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The injured worker:
assessing “return-to-work” status

DANIEL J. MAZANEC, MD

EEEITS@ [n workers injured on the job, the physical findings

tell only part of the story. Physicians must also consider psy-
chologic, economic, social, and legal factors when performing
a return-to-work assessment.

EGTEI# The most effective approach to avoiding long-term

disability after most work-related injuries is a prompt medical
evaluation and an early return to work.  The process of
safely returning a person to work includes performing a his-
tory and physical examination, assessing the physical de-
mands of the job, educating the injured worker regarding the
natural history of the injury, setting a return-to-work date,
and recommending work restrictions if appropriate.  An as-
sessment of job satisfaction and of relationships with supervi-
sors may be more helpful than physical findings in predicting
return-to-work outcome. A formal evaluation of functional
capacity can assist in this process and also assess the injured
worker’s motivation to return to work. A comprehensive
evaluation by a multidisciplinary team may be required in pet-
sons who have been out of the workplace for more than 3
months.
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CCUPATIONAL INJURY

poses an enormous

challenge to physicians

and other health care
providers, as well as to employers,
supervisors, case managers, and
other participants in this complex
medical-psychosocial-legal arena.
Each year, 7% of US workers sus-
tain a nonfatal work-related injury,
losing an average of 19 days from
work." In 1989, the cost of occupa-
tional injury was conservatively es-
timated at $83 billion.? Back injury
(which accounts for at least 25% of
all workers’ compensation claims)
and cumulative trauma disorders
(including carpal tunnel syn-
drome) are the most common
work-related problems physicians
confront.” The medical situation is
frequently complicated by “nonor-
ganic” or psychosocial issues—job
dissatisfaction, compensation, liti-
gation, depression, family stress,
and others—that may dwarf the
purely physical aspects of the in-
jury.

For both the injured worker and
the employer, the worst possible
outcome is long-term disability.
An important responsibility of the
treating physician is to determine
when the injured worker can safely
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return to work and whether his or her job responsi-
bilities must be restricted, temporarily or perma-
nently.

STRATEGIES FOR REDUCING
OCCUPATIONAL INJURY

Preventive programs have limited value

Preemployment screening and on-site preventive
programs have proved to have only limited value in
reducing work injuries. Prompt management of the
acute injury, emphasizing an early return to work if
possible, is probably the most effective approach to
reducing long-term disability.

Screening programs have emphasized detecting
strictly anatomic abnormalities or deficits in muscle
strength and flexibility that, in certain occupations,
increase the risk of injury and subsequent disability.
[sokinetic or isoinertial testing of back-muscle
strength, for example, has been suggested to identify
persons at risk for back injury. A significant mis-
match between the lifting requirements of the job
and the worker’s measured strength has been re-
ported to predict injury.*” However, isostrength test-
ing has not been shown to validly measure the
physical impairment associated with back pain and,
more important, has not been well studied clinically
in prevention or treatment.’

Failure to recognize the complexity of work-re-
lated injury, particularly back pain, and to appreci-
ate the omnipresent psychosocial dimension dooms
to failure screening or preventive strategies that fo-
cus on the purely physical or organic aspects of the
problem. These complicating issues must also be
evaluated in the return-to-work assessment.

Other strategies also overemphasize
purely physical issues

Other strategies for preventing injury and disabil-
ity, including preemployment roentgenograms, ul-
trasonographic measurements of spinal canal size,
“back schools,” workplace conditioning, back belts,
and ergonomic assessment with workplace modifi-
cation, are likewise limited by emphasizing primarily
physical issues.”"!

The incidence of so-called work-related cumula-
tive trauma disorders or repetitive-motion disorders
of the upper extremity quadrupled between 1984
and 1989, an increase clearly not explainable by
changes in the physical demands of the workplace."
Though less studied than back pain, cumulative
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trauma disorders are likely complicated by similar
psychosocial issues, including boring, monotonous
work and the availability of compensation. Not sur-
prisingly, the huge increase in reported injuries of
this type occurred just after cumulative trauma dis-
orders were formally defined and made compensable
in the mid-1980s, in spite of significant advances in
ergonomic job analysis and workplace modification.

Toward a strategy that works

Clearly, screening and prevention are, at best, of
limited value in reducing the frequency and severity
of occupational injury. Recent studies of work-re-
lated back pain suggest a more successful approach:
aggressive, early evaluation and treatment, sup-
ported by a concerned, interested employer.” A
critical element in this strategy is a prompt return to
work, even in a limited or transitional capacity. To
achieve this objective, the injured worker and his or
her immediate supervisors and coworkers need edu-
cation, the employer must be willing and able to
provide flexible transitional work opportunities, and
the physician must provide competent, prompt
medical evaluation and a return-to-work functional
assessment and prescription. An early return to ac-
tivity, including work (with appropriate restrictions
if required), reduces the risk of deconditioning, de-
pression, isolation, pain behavior, and ultimately,
long-term disability.

THE RETURN-TO-WORK ASSESSMENT
FOR ACUTE INJURY

Assessing the injured worker’s ability to return to
work is an integral component of the initial medical
evaluation after the injury and all subsequent evalu-
ations. The evaluation process may be more com-
plex in subacute or chronic cases (more than 6
weeks after the injury), in which nonorganic issues
are almost certainly present and may cloud assess-
ment of purely physical parameters such as strength
or flexibility. Such patients are more likely to be
deconditioned and depressed and more fearful of
returning to work.

Table 1 outlines the components of the return-to-
work assessment, which the physician should per-
form as soon as possible after a nontraumatic muscu-
loskeletal injury is reported. Most work injuries are
not the result of external, serious trauma. Typically,
the precise source or cause of symptoms cannot be
identified. For example, the precise anatomic source
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TABLE 1

COMPONENTS OF THE ACUTE INJURY EVALUATION AND RETURN-TO-WORK ASSESSMENT

Component Comments

History and physical examination

Identify serious and specific causes of pain

Recognize psychosocial issues

Job description

Estimate physical job demands per employee and employer report

Rate as sedentary to very heavy (Table 2)
Explore availability of light or transitional duty

Education

Explain the natural history of the problem

Explain the advantages of being active
Reassure regarding safety of returning to work

Return-to-work date
Restrictions

Establish at initial visit on basis of known natural history of the injury
Usually not required for sedentary-to-light work

For medium-to-very-heavy work, may restrict to sedentary or light loads (Table 2)

for up to 2 weeks

For repetitive tasks, reduce duration for at least 2 weeks, rotate tasks

of low back pain is not identifiable in up to 85% of
cases, and nonspecific terms such as “lumbar strain,”
“regional low back pain,” or “lumbago” are used."
Similarly, “cumulative trauma disorder” and “over-
use syndrome” are vague terms that only imply a
presumed mechanism of injury.

History and physical examination

The primary objective of the initial evaluation is
to recognize the relatively uncommon specific condi-
tions (eg, disk herniation with radiculopathy, carpal
tunnel syndrome) and the rare serious problems (eg,
malignancy) presenting as work-related injuries.
This usually requires only a careful history and physi-
cal examination. Imaging and electrodiagnostic
studies should be performed only if indicated by his-
torical “red flags” (fever, history of malignancy,
weight loss) or clinical findings. Magnetic resonance
imaging reveals “abnormalities,” including disk bulg-
ing or protrusion and spinal stenosis, in up to two
thirds of all persons, even without symptoms."” At-
taching inappropriate clinical significance to such
findings increases the risk of unnecessary treatment
and long-term disability. Making a specific diagnosis
unsupported by clinical findings increases the risk
that acute back symptoms will become chronic.'

Another important objective of the initial medi-
cal evaluation is to identify, early on, any nonor-
ganic, psychosocial issues that may affect compli-
ance with return-to-work recommendations. An
assessment of job satisfaction and of relationships
with coworkers and supervisors may be more helpful
than physical findings in predicting the return-to-
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work outcome.'” Substance abuse, anxiety, passivity
in coping with pain, and depression are associated
with increased risk of chronicity and disability in
persons with back pain.'*"

How strenuous is the job?

Ascertaining the physical demands of the injured
worker’s job is crucial to developing a return-to-work
plan. This information should be sought from the
patient (who actually performs the work) as well as
from the employer (who may be able to provide a more
formalized job assessment). Work is commonly classi-
fied as sedentary, light, medium, heavy, or very heavy
on the basis of how much weight a worker must lift,
and how often (Table 2). If the employer does not
provide this classification, it can be estimated from the
job description. An assessment of standing, walking,
sitting, and climbing requirements may be indicated to
further refine the description of the work demands.
Lifting, pushing, and pulling should also be included in
the assessment, both in terms of intensity and dura-
tion. Whether there are helpers or mechanical assist
devices should be considered. This rating system is
useful in determining return-to-work status in persons
with injuries to the back, lower extremity, or shoulder.
[t is less useful in many upper-extremity cumulative
trauma disorders.

Communicating with the employer is important
not only in determining as accurately as possible the
actual job requirements but also in determining
whether “light duty” or transitional work is avail-
able, which may permit the worker to remain at the
workplace.
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Educating
the patient
Injured persons often

TABLE 2

CLASSIFYING THE PHYSICAL DEMANDS OF A JOB

have unrealistic and inac- Classification

Number of pounds an employee must lift

: Occasionall Frequently Constantl
curate expectations about (0%-33% of Jay) (34%-66% of day) (67%-100% o¥ day)
what diagnostic tests and = -

Sedentary 10 Negligible Negligible
treatment they need, when ] i
they can return to work, Light 20 10 Negligible
whether they need surgery, Medium 20-50 10-25 10
and what their outcome is  Heavy 50-100 25-50 10-20
likely to be. These miscon- Ve heuy L 550 9

ceptions may delay their re-
turn to work. The natural
history of most muscu-
loskeletal injuries is quite
favorable. For example, more than 90% of workers
with back injuries return to work within 3 months,
most much earlier.”” For many injuries, particularly
lumbar strain, prolonged rest is counterproductive,
slowing recovery and delaying the return to
work.”"** Many patients do not know that medical
science cannot determine precisely the source of
pain in many instances of musculoskeletal injury.
Failure of the patient to understand this may lead to
requests for more diagnostic studies and to contin-
ued concern about “what’s wrong.” Inappropriate
diagnostic testing and fear of another injury may
delay return to normal activities, including work.
Educating the injured worker about these issues at
the initial visit sets appropriate expectations and
facilitates the return to work.

Setting a return-to-work date

Establishing, at the initial visit, a definite date to
return to work further sets appropriate expectations
for recovery. The return-to-work date should be
based on available knowledge of the natural history
of the particular injury. The median duration of an
episode of acute low back pain is 7 days, and 90% of
patients recover within the first 2 weeks.” The
worker’s physical job classification must also be con-
sidered. A person with a heavy job rating may re-
quire a full 2 weeks to return to duty, while a person
with a sedentary job rating may return to work im-
mediately or within a few days.

The duration of symptoms in other musculoskele-
tal conditions is less studied. For cumulative trauma
disorders, resting the affected body part is the cor-
nerstone of treatment, and at least 2 weeks has been
recommended."” However, an earlier return to work
can be scheduled if the job can be modified to per-
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Modified from the US Department of Labor, reference 27

mit the worker to rest the symptomatic limb while
performing other duties. Often, “limited rest” can be
provided by splinting the involved area. Returning
the injured worker to work, even in a limited capac-
ity, as soon as it is medically safe and appropriate
may play an important role in preventing sick-role
behavior, dependency, deconditioning, depression,
fear of another injury, and other risk factors for pro-
longed disability.

Restrict job tasks
sparingly, temporarily

Restrictions in job tasks after an injury should be
temporary—rarely permanent—and based on an as-
sessment of the physical demands of the job and the
worker’s current capabilities. Unfortunately, restric-
tions are often attached to return-to-work orders on
the basis of subjective complaints of pain or on
unfounded fears of further injury. Yet, subjective
reports of pain correlate poorly with ability to per-
form physical tasks, particularly in patients with
chronic pain.** The probability of successfully re-
turning to work is increased when recommended
without restrictions, if appropriate.”

Patients with back pain usually do not need re-
strictions on sedentary or light work, particularly if
they have some freedom of movement during the
workday. For medium, heavy, and very heavy work,
reducing the lifting demands to the “light work”
category (Table 2) for up to 2 weeks is reasonable.
Restrictions for cumulative trauma symptoms may
include mandatory rotation of job tasks to less-re-
petitive duties or reduced duration of the repetitive
activity. These restrictions are of necessity some-
what arbitrary and must be reviewed regularly in the
context of the patient’s progress.
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TABLE 3
REASONS FOR FUNCTIONAL CAPACITY
EVALUATION

To assess work abilities and need for workplace
restrictions

To assess illness behavior (symptom magnification)
and motivation to return to work

To provide baseline physical performance data
and assess progress during rehabilitation

To determine whether job modifications or
accommodations are required

ASSESSING CHRONIC INJURY

The assessment of work capability in persons who
have not returned to work after 6 or 8 weeks must
address several questions: Was the original diagnosis
correct! Are additional studies indicated? Are there
psychosocial issues affecting the patient’s symptoms
and activities? Is there symptom magnification (ie,
has the patient learned illness behavior)? Has the
treatment provided to that point been appropriate?

Perform a functional capacity evaluation

A functional capacity evaluation assesses a per-
son’s ability to perform his or her job. It also should
provide insight into the motivation of the injured
worker, ie, identify symptom magnification or ma-
lingering (Table 3). Combined with the physician’s
examination, the functional capacity evaluation
should aid in determining whether the worker can
return to work (with or without restrictions) or
whether additional rehabilitation is required. A
functional capacity evaluation is usually performed
by a specially trained physical therapist and requires
several hours. Components include a job analysis
and physical testing (to measure strength, flexibility,
and cardiovascular endurance). Performance credi-
bility—an estimate whether the patient is giving a
maximal effort—is most commonly evaluated by de-
termining the consistency of effort on physical test-
ing. For example, a coefficient of variation exceed-
ing 15% between three strength measurements
using an isokinetic testing device raises the possibil-
ity of submaximal effort, perhaps related to illness
behavior (symptom magnification).*

In complex cases, use a team approach
In even more complex chronic cases, evaluation
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of return-to-work status is best performed with the
assistance of a multidisciplinary team that includes a
physical therapist, an occupational therapist, a psy-
chologist or other professional trained in assessment
and management of chronic pain, and a vocational
specialist. Particularly in more difficult cases, this
team assessment provides an “objective” measure-
ment of the patient’s physical abilities, including
lifting capacity, overall strength, aerobic fitness,
flexibility, and dexterity. In reality, this assessment is
not completely objective, as these measurements
require that the patient give a maximal effort.

The team seeks to identify psychosocial factors
that may affect a person’s ability to work, such as
adjustment to an illness or disability or chronic
pain. In addition, it performs a job analysis to de-
scribe in more detail specific job tasks, the work
environment, and general physical demands. Educa-
tional background, other training, and transferable
skills are also assessed. Ideally, the individual evalua-
tors should formulate the conclusions of this com-
prehensive evaluation at a “team meeting.”

SUMMARY

To assess return-to-work status, one must know
the natural history of the injury, what the injured
person’s job entails, whether there are confounding
psychosocial issues, whether the worker can be
given a transitional or modified job, and what physi-
cal tests are appropriate to measure work capabili-
ties. Communication with the employer is crucial in
defining some of these issues. A competent therapist
or multidisciplinary team can assist in this process
by performing a functional capacity evaluation, par-
ticularly in workers unable to return to work within
the expected time.

REFERENCES

1. Shrey D. Worksite disability management and industrial rehabili-
tation: an overview. In: Shrey DE, Lacerte M, editors. Principles
and practices of disability management in industry. Winter Park: G
R Press, 1995:3-53.

2. Hensler DR. Compensation for accident injuries in the United
States. Santa Monica, Ca: RAND Institute for Civil Justice, 1991.

3. Mital A. Ergonomics, injury prevention, and disability manage-
ment. In: Shrey DE, Lacerte M, editors. Principles and practices of
disability management in industry. Winter Park: G R Press,
1995:157-171.

4. Chaffin DB, Herrin GD, Keyserling WM. Preemployment
strength testing. An updated position. ] Occup Med 1978; 20:403-408.

5. Reimer DS, Hallbrook BD, Dreyfuss PH, Tibiletti C. A novel
approach to preemployment worker fitness evaluations in a mate-

rial handling industry. Spine 1994; 19:2026-2032.

VOLUME 63 « NUMBER 3

Downloaded from www.ccjm.org on August 11, 2025. For personal use only. All other uses require permission.


http://www.ccjm.org/

OCCUPATIONAL INJURY B MAZANEC

6. Newton M, Waddell G. Trunk strength testing with iso-ma-
chines. Part 1. Review of a decade of scientific evidence. Spine
1993; 18:801-811.

7. Donchin M, Woolf O, Kaplan L, Floman Y. Secondary preven-
tion of low back pain. A clinical trial. Spine 1990; 15:1317-1320.

8. Gundewall B, Liljeqvist M, Hansson T. Primary prevention of
back symptoms and absence from work. A prospective randomized
study among hospital employees. Spine 1993; 18:587-594.

9. Battie M C, Hansson T, Bigos S, Zeh ], Fisher L, Spengler D.
B-scan ultrasonic measurement of the lumbar spinal canal as a
predictor of industrial back pain complaints and extended work
loss. ] Occup Med 1993; 35:1259-1255.

10. Bigos SJ, Hansson T, Castillo RN, Beecher PJ, Wortley MD.
The value of preemployment roentgenographs for predicting acute
back injury claims and chronic back pain disability. Clin Orthop
1992; 283:124-129.

1. Ciriello VM, Snook SH. The effect of back belts on lumbar ‘ LINICAL
muscle fatigue. Spine 1995; 20:1271-1278. -

—_

12. Rempel DM, Harrison R], Barnhart S. Work-related cumula-
tive trauma disorders of the upper extremity. JAMA 1992; DECISION MAKING
267:838-842. | -

13. Ryan WE, Krishna MK, Swanson CE. A prospective study 1

evaluating early rehabilitation in preventing back pain chronicity
in mine workers. Spine 1995; 20:489-491. . I ' I i,

14. Deyo RA, Rainville J, Kent DL. What can the history and ' » .

physical examination tell us about low back pain? JAMA 1992;

268:760-765.

Jensen MC, Brant-Zawadzki N, Obuchowski N, Modic MT, ‘

Makasaian D, Ross JS. Magnetic resonance imaging of the lum-

bar spine in people without back pain. N Engl ] Med 1994;

331:69-73.

16. Abenhaim L, Rossignol M, Gobeille D, Bonvalet Y, Fines P,
Scott S. The prognostic consequences in the making of the
initial medical diagnosis of work-related back injuries. Spine
1995; 20:791-795.

7. Bigos SJ, Battie MC, Spengler DM, et al. A prospective study of
work perceptions and psychosocial factors affecting reports of back
injury. Spine 1991; 16:1-6. [

18. Klennerman L, Slade PD, Stanley IM, et al. The prediction of ‘

L4 .
chronicity in patients with an acute attack of low back pain in a HOW phySlClans

general practice setting. Spine 1995; 20:478-484. .
P}(])ll'atip PB, Kinney RK, (iatchel R], Li‘lllo E, Mayelr TQ. Psy- make deClSlons
chiatric illness and chronic low back pain. The mind and the
spine—which goes first? Spine 1993; 18:66-71. 4
20. Andersson GBJ, Svensson H, Oden A. The intensity of work When aced Wlth
recovery in low back pain. Spine 1983; 8:880-884. l 2 l h -
21. Malmivaara A, Hakkinen U, Aro T, et al. The treatment of p
acute low back pain—bed rest, exercises, or ordinary activity. N mu tl €C Olces
Engl ] Med 1995; 332:351-355.

*
22. Gilbert JR, Taylor DW, Hildebrand A, Evans C. Clinical trial aﬂd issues Of

of common treatments for low back pain in family practice. BM] <
1985; 291:791-794. ff
23. Coste ], Delecoeuillerie G, Cohen de Lara A, Le Parc JM, COSt—e eCth)eness'

Paolaggi JB. Clinical course and prognostic factors in acute low
back pain: an inception cohort study in primary care practice.
BM] 1994; 308:577-580.

24. Tate DG. Workers' disability and return to work. Am J Phys Med
Rehabil 1992; 71:92-96.

25. Hall H, McIntosh G, Melles T, Holowachuk B, Wai E. Effect
of discharge recommendations on outcome. Spine 1994;
19:2033-2037.

26. Owens LA, Buchholz RL. Functional capacity assessment,
worker evaluation strategies, and the disability management proc- ‘

ess. In: Shrey DE, Lacerte M, editors. Principles and practices of |
disability management in industry. Winter Park: G R Press, IN l HIS ISSl ’E
1995:270-301.

27.  US Department of Labor. Dictionary of occupational titles. 4th
Page 150

,_.
w

._.
e

edition. 1991. U.S. Department of Labor, Employment and Train-
ing Administration. Appendix C.

MAY e JUNE 1996 CLEVELAND CLINIC JOURNAL OF MEDICINE 171

Downloaded from www.ccjm.org on August 11, 2025. For personal use only. All other uses require permission.


http://www.ccjm.org/

