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I. INTRODUCTION

The Early Intervention project is designed to offer return to work (RTW) services to applicants for Social Security Disability Insurance  (DI) benefits. The authority for offering such services is contained in the Ticket to Work and the Work Incentives Improvement Act (Public Law 106-70). In that legislation, Congress authorized demonstrations in which RTW services would be offered to applicants for DI benefits. For the first time SSA is authorized to work with applicants and need not wait to offer RTW assistance until the applicants qualify as beneficiaries. Another distinguishing feature of the legislation is that the Social Security Administration (SSA) may offer various inducements to applicants to persuade them to attempt to go back to work. These might include temporary cash benefits, immediate medical care and an assortment of miscellaneous benefits.

Applicants must be screened to determine who among them would have a reasonable probability of qualifying as a DI beneficiary. A second selection procedure is carried out to determine who among the probable beneficiaries are suitable candidates for a return to work program. The first selection is mandated by the legislation that speaks of applicants with “impairments that may reasonably be presumed to be disabling.” Inclusion of such a clause in the legislation is evidence that Congress did not intend to turn SSA into a general rehabilitation agency. Services were to be restricted to applicants who would probably end up on the beneficiary rolls without such interventions. Once the group of probable beneficiaries is selected, a second screening process is undertaken to select those applicants who would be good candidates for a return to work program.   
Prior to applying any of these screening instruments, SSA must determine whether the applicant is "fully insured" and "currently insured". These inquiries are designed to test whether the applicant is attached to the labor force and are a legal requirement of this social insurance program. It also must be determined if the applicant is working below the substantial gainful activity (SGA) level, currently $740 per month. Another requirement for receipt of SSDI benefits is that the applicant must have a medically determinable physical or mental impairment which can be expected to result in death or which has lasted or can be expected to last for a continuous period of not less than 12 months. 

For the most part, these are the technical requirements for eligibility--insured status, earnings below SGA and an impairment with a duration of at least 12 months. Once these requirements are met, the applicants are subject to the two screens to determine whether they are probable beneficiaries and good candidates for a return to work program.  

Each of these selection procedures must be done on the basis of information available at the time of application. For the most part, the selections must be done using information that is supplied by the applicant. As the application proceeds such information will be supplemented by medical and hospital records and other data. There is a certain tension here. The longer one waits, the better the information. But the longer the wait, the more we are departing from the objective of serving applicants and providing return to work services before, sometimes long before, the disability decision is made. For the most part, we will be confined to information available at the point of application.

Once the first level selection process is complete, applicants who are designated “probable beneficiaries” will move on to the return to work screen.  The return to work screen will be used to select applicants who demonstrate an ability to succeed in returning to work. The ability to succeed in the early intervention project will be based upon a set of criteria that may include health status, work history and motivational factors, to name a few. The entire early intervention selection process is depicted in Figure 1, Early Intervention Selection Process.

Figure 1. Early Intervention Selection Process
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II. PROBABLE BENEFICIARY SELECTION PROCESS

Literature review.   

            David Vandergoot (2001) reviewed the literature pertinent to the development of a screening instrument to identify individuals who are likely to qualify for SSDI benefits. One approach he used was to glean, from existing research literature and claims management data, projections of return to work for those with particular disabling conditions. Both of these information resources will be used to develop this portion of the screening strategy.

He first examined the rate of RTW for persons with disabling conditions that are prevalent on SSDI rolls. The three most prevalent diagnostic categories of current beneficiaries in 1999 were mental disorders (26.8% of total), musculoskeletal (22.8%), and circulatory (11.1%) (Social Security Administration, 2000). Prospective, longitudinal studies of return-to-work outcomes of persons of working age with similar conditions and impairments were identified that included a follow-up point at least 12 months beyond the onset of first treatment, whenever possible. This length of time corresponds with SSA’s requirement that a disability must have lasted or be expected to last twelve months. Studies were selected that included sample sizes of at least 100, unless such studies for certain conditions were not available. The following tables outline key findings by diagnostic categories that fall within the three primary ones mentioned above. 

Table 1.  Mental Disorders

	Psychiatric
	
	
	

	Study
	Condition
	Sample Size
	RTW % (n)

	Simon, Revicki, et. al. (2000)
	Depression
	290
	41%(119)

	Mueser, et. al., (1997)
	Severe mental illness
	130
	25% (33)

	Collins, et. al., (2000)

	Severe mental illness
	147
	52% (77)

	Traumatic Brain Injury
	
	
	

	Study
	Condition
	Sample Size
	RTW % (n)

	Cifu, et. al., (1997)
	Acute care persons employed at time of injury
	132
	37%(49)



Vandergoot concludes that the trend among persons with mental disorders is that a relatively high percentage do not return to work within 12 months time. Thus, if an applicant with such a disorder already exceeds twelve months, or is closely approaching it, such an individual has a fairly good probability of being awarded benefits. Even among those with fewer months since the onset of the disability, half or more are not likely to return to work within twelve months.

In Table 2, Vandergoot summarizes the literature on the RTW experience of persons with musculoskeletal disorders.

Table 2.  Musculoskeletal Disorders
	Back Conditions
	
	
	

	Study
	Condition
	Sample Size
	RTW % (n)

	Atlas, et. al., (2000)
	Herniated lumbar disk
	174
	69% (120)

	Berger (2000)
	Lumbar spinal surgery – single

Lumbar spinal surgery - multiple
	600

400
	29% (174)

5% (20)

	Franklin, et. al., (1994)
	Spinal fusion
	388
	16% (62)

	Glassman, et. al., (2000)
	Spinal fusion
	304
	67% (202)

	Hess, et. al. (2000)
	Spinal cord injury
	1,523
	21% (226)

	Hodges, Humphreys, et. al. (2001)
	
	
	

	Mayer , McMahon, et. al. (1998)
	Spinal surgery – discectomy and fusion
	224
	85% (190)

	Strand, et. al., (2001)
	Low back pain
	117
	50% (59)

	Tomassen, et. al. (2000)
	Spinal cord injury
	234
	37% (87)

	Van der Giezen, et. al. (2000)
	Low back pain (on sick leave)
	298
	66% (198)

	Young et. al., (1994)

	Spinal cord injury
	140
	27% (39)

	Vendrig (1999)
	Chronic back pain
	143
	87% (124)

	Carpal Tunnel Syndrome
	
	
	

	Study
	Condition
	Sample Size
	RTW % (n)

	Shin, Perlman, et. al. (2000)
	Surgery – non surgery
	182
	82% (149)

	Katz, Keller, et. al. (1997)

	Carpal tunnel release
	135
	77% (104)

	Adams (see p. 46)
	
	
	

	Orthopedic
	
	
	

	Study
	Condition
	Sample Size
	RTW % (n)

	DeRoos & Callahan (1999)
	Rheumatoid arthritis
	
	

	Jorn, Johnsson, et. al. (1999)
	Prosthetic knee
	162
	32% (52)

	Livinston, et. al. (1994) 
	Traumatic limb amputation
	28
	50% (14)

	MacKenzie, et. al. (1993)

	Lower extremity fractures
	
	48%

	Straaton, et. al. (1996)
	Arthritis & musculoskeletal 
	216
	24% (51)

	Wolfe & Hawley

	Rheumatoid arthritis
	456
	77% (351)



Vandergoot recognizes a great deal of variability in the RTW of those falling in this category of disorders. Those with multiple spinal surgeries rarely return within 12 months. Only about a fifth to a third with spinal cord injury are likely to return. Two studies of the same disorder, spinal fusion, show greatly divergent results. Those with carpal tunnel indicate about 8 out of 10 return within 12 months. This suggests that there are conditions within this category that are likely to be awarded benefits but that a majority of them will not be clear cut from diagnostic information alone. Persons applying within these categories will likely require additional information regarding severity of condition and functioning.

The third category of prime importance in terms of the number of persons applying for SSDI benefits is circulatory disorders. The literature in this area is summarized in Table 3.

Table 3.  Circulatory Disorders

	Cardiac Conditions
	
	
	

	Study
	Condition
	Sample Size
	RTW % (n)

	Boudrez and De Backer (2000)
	Acute myocardial infarction

Coronary artery bypass
	86

136
	87% (75)

81% (110)

	Froom, Cohen, et. al. (1999)
	Acute myocardial infarction
	216
	69% (150)

	Mark, et. al., (1992)
	Coronary artery disease
	872
	75% (653)

	Mittag, Kolenda, et. al. (2001)
	Myocardial infarction & coronary artery bypass
	119
	62% (74)

	Paris, Woodbury, et. al. (1993)
	Heart transplantation
	250
	45% (113)



The studies of cardiac conditions represented in the table suggest that the RTW ranges from about 6 to 9 out of ten persons with infarctions and coronary artery disease while that for heart transplantations is as high as over 4 out of ten.


For a small number of conditions, the chances are good that an applicant will be awarded benefits. For other conditions, it is unlikely that many will be found eligible. For most of the conditions, supplementary information is likely to be necessary. 

For the most part, this review of the literature is of limited use in the development of a screening instrument to forecast eligibility for benefits. As Vandergoot recognizes, the information at the time of application is limited and the possibility of securing additional useful data in time is not very good.

Methods.

Since the search of the literature did not yield any solutions to our problem, we turned to other lines of inquiry. We drew a sample of applications in cases that have already been decided. Confining ourselves to information available at the time of application, we examined the characteristics of applicants who succeeded in getting on the rolls and of those whose applications were denied.

We looked at disability benefits application data collected during 1996 in three SSA field offices – New Brunswick, New Jersey; Portland, Oregon; and Cheyenne, Wyoming. These data did not contain personal identifiers such as the applicant's SSN, name, address and other indicators. We were able to collect data on 548 different applicants from the three offices. A list of the disability application forms is included in Table 4. 

Table 4. Sources of Data
	Title
	1996 Data

	Electronic information, 831
	Determination information

	Disability Report – Field Office, form 3367
	Identifying information, prior filing information

	Disability Report, form 3368 
	1: Information about condition

2: Information about medical records

3: Information about activities

4: Information about education

5: Information about the work performed

6: Remarks

7: Presumptive disability consideration 

8: Functional limitations

	Vocational Report, form 3369
	1: Information about work history

2: Information about job duties

3: Remarks


As shown in Table 4, our data set included demographic, medical, education, and employment history information. Some differences existed in the data available among regions as some regions had adapted forms or collected additional information. Only information that was common to all regions was used. 

We recognized at the outset that we were limited in that we were restricted to information that would be available at the point of application. Two of these readily available variables, age and education, are traditional variables in disability studies. As age increases, the severity of medical conditions encountered increases while the potential for recovery decreases. Also, human capital decreases and adaptability to changes in the labor market lessens. Higher rates of disability insurance application allowances should occur as age increases. 

Given the complexity of the application process, one would expect people with higher levels of education to be better able to successfully navigate the SSA system.  We can test this hypothesis by examining education variables as well as variables that can be used as a proxy for education, including income and type of job. One would expect higher levels of education and income to indicate an increased chance of benefits allowances.  

One obvious area we were seeking to test was whether certain diagnoses result in higher levels of allowances.  National data from the SSA Annual Statistical Supplement, 2000 show that people with mental disorders and musculoskeletal system diseases, as would be expected, given the prevalence of these conditions among the general population, make up the majority of SSDI beneficiaries.   As discussed by Vandergoot and others, 26% of beneficiaries fall under the mental disorders diagnostic group and 21% fall under the musculoskeletal system group (SSA, 2001).  

Other more progressive illnesses may also result in a high percentage of allowances whereas traumatic conditions may result in lower rates of allowances as the prognosis for recovery may be better.  For example, certain degenerative diseases will certainly meet the criteria for lasting over a year and restricting the ability to work.  Traumatic on-the-job injuries, however, may only result in a limited amount of time off the job.  The diagnosis variables included in our data set will allow us to test these expectations. 

Hospitalization variables will be looked at as well as a measure of the severity of the presenting condition. A higher number of hospitalizations and, in particular, inpatient stays, should be correlated with a greater severity and higher rates of benefits allowances. 

In addition to examining variables relating to diagnosis, we will look at work history to see if there has been a progressive loss of ability to work.  Functional limitations data will be examined as well to determine if persons listing a high number of limitations obtain benefits more often than persons listing a fewer number of functional limitations.  

Taking a quick glance at the composition of our data will illuminate whether or not our expectations are on the right track. Our initial data set was heavily weighted with allowances.  Nationally, approximately 50% of applications are allowed.  To adjust our data set to reflect actual conditions, a random selection was performed to achieve equal numbers of allowances and declines.  The resulting data set of 386 cases included 130 cases from the Cheyenne regional office, 115 cases from the New Brunswick regional office, and 141 cases from the Portland regional office. 

Table 5 depicts the breakdown of cases by age group and demonstrates that, for the most part, allowance rates rise as people age. 

Table 5.  Allowance by age

	Age group
	Total (% of total)
	Denial (% of each age group)
	Allowed (% of each age group)

	     Under 30
	43 (11%)
	31 (72%)
	12 (28%)

	     30-39
	78 (22%)
	50 (64%)
	28 (36%)

	     40-49
	101 (26%)
	47 (47%)
	54 (53%)

	     50-59
	110 (29%)
	41 (37%)
	69 (63%)

	     60-64
	51 (13%)
	22 (43%)
	29 (57%)

	     Missing
	3 (<1%)
	2 (67%)
	1 (33%)

	
	
	
	

	            Tables 6 and 7 show allowance rates are equal among different gender and race categories.  



	Table 6.  Allowance by gender

	Gender
	Total (% of total)
	Denial (% of each gender)
	Allowed (% of each gender)

	Male
	203 (53%)
	101 (50%)
	102 (50%)

	Female
	183 (47%)
	92 (50%)
	91 (50%)

	
	
	
	

	 Table 7. Allowance by race

	Race
	Total (% of total)
	Denial (% of each race)
	Allowed (% of each race)

	     Black
	38 (10%)
	19 (50%)
	19 (50%)

	     White
	325 (85%)
	163 (50%)
	162 (50%)

	     Other
	21   (5%)
	10 (50%)
	11 (50%)

	     Unknown
	2 (<1%)
	1 (50%)
	1 (50%)


Table 8 depicts allowance rates by earnings. Our income data was grouped into five categories, ranging from low to very high, as calculated by SSA. SSA creates the earnings index field using the date of disability onset as the reference point.  Denied applicants are determined to not meet SSA’s definition of a disability and therefore are determined not to have a “date of disability onset”. For denied applicants, the date of filing is used as the reference point. Earnings are then categorized as marginal, low, average, high, or very high according to the procedures outlined below.

· List the earnings for years prior to filing as: 6 5 4 3 2 1 Year of filing (or year of disability onset).

· Drop Year 1 and year of filing earnings from the calculation.  It is assumed that the work effort is curtailed prior to filing and that these would not be “representative” earnings years.

· Take the average earnings of years 2 through 6. 

· Take the average of the national average annual earnings for these years.

Recall that year 1 (2000) and year of filing (2001) earnings are not included in the earnings index calculation. For claims filed in 2001, earnings would be compared to the average annual earnings of 1995 -1999 to create the earnings index.  Average annual earnings are taken from the SSA national average wage index (http: www.ss.gov/OACT/COLA/AWI.html).  The five-year average wage for the period 1995 – 1999 was $22,199.  Based upon this average wage, applicant earnings would be designated as one of the following in 2001:

Marginal:  Equal to or less than 2080 multiplied by minimum wage.  (Less than $10,712)

Low:  More than marginal, up to 75% of the national average.  ($10,713 – $20,606)

Average:  Between 75% and 125% of the national average. ($20,607 -$34,344)

High:  Between 125% and 200% of the national average. ($34,345 – $54,951)

Very high: Greater than 200% of the national average. (Over $54,951)

As expected, Table 8 shows that allowance rates increase as income increases and peak at the high income level. 

We had hypothesized that persons with higher levels of educational attainment would be better able to navigate the SSA system and obtain benefits.  We further thought that education would be closely tied to income so that both higher levels of education and income would increase chances of benefits allowance.  It appears from this data, however, that education is not tied to allowance rates.  The fact that income levels appear to affect allowance rates probably stems from the relationship that income has to the age variable, rather than the education variable.  Persons of advanced age, who also happen to have higher level incomes, have a greater likelihood of allowance.

	Table 8.  Allowance by earnings

	Earnings
	Total (% of total)
	Denial (% of each earnings)
	Allowed (% of each earnings)

	Marginal
	182 (47%)
	112 (62%)
	70 (38%)

	Low
	79 (21%)
	39 (49%)
	40 (51%)

	Average
	59 (15%)
	24 (41%)
	35 (59%)

	High
	46 (12%)
	13 (28%)
	33 (72%)

	Very high
	20   (5%)
	5 (25%)
	15 (75%)

	
	
	
	

	Table 9.  Allowances by education

	Education
	Total (% of total)
	Denial (% of ed level)
	Allowed (% of ed level)

	8th grade or less
	19   (5%)
	7 (37%)
	12 (63%)

	9th – 11th grade
	60 (17%)
	33 (55%)
	27 (45%)

	12th grade
	194 (54%)
	91 (47%)
	103 (53%)

	Some college
	53 (15%)
	27 (51%)
	26 (49%)

	16 yrs of education
	28   (8%)
	13 (46%)
	15 (54%)

	More than 16 yrs.
	8   (2%)
	3 (38%)
	5 (62%)

	
	
	
	

	Table 10 shows the breakdown of allowances by earliest reported body system code. As expected, musculoskeletal, neurological, and mental disorders were most commonly reported. Unfortunately, we were not able to determine the body system in well over half of the cases due to missing data.

	
	
	

	Table 10.  Allowances by body system

	Body system
	Total (% of total)
	Denial (% of each system)
	Allowed (% of each system)

	Musculoskeletal
	49 (13%)
	24   (49%)
	25 (51%)

	Senses/speech
	3 (<1%)
	1   (33%)
	2 (67%)

	Respiratory
	2 (<1%)
	1   (50%)
	1 (50%)

	Cardiovascular
	8   (2%)
	3   (38%)
	5 (62%)

	Digestive
	     4   (1%)
	1   (25%)
	3 (75%)

	Genito-urinary
	1 (<1%)
	1 (100%)
	

	Hemic/lymphatic
	1 (<1%)
	1 (100%)
	

	Endocrine
	4   (1%)
	
	4 (100%)

	Multiple
	1 (<1%)
	1 (100%)
	

	Neurological
	12   (3%)
	9   (75%)
	3 (25%)

	Mental disorders
	15   (4%)
	4   (27%)
	11 (73%)

	Neoplastic diseases
	4   (1%)
	2   (50%)
	2 (50%)

	Immune deficiency
	3 (<1%)
	1   (33%)
	2 (67%)

	Other
	7   (2%)
	3   (43%)
	4 (57%)

	Missing
	272 (71%)
	142 (52%)
	130 (48%)



Table 11 shows allowance rates by number of functional limitations listed. These functional limitations include difficulties in reading, writing, answering, hearing, sitting, understanding, using hands, breathing, seeing, or walking. Allowance rates are higher for applicants who list higher numbers of functional limitations. Note that, as with body systems, a large percentage of our files did not contain information on functional limitations.  The usefulness of this measure will depend on the ability of SSA to have applicants consistently and accurately complete this portion of the applicant forms. 

	Table 11.  Allowances by number of functional limitations

	Number listed
	Total (% of total)
	Denial (% of each category)
	Allowed (% of each category)

	Not completed
	230 (60%)
	116 (50%)
	114 (50%)

	None
	118 (31%)
	63 (53%)
	55 (47%)

	One or two
	32 (8%)
	12 (38%)
	20 (63%)

	Three or four
	6 (2%)
	2 (33%)
	4 (67%)

	
	
	
	


Results.

Using allowance for DI benefits, a binary measure, as the response variable, and the available variables such as age, education, diagnosis, earnings, and time between the onset of disability and the date stopped work as independent variables, we constructed a logistic regression to further test our expectations. Each of the five variables listed above is significant at the .1 level of significance. The earnings variable was significant at the p<.0001 level and had a coefficient of .3154. People with higher earnings have a greater likelihood of benefits allowance. The odds-ratio coefficient for earnings was 1.371 meaning that for each movement to the next higher earnings bracket, the probability of DI allowance increases by 37%.  

A variable measuring the presence of mental illness or developmental disabilities was significant with p<.0058 and a coefficient of 1.5956. The odds-ratio coefficient of 4.931 indicates that persons presenting with mental illness or a developmental disability had an odds of allowance almost five times higher than persons without mental illness or a developmental disability. If we had a larger set of data, we would be interested in breaking up this mental variable into its component types of conditions to determine if the severity of different types of mental disorders impacts the rate of allowances. Given the small number of cases we had for each type of mental illness, however, such a detailed level analysis was not possible.  A future examination of specific types of mental illnesses and their relation to allowance rates would be indicated.


The variable measuring the number of functional limitations was significant with p<.0066 and a coefficient of .4749.  The odds-ratio was 1.608 indicating that the marginal impact of an increase by one in the number of functional limitations on the probability of a person’s being allowed for DI is sixty percent. As we expected, a higher number of functional limitations indicated a higher probability of benefits allowance.

Age was also a significant predictor, with a p<. 0117 , a coefficient of .0243, and an odds ratio of 1.025, indicating that persons with higher ages were more likely to be allowed.  An increase in a person’s age by one year increases the probability of allowance of DI benefits by 2.5%.

A continuous variable measuring the time, in hours, between the date the disability first bothered the person and the date the person stopped working also proved important.  This variable had a p<.0801, a coefficient of -.4175, and an odds ratio of .659.  These findings confirm our idea that persons experiencing more chronic types of conditions, as evidenced by a sufficient lag in the time from date of onset until the impairment led to the discontinuation of work, increases the likelihood of being accepted for DI benefits. Persons who experienced more acute conditions and who stopped work on the same date that their disability first bothered them were less likely to be allowed.  


We were planning to select those cases with a 60% chance of allowance or higher for our early intervention project.  Transforming our equation into a probability by using the formula 1/(1 + EXP(-x)) allowed us to examine the probabilities of allowance against actual allowances in our data set.  Four hundred and one cases had complete information and were used in this level of analysis. For those cases with a 60% chance of allowance or higher, 74% were actually allowed.  For cases below 60%, only 42% were allowed.  

Cases achieving a probability of 90% or higher are most likely cases where the ability to return to work is severely limited. Cases scoring in this range probably have a combination of factors that would impair participation in our early intervention project. We therefore would be most interested in selecting in cases with between a 60% and a 90% chance of allowance. These cases were actually allowed 73% of the time.

We translated our results into a format that would be useable at the time of application.  We created an Excel spreadsheet to allow for easy data entry. Claims representatives can gather and enter a minimal amount of information on each applicant and will be able to calculate the probability of an applicant becoming a beneficiary.  

An example of the spreadsheet and instructions for using the spreadsheet are included on the following pages. Applicants receiving a probability of 60% or higher will be considered probable beneficiaries and will be considered possible candidates for return to work programs.  Applicants receiving lower probabilities will be excluded from the study.

SAMPLE PROCEDURES FOR PROBABLE BENEFICIARY SCREENING

Procedures for probable beneficiary screening tool. Claims representatives will fill out the screening tool in Excel. These answers could be obtained from the application forms or from an interview at the time of initial application. Answers to these questions will yield the probability of the applicant becoming a beneficiary.

1.  AGE:  Enter the applicant’s age.
2.  MENTAL: Determine the illnesses, injuries, or conditions that limit the applicant's ability to work. Also list the medications the applicant is currently taking.  Enter a 1 if the applicant states that they have either a mental illness or mental retardation, or if they list medications commonly taken for mental illness (refer to the list of generic names and trade names of psychiatric medications found in the Appendix).
3. EARNINGS:  The data of interest are annual earnings over the last six years.  Disregard current year and last year income. Average the preceding 5 years’ income.

Enter 1 if average annual earnings were less than or equal to $10,712.  

Enter 2 if average earnings were between $10,713-$20,606.  

Enter 3 if average annual earnings were between $20,607-$34,344. 

Enter 4 if average annual earnings were between $34,345 and $54,951.  

Enter 5 if average annual earnings were greater than $54,951. 

4.  DID ONSET OF ILLNESS COINCIDE WITH STOPPING WORK: 

If the onset of the illness was the same date as the date applicant stopped working, enter 1; enter 0 if the dates are different.

5. FUNCTIONAL LIMITATIONS:

Assess whether the applicant has any of the following difficulties.     



Reading 
___

 

Writing  
___

Answering  
___

Hearing

___

Sitting

___

Understanding
___

Using hands
___

Breathing
___

Seeing

___

Walking
___


Enter the number of functional limitations.

PROBABILITY:  A probability will be produced.  If the probability is 60% or higher, the applicant is deemed to be a likely beneficiary. A convenient form for entering these data is reproduced below.

SAMPLE SCREENING INSTRUMENT

	
	
	
	
	
	
	
	
	
	

	
	Early Intervention Screening Instrument
	
	
	

	
	
	
	
	
	
	
	
	
	

	Age
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Mental illness/ dev. dis.
	
	
	(Enter 1 if mental illness/developmental disability, 0 if not)

	
	
	
	
	
	
	
	
	
	

	Earnings
	
	
	

	
	
	
	
	
	
	
	
	
	

	Functional limitations
	
	
	(Enter number of functional limitations, 0 if none)
	

	
	
	
	
	
	
	
	
	
	

	Onset same as date stopped work
	
	
	

	
	
	
	
	
	
	
	

	Probability of becoming a beneficiary:
	0%
	
	
	

	
	
	
	
	
	
	
	
	
	


III.
RETURN TO WORK SELECTION PROCESS

Literature review.

Our next task is to select from those who are likely to become beneficiaries the individuals who have the potential to return to work.  David Vandergoot found that this problem had been addressed by the research literature to a much greater extent than the selection of probable beneficiaries. 

The literature sources should be sufficient to detail those factors that influence return to work and the magnitude of each factor that is associated with return. In the main, these factors will be characteristics of the individuals rather than external to them.

According to research conducted by the Menninger Return to Work Center, ten socio-demographic items differentiate long-term disability claimants who return to work from those who do not (Hester, Decelles & Gaddis, 1986).  Known as the Menninger Return to Work Scale, these items include: type of disability (gastrointestinal and musculoskeletal more likely to return); age (inverse relationship); gender (women more likely to return); marital status (single persons more likely to return); education (positive relationship); occupation (managers, professionals, and technical occupations most likely to return); type of former employer (person employed in the public sector more likely to return); residence (living, in a metropolitan area leads to greater likelihood of  return); type of support (receiving other financial benefits generally is related to return to work, except for SSDI recipients, who show a poor return to work rate); and amount of wage replacement (when a worker's wage replacement exceeds 75% of the former wage, return to work becomes less likely). 

Attempts to replicate this scale have not been encouraging. In one study, a substantial percentage of those predicted by it to not return to work actually did (National Institute of Disability and Rehabilitation Research, 1989). 

Another study was done with a sample of SSDI applicants who were interested in receiving vocational rehabilitation services but the scale did not work much better. The mean score of those who returned to work was only three points higher than those who did not return (Olsheski & Growick, 1997). 

The Menninger Scale was used retrospectively to see if it could predict the successful RTW of workers injured on the job (Martin, et. al., 1994). The outcome criterion was not just successful RTW but whether RTW occurred within expected durations. Here too, the results were not as expected. It is obvious that we could not use some variant of the Menninger Scale to select candidates for return to work.

Vandergoot and Gottlieb (1991) compiled a list of variables that have been identified by at least one study as having potential predictive value of return to work. These variables are presented in Table 12.

We briefly summarize some of the studies organized by type of disability. These are studies that use multivariate techniques, fairly large samples of persons of working age (16-65) and have at least a one-year follow up period. 

Table 12.  Factors Related to RTW

	Personal Characteristics
	Life Style Factors

	Age
	Smoking

	Education
	Exercise

	Transportation access
	Use of seat belts

	Proximity to work opportunity
	Level of stress/anxiety

	Number of dependents
	Level of depression

	Health of spouse
	Relationship to physician (if any)

	Proficiency with English language
	

	
	Job Related

	Work History
	Satisfaction

	Extent
	Enjoyment

	Type(s) of job held
	Pay

	Stability with employer
	Opportunities

	Skill level
	Work unit cohesion

	Union membership
	Perception of work conditions

	
	

	Previous Time Off Work
	Social Relationships

	Duration
	With supervisor

	Frequency
	With co-workers

	Reason
	

	Awareness of disability benefits
	Family

	
	Relationship with family members

	Medical
	Occurrence of stressful events

	Status of condition
	Health of family members

	Type of condition
	Experience of family with disability

	Number of conditions
	

	Time from onset to treatment
	Financial

	Prior illnesses/injuries
	Ratio of value of benefits to pay

	Prior disability claims
	Number of benefit sources

	Cooperation of physician
	Type of benefit sources

	Number of physicians involved
	Perception of financial situation

	Initial assessment of physician
	

	Physician’s understanding of EE’s job
	Employer Considerations

	Progress of recovery vs. expected duration
	Disability management capability

	History of substance abuse
	Fiscal health

	Weight
	Commitment to re-employment

	Pain
	Disability reporting system

	
	Organizational health

	Legal
	

	Presence of attorney
	


Summary of specific disability disorder studies.

Psychiatric disorders. Mueser et. al., (1997) found measures of behavioral symptoms, particularly measures of affect and thought disorder, along with overall adjustment, to be predictive of work status twelve months after participation in vocational rehabilitation. Collins et. al., (2000) in a study of persons with severe mental illness found a variety of factors that predicted participation in productive activity, including working and attending school. These were: being involved in productive activity at baseline, marital status, regular contact with support networks, presence of financial difficulties, and difficulties completing housework. 

Traumatic brain injury (TBI). Cifu, et. al., (1997) completed a prospective study with persons with TBI but did not conduct a multivariate analysis of their data. Several factors distinguished those who eventually returned to work from those that did not. These were: length of acute hospital stay, severity of injury, and functional status, including behavioral and cognitive.

Back disorders. Trief, Grant and Fredrickson (2000) found that the best predictors of RTW for persons who had back surgery were receipt of disability benefits, presurgical employment, anxiety about pain, and depression. For persons with spinal cord injury four variables were found significant, including years of education, ethnicity, marital status, and degree of motor functioning (Hess, et. al., 2000). These variables were used to predict accurately 81% of RTW after one year. 

In a study completed by Nordin, et. al., (1997) five variables were predictive of RTW. These were abnormal heel walk, self-report of disability, work related injury, prior job exposure to whole body vibration, and strength demands of previous work.

McShane and Karp (1993) studied persons with spinal cord injury. They found that education, motivation to work, social support, and ability to drive one’s own car were predictive of RTW. In one other study of persons with spinal cord injury, only education and functional capacity were predictive of RTW, with an accuracy of 72% (Young, et. al., (1994). 

Atlas, et. al., (2000) studied the relationship of workers’ compensation status to eventual RTW after four years in persons with herniated lumbar disk disease. The findings indicated that predictors of work status included age, perception of general health, and self-reported pain. Being a workers’ compensation claimant was not related to work status. Gevais, et. al., (1991) studied the predictive value of socioeconomic, psychological, and medical diagnoses on RTW over a six-month period of time. The results included these predictors: medical diagnoses (level of lesion), pain intensity, length of inactivity before treatment, negative life changes, and self-efficacy regarding ability to seek necessary support.

Orthopedic disorders. Wolfe and Hawley (1998) found that predictors of work disability among persons with rheumatoid arthritis included self-reported pain, strength level of prior work, gender, rheumatoid factor, education, and a measure of body mass. In another study of persons with rheumatoid arthritis, five factors were found to predict maintenance of work after five years. These were age, number of deformed joints and number of flaring joints, complexity of work tasks, and desire to remain at work. These factors could predict 71% of the outcomes (Reisine, et. al., 1995). In a final study of rheumatoid arthritis, De Roos and Callahan (1999) found these variables to be predictive of work status: age, gender, type of occupation, duration of condition, functional capacity, pain, and feelings of helplessness.

Cardiac disorders. Other studies have looked at predictors for persons with cardiac conditions. In a German study, only three variables predicted RTW, including age, vocational disability as assessed by the physician, and vocational disability as perceived by the person (Mittag, et. al., 2001). These three variables were used to successfully predict RTW in 85% of the cases.  In a study done at Duke University, a variety of predictors were identified. These were age, ethnicity, education, presence/absence of congestive heart failure, presence/absence of vascular disease, activity capabilities, psychological status, and level of job. These were used to accurately predict 86% RTW in a new sample (Mark, et. al., 1992).

In spite of the many variables that seemed to have predictive potential based on earlier studies, prospective studies using multivariate analytic techniques suggest that the range of factors related to RTW is narrower than originally thought. The factors that seem important are: age, recency of productive activity prior to application, length of any hospital stay associated with the condition, especially if it was due to injury, self-reported pain, functional measures, such as those associated with ADL, but also cognitive functioning, exertional level of prior job, and self-expressed interest in returning to work. Most, if not all of these factors, have been measured in self-report format using relatively short, self-administered instruments. 

The research reported above used a variety of instruments, many with known psychometric properties, which fit the self-reported, self-administered format. These can be used as originally designed, primarily in paper and pencil format with little cost. It is doubtful that one set of instruments will be useful across all conditions. A more efficient use would be to tailor a set of instruments for the various broad categories of presenting disabilities. One study done in Ireland was found which compiled a similar instrument for use in screening those with low back pain for risk of not returning to work. A cut-off score was successfully determined (Hurley, et. al., 2000). For those who need accommodations for completing the instruments in this format, they can be administered by interview. Other accommodations, such as Braille or large print versions for those with vision impairments, could be made rather easily. Another approach is to design a new instrument, capturing the essence of the existing instruments, which can be delivered equally as well in a variety of formats. One other possibility is to deliver the assessment through a computer-based software application, which could be delivered by a field office case manager as a guided interview or that could also be self-administered. Branching questions could accommodate the need to tailor the assessment to specific types of conditions. The advantage of this is that built in scoring and reporting features can be programmed, thus yielding immediate results affording an opportunity to quickly proceed to plan development and implementation of early intervention programming should that be warranted.

The paper and pencil instruments are established applications in return to work situations. Computer based assessments that provide immediate suggestions for planning and intervention strategies are not typically used. One has been designed and implemented for application in a short-term disability claims management program. The purpose of this assessment is to identify claimants who present with a variety of issues and non-medical needs. With this assessment, these needs can be addressed by case managers who can assist claimants to return to work. The development of this application was based on similar research as reviewed above. However, since its use was designed for those who were still active employees, some of the predictive factors noted above were not included. Such a modification, however, would not be difficult to achieve.

Many prior studies have found socioeconomic factors to be related to RTW outcomes. Age, gender, marital status and education frequently appear as significant variables in distinguishing those who RTW and those who do not. 

Psychosocial factors  

The researchers use the term psychosocial factors to define those psychological and social motivators in the decision to return to work for persons with disabilities.  These motivational factors are both internal (psychological) and external (social) to the person with the disability.  When taken together with skill level, they account for a majority of the weight given to the concept of placeability in the definition of “work readiness.”  This work readiness is a necessary precursor to Return to Work activities.  (Geist & Calzaretta, 1982).  From the summary of the literature, it appears that psychosocial factors such as motivation are important determinants of success in RTW. Unfortunately, current DI application forms do not collect much useful information on work motivation or other psychosocial states. One possibility for obtaining this information is to develop a brief psychosocial instrument to be administered at the time of application. 

             Researchers affiliated with the Disability Research Institute of the University of Illinois at Urbana-Champaign held several focus groups with disability stakeholders early in 2001 in order to gather a list of client characteristics that might be used to identify applicants who would benefit from early intervention.  In these meetings participants also identified a set of 38 questions that they believed might be useful in identifying individuals motivated to return to work.    

In order to refine this list, case studies were distributed to disability adjudication staff at a state agency. Disability adjudication staff filled out a preliminary psychosocial questionnaire based upon the characteristics of hypothetical applicants presented in each case study. This questionnaire incorporated the 38 questions identified in the focus groups.  For each question the participants were given five possible responses (strongly disagree, disagree, neutral, agree, strongly agree).  These response categories (“Likert-type” items) are commonly used in evaluating psychological states.  (Rubin & Babbie, 1997).  A total of 188 respondents completed the questionnaire.  

A three-level ordinal variable representing the researchers’ a priori assumptions about the likelihood of return to work for each case scenario was added to the observed data set.  To assess the correlation between individual items and the ordinal measure of likelihood of return to work, bivariate correlation coefficients appropriate to the ordinal measures (Kendall’s Tau B) were employed.  The results, presented in Table 13, show that 25 of the Likert-type items demonstrated moderately high correlations with the ordinal ranking of likelihood of RTW assigned to the case studies.  Fourteen of these items correlated positively with the ranking of likelihood of RTW and eleven correlated negatively, i.e., endorsement of these latter items was associated with a lower ranking on likelihood of return to work.  A supplemental analysis using discriminant analysis to assess patterns in the data indicated that there was a possibility that five other variables might also potentially be correlated with RTW.  Items #3, 4, 21, 27, 28, 29, 32, and 38 were then removed because these eight items showed no association with likelihood of RTW using either technique.  Removal of these items reduced the length of the Likert-type portion of the instrument to thirty questions.  Reduction of the number of items is desirable because the goal is to produce accurate predictions of psychosocial correlates of RTW potential while minimizing the applicant’s time and effort to complete  questionnaire items.

Reanalysis of the data was conducted with the 8 items removed and factor analysis was employed to explore whether principal components could be identified that might allow further reduction of the instrument.  Factor analysis is perhaps the most common technique for data reduction in attitude surveys.  (Rubin & Babbie, 1997).  Factor analysis is very commonly applied to attitude scores, even when measurement of attitude does not meet assumptions of internal level of measurement.  (Agresti, 1984; Agresti, 1990). Unless the distributions of the variables are strongly non-normal, factor analysis seems to be robust to minor violations of assumptions regarding interval level measurement. 

In this instance, principal component factor analysis with varimax rotation using Kaiser normalization produced seven factors which together account for 64% of the variance in the data.  Seven factors were identified from the thirty items.  Six items loaded heavily on the first factor, which explained the greatest amount of variance.  These items all addressed motivation and willingness to work.  They included (1) agreement with the notion that the applicant could work if the employer modified the job, (2) belief in ability to work if trained for new job skills, (3) disagreement with the notion that the old job was the only possible source of employment, (4) self-reported willingness to work, (5) self-reported willingness to train, and (6) optimistic view toward finding employment given some assistance.  This factor accounted for 29.5% of the variance explained.  

Three items loaded heavily on the second factor, accounting for 9.7% of the variance, and all dealt with stability and satisfaction with former employment:  (1) My last job was satisfying, (2) I was satisfied with my previous job and (3) disagreement with “I have changed jobs frequently.”

Four items loaded heavily on the third factor which appeared to address negativity and passivity.  They included (1) expectation that trying to work would cause pain, (2) “I don’t have much to say in what happens to me” (a locus of control item), (3) expectation that the disability will worsen and (4) “I don’t have the concentration to hold a job.”    This factor accounted for 6.7% of the variance.  
A fourth factor appeared to include items that addressed a positive orientation toward work as a source of income.  These included (1) disagreement that traveling to a job would be difficult, (2) agreement that there is no family history of applying for SSDI, (3) disagreement that other family members have received government assistance, (4) agreement to “I have been looking for work”, and (5) agreement with “I read, write and speak English well.”  This factor accounted for 5.6% of the variance.  

A fifth factor included heavy loadings only from two medical care questions (1) “I do not know how I could find the time to get my medical care if I had a full time job.” and (2) I am afraid that if I go back to work I will lose coverage for the medical care that I need.”   This factor accounted for 5.1% of the variance.  

A sixth factor reflected non-manual job related skills with heavy loadings from four items (1) I have skills or hobbies that might help me earn some money...”  (2) disagreement with the notion that “I don’t have the training and experience for the kinds of jobs that I could do with my disability.” (3) experience supervising others in the workplace and (4) “I read, write and speak English well.  This factor accounted for 4.3% of variance.  

Finally, only two items loaded on the seventh factor and both related to agreement that the individual had filed a lawsuit.  This factor accounted for 3.8% of the variance.  

 
Ideally, this 30-item instrument should be piloted on a large number of real world applicants, and reanalyzed, before being reduced to a “short-form” of 10 to 15 items.   Data from actual applicants should be used to assess the effectiveness of individual items and factor scores in discriminating between applicants who successfully returned to work and those who did not.  This is the most desirable form of item reduction to produce a brief instrument that could be maximally useful to the early intervention project.

Table 13.  Bivariate Correlations (Kendall’s Tau B) between Three Levels of Likelihood of Return to Work and Individual Likert-Type Attitude Items

	1. Traveling to a job would be very hard
	-.11

	2. If I could work, I would earn more than I would get on disability
	.18**

	3. There are not a lot of good jobs in this town.
	-.04

	4. I’ve worked hard and I deserve to be on disability. 
	-.10

	5. Going to work would just complicate my life.
	-.42**

	6. No one else in my family has ever applied for disability or workers compensation
	 .38**

	7. Trying to work could cause me to have pain
	-.37**

	8. I am needed to care for others at home
	-.35**

	9. I could work if employers would modify the job. (job tasks, work hours, standing, sitting)
	 .28**

	10. I have skills or hobbies that might help me earn some extra money to go with a disability check.
	 .17**

	11. I don’t have the training and experience for the kind of jobs that I could do with my disability.
	 .01

	12. I expect that my disability will continue to get worse.
	-.46**

	13. A disability check is the best way that I can be certain of having a reliable income.
	-.21**

	14. I am afraid that if I go back to work, I will lose coverage for the medical care that I need.
	 .05

	15. I do not know how I could find time to get my medical care if I had a full time job.
	-.26**

	16. My last regular job was very satisfying to me.
	 .41**

	17. I do not want to depend on a disability check for the rest of my life.
	 .36**

	18. Other members of my family have received assistance from the govt, e.g.  TANF, public assistance, SSI.
	-.35**

	19. I think that I could find work if I could develop some new job skills.
	 .40**

	20. I don’t have the concentration needed to hold a job.
	-.42**

	21. I cannot work as fast as the other workers
	-.09

	22. I have been looking for work.
	 .18**

	23. I am involved in a lawsuit.
	 .27**

	24. Since I can’t return to my old job, there really isn’t anything else that I could do to make a living.
	-.24**

	25. I want to go back to work.
	 .38**

	26. I would be willing to become involved in training that would lead me back to work.
	 .35**

	27. I think that I could get a job but I don’t know if I could keep it.
	-.05

	28. I could handle a part-time job, but not a full time job.
	-.10

	29. I am angry with my former employer
	 .02

	30. I don’t have much say in what happens to me.
	-.32**

	31. I have supervised others at work
	-.03

	32. I can easily reach my counselor during office hours.
	 .07

	33. I am sure to find a job with some help or vocational rehabilitation.
	 .23**

	34. I read, write, and speak English well.
	 .10

	35. I was satisfied with my previous job.
	 .41**

	36. I have changed jobs frequently.
	-.28**

	37. I have been involved in a work-related lawsuit.
	 .20**

	38. I have been involved in a disability-related lawsuit.
	 .02


** p<.01

Expert panels.

We have been convinced after an examination of the literature that there is no ready-made scale that we could adopt in its entirety to use as the second screen. To help us formulate a new scale or some other method to select candidates and to gain further ideas about the second step of the selection process, expert panels were convened in three locations: Portland, Oregon; Cheyenne, Wyoming; and New Brunswick, New Jersey.  Experts included SSA claims representatives, DDS staff, lawyers, doctors, vocational rehabilitation experts, employers and other SSA staff. A list of participants is included in the Appendix. 

DRI staff and consultants presented an overview of the early intervention project and a discussion of the first selection process. Panel members were then presented with case studies based on SSDI applications filed in 2001. Each of the applicants had passed the first screen and the panel was asked which of the applicants would be a good candidate for return to work. The panel members commented on the usefulness of current data collection and made suggestions for additional pieces of information that could be helpful in the return to work candidate selection process.

In general, the panel members found themselves in agreement that the basic demographic variables were important. They recognized the political sensitivity of screening on the basis of age, for example, but felt that this was an important variable when considered with others. The panel members also recognized the importance of the applicant's physical and mental functioning, the employment history, and above all else, the motivation of the applicant and the desire of the person to return to the labor force.

Applying the variables in public sector agencies and in private sector firms.

Although we could not derive from the literature review any scale that could be applied unchanged to the current selection issue, it was reassuring to note that certain of the basic variables identified in the literature have been used as screening criteria in the private and public sector. We present some examples.

The Washington Business Group on Health (WBGH) surveyed major national corporations to determine how they selected candidates for rehabilitation among those employees on a long-term disability (LTD) program. One insurance company sorted its LTD claimants into three categories,

1) “problem employees” who were poorly motivated to RTW;

2) severely disabled persons with extensive service needs due to a condition that had not yet stabilized (reached maximum medical improvement for workers' compensation claimants), the condition was chronic, or the person had progressively diminishing functioning; and

3) a high probability group with strong rehabilitation potential in that they were young, motivated, “blue-collar” workers with musculoskeletal impairments.

Another company used a “three point” check of the primary care physician, the employer, and the LTD claimant to ascertain the appropriateness of a RTW.  The selection criteria used included:

1) medical stability

2) age less than 55

3) severity and nature of the disability (traumatic, musculoskeletal, of recent onset and short duration).

 4) occupation/job description - there is a “white-collar” bias in referrals for VR associated with  transferability of job skills and the ease with which light-duty or a work-site accommodation can be implemented

5) cost recovery criteria, which is obviously related to age

6) job performance - high performers are more likely to be motivated by RTW

7) employee motivation - voluntary aspect of RTW is an indicator.

The selection criteria for suitable RTW candidates currently on LTD at another company were:

1) age

2) education

3) diagnosis - candidates with co-morbidity of hypertension or substance abuse do not make good      candidates, nor do persons with undiagnosed depression

4) training and job tenure

5) functioning capacity

6) financial motivation for RTW;

7) transferability of job skills.  

From these criteria a rating or score is developed.

The company recognized the importance of early intervention. As with other companies, the test of disability for the first few months after onset is the inability to perform the duties of the claimant's own occupation. After a period of time that varies with different companies, the test changes to the inability to perform the duties of any occupation for which the claimant may be suited by reason of training education and other vocational factors.   In the company's view, if a person has reached the “any” stage of inability to engage in an occupation, it is too late.  There was also the feeling that work injury claimants had a better chance at RTW than LTD claimants.  However, as they saw it, anyone with benefit continuation is unlikely to be a good RTW candidate.  

The Oregon Division of Rehabilitative Services provided the results of a small study using nine indicators they used for referring DDS claimants for VR services. 

1) No prior exposure to VR --  (Claimants not closed within last six months)

2) Between 16 and 65 and indicating an interest in working regardless of DI application outcome

3) Claims allowed/continued with medical improvement diaries

4) Individuals with substantive work history or education

5) Individuals who follow through with prescribed treatment/medications

6) Individuals with stable living environment (not institutionalized in correctional facility/mental hospital or permanent nursing home).

7) Individuals having resources for treatment/medications

8) Illnesses considered terminal, but not in less than two years

9) Other reason for referral;

They noted that substance abusers are not usually good referrals unless the substance abuse is in remission and/or the individual is successfully completing a treatment program and remains sober. 

Another Oregon study also reported on the SSA guidelines that direct the DDS offices to consider when deciding to make VR referrals.  These indicators are:

1) age

2) education

3) work history

4) motivation

5) medical severity

6) resources

7) medical status

The Work Life Resource Vocational Rehabilitation Prediction Model developed by David Vandergoot uses 13 binary variables to determine a person’s likelihood of rehabilitation.  A person receiving a score of “0" (out of 13), is considered as having a “low” likelihood of rehabilitation.  Persons with a score of 1-3 have a “fair” chance, 4-7 have a “good” chance, and more than 8 have a “strong” likelihood of rehabilitation.  

The 13 binary indicators of the claimant’s rehabilitation profile are:

1) is between 25 and 44

2) is a family member

3) has dependents younger than 20

4) has only one disabling condition

5) does not have a progressive disability

6) does not have a workers’ compensation claim

7) has completed high school

8) has worked with current employer for one year

9) has worked continuously for the last two years

10) is able to travel independently

11) has a stable medical condition

12) lives in a suburban city/town

13) the claimant’s physician indicates a potential for RTW or has cleared the claimant for part-time work.

Summarizing the findings and applying them to the Early Intervention project.

Whether we look at the discussions of the expert panels, the research literature, or the way that public and private agencies select candidates, we are left with a common group of variables. The way that the variables have been used in these agencies and firms is summarized in Table 14.   

Table 14. Listing of variables used to predict likely RTW for presumably disabled DI beneficiaries

	
	Model

	Variable:
	Private Sector LTD
	Oregon DRS
	DDS Screen-in for VR
	Vandergoot
	Psycho-social

	Age
	Less than 55
	16 to 65


	Yes
	Between 25 and 44
	

	Education
	Yes
	Yes
	Yes
	Completed high school
	

	Work Experience
	Training, job tenure & performance

white collar
	Substantive Work History
	Yes


	With current employer > 1 year, continuous work for last 2 years
	Satisfaction and stability of past relevant work

	Transferability of job skills
	Yes
	
	
	
	Adequate skills to obtain work

	Motivation
	Financial, volunteer for RTW
	
	Yes
	Has dependents less than 20, not a WC claimant
	Yes, Willingness to work, positive orientation to money

	Disability Type, Severity
	Traumatic, musculo-skeletal, no co-morbidity or substance abuse
	No sub. abuse,  taking medication, terminal but death onset   > two years
	Medical Severity
	Has only one disabling condition
	Self-efficacy(?)

	Medical Stability
	Recent onset, short duration
	MIP Diaries, have resources for medication
	Medical Status
	Not a progressive disability, stable, Physician OK to work
	Adequate medical care

	Family and/or financial support
	
	Stable living environment & not in an

institution
	Resources
	Is a family member
	Not involved in law suits

	Work Access
	
	
	
	Lives in city/town, travels independently
	


We realize that, in the Early Intervention project, we are operating under certain constraints. For one thing, we are confined to basic information available to SSA at the time of application. Second, we are looking for a scale that can be operationalized without undue difficulties. We seek screening criteria that can be applied consistently and with a minimum of judgment by SSA personnel. 

We start with the variables identified in Table 14, these are:

Age

Education

Work experience

Transferability of job skills

Motivation

Disability type and severity

Medical stability

Family support

Work access.

We would like to use each of these variables but we do not expect to have reliable information at the time of application about work access. We also believe that it would be difficult to make judgments about the transferability of job skills, although we should have information from the work histories about work experience. Also, we should have information about disability type but less reliable information about severity. Family support may be difficult to use, but we can use some gross measures of whether the applicant is part of a family group or not.

If we eliminate work access, job skills, and disability severity, we would be left then with the following seven variables:

Age 

Education

Work experience

Motivation

Disability type

Medical stability

Family situation.

The next problem is to devise a method of operationalizing these variables in an instrument that can be used by SSA personnel. To accomplish that end, we have devised a three-point scale for each variable. A score of “one” designates the least - likely and three being most - likely to return to work.  

Table 15. Scoring the Return to Work Variables

	Variable
	Score

	
	1
	2
	3

	Age
	More than 55
	35-55
	Less than 35

	Education
	Less than 9 years
	Some high school
	High school graduate

	Work experience
	None in  last 2 yrs
	Some in last 2 yrs
	Continuous in last 2 yrs

	Motivation
	U. of Illinois scores
	U. of Illinois scores
	U. of Illinois scores

	Disability type
	Severe mental illness
	Circulatory, mild mental illness
	Musculoskeletal

	Medical stability
	Progressive
	Terminal, > 2 yrs life expectancy
	Stable medical condition

	Family support
	Homeless
	Single but self-supporting
	Living with family members


Table 15 shows one possible method of utilizing the three-point scale for each variable. We believe that the criteria are definite enough so that they can be applied by SSA personnel in either the DDS or the SSA field offices. Although the three-point scale is necessarily arbitrary, the variables chosen are based on those discovered in the literature and used in public agencies and private firms. 

We recognize that these variables, their definition and the method of scoring is subject to change as experience accumulates. Since there are seven variables, the scores will range from a low of seven to a high of twenty-one. Our current thinking, illustrated in Table 16 is that a score of 7 would indicate that the applicant would be least likely to return to work. A score of from 8 to 14 would imply moderate likelihood, and a score greater than 14 would indicate that the applicant was a good candidate for a return to work program.

Table 16. RTW Potential

	
	Score
	RTW potential

	
	7
	Least likely

	
	8-14
	Likely

	
	15-21
	Most likely


We should have an excellent opportunity to test the system in the pilot programs that are scheduled to begin in selected states in late 2002 or early 2003. We will keep careful track of the experiences encountered in using the scale and be prepared to modify it and change the scoring as cases are processed.

In the meantime, we would welcome comments on both the first and the second screening criteria. We would hope that further discussion would yield new ideas and we are eager to improve the methods and the criteria we have chosen. The idea of working with applicants rather than beneficiaries is an appealing one. But, if we are to make it work, we must come up with screening criteria that can be applied in the real world of claims processing. It is important to know not only what to do but who to do it to.
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APPENDIX

Alphabetical Listing of Medications by Generic Name 

Source:    http://www.nimh.nih.gov/publicat/medicate.cfm#index 
	A 
alprazolam (Xanax) antianxiety 

Amitriptyline (Elavil) antidepressant
amoxapine (Asendin) antidepressant

B 
bupropion (Wellbutrin) antidepressant
                buspirone (BuSpar) antianxiety 


C  
carbamazepine (Tegretol) antimanic 

Clorazepate (Azene, Tranxene) antianxiety 

Chlordiazepoxide (Librax, Libritabs, Librium) antianxiety 

Chlorpromazine (Thorazine) antipsychotic 
chlorprothixene (Taractan) antipsychotic 
citalopram (Celexa) antidepressant 

Clomipramine (Anafranil) antidepressant 

Clozapine (Clozaril) antipsychotic

D
d-amphetamine (Dexedrine) stimulant 

Desipramine (Norpramin, Pertofrane) antidepressant

Diazepam (Valium) antianxiety 
divalproex sodium (Depakote) antimanic

doxepin (Adapin, Sinequan) antidepressant
 

F
fluoxetine (Prozac) antidepressant
fluphenazine (Permitil, Prolixin) antipsychotic 
fluvoxamine (Luvox) antidepressant

H
halazepam (Paxipam) antianxiety 

Haloperidol (Haldol) antipsychotic 

I
imipramine (Tofranil) antidepressant
isocarboxazid (Marplan) antidepressant 

L
lithium carbonate (Eskalith) antimanic 
lithium carbonate (Lithane, Lithobid) antimanic 
lithium citrate (Cibalith-S) antimanic 
lorazepam (Ativan) antianxiety 

loxapine (Daxolin, Loxitane) antipsychotic 
 

M 
maprotiline (Ludiomil) antidepressant 

Mesoridazine (Serentil) antipsychotic
methylphenidate (Ritalin) stimulant 

Mirtazapine (Remeron) antidepressant 

Molindone (Lidone, Moban) antipsychotic 


	N
nefazodone (Serzone) antidepressant
nortriptyline (Aventyl, Pamelor) antidepressant
O
olanzapine (Zyprexa) antipsychotic 
oxazepam (Serax) antianxiety 

P
paroxetine (Paxil) antidepressant 

pemoline PRIVATE "TYPE=PICT;ALT=Alert"(Cylert) stimulant 

perphenazine (Trilafon) antipsychotic
phenelzine (Nardil) antidepressant
pimozide (Orap) antipsychotic 
prazepam (Centrax) antianxiety 

protriptyline (Vivactil) antidepressant 

Q  
quetiapine (Seroquel) antipsychotic 

R
risperidone (Risperdal) antipsychotic 

S 
sertraline (Zoloft) antidepressant

T
thioridazine (Mellaril) antipsychotic 

thiothixene (Navane) antipsychotic 
tranylcypromine (Parnate) antidepressant
trazodone (Desyrel) antidepressant triflupromazine (Vesprin) antipsychotic  
trifluoperazine (Stelazine) antipsychotic 
trimipramine (Surmontil) antidepressant


V
venlafaxine (Effexor) antidepressant


Alphabetical Listing of Medications by Trade Name

Source:    http://www.nimh.nih.gov/publicat/medicate.cfm#index
	A
Adapin (doxepin) antidepressant 
Anafranil (clomipramine) antidepressant 
Asendin (amoxapine) antidepressant 

Ativan (lorazepam) antianxiety 
Aventyl (nortriptyline) antidepressant 

Azene (clorazepate) antianxiety 


B
BuSpar (buspirone) antianxiety

C
Celexa (citalopram) antidepressant 

Centrax 
(prazepam) antianxiety 
Cibalith-S (lithium citrate) antimanic 

Clozaril (clozapine) antipsychotic 

Cylert (pemoline) PRIVATE "TYPE=PICT;ALT=Picture of a symbol indicating a alert"stimulant 

D
Daxolin (loxapine) antipsychotic 

Depakote (divalproex sodium) antimanic 

Desyrel (trazodone) antidepressant 

Dexedrine (d-amphetamine) stimulant 

E
Effexor (venlafaxine) antidepressant 
Elavil (amitriptyline) antidepressant 
Eskalith (lithium carbonate) antimanic 

H
Haldol (haloperidol) antipsychotic 

L
Lidone (molindone) antipsychotic 

Lithane (lithium carbonate) antimanic 
Lithobid (lithium carbonate) antimanic 

Loxitane  (loxapine) antipsychotic 
Ludiomil (maprotiline) antipsychotic 

Luvox (fluvoxamine) antidepressant 

M
Marplan (isocarboxazid) antidepressant 

Mellaril (thioridazine) antipsychotic 
Moban (molindone) antipsychotic

N
Navane (thiothixene) antipsychotic 
Nardil (phenelzine) antidepressant 
Norpramin (desipramine) antidepressant


	O
Orap (pimozide) antipsychotic 


P
Pamelor 
(nortriptyline) antidepressant 
Parnate (tranylcypromine) antidepressant
Paxil (paroxetine) antidepressant 
Paxipam (halazepam) antianxiety 

Permitil (fluphenazine) antipsychotic 

Pertofrane (desipramine) antidepressant 
Prolixin (fluphenazine) antipsychotic
Prozac (fluoxetine) antidepressant 


R
Remeron (mirtazapine) antidepressant 
Risperdal (risperidone) antidepressant 

Ritalin (methylphenidate) stimulant 

S
Serax (oxazepam) antianxiety 
Serentil (mesoridazine) antipsychotic 

Seroquel (quetiapine) antipsychotic 
Serzone 
(nefazodone) antidepressant 
Sinequan (doxepin) antidepressant 
Stelazine (trifluoperazine) antipsychotic 

Surmontil (trimipramine) antidepressant

T
Taractan (chlorprothixene) antipsychotic 

Tegretol 
(carbamazepine) antimanic 

Thorazine (chlorpromazine) antipsychotic 

Tofranil (imipramine) antidepressant 
Tranxene (clorazepate) antianxiety 
Trilafon (perphenazine) antipsychotic

V 
Valium (diazepam) antianxiety 

Vesprin (trifluopromazine) antipsychotic 

Vivactil (protriptyline) antidepressant 


X
Xanax (alprazolam) antianxiety 

W
Wellbutrin (bupropion) antidepressant 


Z
Zoloft (sertraline) antidepressant 
 
Zyprexa (olanzapine) antipsychotic 
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Case # 001
GENDER

Male

EDUCATION:
BA degree, English 1995

LITERACY: 

Speaks and writes in English

ALLEGED IMPAIRMENTS:  Amputation dominant right hand and right leg below the knee. Uses prosthetic device with pincer action and prosthetic leg.  

BACKGROUND:  Married, 2 children. Wife works as a private duty nurse part-time.  Claimant was working as a lineman and was electrocuted. He was referred to Social Security by his counselor at the rehabilitation center, where he attends a support group, pain management, and receives vocational counseling.

RESIDUAL FUNCTIONAL CAPACITY (by treating physician):  “Adapting to prosthetics very well. Should be able to learn a skill with the use of adaptive equipment.  Sit at least 6 of 8 hours, stand and walk 2 of 8, 30 minute intervals.”  Meets listing 109C

Medical and Vocational Guidelines (the grid) would be likely to direct a finding of disabled in this case.

DATE OF ONSET AND LAST DAY WORKED:   December 20, 2000

WORK HISTORY

1988 to 2000 -  Lineman.    Power and Light Company

Duties:  Install and maintain power lines. Made repairs using testing equipment and tools. Climb poles

Exertion: Heavy, carried cable weighing over 50 pounds

Skill level: skilled

Reason for Leaving: work injury

1977 to 1988  Cable Installer,  Cablevision Company

Duties:  Install and maintain cable TV service.  Used testing equipment and tools. Troubleshooting.

Exertion: Medium

Skill level: semi-skilled

Reason for leaving: Better job.

1974 to 1977 Yeoman   U.S. Navy

Duties: General office clerk

Honorable Discharge

CURRENT MEDICAL TREATMENT:  Being seen for pain management at the Rehabilitation Institute, due to phantom pain in his upper right extremity.  Being followed by a physiatrist.  Sees a clinical social worker for psychotherapy to treat depression, adjustment to disability.  Prescribed Paxil.  Reports indicate that he is cooperative and motivated to return to working again. 

SOURCE OF INCOME : Workers Compensation

AGE:  
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Case # 002
GENDER

Female

EDUCATION  
AA Degree in  Accounting and Bookkeeping

LITERACY: 

Speaks and Writes in English

ALLEGED IMPAIRMENTS:  1983  Lumbar laminectomy at 2 levels, complains of “pain over whole body”, obesity, Fibromyalgia, asthma, hypoglycemia, jaw locks, dx of  TMJ, carpal tunnel syndrome dominant hand,  affective mood disorder, anxiety, depression, short of breath, dizzy spells, tingling feeling in her head, blackouts

BACKGROUND:  Back injury due to a one car motor vehicle accident in 1983. She was the driver.  Claimant comments of record, “I want to work again, but I’m in too much pain. I cry all the time. I had good reports on all my jobs and have worked hard all my life.”  Divorced, lives with mother and 9 year old son.

RESIDUAL FUNCTIONAL CAPACITY(by treating physician):  None established by treating doctors. 

DATE OF ONSET : 1983 after back surgery, LAST DAY WORKED  1999

WORK HISTORY:

1999, (2 months) – Teaching Assistant Part-Time: Light Duty assignment

Duties:  Prepare class outlines, operate copy machine, type examinations, filing, answer phones.  

Exertion: Sedentary, lifted less than 5 pounds, sat 3, walk 1 in average work day.

Skill level: Light duty at semi-skilled.

Reason for leaving: Went on medical leave due to “stress and depression.”

1989 – 1999:  Secretary          Junior College

Duties: Oversaw the  operation of the Learning Lab, type, file, answer phones, advise students on use of computers and equipment. Typed correspondence, data entry and retrieval, recording student activity, inventory of supplies.

Exertion: Light, Walk and Stand 4 hours, Sat 4 hours, lifted 10 to 20 pounds

Skill level:  Semi-Skilled

Reason for leaving:  Went to light duty assignment due to stress and depression

1990 – Assistant Manager/Cashier   (Part-time)        Gas Station

Duties:  Take inventory/ check deliveries/back orders, operate cash register.

Exertion: Light, lifted 10-20 pounds, stood 50%.

Skill level: Semi-skilled, low level, dealing with venders, inventory count.

Reason for leaving: not stated

1979 – 1987 Mental Health Technician  State Mental Health Facility

Duties:  Monitored patient behavior, chart observations, assist with activity groups, pass out medications.

Exertion: Lifted 10 – 20 pounds, stand and walk 5, sit 3 hours.

Skill level: Semi-skilled, low level, reporting patient behavior, patient management.

Reason for leaving: Auto accident, back surgery, fear of possible re-injury.

CURRENT MEDICAL TREATMENT  Seeing a Chiropractor and psychiatrist and family practice physician.  Prescribed Prozac and NSAIDs.  Advised to lose weight.

SOURCE OF INCOME : Last reported to be on “medical leave” from past job, possibly Long Term Disability benefits. Mother receives “disability” 

AGE:  
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Case # 003
GENDER:

Male

EDUCATION : 
High School Diploma

LITERACY: 

Speaks and writes in English

ALLEGED IMPAIRMENTS: Severe arthritis in knees, heel spurs both feet, can not stand or walk very long, Right  rotator cuff surgery,  High Blood Pressure in moderate control.

BACKGROUND:   Lives with wife and 2 children. Wife works as grocery store clerk.  He stated in the record, “I have been looking for work almost every day. I don’t know how to do anything else but drive a truck and our savings are almost gone.” His date of onset is based on the his last day of employment, when he slipped while climbing onto his truck and tore his right rotator cuff.   He complained that knees gave out.  

RESIDUAL FUNCIONAL CAPACITY (by treating physician): -  “stand and walk 1  hour in 8 hour day, sit at least 6 of 8 hours. Lift 10,  bend occasionally, no kneeling or squatting. Limited reaching with right arm. Should not return to commercial truck driving.”

Medical and Vocational Guidelines (the grid) would be likely to direct a finding of disabled in this case.

DATE OF ONSET AND LAST DAY WORKED     January 15, 2000.

WORK HISTORY :

1985 to 2000   Over the Road Truck Driver, Owner Operator.

Duties: Drive cross country loads, keep DOT log, tractor-trailer.

Exertion: No lifting, use of arm and leg controls, light as performed, medium per Dictionary of Occupational  Titles.

Skill level: Semi-skilled

Reason for Leaving: Could not pass the Dept of Transportation physical.

1977 to 1985  Cable Installer,  Cablevision Company

Duties:  Install and maintain cable TV service.  Used testing equipment and tools. Troubleshooting.

Exertion: Medium

Skill level: semi-skilled

Reason for leaving: Better job.

1974 to 1977 Yeoman   U.S. Navy

Duties: General office clerk

Honorable Discharge

CURRENT MEDICAL TREATMENT: being seen by rheumatologist and podiatrist, x-rays, blood tests, physical therapy.

SOURCE OF INCOME : None stated except for savings.. 

AGE: 
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Case # 004
GENDER  

female

EDUCATION  
11 years - in Mexico

LITERACY: 
Native language is Spanish, Reads Spanish well

Speaks English with heavy accent, reads limited English.

BACKGROUND:  Sustained spinal cord injury in May 2000 due to auto accident.  She is paraplegic, using a hand operated wheelchair to ambulate.  She is currently unmarried with 3 teenage children.  Her statements of record are, “I was once athletic, played soccer in school.  Now I am stuck in this wheelchair.  I would like to work again because I need to support my family.”  She indicated that she would be interested in vocational rehabilitation.  She now lives in her mother’s home with mother, two sisters and her children.  

ALLEGED IMPAIRMENTS:  Low partial spinal cord injury.  Some movement and sensation in lower extremities.  Although toileting and sexual function have been  preserved, she experiences severe pain occasionally and requires a morphine pump. 

DATE OF ONSET:  May 12, 2000, the last day of her employment due to the injury.

RESIDUAL FUNCTIONAL CAPACITY Meets medical listings.  Needs wheelchair access. Upper extremities unimpaired.

WORK HISTORY

1996 to 2000 – Packing machine Operator  Candy  Company

Duties:  Operate 3 packing machines, load and observe for malfunction, load pallets. 

Exertion: Medium, lift 30 pounds

Skill level: Low level semi-skilled

Reason for Leaving: injury from accident.

1990 to 1995   Bus person, Restaurant Worker

Duties: Clean Tables, mop floors, empty garbage

Exertion: lift over 25 pounds, medium

Skill level: unskilled

1985 to 1990 -   Kitchen Helper, bus person    Hotel, Mexico City

Duties: wash dishes, mop floors, clean tables, empty garbage.

Exertion: Medium

Skill level – unskilled

1970-1985 – Homemaker - Mexico

CURRENT MEDICAL TREATMENT:  Seeing a Spanish speaking family practice physician for pain and self-medicating with (herbal?) products that her sister obtained from a curandero.  

SOURCE OF INCOME  Family support, mother, one sister have jobs, One sister is disabled by arthritis and receives SSDI.
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David Vandergoot

Center for Essential Management Services

420 Jericho Trpk, Ste 300

Jericho,  NY 11753

516-827-5960

CEMS1@prodigy.net
Chrisann Schiro-Geist

U of Illinois Prof and Director of DRI

158 Rehabilitation Educatioon Ctr, MC 575

1207 South Oak St

Champaign, Illinois 61820

217-265-0279

Chrisann@uiuc.edu
Valerie Pax

Director Disability Management

Johnson & Johnson

501 George St. RmJ120

New Brunswick NJ 08901

732-524-2266

vpax@corus.jnj.com
Art Spencer

Director of DDS

PO BOx 382

Trenton NJ 08625

609-777-1001

Art.Spencer@ssa.gov
Robert Weathers

Economist

Social Security Admin.

4C-15 Operations Bldg

6401 Security Blvd

Baltimore, MD 21235

410-966-0576

Robert.r.weathers@ssa.gov
Brian Fitzgibbons

Vocational Rehabilitation Program

NJ Department of Labor 

Division of Vocational Rehabilitation Services 

PO Box 398 

Trenton, NJ 08625-0398

(609) 292-7438

bfitzgib@dol.state.nj.us
Sharon Gornstein

Attorney

Steve Fear
907 ITC Building

ODIAP/Social Security Administration

500 E Street, SW, 9th Floor

Washington, DC 20254

Steve.Fear@ssa.gov 

Mark Nadel

834 ITC Building

ODIAP/Social Security Administration

500 E Street, SW, 8th Floor

Washington, DC 20254

Mark.Nadel@ssa.gov 

Rich E. Anderson

Regional Disability Program Administrator 

26 Federal Plaza 40-112

New York NY 10278, 

(973) 648-3732 or (212) 264-7282
 rich.e.anderson@ssa.gov
Deb Brucker

Research Analyst

50 Labor Center Way

New Brunswick NJ 08901

732-932-3420

Brucker@rci.rutgers.edu
Monroe Berkowitz

Prof. Economics, Emeritus

50 Labor Center Way

New Brunswick NJ 08901

732-932-7891

berkowi@rci.rutgers.edu
David Dean

Robins School of Business

University of Richmond

Richmond  VA  23173

804-289-8559

DDean@Richmond.edu
Esther Rosa

 50 Labor Center Way

New Brunswick, NJ 08901

732-932-3421

estherrosa@yahoo.com
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Steve Villwock

Quality Assurance Specialist

Disability Determination Services

500 Summer St NE

Salem OR 97310

503-945-5869

Steve.Villwock@ssa.gov
Barbara Wong

Ticket to Work Coordinator

SSA

701 5th Ave, suite2900, M/S 105

Seattle WA 98104-7075

206-615-2720

barbara.wong@ssa.gov
Robert Weathers

Economist

Social Security Admin.

4C-15 Operations Bldg

6401 Security Blvd

Baltimore, MD 21235

410-966-0576

Robert.R.Weathers@ssa.gov
Reba Sundberg

Oregon Advocacy Center

620 SW 5th, 5th Fl.

Portland, OR  97204

503-243-2081 x214

Welcome@oradvocacy.org
Randy Crockett

SSA District Manager

1538 SW Yamhill

Portland OR 97205

503-326-6309

Randy.Crockett@ssa.gov



Peter Wheeler

Social Security Administration

6401 Security Blvd

Baltimore, MD 21235

Peter.M.Wheeler@ssa.gov
Phillip Deas

District Manager

West Portland Disability Services

PO Box 8309

Portland OR 97202

503-988-6980x232

Phillip.Deas@co.multnomah.or.us
Judy Fowler

SSI Liason

West Portland Disability Services

PO Box 8309

Portland, OR 97202

503-988-6980

Judy.Fowler@co.multnomah.or.us

Paula Laird

DRI Project Officer

32 Softwinds Ct.

Owings Mill, MD 2117

Officeofpaulacy@yahoo.com
Nelson Rambath

DRI Project Officer

SSA

Baltimore MD 21235

410-965-2396

Nelson.Rambath@ssa.gov
Kathleen O’Gieblyn

Vocational Rehabilitation Counselor

Oregon Commission for the Blind

541 Willamette 408

Eugene, OR  97401

541-686-7990 x2

kathleen.ogieblyn@state.or.us
Jeff Mapes

4370 NE Halsey Portland

Portland OR 97213

503-543-2900

Jeffmapes2000@yahoo.com
Chrisann Schiro-Geist

Professor and Director of DRI

158 Rehabilitation Education Ct, MC 575

1207 South Oak St

Champaign, Illinois 61820

217-265-0279

Chrisann@uiuc.edu
Aaron Hughes

Research Analyst

Dpt of Human Services/Rehabilitation Services

500 Summer St. NE E-87

Salem OR  97301-1120

503-945-6709

Aaron.j.Hughes@state.or.us
Tatsuro Ogisu MD

300 NE Multnamah Ste. 4

Portland OR 97232

503-706-9445

David Dean

Robins School of Business

University of Richmond

Richmond VA 23173

804-289-8559

DDean@richmond.edu
Monroe Berkowitz

Prof. Economics, Emeritus

50 Labor Center Way

New Brunswick NJ 08901

732-932-7891

berkowi@rci.rutgers.edu
Esther Rosa

50 Labor Center Way

New Brunswick NJ 08901

732-932-3421

estherrosa@yahoo.com
11/1/01 Cheyenne, Wyoming; Little America Hotel – Final Attendee List

Carolyn Sykes 

Team leader

SSA Denver Office Federal Bldg

1961 Stout St. Rm.325

Denver CO 80294

303-844-7313

carolyn.sykes@ssa.gov
Shelia O’Rourke

SSA District Office Manager

5353 Yellowstone Rd. Ste210

Cheyenne WY  82009

307-772-2138 x3019

Shelia.ORourke@ssa.gov
Max Broyles

Disability Evaluator Supervisor

Disability Determination Services

821 West Pershing

Cheyenne  WY  82002

307-777-7341

max.broyles@ssa.gov
Karen Holderman

Physician

10009N Walnut

McPherson KS 67460

620-241-5167

Kph77@earthlink.net
David Dean

Robins School of Business

University of Richmond

Richmond VA 23173

804-289-8559

DDean@richmond.edu
Bob Weathers

Social Security Administration

6401 Security Blvd.

Baltimore,  MD  21235

410-966-0576

Robert.R.Weathers@ssa.gov
Jim McIntosh

Assistant Administrator

Division of Vocational Rehabilitation

1100 Herschler Building

Cheyenne, WY  82002

jmcint@state.wy.us
Ree Lindgren

Disability Examiner

ree.lindgren@ssa.gov

Mike Allen

Claims Representative

5353 Yellowstone Rd. Ste.210

Cheyenne WY 82009

307-772-2135

mike.allen@ssa.gov
Emer Dean Broadbent, JD, PhD

Staff Project Coordinator, Disability Research Institute

158 Rehabilitation Education Center, MC-575
1207 S. Oak Street, Champaign, IL 61820 USA

(217)244-2835 

emer@ux1.cso.uiuc.edu
Monroe Berkowitz

Prof. Economics, Emeritus

50 Labor Center Way

New Brunswick NJ 08901

732-932-7891

berkowi@rci.rutgers.edu
Esther Rosa

50 Labor Education Center

New Brunswick NJ 08901

732-932-3421

estherrosa@yahoo.com
Nelson Rambath

DRI Project Officer

SSA

Baltimore, MD 21235
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Provide services/


inducements to assist in return to work





Is person a suitable candidate for return to work?





Complete return to work screening tool





Proceed with normal disability determination process





Is probability of becoming beneficiary 


60% or greater?





Fill out initial
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Proceed with normal process





The research reported herein was performed pursuant to a grant from the U.S. Social Security Administration (SSA) funded as part of the Disability Research Institute. The opinions and conclusions expressed are solely those of the author(s) and should not be construed as representing the opinions or policy of SSA or any agency of the Federal Government.








� The dependent variable for this study was “productive activity” including working or attending school.


� This study was done retrospectively with the mean time of 11 years from onset to follow up


� The follow up for this study was six months


� The follow up for this study was six months


� This study estimated the number of persons who would drop out of the work force due to rheumatoid arthritis after 5 years
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