected in other departments. The redundant collection of infor-
" mation is nat always superfluous, but occasiomally turms up pieces of history
[ ]

that do not get tramsmitted to the physician in another way.
Meeting with the referral source prior to the assessment is always extremely
useful as more of the patient's background can be learned and the ratiomale for
the assessment can also be better understood.
I think the following are useful data points to collect:
1. Bistory of the current episcde.
2. Related medical history including:

a. Iasues of internal medical concern, neurologic concern or other

related probleums.

b. Cardiovascular problems, diabetaes and sc on.

¢. Paat history cof surgeries. ‘

d. "0ld football injuries”
3. Discussion of chief complaint
4. Pain drawing and assessment
5. Review of discussion of chief complaint
6. Work history
7. Military biscory
8. Recreational sport activity
9. Social history
10. Posture

a. Height, weight, body composition
b. As relates to back evaluation - lower quarter, pelvis, SI, spine, trunk,
cervical spine, glenohumeral joint, upper extremity.

Note: Not all f:portad but tested and reviewed.
11. Tissue inspection, e.g., marks, scars, rashes, coloring, and so on.
12. Pathology of posture of the spine.
13. Reaczion to palpatiom.
14. Flexibility =~ standard assessment protocol

15. Passive mobility testing:

I do not engage in this except occasionally; it is normally dome by the
Physical Therapy Department when undertaken.



THE FUNCTIONAL CAPACTTY ASSESSMENRT
l6. Gait amalysis - walking, running.

17. Stantion and balaance.

52

18. Gross neurologic assessment - muscle strength, DTR's, sensation (sensibilitry),

girth.
19. Nerve tension signs (calf squeeze, bowstring, active SLR, Kermig test).
.20. Assesament of underlying physiologic parameters

. O, uptake :

2. A%doninal dand extensor muscle strength

3. Chest expansion and Shober test for flexibility of spine

4, Power grip

5. Groas strength asseasment, ISTU
21. Asgessment of physical elemental activities

1. Walking

2. Stair climbing

3. Balance

4. Whole body range of motion

5. Work simulation tasks, as indicated, using Valpar, BTE work simulator,

or related activity which involves sitting, standing, crawling, using
lower extremities, using upper extremities, lifting, carrying, pushing

and pulling.

All of these data are collected, surmarized and submitted fo the physician.

He then chooses what he elects to place in the patient's report which is then

forwarded to the referral source.

Mayer27

"inclinometers" to measure sagital and coronal movement of the spine.

for same is described therein

uses essentially the same.evaluation except that he includes the use of

The method

115* Gross flexion
=60 Hip flexion
55" True fiexion

45° Gross extension
= 10" Hip extension
35* True extansion

Figure 1—To assess spinal range of motion. determine
how much of the patient’s total range of motion is due to
movement at the hips. The solution is to use two incling-
meters, one over the sacrum. and the otherat T12-L1 bridg-
ing the spinous processes. When the hip flexion deter-
mined hv readinas nn rhs lnwer incfinnmerssie eypheerovad

m the flexion” (shown by the upper inclinome-
'f;l. mmimdnmm theindinazion through which T12-
S1 moved (thetrue lumbarflexion). To determine truelum-
bar extension, ask the patient to repeat the procedure in
the hyperextended position. The examples indicate de-

remne ol Fnvinm nnd petpeeine spne (n bpmtoles oyprme o =

Mustrations by Frank Kordas



THE FUNCITONAL CAPACITY ASSESSMNET ’ 53
No matrer how good the assessment, I do not beligva that it is as clear=-cut as

that provided for the cavdiac patient.

In the cardiopulmonary syétam, a4 measurement can be taken and a clear determination
of .dysfunction made. In the case of musculo=-skeletal injury, .particularly those
involving the soft tissues, predictiom for.one'q capacity to.do 8 hours is still
_speculation and that is why I believe that, in the long run, the Matheson approach
or the in-house work hardening programs will prevail as the most efficacious way

of carrying on a functional capacity assessment.



THE, WORKPLACE CENTER CONCEPT ) 54
The lion's share of this section of the presentation was prepared for me by
Lindi Moreau, B.S., R.N.
I have taken the opportunity to go forward with a description of integrated
care as I believe that this sort of system will eventually replace the "quick
and dircy" IME as a method of determining functional capacity for the injured
‘worker. | -
As you review this section, keep in mind thgt it is designed to cover all Occu;
pational Care Services. : . .
"SCOPE OF THE PROGRAM:
The initial program was develaped by John.Shearman, M.D. and the Workplace Center
.was meant to be the cornerstone around which the remainder of all outpatient
medical services vere to be developed. This included programs ;ike Sports
Medicine and specific activities for the "orphan" groups (S, MD, neurodevelap-
mental dysfunctioned children, and so on).

'ALGORTTHM OF TEEATMFNT:

Referral of patient to Communication to

'Emergency Department Emplovyer
Coordinator
Treatment follow-up; reviewl Communication
referral patterns; ongoing with referral
ca view SONTCe

Referral of patiemt

Rehgh.

I think it is intfresting that her initial comment shows communication to the

- referrai source as the first step following admission of the patient to the
Emergency Deﬁartngnt. it is.this communication that is key throughout the entire
trTeatment process.

Patient fonllow-up, contiguous communication with the referral source and pre-
placqnen:/periodic testing are.the fundamental components of The Workplace Center.
Physici;ns' and clinicians' familiarity with The Workplace Center is also essential

for success.
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1. Patient follow-up:
When a patient is initially seen with a work-related conditiomn, either through
the Emergency Department or through the Rehabilitation. Services Division, they
enter an interdisciplinary algorithm of care. Throughout treatment at the facility,
the patient zmust be closely followed to insure pronpt‘diagnosis, evaluation,
treatment and disposition. This may be done by physician‘review, case manager,
or occupational coordinator (the role of the occﬁpational health nurse).
2. Continuous communication with referral source:
.A liason must be eastablished between the referral sources and The Workplace
Center to carry on continuous communication pertaining to the patient's treatment,
progress, exam, evaluation and prognosis. This link could be an invaluable
aid in assisting the patient fo return to work as soon as possible, as well ;s
to promote a firm working rapport with the referral source (employer, insurance
c&upany, lavyer, Department of Labor, local M.D. and =m0 on).
3. Preplacement/periodic testing:
A fundamental component to the success and safety of any health and safety
program. The Nbrkp;ace Center must provide all necessary elements for com-
prehensive testing, screening of new employees. A preplacement exam is
important to the success of any employer in his effsrt to maintain a healthy
and safe workplace for his employees. Freventive testing/screening, léading
to early &iagnosis and treatment assists in reducing workman's comp costs and
improving health but, more importantly, it helps to determine those individuals
who may not be physically or otherwise capable of performing their assigned
job tasks. Incorporating objective data into the preplicement assessment
is essential and ;an guide the personnel department of the indusatry in making
appropriate hiring decisioms that match job requirements to p@ysical ecapabiliry.
Maintaining the health and safety of the employee is equally important and benef
ficial. Periodic screening can asgist in insuring the employef ﬁhat the work -

force is maintaining or improving its physical/mental well being. The Workplace
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Center nust'be.able to provide the services and education necessary to implement
and maintain an ongoing program designed for the specifié needs of .a company.
4. Physicians' and clinicians’ familiarity with work site:
To promote a better understanding of the workplace, job site tours should be
performed including_representatéves from all departments potentially treating
work-related injuries ana illnesses.
This information must Be communicated to o;he; members of the therapeutic
depaftmgnt in order to be an effective aid in patient treatment and
return to work.
Pertinent informatiom gathered about the workplace must be comrunicated
to treating physicians and clinicians, even if the job gsite review is not
- performed. Personnel treating workplace inju;ed/ill patients must be aware
of the following:
a. Potential exposurea at the work site, i.e., chemicals, dust, heavy lifting,
and so on.
b. Working conditions at the work site (poor illumination, cold enviromment,
type of hqsinessqs and types of machines used).
c. Common injuries and illnesses through loss review analysis.
d. If mndified work can be ﬁrovided by the employer, what kind of work
circumstances. ‘
e. Hours, workday schedules, incentive work, work ruleé, shift work, weekend
work and ao cm.
f. Types of health and safety programs available.
Note: Are Worker's Compensation costs m;de part of the department's everyday
cost center?
Interdisciplinary means more than having a multitude of services and programs
within a single organization or under ;ne unbrella. Without continuous

communication between departments, fragmented services are surely to be the result.’
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-Each department must be kept abreast of services available throughout and across
all areas of the hospital organization but, even more important, oﬁce a patient
referral is made, there must be a network devised providing follow-up information
to the referral source. Continuity of.care, as well as appropriateness and

quality of service, can be nonitorea through this getwork.

in:erdisciplinary programming assumes that a group of united therapists are working
7 toward the ;aue goal under the same umbrella of philosophy with continuous commu-
nication among themselves and other parts of the imstitutionm.

In developing a network of this nature, it is vital to the success of the program
to immediately establish a chart of the goals and objectives of the program.
Educating physicians and hospital staff will minimize misunderstandings amongst
thqae whose support will be an important link in the treatment and referral network.
One must make an assessment of the program's services and practices that tpe occupa-
tional nﬂdicine center may have an inpgct on, whether that impact be of a positive
or negative sense, and the coordinator must be sensitive to the concerns of other
groups, particulary physicians who feel that work-related injured patients are
referred into the clinic and never seen again can be shown that utilizatiom of
their services will inecrease with the utilization of The Workplace Center.

ROLE OF THE OCCUPATIONAL HEALTH NURSE  ON A DAY TO DAY BASIS

Whether the referral to the Occupational Medicine Clinic comes from the Emergency
Room, operating room, local physician, employer, attorney, Department of Labor
or wherever,rig enters a network designed toc meet the goals and objectives of the
occupational care clinic. This network of services should:
1. Monitor ﬁha: patient throughout the treatment and provide commmnication to
the referral source.
2. Revieﬁ the referral pattern.onm a regular basis.
3. Review appropriateniss of care and treatment, u}tiﬁ#tely to insure continuity

and quality of care.
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A.'The occupational health nurse should act as a liason between the hospital and
the referral source, not only to return the patient to productive capacity as
soon as possible but to monitor consumer satisfactionm. .
The patient (work-related injury/illness)lis entered: into the system upon admission
'chrough either the Emergency Room ;r Rehabilitation Center. Our occupational
health nurse feels it is necessary to mention the importance of the central medical
record system within The Workplace Center. It is imperative that all information
regarding the patient is maintained in one file to facilitate patient care,

review and follow-up.

OUSE OF THE NETWORK:

As in any other service or business, marketing and sales is a key element of

the success of the program. in‘order to serve the needs of the consumer, the
occupational health nurse must first establish who the consumer is by collecting
demographic information as well as to review the demands and needs of the consumer
solicited. Much of this information can be obtained through survey, but one does
not get a true picture as many industries will not return their survey informatiom.
Using state agen;ies can provide reliable statistics, i.e., types of employers,
demographic information of employees, percentages of unemployment, numbers and
types of work-rel;ted injuries/illnesses. These sources include the State Safety
Couneil, Departnant,éf EmploymentSecurity, Department of Labor and so on.

Once the demands and needs have been identified and evaluated, and a progr;n

is in place, you must sell the program. Many networks are available to assist

in marketing the‘scrvicea offered through The Workplace Center. Some of thase
include the State Safety Council, Occupational Nurses Assgociation, labor
organizations, Bar Associacinq, State Department of Labor, community physicians'
groups. If the program is to be successful, one needs to "spread the word".
Design your brochures so that they are easlily understood by anyone reading them.
It is in;ortant that you do not sit back and rely on "a good product selling itself

through word of mouth." Competition in the health care field has become fierce,
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and the competition is always around the cormer selling their "better product.™

Marketing and sales is an ongoing progfém and is the role of the occupational health

nurse in her day to day work. A car&iﬁal'rule with respect to marketing-gservices is

to be absolutely certain that vou can provide and maintain whatever vou are

- aelling.

Attending community meetings, rotary, Kiwanis, men's and women's professional
groups, businesses after hours, safety council meetings, etc. also means
.marketing. Always bring business cards wvhen attending a meeting ofrany type.

The Department of Labor im your particular staée-must be aware of the program
and services you offer, but ndr? importantly, must understand what they are and
how they benefit the injured employee and the employer. The Department of Labor
is used as a resource by a majority of companies over any given atate and provides
them with all sorts of information and services available to them in their area.
The Department of Labor also makes recommendations for injured workers for any number
of r;asons including independent medical evaluations, disability evaluationms,
vocational rehabilitatioin referrals, activity therapies including Physical,
Occupational, and Corrective Therapies, and referral to chronic pain management
programs if neceasary.

Tﬁey review a high percentage of workers' compensation cases and consider the
outcomes achieved through various protoccls of treatment. Attorneys, physicians,
all ipsurance compinies handling workers' compensation for the state, employees,
vocational rehabilitation counselors, occupatioral nurses, safety speciaiists,
perscanel managers and so on at one time or another have contact with the State
Department of Labor. Having them be aware of the programs and services offered
through The Workplace Center is important in many aspects of health care and
marketing. An;ther useful tool for marketing and sales is mass mailing o
specific target groups. Define” specifié potential users of your programs

and services and categorize them in groups. Lawyers, community physicians,

employees having used services in the past, new companies in the area and so on.
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Then you need to prioritize who may be the most important contacts for you to
make. A letter specifically outliniﬁg those programs and services you may offer,
which would be of particular interest to specific groups, must be designed

and must accompany any literature sent to them. A packet specific to each group
~will be necessary. .

Don't overlook the importance of educating your community physicians,_as they
represent a large portion of your referral base.

Serving as a liason between the Workplace Center and r?ferrai sources provides a
perfect opportunity for marketing and sales. While providing information for :henr
regarding a patient's status and follow-up, you can alse begin to talk over some
of their potential needs ;nd how available services and programs can assist them
in reducing their costs. This is a way of introducing new programs into the
work site. |

The occupational health nurse can be an invaluable aid in designing a work sgite -
oriented clinic if he or she has been cut in the field and is aware of.the

needs of other health and safety profesasionals.

ERGONOMIC REVIEW:

As prevention serves a better purpose than treatment after inmjury, the efficient
design of the werkplace is of paramount importance. At The Workplace Center in
Portsmouth, we have structured a relationship with the Department of Biomedical
Engineering at the Univerﬁity of New Hampshire. We have access to the sophisticated-
facilities of all ac{eu:ific laboratories at the University for the purpose of
developing projects im rehabiliration engineering, pure research and cre;tive
property, and providing ergonomic assessment opportunities for 1oca} businesses
through contracts with the Workplace Center. There are a number of books om
ergonomics that are useful. One primer I found particularly helpful wa;
“Industrial Ergonomics - A Practitioner's Guide", by Domald h. Alexander and
Babur Mustafa Pulat, published the the Industrial Engineering and Management

Press, 1985.
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There is also a brochure designed by Dr.Domald B. Chaffin and Dr. Thomas J. Armstrong
at the Center for Ergonomics, University of Michigan, Ann Arbor, Michigan and is
available through the Travelers Insurance Company. The text provides a survey of
occupational ergonomics as it relates to the most commonly seen work-rela;ed
.prcblema. .

I hope that the material presented in this session has been useful to you so

that your conduct of a functionmal capacity assessment may provide for a universal

improvement in the quality of care provided the injured worker in our society.
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