[ WORK AND INDUSTRY ]

| he relationship between occupational therapy and Work-
ers” Compensation cases has had its ups and downs over
the years, but one thing that remained consistent was the
approach.

Whether the means was a functional capacity. evaluation (FCE)
or a work hardening approach, the ultimate result was always
determined at the end of the therapy program. In standard Work-
ers’ Comp scenarios, the therapist would treat the patient for a pre-
determined number of weeks or months, until the patient exhibited
full range of motion and scored a 5/5 on the muscular strength
scale. At this point he would be released—without the therapist
necessarily considering whether the patient was truly prepared to
return to work.

These days, however, the most profitable OT practices are
employing a more comprehensive, return-to-work based program
that necessitates evaluating a patient’s capacity to perform his job
throughout the process of rehab. This new approach endeavors to
eliminate so-called “traditional” rehab in favor of more functional,
occupation-based goal setting.

Evidence far Change :

Actually, calling this a new approach isn’t entirely accurate. Al
places like Occucare Systems and Solutions in Kenosha, W1, this
has been the preferred method of treatment for over a decade. Jim
Mecham, MS, OTR/L, AEP, director of continuing education and
developer of online agsessment applications at Occucare, explained
the flaws of the “old” system.

“The traditional approach to industrial rehab was that FCEs,
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work hardening—they were considered specialty programs,
reserved only for the end of treatment,” explained Mecham.

What typically took place, he said, was a situation where the
physician would ask a patient if he was prepared to return to work.
The patient would show reluctance, so the physician would recom-
mend the FCE or work hardening,

“But we all know that some patients are very challenging, by
nature,” Mecham said. “They might be unsure whether they're able
to work. They might not want to return to work at all. Eventually,
work hardening programs become a dumping ground, so to speak,
for the most challenging of patients.”

The problem is exacerbated by many therapists’ tendencies to rely
only upon their training without integrating the increasing array of
avdilable research. Most therapists have been trained to discharge
a patient upon exhibition of full strength and range of motion. But
evidence-based research suggests no correlation between manual
muscle testing and the ability to return to work—and only a mild
correlation between ROM and ability to resume work.

“S0 you can reach the end of an outpatient program and be fully
discharged without being any more prepared to do your job than
you were when you began that program,” summarized Mecham.
“Displaying full range of motion doesn’t mean that you can lift 100
pounds, or do anything else related to your job.”

The Alternative

OTs who wish to specialize in this approach to industrial rehab,
Mecham said, need to transition to a continual process of evaluat-
ing a patient’s ability to return to work. They need to revisit the
protocol of providing ROM and manual muscle testing results to
physicians toward the end of rehab, and begin re-assessing the
patient’s physical ability to return to full-duty work,

Naturally, this will create a system where patients are not dis-
charged until they are capable of returning to their duties.

Often, “the FCE can be a 3-6 hour test performed on the last day of
rehab,” said Mecham, “but this isn’l optimal, Instead, the test should
take place periodically throughout the entire rehab process.”

At Occucare, therapists are taught that during the first one-third
of an outpatient therapy plan, they should provide the physician
with musculoskeletal testing information, -

During the second one-third, therapists are expected to pro-
vide the physician with both musculoskeletal and return-to-work
information. The last third of therapy is where the transition takes
place.

“They shouldn’t even be giving the physician musculoskel-
etal information at that point,” stressed Mecham. “It should
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