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A Tribute To Ma:y E.

by a Friend & Colleague

Switzer

¢ are pleased to report that Col. McCahill received an

Honorary Switzer Scholar award at the reception hon-
oring the Scholars at this vear’s seminar. He was honored
for his 30 vears of senvice and dedication to persons with
disabilities. He was also on the original planning commiitee
to et up the Mary E. Switzer Memorial Committee of NRA
in the early 1970"s. and of course. he was a long time friend
and colleague of Ms. Switzer.

The following are Col. McCahill’s thoughts of Ms. Switzer,
which he titied. To an Intemational Pilgrim in Rehabilitation. In
the December. 1971 issue of Performance. then the monthly
magazine of the President’s Committee on Employment of the
Handicapped (PCEH). 1 wrote an In Memoriam of my friend and
long-time co-worker. "Queen Mary."

By Col. William P. McCahill. Former (and first)
Director of the President’s Committee on
Emplovment of the Handicapped. Executive
Committee member and past Chairman.
People-to-Peaple Committee for the Handicapped.

| said in part that Mary was a familiar participant in
gatherings abroad and near to home. and the Switzer Memo-
rial Committee more than two decades later. is continuing
these “gatherings” in her memory. serving persons with
disabilities worldwide as she did for so long.

I also quoted her pastor in my article as saving in his
eulogy. May the good work begun in her be continued in
those of vou who remain. As one of those who "remain”
from 1946 to the present. 1 can testify that the Switzer
Memorial Committee and NRA have nobly obeyed the
charge of Mary's Minister in Alexandria. fn my last short
paragraph 1 said in part. “She has been ali things to all
people. serving those who served...She will stand out as a
pilgrim of the last quarter century of rehabilitation.” That
she is indeed. and the Switzer Scholars and NRA leaders
continue her pilgrim’s progress.

But | want to emphasize her great and lasting contribu-
tions to international rehabilitation around the globe. She
and | worked together at several Rehab International World
Congresses where she would sit in the seats reserved for the
USA., doing her perpetual knitting. When she left. 1 (for
PCEH) would sit in her place. sans Knitting.

Her P.L.. 480 foreign research grants served as a two-wi
ctassfertihization program. benefitting both the U.S. and
overseas persons with disabilitzes.

She received the highest honors around the world wherever
she went, including Rehab Intemational’s Winged  Victory
Statue, and the President’ s Commuttee Distingutshed Senviee
Plague signed by a ULS. President. She brought countless toreign

leaders to the U.S.. in cooperation with the World Rehabilitation
Fund and Dr. Howard Rusk. Rehabilitation International and
many other intersational organizations. She was naturally in
great demand as a keynote speaker. Atone intemational meeting

Col. William P. McCabhill talks to Switzer Scholars
and guests after receiving the Switzer Scholar award
at the reception in Washington, D.C

in Canada she had to send regrets the day before her presentation
and 1 went to my hotel room with a borrowed typewriter and
crafted a reasonable substitute speech. 1 was first a journalist
before becoming a marine, a bureaucrat and, at present atage 77,
the newest Switzer Scholar.

Our international trips weren’t all business. but provided
fun and games and a chance to exchange ideas and to cement
friendships with peers. And.at each PCEH annual meeting.
our dias. both tiers. was {illed with distinguished foreign
leaders who utilized opportunities while in the U.S. to meet
with Mary both socially and professionally. I never saw the
many letters that poured in from abroad after her death. but
then RSA Commissioner Joseph Hunt and friend Isabel
Diamond answered most of them.

During the 50°s and 60°s Washington and the U.S. Con-
gress were male dominated. but she strode the Halls of
Congress getting her way with hardly a murmur of dissent
from Sen. Lister Hill and Rep. John FFogerty who chaired the
Appropriations Sub-committees. Like those who remain.
and too many who are missing, we all had wondertul stories
of Marv. But. that's another article.

One last quote trom my Performance Memoriam: "Each
of us who knew her will cherish her memony. for many
reasons. for things said and unsaid, deeds done and undone.
This the Switzer Memorial Committee. the NRA and the
Switzer Scholars are doing in keeping her memory ahve,
And. tor that. a Manine Colonel’s salute ot gratitude and
prause. She too. was Semper Fidelis.
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Spencer L. Mosley
President,
National Rehabilitation Assn

Ann Ward Tourigny
Executive Director,
National Rehabilitation Assn

993's Seventeenth Mary Switzer Memorial Seminar Topic -

"private Rehabilitation". continues this Seminar’s tradition of
addressing important contemporary subjects within the rehabilita-
tion arena. Representative of the change that is constant in our
field. private practitioners can provide options for people with
disabilities that offer a unique alternative, or solution. to their
rehabilitation problems.

As a comparatively new partner within the rehabilitation com-
munity, private rehabilitation shares in the increasingly more
complex business of providing evaluative assistance, vocational
direction and employment alternatives to persons with disabilities
seeking jobs and independence.

We know that the creative and insightful effort.: characterized
by the developments and products of private rehabilitation will
further expand the array of services available to assist all of us in
“enhancing the lives of persons with disabilities™!

Spencer L. Mosley

he Mary E. Switzer Memorial Seminar holds a special place

in the history and tradition of the National Rehabilitation
Association. First. the Seminar honors a "grand lady" of rehabili-
tation. I wish 1 had known Mary Switzer. From her writings.
biography. and stories relayed by those who did know her: 1 have
developed a deep respect for both who she was and what she did.
Second. the seminar serves as the leading edge of rehabilitation
knowledge. policy. and practice. In addition. the Switzer Schol-
ars represent the best minds in the field. and this monograph
synthesizes the current state of the art on private sector rehabili-
tation.

The National Rehabilitation Association is proud to sponsor
the seminar. 1 was honored and pleased to participate in this. the
seventeenth seminar. I pledge my personal support. and that of
the organization. to transferring the knowledge brought forth in
this document into practice.

Sincerely.

Ann Ward Tourigny, Ph.D.. CAF
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) The Seminar Host

Dear Reader:

nce again. the President’s Committee on Employment of People with The President’s

Disabilities is proud to have been able to support another edition of the

Switzer program. Committee on

This vear's subject is especially important to all concerned with Employment of
disability policy. The papers presented and the discussion that People
ensued on worker's compensation and issues of insurance offer . . I
tremendous insight into an area that needs to be better understood with Disabilities
and managed. My compliments to both the planners and partici-
pants of this. the 17th edition of the Switzer Memorial Seminar.
for a job "well done”.

But. the story must not end here. The Switzer scholars” work
represents a departure point, not an end result. It's up to the rest
of us to take advantage of their scholarship and the scholarship of
others and get involved in positive ways to help move the system
forward so that people with disabilities are better served. Read the
report and better define how you can play a part in this important
challenge.

Rick Douglas

Richard Douglas
Executive Director,
President's Commiittee on
Employment of People

with Disabilties
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At the Seminar

Carl E. Hansen, Chairperson, Switzer Memorial Committee, Ann W,

Tourigny, NRA Executive Director, a~xd Mark Shoob, Deputy Com-
missioner of RSA provide a welcome for the Scholars.

John Lui debates the issues on his paper Trends and Innovations for
Private Sector Rehabilitation. Len Perlman, Switzer Seminar
Coordinator is in the background
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As Took back over the colorful. exciting., and productive vears in
rehabilitation, 1tend to see the inspiration and accomplishunents in terms
of nvo kinds of people. First the pioneers, the leaders, those who
conceived of a national, and. in fact. an international program that would
deal with disability as a major cause of dependency and were pledyed to
do something aboxt it. And second. the group of gallant individuals
growing mmbers euch year who through their own efforts. aided by
the counselors and often by services of rehabilitation agencies and

facilities, were able o congier their disability, rise above it and in many

stances wen i inlo an asset or opportuniiy 1o go bevond where they
would have been had they not had this tremendous victory o achieve.

For the past cighteen years the Mary
E. Switzer Memorial Seminars have
kept the name of Ms. Switzer alive and
have also become synonymous with in-
novative rehabilitation practices. The
Switzer Seminars have provided a forum
and think-tank approach to reviewing
topics of majorimportance to the field of
rehabilitation and the persons served by
this profession. Lach vear a small num-
ber of persons (18-21) are drawn from
evperts and consumers with interests and
accomplishments in the topic under con-
sideration for the seminar,

The 17th Switzer focused on Reha-
bilitation in the Private Sector alone with
issues such as insurance, workers” com-
pensation. ete.

The foltowing excerpts of com-
ments/recommendations made by
Switzer Scholars help to set the tone fon
the seminar and indicate the scope of the
0 pes ofissues generated by the chapters
written expressiy for the seminar.

"Counselors entering the private sector
must undenstand the pressure that will be put
upon them by purchasers of their services...
Suuations i real life issues imply that cown-
selors must have the conviction to stand up
for their ethical beliefs. With regard 1o tain-
ing. not onty should ethical standards be part
of counselor training programs.curriculum
design should allow students of counseling
whnow themselvesand their abilits to with
stand pressures from outside influences.

- Estelle Davis
“Rehabilitation in the private sector

has indeed experienced enormous
growth and expansion since its inception

National Re habiianon Aswocianon
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Mary E. Switzer

in the fare 1960°s. The foundwtion for
such @ movement has clearty found its
roots in the state-federal programs that
had been in place for nearly seventy
vears. New funding sources, primarily
the insurance companies for compensa-
tion programs. have required rehabitita-
tion professionals to deliver services in
new and innovative ways for returning
the injured worker to jobs.”

- Tim Field

“Rehabilitation education appears o
he geared 0 produce professionals for
the public sector. We need o ensure that
we have a supply of qualified profes-
sionals for the private sector and need o
address the funding of rehabilitation
education and curriculato achieve this...
We will see inereasing diversity in the
work force. One issue for rehabilitation
will be the increasing need for bilingual
or multilingual counselors. The aging
work force will also create additional
challenges in terms of the range as well
as the nature of disabilities.”

— Catherine C. Bennett

It is vital that rehabilitation profes-
sionals pay particular attention (o dis-
ability: management. The effectiveness
of rehabilitation programs depends on
how well the rehabilitation counselors
can provide services, State legislatures
may not be inclined o continee worker

compensation rehabilitation programs it

the public is not being adequatels
served.”

- Ralph M. Crystal

1993 St o Monograph




Leonard G. Perlman. Carl E. Hansen

“The chapter by Dr. Gilbride discusses
1e various opportunities that are avaitabl: to
rehabilitation personnel, experts in disability
and work as itrelates to the American’s With
Disabilitics Act tADA), life care planning.
expert witness testimony. forensic work and
“disubility management.” With these new
roles and current changes. the roles of the
paraprofessional and the rehabilitation pro-
‘essional needs o be clearly defined. The
=aining riceds of those working or planning
y work in the private sector need to be
worporated into rehabilitation education
rograms.”

- Jeanine C. Johnson

“Ms. Owens in chapter three suggests
that there is an important role for rehabili-
tation professionals in disability manage-
ment. Clearly. there is overlap between
the mission of vocational rehabilitation
and purpose of disability management.
The ficld of rebabilitation needs to look
closely at the type of skills and expertise
it can provide o employers and insurers
to facititate reductions in injuries. prompt
and effective medical and vocational re-
habilitation. and swift return to work.”

- Dennis Gilbride

Citing the ADA. Health Care Reform,
Twenty-four hour coverage and Social
Security Reform as four change-agents
influencing disability management, Ms.
Owens (in chapier three) identifies an
unstable. concentrated and turbulent or-
ganizational environment. She correctly
states that rehabilitation professionals
can shape the field and the field of reha-
bilitation will be shaped by these agents
of change...Pereeptive rehabilitation pro-
tfessionals that efficienty observe. ana-
lyze. and process the chunges in their
environment will nrosper. In a field al-
ready recognized for demands of ac-
countability. the documentation of both
“hard” and "soft” case management sav-
ings appears crucial.”

~ Stephen A. Zanskas

The above excerpts provide a rich
cross-section of the ideas and critical
issues discussed ond debated at the
three-day seminar. It is obvious that the

Q
E MC QU Swizen ,\Iunuuul,»h

debate ol these issues will continue,
hopetully stimulated by the information
contained in this monograph of the 17th
Switzer Memorial Seminar.

QOur introduction ends with agquote by one
of the Switzer Scholars. 1t is both a waming
and a challenge with a strong suggestion of
whatt the field of rehabilitation needs to do as
we prepare for the 2lst Century.

Qur first task in planning for the next
century should be 1o find out if we are at
risk for even surviving, and if so. to what
degree? Owr plaming, education. serv-
ice delivery, and all the other elements
that comprise what we presently think of
as rehabilitation counseling as a profes-
sion will have to take these findings into
considercation, but hopefully in a proac-
tive and coordinated fashion inways that
will be new 1o us all... We are the bene-

Jiciaries of the work of the giants of our
field. like Mary Switzer. persons who did

not wait for the benefit of rehabilitation.
That is our challenge. and one whicle |
believe we must meet to assure our sur-
vival in the years to cone.

- Phillip Bussey

Itis the hope of the Switzer Scholars
that the ideas and recommendations
found in this report will be used to stimu-
tate thinking and action as we strive to
mprove services o persons with dis-
abilities.

Background and
Purposes of The Switzer
Memorial Seminars

The Mary Switzer memorial semi-
nars. a program of the National Rehabili-
tation Association (NRA) is designed to
bring together a small number of experts
in the arca of rehabilitation that is the
focus of cach year's seminar. The experts
are designated as SWITZER SCHOL-
ARS by certificate, and this recognition
has become a significant and prestigious
achievement for persons interested in vo-
cational rehabilitation. both nationatly
and internationally. The end-product of
the three-day program is a published
monograph ol the proceedings. including
recommendations and implications for
action in arcas such as research, program

Neatronal Relabidvation Association
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and poticy development, training and
legislative needs. The tormat of the
monograph is designed for case of use by
counselors, consumers. educators. pol-
icy-makers or anyone interested in the
independence of people with disabilities.

The seminars are i living memorial to
the late Mary E. Switzer. one of Amer-
tca’s foremost feaders and trailblazer for
mnovative programs at the national,
state. local and international fevels tor
those persons with a disability.

The Switz2r Memorial Committee of
NRA was started by colleagues and trichds
of Mary Switzer. including key members of
the U.S. Congress. Secretaries of the US.
Department of Health, Education and Wel-
fare. the Department of fabor. private citi-
sens and of course. NRA members.

The Current
Switzer Seminar

The 17th Mary E. Switzer Memorial
Seminar was held in Washington. D.C.
on June 2-4, 1993 and was hosted this
vear by the President’s Committee on
Pcople with Disabilities (PCEPD). Wel-
comes were provided by Justin W. Dart,
Jr. Chairman, (PCEPD):Ann W,
Tourigny. NRA Exccutive Director, Carl
. Hansen, Chairperson, Switzer Memo-
rial Committee (NRA) & Mark Shoob.
Acting Deputy Commissioner, Rehabili-
tation Services Administration (RSA).

Planning For Tiie Seminar

The Switzer Planning Committee met
i Washington. D.C. in carly January.
1993 and developed the objectives of the
17th Switzer Memorial Seminar and pro-
vided the format and subtopics to serve
as a foundation for the seminar. The sub-
topics served as a basis for the discussion
and debate that have become the hall-
mark of the Switzer Memorial Seminars.
The subtopics are now listed in the table
of contents as chapters in this mono-
graph, The chapters were sentin advance
to the Switzer Scholars for their review,
critique and preparation prior to the
seminar. Selected comments and recom-
mendations made by the Switzer Schol-
ars are also found in this ext. Inaddition,
“Special Invited papers™ are in the Mono-
araph following the main chapters.
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Chapter One

Development of Rehabilitation in
Business and Industry: Implications for
Rehabilitation Counselor Training

Ralph M. Cryvatal

he focus of the paper will encompass the devel-
opment and growth ot rehabilitation in business
and industry with a particular emphasis on the
implications for the training of rehabilitation
counselors, The tirst part of this manuscript includes an
overview of the development of rehabilitation in business
and industry. The second part of the paper will present an
examination of issues regarding worker compensation and

business and industry as these relate to the training of

rehabilitation counselors.

Historical Origins

Pressures to develop worker compensation programs
mcreased with the shift from an agrarian to an industrial
society in the late 1300, Prior to this time the tamily and
the extended family were viewed as the social support
network, With the move from farms and rural areas to cities.,
the family structure was less able to provide for the needs
ofits members, particularly those who became incapacitated
through injury. discase. or disability. The growth of indus-
tries and cities led to urbanization and a shift in the support
svstem from the family to the community at large,

Before worker compensation laws were passed an in-
jured worker had to prove employer negligence before being
able to obtain medical services and financial reliet. A civil
Tawsuit could be an expensive and drawn out process for an
injured worker. The ability of an emplovee to win a civil
law suit was reduced because of (a) possible contributory
negligence. (b negligence of a Co-worker. and (¢} the
assumption of inherent risks in a job. However, ultimately

Ralph A1 Crosial PhD L CRC. Prot, Rehathtation Counselmg Pro
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the social concemn tor an injured worker lead to the passage
of worker compensation legislation.

The legal principle of worker compensation is liability
without fault. The costs ot work related injuries were to be
allocated to the employer not because of presumed fault. but
because of the inherent risks in industrial employment.
White (1983) describes the purpose of worker compensation
to “help workers survive the economic eftects ot work
accidents and at the same time limit the financial habtlity of
employers for those accidents” (p.59). Sink and Field (1981}
state that worker compensation laws were designed to pro-
vide employers immunity from prosecution,

Workers compensation evolved as a program developed
and administered by individual states. The federal govern-
ment has also developed a rehabilitation program which
covers federal employees. This is in contrast to the public
rehabilitation program which is supported by nationat leg-
islation and public tax monies, and is similar throughout the
nation. Worker compensation developed as an indiviaual
state program and is viewed as a program that is best
managed at the state level to respond to individual circum-
stances in each state. For example. differences in states call
for different types of worker compensation programs.

States that have large populations and industrial bases
have different needs than do states with small populations
and an agrarian and service industry base. Therefore, worker
compensation rchabilitation developed in response to local
state issues. Alsc at the state level local industries. busi-
nesses. and labor untons can have a greater voice in worker
compensation legislation than at the national level.

Despite differences in worker compensation programs
all have certain common themes. According to Weed and
Field (1986) these include the following: (a) to provide
prompt and reasonable income and medical benefus tor
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work related accidents regardless of faults (b) provide a
single remedy and reduce court delays, costs, and work
loads arising out of personal injury litigation, (o) refieve
public and private resources of financial drains, (d) elimi-
nate pavment of fees to lawvers and withesses as well as
time consuming trials and appeals. ¢y encourage mavi-
munmi emplover interest in safety and rehabititation, and ()
prompt the study of causes of accidents rather than con-
cealment of fault,

Rehabilitation is included among the intentions of worker
compensation legislation. White (F9R3) describes this benefitas
designed to aid the partially disabled employee in finding a new
trade or vocation so that he/she can again be a productive citizen.
Although vocational rehabilitation is among the original goals of
worker compensation, many states still do not neindate or pro-
vide for the vocational rehabilitation of mjured workers (Weed
anel Field. 19800,

Another tine of development in proprictary rehahilitation
programs relates o the inclusion of fong terny disabibity
provisions as a benefit of employmeat. With only a few
exeeptions, all emplovers are required to maintain vorher
compensation coverage for their employvees, With long
terms disability there is no such requirement. Typicatly .
larger employers are more lihely to ofter a long terms
disability benefitas a past ol the employee benefits package.
Long term disability coverage is for non-work related dis-
abling health problems,

With this type of policy, the incentive to return a worker
to employment is o minimize the costs assoctated with
payients for disability when the covered individual is not
working. This is especially the case if the individual is
unable to perform his/her prior work hecawse of the Timita
tions resulting from the impairment. From the perspeetive
of the msuranee compaiy it is to their advantage to retum
the worker te enploy ment so benefits can be discontinued.
The benelits and coverage of this type of insurance will var
from policy to policy . Although msurance ot this Kind is
regutated in generat by cach state. the specific benefits and
limits of the coveraze is not.

Another arca of disability benefits relates to personal
injuries such as might oceur through automobile accidents
and stip and fall injuries. In many instances obtaining reha-
bilitation benefits requires the njured mdividual 1o go
through a litigation pracess, With hoth personal injury and
long term disability the advantage returning the mjured
person to emploviment cainr result in reduced costs with
regard 1o fost wages and future power of the impairnient (o
carn money . The defense inaitigation can make a stronger
case for niinimal wage and even futare medical dimages if
the injured individual 1s workimg rather than sitting at hone.

The Development of
Proprietary Rehabilitation Programs

Fhie rise of proprictary rehabilitation programs is closehy

linked to the coneept of return to work programs. I the fate
1960 insurance companies. began developme and wtilizmg
private rehabthtaton compantes toassist with medical case
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mnagement and vocational rehabilitation programs. Insur-
ance companies discovered that these private firms could
reduce costs to the company because of their emphasis on
getting the employee hack to work as soon as possible. A
return to the same job. or short termretraining and direct job
placement in the same or similar job was emphasized,

In 1970 the Federai Oceupational § fety and Health Act
(PL-596) was passed. Inaddition to its other provisions, this
legisfation called for the ereation o a National Commission
on State Worker's Compensation laws. Several recommen-
dations related to emiphiasizing vocational rehabilitation
were inchided. Conley and Noble ¢1978) note that a federal
interdeparimental policy group was formed to study the
recommendations. Again, vocational rehabilitation was
given a strong emphasis,

Laynch, Lyneh. and Beek (1992) observed that skyrock-
cting medical and compensation costs 1o injured workers
and expenses related o catastrophic injuries have spurred
insurance companies and employers to review possible
winvs 1o contain costs and o hiave more control over rehia-
bilitation outcomes (particularly return towork). Sonwe large
corporations hanve responded with extensive safets pro-
arams, employ ee support services. on site medical manage-
ment. health promotion, and ciase ninagement services,

These same factors have led to the development of proprictarny
prictice in other arcas of insurance. Thus, rehabilitation profes-
sionals now work in personal injuny case. automobile accidents,
and long term disabitity, It is not unconmon for rehabilitation
professionals to be involyed witl a variety clients from different
Bpes of insuranee. In fact any me an issue of a persons’
cmplovability is raised the relabilitation professional may bhe
called upon to render an opinion.

Another factor that has led 1o the growth ol the private
rehabilitation sector has heen the emphasis in the public
rehabilitation program on clients with sexere disabilitios,
Public programs emphasize developmental disabilities,
transition. supported employment. and independent tiving,
While the goals of pubiic and private programs are similar,
the procedures and technigues atilized are diffecent. In fact,
in many instances these two programs work together o
senve clients. This cooperative planning has been utilized o
facilitate the ultimate return to work potential for the client.

hn public rehabilitation programs many clients have de-
velopmental disabilities or disabilities that develop with a
eradual onset. This is in contrast to worker compensition
rehabilitation where the primary disabilities relate to back.
hand. and knee impairments. Pain is frequentdy a component
ol win injured workers™ disabling condition. These types of
injuries are also conmon in personal injuries and on ocea:
ston with long term disability .

Similarities and Differences
Between Proprietary and Public Rehabilitation

In general the goal of proprictary rehabilitation programs
is 1o hielp the individual return to a prior or retated level ol
vocational. physical and/or mental functioning. This may
also include monetars pay ments o compensite for lost

Natrenal Rehabiliation Ao l.llmul 4 1n




Q

ERIC

Aruitoxt provided by Eic:

physical function and fost wages. This 18 similar o the

insurance concept of replacement of value as oceurs i other
forms of insurance such as automobile. homeowners, and
busmess policies. The person who incurs a foss in either
worker compensation or other forms of insurance is entitled
toa replacenment for that loss either through a similar item
tanother car if one was totaled in an accident. or a job in
worker compensation). or a cash pay ment (il an item cannot
be replaced such as stolen jewelry ).

The concept of worker compensition is simifar to other
forms of insurance in that a person is not entitled to an item

of greater (or lessery value than the one that was lost. So i

a person has an automobile accident. that individual is
entitled to an automobile of a simitar value. If a person has
a work injury he/she is entitled to another job (comparabte
to the prior job), or i that does not not oceur than monetary
pay ment to compensate for the value of the function that was
lostis provided.

This is in contrast 1o the public rehabiiitation program.
Clients served by public rehabilitation programs are evalu-
ated to determine the most appropriate rehabilitation out-
come regardless of past employment or experience. This has
been transiated to mean asssiting, the client to attain hisher
full potential considering the resources of the ageney and a
reasonable expectation for success.

Although not intended. worker compensation programs
canbecome adversarial, Forexample. there can be disagree-
ments regarding the entent of disability of an injured worker
as well as the contribution of pre-existing factors to the
disabling condition. tn public programs there is not typicatly
disagreement reagrding the medical and psychological con-
dition. In worker compensation program it is typical to have
several medical. psychological, or vocational reports. Often
these have contradictory conclusions. [tis unusual in public
rehabilitation to have a diversity of reports.

In many instances clients in public programs do not
have a work history. In all instances clients in worker
compensation and long term disability programs have
been employed. [tis notuncommon for a worker compen-
sation client to have worked for many years at a manual
labor occupation. When the injury oceurs it may be diffi-
cult for the person (o return to the job because of a sense
of being worn out, even after the persou has recovered
medically to the injury.

Waorker compensation clients frequently want to be
compensated for their injuries and loss of function prior to
participating in a rehabiltation program. In some instances
the injured worker feels that he/she is disabled and unable
to work and is uncertain why vocational rehabilitation is
being undertaken, Itis the exeeption i the public rehabiti-
tation program notto want the services bemg offered. This
is not o he confused with resistence on the part of the
client, At times there are even ironic situations in worker
conpensation, As anexample, a self employed worker may
have to file a worker compensation elaim against him or
her self through the insurance carrier for benefits. The
person may even experience difficulty cotleeting.

1 Nattonal Relalnditation \ssociaiton

The nature of the disability causes differentissues which
the rehabilitation counselor must address in a counseling
conteat, In worker compensation the counselor deals with
the client and the nature of his/er injury. Feelings related
to the employer and the nature of the job are often the focus
of counseling. In public rehabilitation programs there is not
always a specific incident or situation which led to the
disability. With developmental disabilities the clienthas had
the disability since birth ov during the des elopmental vears.

Disability in proprictary rehabilitation can cause tremen-
dous dysfunction and dislocation, This also becomes an area
for the rehabilitation counselor to focus on in counseling for
a return to work. The injured and disabled worker may be
marginally literate. At the time of the disabitity that person
may be carning a salary that he/she would be unable to carn
withont the physical ability to perform the work. Thas,
issues of self-esteem come into play. The injured worker
may be reluctant to enter a job that payvs at the minimum
wage. He/she may feet (and rightly so) that this is not enough
money to support a family. School may not be appropriate
because the individual may not be prepared for the demands
and expectations of an academic program.

Rehabilitation counselots in proprictary programs face i
number of cthical issues. One issue that comes up on a
frequent basis is who is the client? Is it the person with the
disability who is being served or the person paying the fee.
Counsclorsare taughtto advocate for theiretients. However,
the extent of advocacy maybe limited if the counselor is told
that the case will be assigned elsewhere if the requested
service is not provided. Theinsurance adjustor is not another
rehabilitation professional. Many times the rehabilitation
counselor expects that individual to have a human service
orientation. The reality is that the adjustor has heen trained
in msurance. not counseling.

Axis evident the source of funding in public and rroprictary
programs differs. The public program is financed by tax doflars
whereas proprictary programs are financed by money  from
worker compensation, long term disability. and other forms of
insurance. However, public and proprictary rehabilitation coun-
selors we encouraged o identify third party sources of funding
(o pay tor services. In some instances this can include isurance
or public rehabiltitation programs.

The public program is an eligibility program. All persons are
entitled to an evaluation of rehabilitation potential and possibly
services. In contrast. proprictary rehabilitation programs are
entitlement programs. A person has (o have a work related injury
or other injury covered by the insurance policy inorder to receive
services. This serves (o limit the persons who can be served by
insurance rehabilitation programs.

Insurance rehabilitation typically has two types of pro-
fessional providers. Although different, their roles may at
times overlap. Rehabilitation nurses are used as an extension
of the insurance company for medical management and to
monitor the persons recovery from the injury or disability.
Rehabilitation counsclors have a role simitar to that which
they have in public rehabilitation programs, That is to pro-
vide vocational rehabilitation services. Thus, the rehabilita-
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tion counselor takes the medical and phy sical functioning of

the client and refates this information to educational and
vocational data and then recommends a rehabititation pro-
gram for the client within the guidelines of the worker
compensation legislation,

An emphasis is placed in proprictary rehabilitation in
placing the disabled or injured worker back with ihe same
company and a similar or refated job. This may not be
possible in the public rehabilitation program it there is not
an employer for the person to return. The rehabilitation
counselor works closely with the employer in the return to
worhk process in proprictary rehabilitation programs. There
is usually a reliance on work hardening and conditioning
programs to help the injured worker regain the stamina and
physical conditioning necessary for a return to the job. The
counselor relies on an assessment ol residual and transfer-
able vocational and work skills. Job placement is empha-
sized in both public and proprictary programs.

The public rehabilitation program is a national program.
Although there are some variations in different parts of the
country to accommodate diftferences in client populations
and geographic needs. the program is essentially similar in
all states. By contrast. worker compensation. long term
dinability, and other insurance rehabilitation programs differ
by state and even within states. As previously indicated.
worker compensation programs are supported by legisltion
in individual states. In addition, with only a handful of
exceptions., the worker compensation program within astate
will differ depending on the interpretation of the worker
compensation carriers in the state. Conseguently. cach
worker compensation carrier may have a ditferent perspec-
tive on the worker compensation legislation in the state, It
is difficult for states to monitor these differences because of
the large number of cases and the relatively small worker
compensation staffs maintained by states. Also. {requent
changes in legislation make enforcement difficult. With
long term disability and other forms of insurance the nature
of the particutar policy dictates the services offered.

The Americans With Disabilities Act (ALZA) may have
a positive impact on the return to work of persons with
worker compensation injuries. By specifying the essential
functions of a job the injured worker can determine whether
he/she is qualified to perform a particular job. This will be
beneficial for workers who have physical work restrictions,
Employers may view the ADA as an avenue to employ the
mjured worker without the fear of the person being reinjured
il hesshe is given atask beyond his/her physical capabilitics.

Future Developments
in Proprietary Rehabilitation

A common denaminator of all rehabilitation programs is
the fact that they have some kind of medical coverage
attached to the services provided. In public rehabilitation
that medical provision can extend to all areas in which the
individual may need assistance with in order to enter the
workplace. In proprictary rehabilitation the coverage relates
to the specific problem for which the insurance is to cover,
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How both public and proprictary rehabilitation programs
function may change in the future it national heatth insur-
ance provides coverage for conditions otherwise covered by
the medical benefits of public and proprictary rehabilitation.
Al least two directions are possible. ane of which will have
profound effects on rehabilitation service in all arcas. One
direction would be i continuation of the present procedures
of medical coverage which are dictated by the first dollar
concept. For example. in a worker compensation situation
if a medical service is provided by national health insurance
there may be an attempt made to recover the cost of the
service from the worker compensation carrier. A public
rehabilitation counsclor may attempt to recover monies
spent on medical services if the individual is a long term
disability client. This is the familiar concept ol utilizing
similar benefits,

The more dramatic approach would be a second option.
T this option all medical coverage from atl sources would
be folded into the national health insurance umbrella. Thus.,
medical benefits available through public and all forms of
proprictary rehabilitation would be provided through na-
tional health insurance. This may even be extended to the
medical provisions of social security. public assistance,
medicare. and medicaid. The impetus for this would be to
have a greater pool of funds available to provide medical
coverage. Another advantage would be to place under one
"policy™ all of a persons medical needs and eliminate costs
and duplication of serviees,

Such amove would have a major impactand a redirection
of the dollars allocated for the medical provisions of public
and insurance rehabilitation programs. 1€ would minimize
the need for rehabilitation programs to determine the nature
of the medical services required for clients and consumers.
That function would be separate and distinet from the reha-
hilitation program.

Another outcome would be a blurring of the lines be-
tween public and proprictary rehabilitation. With it no
longer necessary for the rehabilitation counselor to deter-
mine the appropriate rehabititation medical services for
which the individual is entitled. the counselor would be free
to concentrate on vocational rehabilitation efforts. An ex-
tension of the coneept whereby medical benefits are folded
under the umbrelta of national health insurance would be to
change the nature of how rehabilitation counseling services
are provided. In public rehabilitation programs the coun-
selor is an employee of the state, For the most part in private
rehabilitation the counselor is an independent contractor. A
merging of these two positions would place all rehabilitation
counselors on a contractual basis as in the usual case with
other professions. The certified. quatified. or licensed coun-
selors would then be free to provide service to a client from
any rehabilitation arca. Some might chaose to specialize in
public rehabilitation, Others might select to specialize in
proprictary rehabilitation. Still others mightserve all elients.

This would be a radical approach to rehabilitation coun-
seling service provision. However. it may be a togical ex-
tension and evolution to the role of the rehubilitation coun-
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selor il the miedical benefits for all rehabilitation programs
are placed under national health msurimee. Even if counsel-

ors do not become independent contractors inall arcas of

rehabilitation. changes brought about by national health
insurance may have profound effects on how rehabilitation
servives are provided.

Implementation of Curriculum
Components Related to
Business and Industry

Ihe second part of this paper will focus on rehabilitation
counselor education curriculum issues related o worker
compensation rehabilitation.

Several suggestions for the inclusion of worker compen-
sation information in the curriculum will be previded. Her-
shenson (1988) noted that rehabilitation counselor educa-
tion has shitted ity curriculum and focus to conform o
changes in federal policy as o means ot gaining federal
training funds. He states that these changes have jeopardized
the identity and status of rehabilitation counseling as an
independent professic o

Habeck and Ellien (1988) suggested that a variety of trends
have contributed 1o the development of disability management
programs in industry, fnareview of the task foree recommendi-
tions tor rehabilitation counselor education made by the National
Counctl on Rehabilitation Fducaton and the National Associa-
ton of Rehabifitation Professionals in Private Practice, MeMa-
hotand Matkin (F983) noted substantial eyverlap and agreement
onhey issues. These include philosophy , placement. medical aind
paychosocial aspects, and vocational and personal adjustment
raining.

Rehabilitation Counselor
Education Curriculum Issues

Hershenson (1988) noted curricelum desvelopment m
rehabilitation counselor training programs has been shaped
by expectations for practice in publie programs. This has
been a tunction of training monies being made avatlable Iy
the federal government 1o university rehabilitation educa-
ton programs. e questions whether this places i jeopards
the independence of the rehabilittion counseling profes-
ston, However. as MeMahon and NMatkin ¢1983) note these
Is much overlap in the traming needs for counselors who
obtam employment in public and proprictary rehabilitation
programs. Although the clients nay have different disabili-
ties, the basic coneepts. approaches, theories, and method-
alogies are simitan, The basie goal. the return to work and
ccononie setl-sufficiency of” persons with disabilities is
shared by both programs.,

Curnicatum arcas such as medical and psychological
aspects of disability . vocational assessment. cise manage-
ment, job development and placement. counseling skills,
and independent living are required for practice nvall aspects
ol rehabilitation counseling. Where there are differences
these can be accounted for by different disability groups

bemge served and different strategies bring practiced. The
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underlying knowledge and <kill competencies remain the
samie wherever the rehabilitation counscelor practices.

Rehabilitation Counselor
Education Practice Issues

The rehabilitation counselor does not need 1o nihe an
cither or choice: Either you work for a pubfic program or
vou work for a proprictars program. In fact in some states
public and proprictary programs work cooperatively. tn a
number of instances @ special unit has been designated to
work exclusively with worker compensation clients. In
other states cach program uses the other as a similar benefit
resource. I other examples. the state worker compensation
program recommiends that injured workers be referred 1o the
public program for rehabifitation service. The relationship
between the public and the proprictary program does not
need to be adversarial.

Implications for Training
of Rehabilitation Counselors

The literature reflects the finding that high levels of
cducation correlate with skl auainment and professional
competence. There is commonality in the training require-
ments for rehabilitation counselors employed in public and
proprictary rehabilitation programs. Thus. itdoes notappear
that an entirely new or even a distinet curriculum needs o
be deseloped for the traiming of rehabilitation counselors o
work in proprictary rehabilitation practice. Many rehabili-
tation education programs have curriculum component™s
which relate 1o proprictary rehabilitation. These include
discussions of worker compensation, disability: manage-
ment. occupational medicine, and disability arcas which
incorporate head mjury . drug and alcohol, and arthopedic
Hnpairments.

At e present time many - graduates of rehabilitation
cducation programs select o enter proprictary rehabilitation
practice. In other mstances the career pattern of rehabilita-
tion professionals reflects job change from and to publicand
proprictary practice. This implies that the basic raiming
received by rehabilitation counselors in masters lesel train-
ing programs is adequate and appropriate for practice in
wide range of professional setting and contests.

Recommendations for
Rehabilitation Counselor Training

The viabihity of a discipline depends, i parts on the
professtonal traming of practitioners and the commitnrent
of field personnel to employ <Killed professionats. Pubtie
rehabilitation programs which are federatly funded are able
1o basically speak with one voiee because of the refatively
centralized nature of the source of funding for the negority
ol public programs. By contrast, proprictary programs are
coverned by legislation meach state and by the independent
mature of service providers, Thusitwould appear to he more
difficultfor proprictary programs toarticulate training necds
and to provide incentives 1o stwdents for waming and em-
ployers for hiring graduates.
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Several approaches are possible to enhance the trainimg
of rehabilitation counselors for service in proprictary pro-
grams, First the competencies needed by counselors who
enter this arca of practice can be further refined. This can
hetp rehabilitation counsetor education programs determine
the extent to which they wain counsclors for proprictan
service. Second. scholarships for training and paid intern-
ships can be offered. Third. a national registry of employ -
ment opening and positions can be developed and main-
tained. Fourth, chapters of professional organizations at the
local fevel can communicate with rehabititation education
programs in their geographic region to discuss training
needs. These and other steps can enhance communication
and tacthitate the placement of rehabilitadon education
araduates in proprictary. programs,

The training of rehabibitation counselors for public and
proprictary programs does not have to be a mutually exclu-
stve activity . Much simlarity and overlupy already exists
betw een these two programs., Itis the desire of rehubilitation
cducation programs to maintain their independence and
therefore accommodate the training needs of all constitu-
ents. This can be tacilitated by communication and a sharing
of ideas and information.

Implementing a Business-Industry
Emphasis in the Curriculum

The inctusion of material m the rehabilitation counsefor
education (RCE) pre-service curviculum on business and
industry has received mereased attention in recerid years,
Both the Nutional Council on Rehabilitation Education
(NCREY and the National Association of Rehabilitation
Professionals in the Private Sector (NARPPS) established
task forees to explore the trainmg needs for rehabilitation
professionals working inproprictary rehabilitation. The Re-
habilitation Services Administration (RSA) has expeeted
RCE grant applicants to demonstrate how their programs
incorporate training in business and industry . workers” com-
pensation and job placement within the curriculum. In fact.
RSA has encouraged pregrams to place students in business
settings for their practicum.

As previousty deseribed. services offered inthe public pro
grmiave as their goal the maximizaton of the client’s potential.
tnthe proprictary sector the goal is the returmof the mjured worker
o employmient at a level commensarate with the pre-disability
level of functioning (Mathine 1982), MeMahon and Mathin
1982 indicate that the most persistent and strongest suggestion
i the NCRE and NARPPS reparts concerns an increased em-
plasis on job placement shills.

MeNahon (1979) states that in addition to the tradi-
tional curriculum, students interested in proprictary reha-
bilitation should take electiv e courses covermg labor mar-
Ket trends and job analy sisc msuranee contracts and prac-
tees. workers” compensation legislatron, and the manage-
nient of cthical conflicts, Sales and Bissey 1979 recom
niended that the foltow g arcas o) know ledge needed to
be added to the RCT curnculum: tay workers™ compensa
tion, () hisic coneepts of insarance, (o the tegal and free
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enterprise systems, and (b Tegal and medical case man-
agement.

tanch and Martin (1982) reported the results of a survey
of NARPPS members in which respondents were ashed to
identity shilband know fedge areas considered important for
cifective provision of rehabilitation services in the proprie-
tary sector. The arcas rated as most inportant tended to be
of a tangible sKill-based nature and geared more towand
assessment and outcome activities such as placing a client
into emplovment as opposed o process activities such as
coordination of services.

Developing Business and
Industry Curricuium Components

With regard to addressing the potentiad work roles. em-
ployment sites. and expected competencies of gradidtes.
rehabilitation counselor education programs are centronted
with the dilemma as o whether () the current curricutum
meets this need. (b the curriculum basical by mecets this need.
with minor modifications to the content and structure of
SOME courses, or (¢) an entirely new course is needed to
address these issues. In the Graduate Program m Rehabili-
tation Counseling at the University of Kentueky the follow-
ing activities have been undertaken to determine the need
for coursework refated to business and industry,

After obtaining information from practitioners and pro-
fessionals adetermination was made of the core knowledge:
and SKill competencies required to effectively function as a
rehabilitation counselor in business and industrny . The fue-
ulty then reviewed the current course oiferings to determine
() where there was overlap in course material. (b where
there was appropriate materials, but the emphasis might
need to be changed for business and industry Cand (cywhere
there was no material offered in this area.

The results of this process indicated thie for the most parg
the curriculum already contained material for business and
industry practice. The major difference was the enphasis
given in class lectures and discussions, Not included. but
needed i the curriculum was information about workery”
compensation legislation and philosophy, Hability and auto
nsurance, personal injury. proprictary rehabilitadon sys-
temis, working with other professionals. and providing ex-
pert testimony . Course content related to medical aspects of
disabitity . vocational ey aluation. consultation with emiploy -
ers.and job placement was presenty included in the curricu-
[, but would need 1o he modified to accommaodate prac:
tice issues in business and industiy rehabilitation.

Upon further review and reflection it was determined that
rather thar madify and add new materiabto existing courses.,
anew course covering business and industry refated topics
shiowld be developed. Such an approach would have the
added benefit of including a review of reports by treating
physicians, transeripts of depositions, and issues refated 1o
actual rehabilitation practice as part of u class that would be
directed prinsarily o these topies. This course would be the
printary “home” for curriculum components related to bust
ness and industry.
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Implementing a Course on
Business and Industry Rehabilitation

The course on business and industry rehabilitation was
designed to incorporate issues in both public and proprictary
rchabilitation. The course includes the following topical
arcas () philosophy of business and industry rehabilitation,
(b review of difterent systems in proprictary rehabilitation,
(¢y overview of disabilities frequently encountered (d) as-
sessment, planning, and process issues, ‘e residual and
transferrable skilh assessment as well as the use of comput-
erized job matching programs. (f) consultation with emptoy-
ers and job placement, (g) working with claimants, insur-
ance companics, attorneys. physicians, and nurses, (h) vo-
cational expert testimony and (i) cthical and fegal issues.

Summary

The paratlel development of public and proprictary reha-
bilitation programs has led to the utilization ot rehabilitation
counselors in both sectors.

Traditionally rehabilitation education programs have
been supported by the federal government. There has been
some concern that rehabilitation counselors trained in these
programs have not worked in the public program. but have
been recruited by proprictary rehabilitation programs. It is
evident that both public and proprictary rehabititation utilize
simitar techniques and approaches. There is overlap be-
tween the expectations of public and proprictary rehabilita-
tion practice. Changes resulting from national health insur-
ance may have profound effects on how rehabilitation serv-
ices are provided in all arcas of professional practice.
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Excerpts of Reviews and Comments

Chapter One

r. Crastal discusses the similari-
Dlic.\ and ditferences in rehabilita-
tion education needs for the rehabili-
tation counsclor practicing in the pri-
vate sector versus the public sector.
He stresses the need for certain funda-
mental training on basic knowledge
needed by counselors in both settings.
and he discusses some additional
training that would be of benefit spe-
citically for rehabilitatien in the pri-
vite sector.

Lagree with Dre. Cryvsial's underly -
ing premise that rehabilitaticn coun-
seling dealing in cither a public or
private setting utilizes the : aine basie
shills and approaches. However. as
Dr. Cryvstal acknowledges, there is
much greater emphasis on prompt
placement as a suecessful outcome for
rehabilitation in the private sector.

Because of s, the rehabilitation
counselor who aspires to work in the
private sector in the fuwre needs to be
well-prepared to deal with current job
placement issues. As we look atreha-
bilitation education curriculum for the
vear 2000 and bevond. the following
arcas are ones which may underge
rapid change or advancement and
need to be incorporated fully into the
curriculum:

1. Labor market information - chang-
g occupational patterns and job
reguaements.

2. Work place technology/assistive
technology advancements. as they
relate to job accommadation.

3. Ergonomics.

4. Placement techniques and issues.

While these topics are extremely
important to the rehabilitation coun-
selor practicing in the private sector,
it appears public sector counselors
would benefit from more training in
these areas as well. Incorporating
these may provide an overall strength-
ening of rehabilitation counselor edu
cation.

- Catherine C. Bennett

T9U3 St o Monovraph

r. Crystal’s paper. which empha-
Dsi/c.\ the development of rehabili-
tation with particular attention to
worker s compensation in the various
states, reminds me that our tield is not
our exclusive domain but rather is
subjec. to control and influence by
many factors to which we can ol ne-
cessity only react. For example, we
don’t have great influence over the
laws that sometimes mandate our
services. but rather “react” or deliver
our services under their provisions.

The degree to which rehabilitation
is going to be pereeived asay iable and
usctul adjunct o the other helping
professions, however. is more under
our control than not. and as a profes-
sion the time has come for us to plan
our future and work for its achieve-
ment. We have models of suceessful
achicvement of similar activities that
we can ook to for our edification.
stich as the efforts of psychology as a
profession. which has planned and
iubbied for its present position in the
provision of health care and simifar
services in the United States of today.

Any such activity must stat from a
solid foundation of practice. which Dr.
Crystal alludes o in his paper. Forexam-
ple.we expectour students and practitio-
ners to be solidly grounded in the basics
of evaluating and understanding human
behavior in the context of many ditterent
settings. Itis still ourobligation touse this
and many otherarcas of knowledge inthe
unigque way that is compatible for our
profession’s sound practice. continued
growth, and for its recognition by other
professtonals as a useful adjunct to their

joint eftorts in the overall rehabilitation

of persons with ¢sabilities.

- Phillip Bussey

. Cravstal provides an exeellent

discussion of the historical devel
opment of private sector rehabilitation
with business and industry. The dis-
cussion includes an overview of hoth
similarities and dissmilarities be-
tween the public sector and private

<0
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sector rehabititation movement. espe-
clally as it refates to issues in the ficld
ol workers compensation.

Central to Dro Cryvstal's diseus-
sion, however, is the issue of “Whois
the client™? Dr. Crystal identifies, "the
basic goal is the return to wark and
cconomic self-sufficieney of persons
with disabilities as being shared by
both programs.” In my opinion this is
not necessarily an assumption that is
always correct. Historically (the client
has been the person with a disability
or handicap as addressed by the state
and tederal Laws for the lastfifty years
in vocational rehabilitation. I would
agree that private sector rehab has
also identified the injured worker as
the primary client in the vocational
rchabilitation process in the private
sector. do not think inis is the case.
Quite frankly . the clientin private sec-
tor rehab is really bestrepresented by
attention given to atl players or parties
in the process called “return to work”
of that injured worker. For instance.
the insurance company that hires the
rehabilitation client playvs a very sub-
stantial role in the process which in
turn is governed by state laws and
regulation for workers compensation
delivery programs. Attorneys who
represent either insurance or the in-

jured worker feel that they havea very

significant role in the process as does
the employer who is being assaulted
with spivaling compensation insur-
ance premiums. Finally, the injured
worker him or herself is obviously a
magor plaver in the process although
sometimes it may seem to this person
that the overall goal is o save money
for both the insurance carrier ana the
emplover and not necessarily the total
rehabilitation of the worker.

With respect to the academic or
technical preparation of the rehab
consultant cither in the public or pri-
vate sectors, Dro Crastal has argued
thit the knowledge and sKill compe-
tencies remain the same for both
groups. Dr. Crystal argues further
that. "it does not appear that an ¢n-
tirely new or distinet curriculum

i0
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needs to be developed for the training
of rehabilitation counselors to work
prior to rehabilitation practice:

The accompanying paper by Dr.
Gilbride clearly identifies a major
thorn in (he side of private sector re-
habilitation administrators and practi-
toners. Dro Gilbride correctly ob-
serves, "Students reeeiving a seholar-
ship support from RSA to attend a
training program mustwork in o state
ageney two years for every year of
titton support received”. And fur-
ther. "financial dependence on RSA
results intraining that is narrowly fo-
cused on public rehabilitation:” 1 end
to be more in agicement with Dr. Git-
bride who questions the RSA univer-
sities training programs’ capacity (o
train students to enter proprivtary re-
rabilitation. While a new arca of cur-
riculum does not necessarily need to
be developed. T am in concurrence
with Dr. Crystal’s effortat the Univer-
sity of Kentueky o develop speciai-
ired courses and arcas of expertise

that more fully address the needs of

rehabilitation consultants entering the
privite sector arca.

— Tim Field

istorical arigins sirrounding the
H(IC\ clopment of workers™ com-
pensation programs in the United
States are presented well by Dr. Crys-
tal. Social issues and legal principals
are included in the discussion which
tead up to the inclusion of rehabilita-
tion in workers” conipensation Jegis-
lation and the rise of proprictary reha-
bilitation programs in the workers’
compensation system. Similarities
and difterences between proprictary
and public rehabilitation programs are
discussed in terms of goals, clientele.
counseling content. ethical issues.
funding sources. ehigibility v entitle-
mient programs, and national vs, state
programs. Although the (ypes of pro-
fessional providers ininsurance (pro-
prictary ) vehabilitation e also dis-
cussed, exeeption is tihen with the
tdentification of only two such
proveders: rehabilitaton nuses and
rehabiiitation counselors, Among the
many other types of professronat

providers are: vocational evaluators,
occupational therapists, physical
therapists. employee assistance pro-
fessionals and medicat doctors.,

Rehabilitation counselor educa-
tion curriculum issues related to
workers” compensation rehabilitation
are also presented. There appears tobe
some contradiction and confusion in
the discussion of training needs for
counselors who pursue enployiment
in the private sector vs. the public
sector, It is true chat there are some
commonalities betw een rehabilitiation
counsclors in by Crystal

both sectors such as the goal of
rehabilitation and the knowledge of

such content wreas as vocational as-
sessment. case management. counsel-
ing skills. medical and psyehological
aspects of disability. and job develop-
ment and placemient. However. the
approaches. methodologies and theo-
ries are oftentimes dissimilar and may
reflect more than a difference in dis-
abilities, It may be a reflection of leg-
islative mandales. employment sel-
tings. and business theory and prace-
tice. 0 name a few, This translates
into a difference of some knowledge
and skitl competencies for the reha-
bilitation counselor emploved in a
proprictary programas opposed to the
public program.

While the content of the training
curriculum for rehabititation counsel-
ors in public and proprietary programs
does not have to he a mutually exclu-
sive activity. as the author points out.
additional applications (e.g.. life care
planning. expert testimony. transfer-
able sKill analysisy and theoretical
frameworks (c.g.. business. insur-
ance. law ) are necessary o provide
adequate preparation tor employment
in the private sector. Rehabilitation
educators must be willing to expand
their friame of reference to and know -
edge hase of rehabilitation practce
heyond the public system,

The phrase "business and indusiry
rehabilitation™ is mentioned several
times in the text of this manuseript.
particularty i the Tatter halt, and ap
pears (o be used synonymously with
“workers™ compensation rehabitita
tion. " 1Cis important (o note that re
habrlicaton m bosiness and mdustry

Neittonal Re habilitation \ssow tatnom
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may involve the workers” compensa-
tion system but it also includes other
msurance systems. ADA consult-
ation. life care planning and employee
ASSISLINCE programs,

- Juliet H. Fried

his paper raises a number of inter-
Tcxling issues that have significant
smplications for understanding the
role of proprictary services in the ficld
of vocational rehabilitation. A funda-
mental difference exists between the
goals of public and proprictary reha-
bilitation. Crystal points out that the
goal of the proprictary rehabilitation
svatemis returning the injured worker
to their prior or related level of voca-
tional. physical and/or mental func-
tioning,

In contrast. public rehabilitation
attempts to assist the client "o aitain
his/her full potential™. This difference
in the definition of outcome accounts
for many of the process contrasts he-
tween the two systems,

Proprictary rehabilitation tends (o
emphasize carly and fast retum to work.
utilization of wunsferable SKills, and
placement  services. Public rehabilita-
tion tends totake longer and may include
more schooling, "work adjustnent.”
counseling, and other community re-
source utilization. The field of rehabili-
tation clearly needs more process and
outcome research o identity the eftee-
tiveness of the services and techniques
utilized by both systems.

Asecond important issue raised by
Cryvstal is the vole of pain in the reha-
bilitation process with injured work-
ers. Training programs and service
providers need a clearer under-
standing of the profound inipact that
pain has on a consumer. and how it
affects rehabilitation planning and re-
trn to work.

— Dennis Gilbride

nan escellent overview of reliabili
Il:llion and the role of rehabilitation
counselors in public and private set-
tings. the author addresses the sini-
larinies and difterences, as well as the
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implications for tgaining. tfor public
and private practice.

Two specific arcas that 1 believe
warrant further attenition and develop-
ment, cither by educational institu-
tions or professional associations. are
the coneepts of a national registry and
paid internships. Often times, reha-
hilitation counselors that are notin the
“private arcna”. or who do not have
connections into same, may wish to
explore opportunities in the private
sector but may not have resources
adequate for a thorough exploration,
A comprehensive registry of private
entities nationw ide, would enable per-
sons to explore not only within their
own state. but also to see what's hap-
pening in other arcas of the country.
where they might not have contacts or
knowledee of opportunities.

The concept of paid internships is
one that has been in existenee for
some time. but T have a feeling has
been underutilized m the insurance
rehabilitation arenas This is a great
way for students to experience appli-
cation of their new Iy -learned skills in
an exciting. challenging setting. and
for the private rehabilitation provider
towork with someone whois fresh to
the field. typically motivated. en-
thused, and full of new ideas and
strategies. The employer also has a
unigue opportunity to "ty -out” a pro-
fossional for a time-limited period.
and il a good matel s made. hinve a
master’s level counselor ready to hit
the ground running at the end of the
imernship. Additionally. that intern
woulkd be adding productivity 1o the
setting, during their tearning period.
which is a clear. "bottom line” benefit
to the rehabdlitation company .

Finally T want to comment on one
distinction cited by the author refative
o insurance rehabilitation having two
types of professional providers: reha-
bilitation nurses and rehabilitation
counsclors, While T do know that
somie statutes across the country man
date that certain "ty pes” of rehabilita-
tion services must be provided by spe
cific professionals. my experience
with CRR ta private rehab company)
m New Jersey s that a lnghly skilled.
well trained rehabilitation counselor

T oot o Memoyrapht

can be an effective medical case man-
ager. Converse'y. a highly-skilled,
well-trained nurse can be extremely
successtul in the vocational arena. A
properly trained rehabilitation coun-
selor has the basic medical knowledge
upon completion of their training. and
have the ability to seek out informa-
ton on medical issues with which
they are unfamiliar. Likewise, the
nurse with strong medical knowledge
and he ability to apply said knowl-
cdge inaprivate rehabilitation setting.,
as well as the ability o interact with a
wide range of individuals (employers
included) will have no problem in
learning the vocational issues relative
to return to work.

- Patricia Nunez

esides providing a historical per-
B\pccli\c of workers™ compensa-
ton svsten in this country . Dr. Crys-
tal touches upon two key issues: The
Americans with Disabilities Act
(ADA) and iv possible benefits o
industrially injured workers: and re-
habilitation counsctor education.
There is no doubt that ADA will
have a "positive impact on the retum
1o work of persons with worker coni-
pensation injuries”. The coneept of
essential functions will detine clearly
the requirements of the job thus allow -
ing for true job mateh and theretore
addresses Dro Cryvstal™s commient on
“employer’s fear of the person being
re-injured”. ADAL as a matter of tact.
cannot arrive at (he most appropriate
time to tackle the workers” compensa-
tion turmoil. The application of essen-
tal functions and reasonable accom:
modations will assist emplovers to re-
tain and re-hire their own injured em-
ployees thus reducing the exposure of
higher premiuvm duc to esperience rat-
ing. tn the Tong run. it will create a
much safer covironment at the work
place further reducing the frequency
af injuries. With lesser overhead cost,
i.c.oworhers” compensation msurance,
the employer can become niore com
petitive in the market can treat the
enmiplozees better in terms of wage
increases and employee benefits, and
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can better invest in their plant equip-
ment and/or safety cquipment, cte.
Needless to say, the insurance indus-
try will benefit. [eis a win-win-win
situation for all,

While it is true that the rehabilita-
tion professionals in both the public
and private sector employ the same
underlying skills and hnowledge.
practicing rehabilitation within legat
svstems does require different ap-
proaches and methodologies. It is
therefore vital for rehabilitation coun-
selor education programs to include
courses or minimally ™ a course on
Business and industry Rehabilitation”
as outlined by Dr. Crystal. This will
provide an excellent introduction to
all tuture rehabilitation counselors.
FFor the students who are going into
the public sector, this wili give them
some understanding of the disability
benefit svstems, industrial rehabilita-
ton and forensic rehabilitation. For
the ones entering the private sector,
this will give them an orientation to
the field of their choice. Ultimately
this will foster a better public/private
partership and rekitionship.

-~ John W. Lui

n this paper. Rajph Crystal docn-
lmcm.\ the development of worker's
compensation programs with our
country s cconamic shift from an
agrarian to an industrial cconomy .
Community social support was re-
quired to replace the declining sup-
port once available trom predomi-
nately rural extended families. Re-
flecting a tradition of state’s rights,
cach state responded with worker’s
compensation programs designated (o
address their pereeived unigue needs.
Although the tfederal governmentalso
developed @ worker's compensation
program for federal employees, com-
parisons are too frequentdy made be
tween proprictary rehabilitation and
the traditional state/federal rehabilita-
tion system rather than the more
anadogous federal worker’™s compen-
sation progran.

Private Sector rehabilitation devel-
oped 1 response to the observation
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that the cost of services could be re-
duced white restoring an individual to
their pre-injury or similar level of oc-
cupationat attainment. These costsav -
ings were primarily a result ‘of the
private practitioners goal to restore an
individual rather than maximize an
individual's emplovment potential.
Public vocational rehabilitation
has also traditionally blended human
with cconomie values. This socioeco-
nomic blend is reflected by rehubilita-
tionadvocates carly use of the coneept
with policymakers that there has been
d favorable return for very tax dollar
spent on rehabilitation services,

Acknowledging the existence of

differences associated with funding

1y

sources, Crystal correctly conclude
there are more simitarities than differ-

ences between the potential sectors of

emploviment for rehabilitation practi-
tioners. Atone point, Dr. Crystal even
notes that employment in public or

proprictary rehabilitzdon is no bonger

an "either or choice” for practitioners.

Emphasizing similarities encoun-
tered by rehabilitation practitioners,
while identifying differences requir-
ing redress through curriculum ad-

Justments, has profound implications

for the training of rehabilitation pro-
fessionals. First, it implies that suffi-
cient identifiable techniques. ap-
proaches and a fundamental knowi-
edge base exist to warrant profes-

23
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stonal training of rehabilitation coun-
selors. Secondly. it constructively ad-
dresses the need for adjustments in
curriculum to prepare individuals to
enter @ more diverse labor market
without the incessant need for spe-
ciatization which has divided reha-
bilitation professicnals in the recent
past. Finally. it cmphasizes the need
for the protession o define itself
rather than allow revenue sources to
define the profession,

— Stephen A. Zanskas
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Chapter Two

Educating Practitioners
for Work in the Private Sector

Dennis David Gilbride

ocational rehabilitation services in both not-for-
profit and for-profit private rehabilitation have
changed dramatically over the past ten to fifteen
vears (Cohen & Pelavin 1992: Gilbride. Con-
nolly & Stensrud., 1990: Menz. & Bordieri 1986). While the
focus in private rehabilitation has traditionally been on
employability and placement of people with disabilities.
non-protit and for-profit practitioners are increasingly ap-
proaching these goals diftferently. Many non-profitagencies
are moving toward a supported employment model. (Bel-
lamy. Rhodes. Mank, & Albin, 1988: Buckley. Albin. &
Mank, 1988: Wehman, & Moon, 1988). while for-protil
rehabifitation is moving inte consultting and other disability
management services (Lyneh, Lynch. & Beek. 1992).

This divergence in job tasks wd necessary skills raises sig-
nificant and fundamental questions coneerning the type of edu-
cation required by personnel entering private rehabilitation set-
tings. These questions include delineation of appropriate training
content and outcome competencies. and the most effective man-
ner of providing training (Lynch & Martin 1982; Matkin, 1987:
Matkin & Riggar, 1986: Sales. 1979),

The purpase of this paper is to explore these truning-related
issues. The tirstsection will address the contextin which private
for-profit rehabilitation professionals work. and the implications
these factors have for training. The second section will addiess
forensic and ethical issues in rehabilitation. The third section will
brietly discuss the trining needs of non-profit rehabilitation
professionals and provide an example of a market driven ap-
proach o curmiculum development. The final section of the paper
will present some tentative conclusions and issues requiring
further exploration.

Denms David Gitbnide PhDCROAss st Prof - Rehabihitation ITnstitate,
Diake Universty. Des Momes, fowa

1998 Swat er Moneeraph

Private For-Profit Rehabilitation

Rehabititation services in the {or-profit sector have un-
dergone profound growth and change during the past two
decades (Gilbride, Connolly & Stensrud. 19900 Lynch.
Lyach, & Beck. 19920 Taylor, Golter. Golter. & Backer.
1983). Counsclors are working in a wider range of contexts.,
with clients having different types ol disabilities, and they
are employing new strategies and technotogies (Lynch.
Lanch. & Beck, 1992 Ritter & Lechair. 1990 Williams &
Fidanza, 1991, To understand the training needs of profes-
sionals in the for-profit sector it is important to understand
five aspects of the current environment: |, Where private-
for-profit professionals are Jikely to work. 2. The impor-
tance of being a Certified Rehabilitation Counselor (CRC).
3. The role of accreditation of training programs by the
Council on Rehabilitation Education (CORE). 4. Rehahili-
tation Services Administration (RSA) training grants and
pay back requirements, 5. Protessionals against whom reha-
bilitation personnel are in competition.

L. Where are for-profit rehabilitation professionals working?

The simple answer is everywhere. ising Drake Univer-
sity as an example, alumni of the rehabilitation program
work as directors of personnel in business and industry: as
ADA consultants to employers: in private practice provid-
ing expert testimony @ in medical settings as part of transdis-
ciplinary teams: in psychiatric club houses: at insvrance
companies: in for-profit (insurance) rehabilitation agencies:
and as carcer, mental heatth and substance abuse counselors.
Research indicates that this is not an unusual or atypical list
(Lanch, Lynch, & Beek. 19920 Matkin, 1983 Williams &
Fidunza, 1990,

The broad range of settings in which for-profit rehabili-
tation professionals are currently working creates signifi-
cant challenges tor developing appropriate training ap-
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proaches. For example, business consulting and personnel
development obviously require very different competencies
than those necessary for providing job seeking sKills 1o
clicnts with head injuries or substance abuse.

Devetopment of appropriate curricular and training mod-
cls requires educators and other stakeholders to firstidentify
what is basic and fundamental to vocational rehabilitation.
Substantial disagreement exists among leaders and educa-
tors in the field of rehabilitation concerning how broadly this
hasic core should be defined. This is clear from a review of
the literature (e.g. Matkin, 1987: Matkin & Rigear. 1986:
Parker & S/ymanski. 1992: Rubin. Matkin. Askhley. Beard-
steve May L Onstott, & Pucket. 1984, and was demonstrated
anumber of times in the National Training Conference on
Rehabilitation Education hetd during March of 19930 in
Washington DC.

For the purpose of this paper the key area of expertise
necessary for all rehabilitation professionals will be nar-
rowly defined as the knowledge and skills necessary 1o
negotiate the interface of disability and the world of work.
The interplay between disability and work is clear in such
rehabilitation services as placement. emploser develop
ment. work accommodations. disability management and
ADA compliance. Because rehabilitation professionals are
the primary group within the medical and helping profes-
sions who use emplovment as an outcome measure, they
offer the capacity o tie rehabifitative services together
across the recovery process.,

There are two key imphcatons of this detinition of
vocaticnal rehabilitadon. First. emplosers are hiring reha-
bilitation professionals in all the capacities listed above
because they perecive the importance of this unigue exper-
tine. Second. suceesstul training programs must ensure that
their curricula. teaching methods, projects. and ficldwork
eyperiences result in students developing gualits skills
this disabitity/work reliationship.

The etfectiveness of the training currently provided to
private for-profit professionals by existing programs is the
subject of some debate. Defenders of current educational
approaches point to the success that rehabilitation profes-
sionals have i obtaining positions. Those who advocate
change cite data indicating the questioning occurring in
nmany states regarding the effectiveness of vocational re-
habilitation with workers™ compensation clients. While
there are many complex financial and potitical reasons
why nrany state tegislators are repealing the mandatory
rehabilitation provisions of their workers " conmpensation
sustems, private rehabilitation providers™ inadequate
documentation of therr ettiectiveness, talong with ethical
and conflict ot interest questionsvis at least partly to blame
(Washburn, 1992y

2. The importance of being a
Certified Rehabilitation Counselor tCRC.
In a review of all the job openings bisted 111 NARPPS

Journal and News over the past two searse and all of the
for proti rehabilitation: position wmouneements sent to
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Drake University, two conclusions become apparent: Em-
ployers want applicants with cither a master’s degree or
BSN.und they wiunt people who are certified. The majority
of emplovers require (or at least prefer) applicants to have a
CRC. with some employers also aceepting Certified Insur-
ance Rehabilitation Specialists (CIRS) and a few recruiting
Certified Vocational Evaluators (CVE).

This strong emphasis by for-profit employers on certifi-
cation has significant implications for education and train-
ing. On December 15,1992, the Bachelor™s degree category
for CRC ehigibility was phased out. along with the categony
for master’s degrees unrelated to rehabilitation. Conse-
quently, beginning this year. only people with master’s
degrees inrehabilitation counseling or retated progriams will
be eligible to sitfor the CRC examination. This tightening
of CRC reguirements will have a signiticant impact on the
Jabor pool because over one-third of the applicants for CRC
prior to December o 1992 held bachelor's degrees (Com-
mission on Rehabilitation Counselor Certification. 1992),

A master’s degree in rehabilitation. with certification,
has almost universally become the entry level requirement
in for-profit rehabilitation. People planning to enter this
labor market will increasingly be forced into attending
eraduate school ata university orcollege offering archabili-
tation counseling degree program.

Further, CRC renewat requires 100 hours ol continuing
cducation. This requirement has created an entire industry
ol continuing education providers. which has in turn ereated
an intrastructure by which new ideas, strategies and tech-
nologices can be introduced into the field.

X The role of acereditation of training programs by the
Council on Rehabiliiation Education (CORI)

There are currently 77 master’s degree progrinns acered-
ted by CORLEL A number of advintages acerue for students
graduating from a CORE accredited program. including
their ability to sit for the CRC examination immediately .
twhercas other students must wait between F o 3 vears).
COREhas very explicit and extensive guidelmesoncurricu-
lum. course content. ficldwork requirements and program
length. Seven vears ago Matkin and Riggar (1986) argued
that CORE needed 1o reevaluate its guidelines o become
more sensitive toand relevant for private for-profit rehabili-
tation. This has not occurred. In a more recent study . Gil-
bride. Connolly and Stensrud (1990) tound that most CORE
accredited programs did not hase any courses related 1o the
specific application of vocational rehabilitation  the |
vate sector. The content. structure and process outlined by
CORI s sull focused one and most appropriate tor public
rehabititation.

It s also important to note that CORE currently only
aceredits master’s degree programs in rehabilitation coun-
seling. Wihile CORIE is considering certification of other
progranis they do not presenthy aceredit undergraduate pro-
grams. or other rehabilitation master’s degree prograis
such as those injob placement. vocational evaluation. or
tactlities admimistration.
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With CRC and CORE acereditation of programs hecom-
ing more important, much more attention must be paid 1o
CORE standards and their impact on and relevance to prepa-
ration of private-for-profit professionals.

1. Rehabilitation Services Administration (RS
training grants and pavback requirements.

There are currently 49 master’s degree programs inreha-
bititation counseling that receive tunding from RSA. Of
these programs 45 (924 are CORE aceredited representing
SR of all CORE aceredited schools. Further, forevery one
program funded by RSAL two to three programs apply for
funding but are denied. This implies that almost all CORE
and many non-CORE aweredited sehools are eitherreceiving
or trving to receive grant support from RS:A.

lvorder toreceiy e funding from RSAL a degree progrium must
demonstrate that iC°s mission matehes that of the State/Tederal
vocational rehabilitation program. and that it has strong linkages
with public and non-profit rehiabilitation. The mission, goals,
objectives, curriculum, cournse content. and ficldwork require-
mients of the program must focus on public ichabititawon. Fur-
ther. students recei ing scholarshipy support from RSA to attend
atraining program must work in a state ageney (or i non-profit
ageney providing services to state agency clients) two years for
eveny vear of tition support received. Usuadly this “pay back™
swork must tihe place within the siv vear period following
craduation.

There are two opposing impacts of RSA funding of
rehabilitation training programs on for-profitiehabilitation.
First, this funding has resulted in a forge number of high
quality, well supported rehabilitation degree programs dis-
persed throughout the United States. However, financial
dependence on RSA results inwaining that is narow s
tocused on public rehabiliation. Consequently . there is the
university capacity to rain students to enter for-profit rehia-
hilitation. but no incentive for programs to diversify into
training designed to micet the needs of the for-profit sector.

S, Protessionals agapist whow rehabilitation
counselors are in competition.

One reason rehabilitation training programs are depend-
enton RSA funding is that schools hav e difficulty recruiting
nan-scholarship supported students. Many students inter-
ested inacareer in rehabilitation find it very difficult to
reject grant support that often includes both tuition assis-
tance and a monthly stipend. Given the tmancial and per-
sonal rewards of working in the private for-profit sector. it
is important o address the reasons why training programs
are notoverw helimed by self-pay applicants.

To understand this issue we most first ash who are
rehabilitation protessionals? Holland ¢ 1990) Fists vocational
rehabilitation counseling as a Social Enterprising-Comven-
tional (SECY occupation. Other SEC occupations inchude
clementary school teacher. probation officer. school social
worker, and psychatric aide. Twe ook justat the first two
themes (S occupations include detectiy e hospital admin
istrator, school pravchologist. director of special edacation.

T saot o0 Mo raph

and psychiatrie social worker. An implication of these Tists
is the arge number of well known professional level jobs
that people with these vocational interests and personality
1y pe might pursue.

Private {or-profit rehabilitation is o relatively new and un-
known profession. Most of the oceupations listed above are jobs
about which the averige college age student has ample inform-
tion. Students know what psychology is. but vocational relabili-
tation often makes students think of prisons. vocat:onal training
schools, or worse vet--nothing. The National Council on Reha-
bilitation Education (NCRED) has begun 1o address the need to
ncrease awareness of the profession o improve recruitment
(Pacinelli & Stude. 1991,

Competition for jobs s another eriticad iactor. Rehabili-
tation professionals are often competing for jobs with soctal
workers or mental health, substance abuse, employee assis-
tance. and tamily counsclors. In order to be selected. reha-
hilitation professionals must demonstrate they have exper-
tise in the disabitity/work relationship. and that this skill s
necessary for aspecific job.

[here are three implications of these competitive issues
for rehabilitation education. First, training programs must
focus recruitment on high school and undergraduate stu-
dents who have personalities that mateh the work environ-
ment of rehabilitation and provide information to prospee-
tive students onall the options archabilitation degree offers.
Second. rehabilitation graduates need to be trained to clearly
market their expertise and to represent how they can do the
work emplovers require. Third. rehabilitation educators
tamong others) must continuously demonstrate to the medi-
cal and helping services the importance of Jeoking at voca-
tonal issues, and assist business and industry to appreciate
the positive outcomes that derive from understanding and
accommodating people with disabilities.

Forensic Issues in Private Rehabilitation

Insurance rehabilitation has vaditionally had a great deal of
interaction with the workers” compensation legal system (Mat-
Kin. 1985). This experience has helped prepare professionals to
understand the type of documentation required. i the serating
that occurs in forensic settings. Recently . rehabititation profes-
sionals hay ¢ begun to expand their practices into life care plan-
ning and expertvocational testimony (Blachwell 1991 Deutseh
& Samver, 1986 Vogenthaler & Tiernes . 1990 Weed & Field.
1990; Weed & Riddick, 1992).

Life care plans delineate all the seryices and products that
persons with catastrophicinjuries or illnesses may need over
their fite time (Weed & Field, 1990). Because hite care plans
are often used as the basis of asettlement with an insurance
company it is vital that the information be accurate and
comprehensive. Because of the underly ing requirement tor
complen analysis of econonuie trends, life care planning is
otten done in conjunction with an cconomist (Weed &
Riddick, 19921 For exaniple a hi'e care plan may need to
include the potental cost of o wheelchair and routine phy -
sictan visit in the year 20030 Lite care plans are often
conducted by rehabibitation nurses owever. rehabilitation
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counselors with ¢ rensive experience and training in the
medical needs and impuct of specific disabilities (i.e. head
injury) are increasingly becoming involved in this work,

Expert vocational testimony is generally concerned with the
impact of a disability on lubor market access and camings
capacity (Blackwell. 1991; Vogenthaler & Tiemey. 1990: Weed
& Field. 1990). While some vocational testimony does not
mclude a disabitity (as m the case of marriage ermination). the
disahility/work relationship is usually central to this process. As
with life care planning. cconomic analysis is pivotal to expert
testimony', Understanding the level of economic loss resulting
from a specific injury. accident or disease. requires an in-depth
undenstanding of worker characteristies, disability. and labor
markets, along with a decision making maodel that can be cleard v
defended.

Although rehabilitation professionals are utilized as life care
planning and forensic testimony experts, traditional rehabilita-
tion counseling trining is generally not enough to qualify a
practitioner for this work (Deutsch. 1985: Blackwell. 1991).
Mostexpert witnesses obtain post-masters” experience and train-
g in techniques such as tansferable skilts analysis. wage loss
caleulation, labor market analysis. economic projections, medi-
cal technolegies. and legal processes.

Most training in forensic rehabititation has occurred in
specialty workshops and at professional conferences spon-
sored by private rehabilitation organizations such as the
National Association of Rehabilitation Professionals in the
Private Sector (NARPPS). For a number of years forensic
rehabititation has been one of the specific training tracks at
NARPPS national conferences. Rehabiiitation profession-
als are also taking graduate ¢onrses outside of rehabilitation
indepartments of economics. business, law and psychology .

Ethical Issues in Private Rehabilitation

‘The need for rehabilitation professionals to be tramed in
cthical decision making began to receive attention inthe mid
19ROy (Rubin. 1993). In 1987 the National Institute on
Disability and Rehabifitation Rescarch (NIDRR) funded o
grant to develop and evaluate an cthics training package.
This grant resulted in a number of studies exploring the
tvpes of ethical dilemmas rehabilitation professionals en-
counter. and training material for ethies education. A sub-

sequent NIDRR grant further supported development of

ethies curricula.

A central focus of ethics tranta g is assisting profession-
als in the development of analytical ethical decision making
skills (Fischer, Rotlins, Rubin & McGinn, 1993). Most
cthics training is based on the Code of Professional Fithics
for Rehabilitation Counselors that has been adopted by
CRCUthe American Rehabilitation Counseling Association.
the National Rehabilitation Counseling Association and the
National Council on Rehabilitation Education.

There are three major problems with the application of

cthics research and training to the private sector. First, most
non-profitrehabilitation professionals are not certified reha-
bilitation counselors, and! sire not members of one of the
nationzl counseling associctions, Second, NARPPS has u

AR
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different code of ethies for its membership. Third., ethics
training has only been ficld tested in state/federal rehabili-
tation agencies (Fischer, Rollins, Rubin & McGinn, 1993),
Consequently. most ethics rescarch and materials are fo-
cused on the ethical dilemmas encountered by public rather
than private rehabilitation practitioners.

While the public rehabilitation focus of ethies research
and training is only of limited concern for non-profit proles-
sionals. serious differences exist between appropriate pro-
fessional behaviors in public and for-profit settings. The
stgnificant ethical differences between public and tor-profit
rehabilitation have been noted for a number of years (Kaiser
& Brown. 1983: Nadolsky. 1986), and they include the
“Who is the client?” question, and the “"cost containment”
focus of rehabilitation services in some situations.

Both public and non-profit rehabilitation professionals
clearly view the person with the disability as their central
customer. and the needs of consumers as primary. The
situation is not as clear in for-profit rehabilitation, and in
fact may be the exact opposite. Many for-profit rehabilita-
tion professionals are hired by employers or defense attor-
neys with the explicit intent of reducing that employer’s
exposure and containing the cost of a clain.

The NARPPS code of ethics specifically allows for ob-

jeetive expert testimony, and states that "When there is a

conflict of interest between the disabled client and the
NARPPS member's employing party. the member must
clarify the nature and direction ot his/her lovalty and respon-
sibilities and keep all parties informed of that commitment”
(NARPPS. 1992, p.22). Thus. NARPPS only requires the
member to disclose who their primary ¢lient is, it does not
require. as does the CRC code of ethies. that the needs of
the person with a disability alwiys come first.

Conscequently. rehabilitation professionals in the for-
profit sector find themselves continuously in complex cethi-
cal dii amas. The tor-profit sector recognizes this and
frequently has workshops or entire training tracks devoted
to ¢thies at its national convention. The problem is that the
money to support ethics rescarch and training has only been
provided by. and focused on public rehabititation. Thus. the
pre-service training that most rehabilitation professionals
received did not adequately prepare practitioners for the
complex ethical decisions they would have to make. and
in-service ethics training has been available only on a lim-
ited basis.

Private Non-Profit Rehabilitation

Community Rehabilitation Programs (or non-prolit ta-
cilities) are also undergoing significant change. In their
study of personnel shortages Cohen and Pelavin (1992)
found significant need for trained workers in the arcas of
supported employment. job development/job placement,
vocational evaluation and administration.

Supported employment is the fastest growing area in
community rehabilitation agencies (Renzaglia & Everson
1990). Cohen and Pelavin (1992 found that a high school
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19t Swnr er Monograph




{

ERIC

Aruitoxt provided by Eic:

degree was the educational requirement for 58% of all
supported employment positions, and that a specific bache-
for’s degree was only required tor 9% of positions. with no
positions requiring a master’s degree. Most supported em-
ployment training is conducted on-the-job. in short term
certificate programs or at community colleges. The educa-
tional requirements for the other three high need positions
(job developers, vocational evaluators and administrators)
were more varied.

A market-driven approach to curriculum development
wis utilized to determine the specific educational needs and
requirements for rehabilitation administration in a commu-
nity rchabilitation program. Stensrud and Gilbride (1992)
conducted a study using a marketing model of curricutum
development (Kotler & Bloom 1984 Levitt 1986). Degree
requirements and course offerings from thirty-one existing
undergraduate rehabilitation programs were collected and
collated. The professional literature was reviewed to deter-
mine recommended competencies for rehabilitation Tacility
administrators. (The literature review included: Bordieri.
Riggar. Crimando & Matkin. 1988: Brabham & Emener.
1988: Mens & Bordieri. 1986.)

These data were summarized and presented (o a focus
group comprised of five facility administrators, one state
ageney administrator, and the director of the Towa Asso-
ciatton of Rehabilitation and Residential Facilites. The
focus group discussed the training needs of the employees
in their agencies and reviewed the summary of the compe-
tencies and course offerings provided to them. The focus
group made recommendations concerning curriculum and
degree type. and composed a draft list of competencies.

This draft list was presented to a subcommittee of the
Drake Rehabilitation Institute Advisory Board comprised of
rehabilitation consumers. The consumers review ed the draft
list and added additional competencies. degree require-
ments, and course offerings.

The final step consisted of sending the second revision
to the focus group members for comments. After this
review a linal curriculum with specific competencies was
developed. (See Appendix for list of competencies.)

The results of this study suggested. and all the focus
group members agreed. that competition with for-profit
rehabilitation was a major personnel problem for facilities.
Responders indicated that they found it almost impossible
(o retain employees with master’s degrees due to the signifi-
cantly higher salaries in the for-profit sector. The focus
eroup conciuded that bachelor’s prepared employees were
much more likely to stay at a non-profit agency. Thus they
suggested that training for facility administrators be con-
ducted at an undergraduate level. The focus group also
recommended that the training program be more user-
friendly to working adult students. This included emphasis
on evening and weekend classes, off-campus course work
and the use of technologies such as computer bulletin boards
to aid student/faculty communication.
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Conclusions and Issues
For Further Discussion

1. The training needs of public, non-profit and for-profit
rehabilitation seem clearly differentiated but rehabilita-
tion counseling programs do not seem to be addressing
these ditferences.

2. The educational requirement of for-profit rehabilitation
professionals seems to be at the master’s degree level. with
postmaster” s specialty areas becoming more common.

3 There is a growing body of information, and specific
skills that many private for-profit rehabilitation prores-
sionals require such as expert testimony and disability
management which training programs are not cwrrently
providing.

4. The training needs of non-prolitrehabilitation profession-
als seem (o be dominated by short term specialty training
and non-degree programs. with only a few positions
requiring a Bachelor's or Master’s degree.

5. Relabilitation programs need (o expand their recruit-
ment o attract people mto the field who would otherwise
choose a more teaditional career path.

0. Graduate programs in vocational rehabilitation need to
develop strategies to broaden their financial base so they
can hecome more responsive (o the emerging trends in
private rehabilitation. To counterbalance the influence of
RSA. the for-profit industry should assist prograims in this.

7. Training programs need to become more flexible. relevant
and user friendly for students nlanning to pursue carcers
in private rehabilitation.

8. Rehabilitation programs need to become more market
sensitive and responsive in developing and modifying
curriculum and progrant content. To do this private reha-
bilitation (particularly for-profity must work to influence
the content and criteria of both CORE and CRC.

In summary. graduate training in rehabilitation counsel-
ing often inadequately meets the expanding educational
needs of students preparing for careers in the {or-profit
sector. In order o effectively perform and compete in
emerging private sector applications (i.c. expert testimony ).
students require a great deal of on-the-job. and post service
training. While increased education is the trend in for-profit
rehabilitation, the non-profit sector increasingly cannot
compete for master’s prepared students. Thus. two of the
primary organizations designed to improve the quality of
rehabilitation training and practice--CORE and CRC--are
becoming irrelevant for ron-profit practitioners, Training
that is focused on the competencies required for specific

jobs in the non-profit sector (i.c. job coaches) at the certifi-

cate. AA or BA level seems to be an emerging trend. While
post-service (or in-service) training for non-profit practitio-
ners has traditionally been sensitive and responsive to those
agencies” needs, many pre-service trainmg programs have
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not. Utilization of a market driven approach to curriculum
and degree development is one method by which pre-service
rehabilitation education could improve the quality and ap-
plicability of training to both tor-profit and non-profit pri-
vate rehabilitation. However. incentives for educators and
students will be necessary tor this to oceur.
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Appendix
Student Competencies for a Bachelor’s Degree in Facilities Administration

[. General Personnel Management: 4. Fiscal Management:
Human resource management Financial management
Performance/productivity management Public financing syvstems in rehabilitation
Personnel assessment and appraisal technigues Fiscal/operations management in not-for-protit organizations
Staft training and development Budgeting procedures for middle managers
Recruitment and retention of personnel
Risk management 5. Technical Systems:
Business planning and marketing Personal computers and business software
Supervisory communication skills Management information systems
Labor relations Computer applications for people with disabilitics
Psychology in business and industry Making work site accommodations
Group dynamics
6. Public Relations:
2. Professional Development: Individual and small group communication skills
Sensitivity to disability issues Public relations
Orientation to not-for-profit business Community education
Administrative theory Professional and community relations
Fundamentals of management and organizational behavior Community image definition and fund raising
Organizational roles. functions, and operations Legislative and gove simental relations in not-for-profits
Organizational feadership
Managing organizational change 7. Employment Services:
Principles of service organizations Facility based employment models
Ethics in management and rehabititation Community based employment models
Practical experience in rehabilitation facility administration Employer development
Consulting to employers
3. Program Planning and Evaluation: Financing employment services
Administration of rehabilitation programs
Rehabilitation service systems 8. Serving People with Disabilities:
Dey elopment and supervision of rehabilitation employees Medical and psychosocial aspects of disability
Not-for-profit employee performance management History and nature of disability in America
Casework management People with disabilities in business and industry
Program evaluation Working with rchabilitation consumers and advocates
Waorksite statistical applications Legislation and regutations affecting people with disabilities
Research in rehabilitation Barrier identification and Disability advocacy
Worksite accommodations and accessibility
Job analysis and redesign
30
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Excerpts of Reviews and Comments

Chapter Two

rivate rehabilitation as a disci
Pplinc is changing and evolving
based onforees at work on compensa-
tion systemis. These forees include:

1. Changes in compensation sys-
tems. such as repeal of mandatory
rehabilitation within Workers'
Compensation in some states.,
nicrger ol short terme disabitity
and long terny disabitity insurance
products, ete.

Americans with Disabilities Act.

. Heatth care retorm.

‘os Lo

What is eimerging in private reha-
bilitation is the concept of disability

management. a combination of

proactive medical and disability case
management. Theseservices may be
provided by a combination of pretes
stonal specialties, including nursing,
rehabilitation counseling. ergonomic
engmeering, and a host of other re-
lated profiessions.,

The extent to which rehabilita-
tion counseling maintains a place in
the newly emerging disability man-
agement concept depends upon the
foliowing:

1o Availability of supply of qualificed
professionals,

2. Professionals who have specitic
SMlls and competencies for dis-
abitity management.

-

Role of disability, management af-
ter health care reform.

Dr. Gilbride raises serious con-
cerns about the ability of the current
rchabilitation education system Lo
mieet the needs of private rehabilita-
tion. His concerns include funding
and reeruiting issues and constraints
on curriculum in regard to aceredi-
Lation.

Dr. Gilbride suggests rehabilita-
ton counseling education needs to
evpane the tmancial base so that it
can brcome more responsive to
emerging trends in private rehabih
tation. In addition. developing tlesr-
bility in curriculum design s desur-

-

able to develop necessary sKills that
will be needed in the private sector.

Fagree these are areas which need
to be addressed. Failure to do <o may

affeet the quahtications and supply of

rehabilitation counselors for the pri-
vate sector. Asaresult. services tadi-
tonally provided by the rehabilitation
cornselor (such as job analysis, job
maodification. and placementy may
shildt to othier related professional spe-
chaltios.

- Catherine C. Bennett

r. Gilbride has presented an exeel-
lent eritique of rehabilitation edu-
cation for both the private and public
sectors in rehabilitation, Dr. Gilbnde
correctly observes that there is, "sub-
stantial disagreement existing among

leaders and educators in the ficld of

rehabilitation concerning how broadly
a basic course should be defimed” tor
training i the private sector,

The importance of being certfied
as arehabilitation consultant has cer-
tainly added credibility to practitio-
ners work in the private sector and the
certification movement cottinues o
gain strength and momentum. In ad-
dition to the three programs refer-
enced by Dro Gilbride (CRCL CIRS,
CVE) a very strong interest has been
displayed by professionals in becom-
ing certified as case managers (CCND.
It expected that this strong interest
in certification and eventual licensure
by state will be part of the future.

With respect to Dr. Gilbride's ob-

senvations regarding acereditation of

the training programs by CORML it
certainly true that graduates ol CORE
programs have a distinet advantage
when applying for certification. On
the other hand. T have alwass viewed
CORLEL along with RSA training
funds.as partof the state/federal strat-
cey to largely exclude developments
i the private sector (with no malice
intended). This observation i~ born
out by the very sow and pedantic

movementtoward any resemblance of

!
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specialized vaiming for candidates
moving mto the private sector and.
more importantly. by the continuing
“road block” of requinng stipend re-
cipients o work only i the public
sector Tollowing graduation. This
clearls i~ a punitive and exclusionar
move by RSA and the CORE: eredited
progras. ’

Finally. Dr. Gilbride has correctls
observed that there is i substantial
interestand movemient towards foren
sic rehabilitanon by many within the
private sector movement. Reguired
Knowledge and competencies can
isually be obtained only through non-
university related seminars and pro-
fessional association conferences.
Auch more can be done by the uni-
versity in formatizing these arcas of
required information for all masiers
candidates interested o moving mto
the private sector.

- Tim Field

1. Gilbride presentsarealistic view
Dol~ private sector rehabilitation in
terms of current practice and expecta-
tions. and relates this to educating prac-
ttioners for work in the for-profit
areng. Animportant detineation is
made between private for-profic and
private non-profit rehabilitation which
results inacknow ledging the diver
genee injob tisks and required skills
and competencios of cach group of re-
habilitation professionals, This is an
important point since many rehabilita-
tion counsclor education programs do
not achnowledge these differences.

Incontrastto other publications on
the tor-profit sector which have re-
flected limited emploviment environ-
ments, a full range of emiplosmient
settings i identified in this manu-
seript. However. the primary focus of
rehabilitation educational training
programs tends to reflecet pubhic and
non-profitsettings due to government
funding for these arcas, The need o
offer training m for-profit rehabilita-
ton is also necessary but does not
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have the funding support to provide
incentive for development of such
training. A market-driven approach.
as deseribed in the manuseript, coukd
benelit not only curriculum develop-
ment but funding development. as
welloin providing a financial base in
terms of scholarships orassistantships
for deserving students and consult-
ation for taculty . In addition, a tull-
fledged public awareness campitign
could be undertaken by vartous pri-
vate sector professional rehabilitation
organizations and educational institu-
tons to promote awareness ol for-
profit emploviment opportunities.
Large cmployers nught also see the
refevancee of participating in such a
campaign.

Another iplication for the future
of for-profit rehabtlitation s the effec-
tiveness of vocational rehabilitation
service dehivery in regards to workers
compensation and other insarance
cases. Professionals working in this
arci must be provided trainmg on is-
sues specitic to provisions of insur-
ance systems so that adequate docu-
nientation of their eflectiveness is pre-
sented. i conjunction with this, pro-
aram evaluation systenis should be
miplemiented and maintained to - as-
sure effectiveness and efficieney of
rchabilitation services through appro-
PPRILC OULCOmIe Measures.

- Juliet H. Fried

r. Gilbride points out very clearly
Dlh;u. in general, rehabilitation
cducation programs are not respon-
siveand sensitive tothe changes in the
rehabititation industry as @ whale,
Both the private tor-profitand private
non-profit sectors hive evolved over
the years and their educational needs
have altered.

Rehabilitation education programs
must therefore grow with these new
demands. At the same time, however.
practitioners and their respectiv e pro-
fessional associations such as Na-
tional Rehabilitation Association
(NRA), National Association of Sery -
ice Providers in Private Rehabilitation
(NASPPR) and National Assoctation
ol Rehabilitition Professionals in the
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Private Sector (NARPPS ) mustassert
themiselves to effeet the Council on
Rehabilitation (CORE) and the Com-
mission on Rehabilitation Counselor
Certification (CRCCY the two "pri-
many organizations designed 1o im-
prove the quality ol rehabititation
training and practice”. To accomplish
this. private rehabilitation. particn-
larly for-profit, must begin o address
its ownidentity erisis.

As a profession. private rehabilita-
tion is stll relatively new. Practitio-
ners are constanthy struggling with
cthical dilemmi. as indicated by Dr
Gilbride. The question of "whaois the
cliecnt?” is ashed not just by the pro-
fession itsell. bat also being chal-
lenged by other plasers in disability
ben it svstems and especially in fo-
rensic rehabilitation arena. The fack of
rescarch data and the Tack of docu
mientation further compound this im-
age or “public relations” problem. Pri-
vate rehabilitation, as an industry.
should and must start 1o tackle these
issues. Again. this is where the lead-
ership in professional associations,
CORE and CRCC will play a major

role.

-John W. Lui

r. Gilbride presents a thorough ex-
Dplor;llion of various trainmg-re-
lated insues as they impact on the pri-
vate rehabititation arena. Certification.,
acereditation and forensic issues are
discussed. with numierous conclusions
and recommendations for further con-
sicdderation suniarizing this article.

From the information presented
lere. it is clear that rehabilitation
counscelor education programs need to
work towards expanding their focus
of training in order to include the wide
range of settings where ovr rehabilita-
tion counscling students are em-
ployed. With RSA funding having
been tand still being) a major funder
of rehabilitation counselor training
programs. it is understandable that the
focus of graduate programs have been
on public sector work, However. with
the growth and the demand for gquali-
ficd personnel coming from the pri-
vate sector, it is time for educational
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institutions to recognize the demand.
andt offer training to students that will
result in profitable. challenging ca-
reers in the private sector.

As i Conmissioner on the Com-
ttission for Rehabilitation Counselor
Certification. 1 share the author’s rec-
ognition of the importance of the CRC
credential in the for-profit eoviron-
ment: it is my strong belief that certi-
fication is a way of measuring the
value and the importanee o profes-
stonal places i their own “profes-
stonalism”™. by submiitting to the appli-
cation process. by sitting for a na-
nonal examination. and by maintain-
ing their certification and also their
knowledge-base) by certification
namte e,

Iois rue that the pliasing-out of the
bachelor's degree category will resuttin
tighter standards for obtaining centifica-
tion, but I'do not see it having as signifi-
cant an impact on the fabor pool as is
indicated by the author. I fact. while
approximateh 307¢ of the applicants at
the close of the June 1992 eyvele had
hachetor degrees. the number of appli-
cants inthis categors was unusually high
due to the plans to phase out that cate-
gory. Historcally, the figures are less
than 154 of applicant pool possessing i
bachelor’s degree.

Expanding the focus of gradoate
training programs. and offering stu-
dents o wader range of options at the
conclusion of graduate taining. can
only help the educations mstitution,
the future professional and the private
rehabititation field.

- Patricia Nunez

he education of vocational reha-

bilttation counselors and vocie
tional evaluators for private sector re-
habilitation has been anything but tor-
ward thinking. "There appears (o be
perception with most universities that
traditional public rehabilitation util-
ized inastate rehabilitation ageney or
program is the only form of rehabili-
tation worth teaching. Fhis is unfortu-
nite Tor the graduates of these pro-
grams because the likelihood of them
working for any length of time in the
public sector is dimimshing cach day.
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Waorking in private rchabilitation sec-
tor at some pointin their career. how-
ever, is extremely high.

With the advent of the Americans
with Disabilities Act. health care re-
form. spiraling costs in workers” com-
pensation, and other changes which
affect American business, itis reason-
able to expect that business will rely
onqualified rehabnlitation profession-
als 1o address their needs. The diffi-
culty is. that relatively few rehabilita-
tion professionals have formal educa-
tion in business related issues and
needs, Those that do.have little expo-
sure until they complete an internship
with a private rehabilitation company,
are emploved by one, orare employed
directly by a business or industry to
provide rehabilitation services and/or
deal with disability management.

Working with employers in business
or industry is much different than work-
ing with the traditional state vocational
rehabilitation coneerns. Rehabilitation
professionals, whether working in public
or private sectors. need o know: the dif-

terences and must be able o utilize their

skills appropriately-.

In addition, rehabilitation profes-
sion s in both sectors need more
information and taining in forer
sies. Beeause of rising litigation,
whether it is Social Security. work-
ers” compensation, personal injury,
or disability discrimination the pos-
sibility of one being called to testify
in court is very high, Again. the cur-
rent curriculum in most universities
do not ofter any exposure in this
arci. As a result. the rehabilitation

7]

professional learns these skills
through on-the-job training.

Dr. Gilbride addressed these issues
in his action paper. The recommenda-
tions which he and the review group
proposed were well thought out and

will hopetully be implemented. 1f

they are not. rehabilitation profession-
als who graduate from our universities
will continue to be inadequately pre-
pared for their profession.

- Jeffrey J. Peterson

r. Gilbride articulately outlines
Dlhc current issues in educating
practitioners for work in the private
Apparently correlated with
funding and the needs of the popula-
tion served. non-profit rehabilitation
has emphasized consulting and dis-
ability management services. Dr. Gil-
bride explains how this divergence
has resulted in the development of job
tasks with vastly different skill re-
quirements. Individuais employed in
non-profit rehabilitation settings with
few exceptions require only short
term specialty training or non-degree
programs.  Dr. Gilbride miakes a co-

seetor.

gentargument for the development of

training programs for paraprofession-
als 1o be employed in private not-tor-
profit rehabilitation settings.
Rehabilitation professionals in for-
profit settings have increasingly di-
verse employment options. This di-
versity presents chatlenges to the tra-
ditional graduate tevel training avail-
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able through Rehabititation Services
Administration (RSA) funded mas-
ter's degree programs in rehabilita-
tion counseling. Required to match
the missions of the State/Federal vo-
cational rehabilitation program. the
RSA funded graduate programs have
focused upon competencies required
in the public and non-profit sector.
Similarly. Dr. Gilbride's paper re-
flects that CRC and CORE. the same
organizations which have suceess-
fully: promoted rehabilitation coun-
seling as a profession and profes-
stonal training. to different degrees.
need to address relevance for private-
for-profit professionals.

Minimally. the addition ot gradu-
ate course work in providing expert
testimony. life care planning and ethi-
cal problem solving through rehabili-
tation departments would assist reha-
bilitation professionals address these
topics with @ uniform perspective. In
"L experience., possessing a basic un-
derstanding of these topics before en-
tering proprictary rehabilitation
would facilitate the mentoring proc-
ess required to acquire these skills and
reduce staff turnosver.

Regardless of the type of training.
the importance of addressing the
needs of working adults cannot be
overemphasized.  Flexible, refevant
and timely curriculums can only en-
hance the quality of services provided
by private sector practitioners.

Stephen A. Zanskas
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Seminar Recommendations

Chapter One & Two

he following is a summary of the

recommendations and implica-
tions for action as they relate to the
discussions of chapters One & Two.

These recommendations were de-
veloped by an individual work group
and the style of presentation reflects
their own format along with implica-
tions for action.

The following recommendations will
serve o address the changing needs for
rehabilitation education and training for
the neat decade and bevond. The recom-
mendations call for & total reexamination
of the manner in which relabilituwion
education is currently and traditionally
achieved. Changes will be required pri-
marily due to the significant changes in
oursociety with respect to developments

in both the private and public sectors of

rehabilitation, emerging nationat health
care policy. spirating costs for both work-
ers” compensation and health care. and
special needs for managed health care.

Service Delivery

. Public rehabilitation programs
should serve private chients through
amerging of public and private pro-
grams brought about by anticipated
changes in health care reform.

2. There should be a national registry
of qualified rehabilitation provid-
ers and independent contractors.,
including graduates of the rehabili-
tation raining programs,

]

Programs for rehabilitation service
delivery should be by “choice™ of
the client.

4. Funding strategies for the univer-
sity programs should be broadened
to include waining needs for inde-
pendent contracting and client
choice service delivery programs.,

Training

1. The Council of Rehabilitation Fdu-
cation (CORE) should expand cur-
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riculum to include private sector
issues related to all serviee dehiv-
Cry systems.

Professionals associations shottld
he more active in articulating the
taining needs of their members.

. Graduate stipend recipients should

be required to "pay back” to any
service delivery system.

Curricutum changes are needed in
arcas of, for example, business and
industry. job analysis and {abor
market information. compensation
programs, legal and forensic is-
sues. insurance and disability man-
agement.

- A future national conterence of the

National Council on Rehabilita-
tion Education (NCRE) should fo-
cus on the merging of public and
Private sector programs.

Current faculty are encouraged to
expand their awareness of insur-
ance rehabilitation and case man-
agement issues as part of their con-
tinuing education. with opportuni-
ties for innovative research and
writing.

The Rehabilitation Education
Journal should have a special issue
directed toward public and private
sector rehabilitation coneerns

Continuing education programs
are needed for more lifelong edu-
cation” for all professionals in the
broad ficld of rehabilitation -- to be
sponsored by universities, busi-
ness and industry. professional or-
ganizations, and others.,

Research

The Nationad Institute on Disabil
ity and Rehabilitation Research
(NIDRR) should establish a Re-
search and Training Center for

Nattonal Rehabiditation Vv mluv3 4

"Rehabilitation in the 21st Centuny
-- the coming together of public
and private sector rehabititation.”

2. Major organizations (CSAVR,
NRA. NARPPS. NCRE. CORE. and
othersy should collectively and
equally sponsor an independent study
group to address the issues refated to
the merging the public and private
sector rehabilitation,

Legislation

Al recommendations listed above
would be addressed by a variety of
funding and legislative sources in re-
inforcing needed changes.
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Chapter Three

Insurance Issues and Trends:
A Focus on Disability Management
including Rehabilitation

Patricia M. Owens

Introduction

his paper presents broad-ranged insurance issues
and trends in the context of work place disability
management (DM). DM in the work place ap-
plies to both insured and emnloyer self-insured
disability benefit programs. Rehabilitation is an important
part of disability management, and practitioners must view
their role (and be trained 1o carry out this role) in the farger
context of comprehensive DM.
As inany developing tield. the prediction for the future of DM
is extensive and intensive change. Trained rehabilitation profes-
sionals can "catch the wave” and help shape this change.

Organization of The Paper

Disability and work place DM are defined. Next. Key
aspects of three workplace disability  programs (ic) Work-
ers” Compensation (WC) programs for illness and injuries
arising out of and in the course of employment, non-WC
disability programs and the Social Security (SS) disability
program are reviewed and retated to DM.

Rehabilitation services are then discussed from the view-
points of specific DM participant~ and payors (insurers,
cmployers and employcees).

The paper ends with a brief discussion of four change
agents - The Americans with Disabitities Act (ADA), Health
Care Reform, Twenty-four hour medical and disability cov-
erage, Social Security Disability Program Reform, - and
their likely pearing on DM and the private rehabilitation
professional.

Patricia M Owens, Vice President of Disabiliny Programs, UNUM Insn
ance Company of Amenican, Portland, Mame

H Nattenal Rehabilitation A\ssociation

Disability Management

The Disability Risk:

A working definition of disability and a basic under-
standing of the disability risk is essential to explore the
broader issuc of work place disability management.

Disability occurs when a medical (physical or mentad) condi-
tion impairs a person’s capacity to function at a preseribed level
(with or without accommodation). Work-based definitions of
disability can require that a person be unable to perform some or
all of the functions of his or her own usual occupation or, they
can be more stringent and require that a person cannot perform
the functions of any occupation.  For WC, a person may be
disabled and qualified {or benetits when a work-caused accident
orinjury reduces their carnings capacity because of aloss in the
ability to tunction. Often this reduction in carnings capacity is
quantified by a payment schedule. Forexample, afinger gamenrs
so many dollars and an arm more dollars. The degree of the loss
is often the source of litigation. The point here is that definitions
of disability for compensation in licu of wages vay.

The follow ing statistics help us understand the Hikelihood
ol someone being disabled:

In 1989, 1 in 7 Americans reported physical and
mentat conditions that interfere with life activities.(1)
In 1990, 14.2 million working age persons reported
that they were limited in that they were limited by
sonte disability that interfered with work. (1)

In 1991 there were 8.4 work-related injuries per 100
full-time private sector workers, 3.9 lost work-day
cases and 86.5 lost work days. (2)
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Disability claims rose in 1992, Both S§ and UNUM
Life Insurance Company report increases in incidence
and duration.  In 1992, SS incidence was 5.4 per
thousand (11). UNUM Life Insurance data covering
S million lives indicates that there was a 23% increase
i disability claims in 1992 over 1989.

Leading causes of claim for 8S are - 1. Mental, psy-
choneurotic and personality disorders, 2. Cancer, 3.
Circulatory System.(20)

General Accidents are the highest cause for UNUM
followed by cancer. heart conditions and back disor-
ders. Six % of claims are for psychiatric conditions
and on the rise.

Work disability may be partial (some work can stll be
done) or total (essential functions of work cannot be per-
formed at all). Disability may last for only a tew days or
may be permanent. In the western world, public and private
disability compensation systems have evolved to provide
income for persons whose disabilities keep them from work-
ing. Deborah Stone, in her definitive book, The Disabled
State. discusses payments for a disabled condition in the
framework of redistributive justice. In the U.S. both public
and private funds are set aside when a person’s medically
determinable physical or mental impairment of function

inhibits their ability to carn a wage. Employers pick upa ™

large portion of the tab.

Disabitity involves more than the severity of an impair-
ment that reduces tunction and precludes work. ttinvolves
many personal, socio-political and cconomic factors. Al-
though the length of this paper does not permit an in depth
discussion of the spectrum of contributing factors, it is
important to acknowledge that disability designation. fre-
quencey and duration are driven by a complex system of
interactive phenomenai.

Defining Disability Management(DM)

DM is a term that describes actions and programs o
control the human and dollar costs of disability in the work
place. Theseactions center on the costs of the disability both
at the individual and organizational level.

DM programs reflect the employer’s overall human
resource philosophy and strategy. Employers who need
shilled workers for complex jobs and place a high value
on the people who work for them will provide more in
henelits to attract and retain employees. In such an envi
ronment. DM is aimed at preyenting disability but, when
it inevitably occurs, providing accommadation and ade-
quate compensation to replace lost wages resulting from
reduced function. These emplosers emphasize rehabilita-
tion and return to work.

Comversely. DM may be minimal if employers have a
human resource philosophy that aceepts high enmployee
turnover espectally when jobs do not require high skitl
level.  In this setting, vacancies can casily be filled by

full-or part-time replacements. When an employee can’t
work because of sickness or accidents, they usually rely on
public programs for protection. If WC is not involved,
employees with disability are terminated when they are
unable to perform their essential job functions and use up
their allotted (if any) sick days.

The size of the employer is un important {uctor in the magni-
tude of DM. DM initiatives of smaller (under 500 employces)
employers may only include short-term and/or long-term bene-
fits provided through an insurer who includes limited DM serv-
ice. The smaller theemployer, the more informal and low-budget
the DM programs may be. ( A fairly recent occurrence is the local
business consortium, These "business groups on health”, are
springing up in communities throughout the US, while originally
geared to rising medical care costs and medical care issues, e
also considering pooled resources for dealing with disability
issues including return to work and ADA responsibilities.)

A Disability Management Model

The Organization’s Philosophy
and High-Level Commitment

DM flows from a precisely stated organizational philoso-
phy and high level organizational commitmentto a portfolio
of programs and services. Benefits handbooks are most
often used to communicate employee health, medical and
disability benefit and management programs and how they
interact to all employecs.

The most comprehensive DM phifosophy takes a posi-
tion on work safety, healthy life styles and includes disabil-
ity prevention and Employee Assistance Programs (EAPs).
Effective DM provides for adequate benefit levels, fair
claims decisions - including appeals, carly intervention
services, job modification and reasonable accommaodation.
Medical and rehabilitation services support maintenance or
restoration of function and return to work.

Linked Absence Policy

Good DM requires a clear-cut absence policy including
absenee for sickness and disability. Employees must know
when and how they will be paid for absences. Definitions
of disability, disability compensation system provisions and
processes, the roles of management, employees and third-
party providers mustall be clearly explained.

Employee rights and obligations regarding disability.
along with employer responsihilities under the ADA should
be included. Special industry job requirements and restric-
tions and drug testing policy are often pertinent and should
be stated.

Information Systems

Effective DM is built on an information system that
captures data, provides information and reports on disabil-
ity related issues such as benefits costs, types of illness
and accidents across programs so that targeted action can
be tahen. The most advanced system will provide for cost
benefit analyses. fndirect costs of disabilits  such as foss
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of productivity and worker replacement costs need to be
factored in. For larger firms. data and information are
produced at the division level as well as in the aggregate
for the company so that distinet problem arcas can be
identified and rectified.

Benefit Plans:incentives and Disincentives

All disability benefit plins need incentives to encourage
return to work. These can be financial in nature, with benefit
rates being at some level betow take-home wages. How-
ever, other work place factors can provide incentives or
disincentives for work vs. disability. It is important that
employees consider work a more attractive alternative than
disability. It is not always financial incentive that tips the
scale for keeping an employee at work or returning them
work. Personal relationships at work and at home may be
involved. Early return to even partial duties can help pre-
vent an employee from developing a disability ndnd-set.

automobile accident and other casualty insurance payments
in addition to the Social Security and WC offsets more
frequently encountered,

Settlements

Settlements. i.e.- payouts of disability benefits are
viewed by some as a DM strategy. Settlements provide a
different payment option for disability claimants. The pay-
outs which may be in a lump sum or a series of payments,
are awarded in exchange for the claimant waiving future
rights to benefits.

This practice lowers the overall costs tor employers and
insurers because the settlement is generally lower than the
total of the payments that would be paid.  Settlements
release money that employers and insurers hold in reserve
1o cover the projected claim duration and this benefits the
payor.

Settlements are advantageous to the employee/claimant

The Progression of Disability
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There should be a serious attempt to identity and under-
stand both individual and organizational incentives and
disincentives to return to work.  Funding levels, plan de-
signs and administrative oversight are all important.

Integration of Programs and Cost-Effectiveness

Insurers who underwrite employee disability benefits
programs (hoth Workers™ Compensation and non-oceupa-
tional illness and injury benefits) and third-party adminis-
trators or employers who self-fund and self-administer dis-
ability related programs look for ways to manage disability
and control costs, They have singly and jointly become
more sophisticated in understanding program integration.
This means mahing programs work together in everyone’s
hestinterest to minimize the full costof disability. including
medical care costs, and to achieve masimun cost benefits
from DM initiatives.

One of the main objectives of integration, o manage
overall benelit levels o provide financial incentives for
return to work was discussed carlier, but it bears repeating
m this conteat. Some disability benefits now integrate with

“REST GOPY AVAI AR
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because they getasizable sum atone time which can provide
for greater f1. zibility in retiring debt or investing. Settle-
ments appear to be on the rise especially indisputed or "gray
area” claims.

WC settlements are referred to as Compromise and Re-
Jease (C&Ryagreements. John F. Burton indicates there are
no national data on these agreements. (100 A study by
Burton with the Workers Compensation Rescarch Institute
could not establish whether C&R agreements increase or
decrease the costs of WC9) Burton says "1 am not sure
whether ... C&R agreements.are increasing.(although my
suspicion is that..(they) are™. He also believes that they
increase the overall costs.(10)

Managing Disability For Individuals

In a model DM program with a clear philosophy L organiza-
tional programs and high level commitment, there is still a need
to focus on the individual. When an individual becomes dis-
abled. individuals and their families need to be able to rely on
clear, fair and consistent guidelines and practices. Fquitable
clatmns requine on credible evidence of the medical condition
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showing what a person can or cannot do as a result of a functional
impairment. Systematic, interested decision-making and follow-
up by the claims payc. and the employer will be present. lden-
tifying when maximum medical recovery occurs and taking
actions to return persons to work in their own or other jobs are
fundamental. Return to work is the optimal goal: rehabilitation
potential must be considered and realistic rehabilitation begun as
carly as possible based on the individual s needs.

Viewing individual disability as a continuum, DM ac-
tons for an individual may occur at a variety of points.
(Sce Chart below, reprinted with the permission of UNUM
Corporation.)

The Workers’ Compensation System

Program Design

The Workers™ Compensation system began in the early
1900s and now has separate programs for each of the fifty
states and the District of Columbia, Under these programs.,
cmployers pay the costs of all work connected injuries
regardiess of fault. Each state is responsible for its own
program. but cach program provides the same basic type of
benefits. A worker must show a connection between the
injury and work before any benefits can be collected.

Benefits include a weekly amount (usually two-thivds
of wages subject to a maximum) paid while the worker is
out of work or until maximum medical improvement
(MM]I) has been reached. 1t atter MMI the person still has
permanent impairment butis nottotatly disabled, compen-
sation will be due in the form of permanent partial pay-
ments based on a schedule for specific impairments. the
loss of carning capacity. or actual wage foss. I after MMI
the person is totally disabled. payments are determined
accordingly. Therefore indemnity pavments may be made
for temporary disability. permanent partial disability and
permanent total disability. Each state has a different way
of computing the indemnity payments, which may be paid
in a lump sum or in increments.

“According to the theory of workers” compensation. the
worker wis not supposed to benefit from the accident, but
wis entitled to a cash amount designed (o preserve living
standards.” say Berkowitz and Berkowitz, 1991, (7 (Note:
survivor benefits dre also available.)

Medical Benefits

In addition to the indemnity pay ments. WC pays {or full
medical care without any limits for work related injuries.
Again quoting Berkowitz and Berkowitz, the worker is
entitled to "the medical care necessary to reach the point of
maximum medical improvement.™ (7) Medical benelits are
the fastest growing segment of WC costs and this has fed to
avariets of reform ideas, especially an emphasis on man-
aged medical care,

Rehabilitation

Berkowitz (901 and Berhowitz and Berhowitz t91) main-
tain that rehabilitation has always been an mient of the WO
program. The goal of rehabilitation is to restore workers to

their pre-injury abilitics, not to improve their pre-injury
work capacity.  Formal mandated programs grew in the
1970s,  with California in the forefront. They began to
weaken in the 1980s and 1990s, mainly because of their cost
and lack of documented cost effectiveness (as measured by
reduced WC costs overall and/or earlier return to work.)
Another reason cited for the failure of WC rehabilitation was
increasing litigation, which could encourage an employce
(o stay out of work while pursuing a scttlement.

Interaction (Offsets)

WC is the first payor but integrates with Social Security.
In most states Social Seeurity is offset by WC hencfits, but
some states have areverse offset sothat SS is the first payor.
Other STD and LTD benefits integrate or pay only contract
amounts that exceed WC payments. As an example, forone
large company. 75% of the STD payments also involve WC.
This happens when STD payments are at a higher replace-
ment rate. to covera WC waiting period and when the nature
of the work causes frequent WC claims,

Funding Mechanisms

The purchase of insurance to cover WC cost is the most
common funding method. Some states permit employers to
sclf-insure. but these employers must meet strict eligibility
standards. mainly financial criteria. (Self-insuring ecmiploy-
ers substantiatly increased their share of benefits from
12.4% 10 20% from 1960-1990. The relative share peaked
at 20.5% in 1983.) (10)

Most States provide for price control.  Premiums are
based or book rates developed by a rate-setting organiza-
ton. All carriers mustuse these rates inselling WC policies.
While adjustments are permitted, all carriers are subject to
the same type of rate adjustments based on like fornuas.
Carriers compete on the basis of dividends and service,
among other factors,

There are two distinet (but not equal) WC insurance
markets, Voluntary and Residual. In the voluntary insur-
ance market. carriers believe the premium they are allow ed
to charge allows them to meet profit objectives. Employers
are willing to pay these rates. Therefore, insurance carriers
“voluntarily” marker to employers.

When state insurance commissioners witl not approve
rate increases 1o aceeptably profitable levels, carriers may
no longer ofter voluntary insurance to some industry seg-
ments. When employess cannot get voluntary coverage they
are forced into the residual insurance market established hy
most states to provide risk relief,

Residual markets are on the rise. These state-runmarkets
operate like assigned risk pools for automobile insurance.
Insurers offer voluntary insurance only to selected indus-
tries. Employvers i other industries may be assigned to a
state-operated pool or o a specific carrier. Al losses over
and above premiums collected Irom these pooled employ ers
must be shared by insurers doing business in the state.
Sctf-insured employers usually do not have to contribute to
the residual pool.
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There is now some movement away from price controls and
other state mandates. Deregulation began in the carly 1980s. So
called "open competition™ allows insurance companies to deter-
mine rates. Arkansas. Colorado, Connecticut. Georgia, Hawaii
Hlinois. Indiana, Kentucky, Louisiana, Maryland, Michigan,
Minnesota, New Mexico, Oklahoma, Oregon, Rhode Island,
South Carolina, Texas, and Vermont have some form of open
competition. Maine law inctudes reference to open competition
but most of the premiumis in the residral market. 1tis interesting
to note that Moves to more open competition have been made in
the hopes of lowering WC costs for the employer and thus

encourages insurers and employers to look for ways to better

manige risks. (cg) DM,

Program Costs

According to John Burton. data for 1991 and 1992 sug-
gest that WC costs have increased on the average of 84 a
vear since the beginning of the decade. To put this in
perspective, costs increased to [8.6 % between 1971 and
1979, slowed to 4.3% between 1979 and 1984, and grew
13.3 9 u year between 1984 and 1990, For 1992, Burton
estimates that the WC expenses would be 2.574 of payroll
and that WC costs will aceelerate in 1993, (1) When
viewed historically, the rise in WC rates can be linked with
a variety of factors including increased personnel. work
place accidents and higher benefit levels. Increase in medi-
calcosts have beena major contributor to the overaltupward
spiral. Other fuctors include increased Litigation and greater
use of compromise and release agreements. (10)

DM and Workers’ Compensation

T is clear that the Workers™ Compensation system pro-
vides a fertile field tor DM, In fact, many argue that loss
control, safety and prevention activities trace their begin-
nings to etforts o control WC costs.

Insurers and employ ers understand the need to encourage
safety at work and to prevent injuries before they oceur.
Satety equipment, work site madilication and self managed
work safety teams were among the tirst DM activities. all
generated by WC cost control strategies.

In a three-year colluborative research project. Hunt and
Habech (12)0 using a rundom sample of 220 Michigan
cmployers from seven industries. correlated differences in
cemployer DM with disability outcome measures. The study
took into account differences wimong industry types. Em-
ployer programs were studied from an organizational per-
spective seehing out wide-ranging interactive programs in-
cluding safety intervention to prevent the occurrence ol
accidents and disability, carly intervention to seek out dis-
ability risk factors and coordmated DM services for cost
elfective restoration of function and retirn to work.

The measures of the effectiveness or conseguences ol the
employer interventions used by Huntand Habeck, were the
meidence ol work-refated disubility. the duration of disabil-
ity and the totad number of lost workday s Successtul ent-
ployers, wdentified via the statistical anady ses. were visited.
These companies were generalty found to be advanced in

)
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safety efforts and very active in injury management. They
had implemented at least some form of return-to- work
programs. The study demonstrated that companies which
emplay progressive wide-ranging DM have been rewarded
by disability prevention and lower WC costs,

Employee Disability Benefits, (Non-WC)

These benefits generally include medical benelits, salary
continuation for absences due to sickness or accident. short
term disability benefits and long term disability benefits and
are described categorically.

Medical Benefits

There are no definitive data sources that relate the avalabitity
of non-WC medical benefits to salary continuation, short-term
disability (STD) or long-term disability (L TD) benefits offered
by employers. Data indicates that smaller employers are Jeast
likely tooftermedical benefits and many donot. Mostemployers
who offer formal satary continuance, STD or LTD programs
whenqueried. indicate that they provide at feast minimal medical
benefits. Few employers. karge or smatl effectively ink medical
and disability benefits for prevention or carly recover. However.
there is growing awareness of the effect on cach program has on
the other in terms of prevention and return to function.

Salary Continuation and STD

Program Design

Many employers provide some iype of sick feave or
salary continuation at 100% of carnings for short-lerm ab-
sences or incidental time oft because of minor illnesses
and/or to see adoctor. These may be informal arrangements
and vary based on industry, seniority. type of joborindustry
as wellas other benefit programs that may begin paying after
a contractual elimination period.

STD plans are more formal and typically begin paying
henefits after salary continuation or sick pay has run out or
on the first day of hospitalization. Some STD plans are
provided in licu af sick pay after a short waiting period.

STD plans generally replace 404 to 70% ol carnings but
can replace as much as 100% 0 Benefit periods range from
30 days to six months. Roughly 90 ot employces eligible
for STD benefits retum to work within cight weeks or less.

Integration (Offsets)

There may be integration with other benefits, especially
with WC. For many {irms. non-W disability is the comi-
nant or sole occurrence. partly hecause pregnaney cin be the
largest cause of STD claims. Because of the short-term
nature ol their disability. those eligible for ST benefits are
usually not entitied to Social Sceurity . Some employers
olfset tor personal injury settlements.,

Rehabilitation

Since mostshort terndisabibity remids with hittle interyention.
systenidtic relabilitation is not frequent. However when eardy
intervention 1s it DM goal. emplosers and insurers seck out
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potential LTD claims during the STD period and begin carly case
management including rehabilitation.

With a six month (or longer) STD (or salary continu-
ation) cligibility period. rehabilitation may be considered
and is usually made available based on an assessment of
potential for success measured in overall cost savings. Re-
habilitation may also be considered as part of reasonable
accommodation under the ADA.

Funding Mechanisms/Coverage

STD is often funded by an emplover by purchasing
tnsurance.  Self funding (with third party administration) is
poptlar with larger employers because the incidence of
disability is predictable and costs can be accurately budg-
cted. When the emplover is paying for the benetit. self-in-
surance, especially il setf administered. can seem less ex-
pensive because there are no third-party premiums or fees.

With the defined contributions as opposed o defined
benefits on the rise. cmployees may have o make their own
choice about STD coverage. They have a hmited employer
provided benefit and they must decide how to use it Or,
employees may be offered an opportunity to enroll ina plan
at their own expense.

The larger the company . the more likely it is to have a
formal STD plan. Department of Labor publications indi-
cate that 897 ol companies over 10 employees have a
formal plans while only 59% of companics with less than
100 empleyees do so. (15) (10) In unionized companies,
there may be several plans depending on bargaining units.

Long-Term Disability Plans

Program Design

L.TD plans puy benetits for an extended period. often o
age 65, depending on the definition of disability. Generally
these benetits pick up where STD benefits end. Earnings
replacement is about 609 of pre-disability camings. up to a
miasimum dollar amount. While large companies may self
insure. most have a third party administrator. Mostsmall o
mid-size businesses and many farge businesses rely on an
insurance company 1o assume all or part of the risk.

There are a varicty of plans avaitable with definitions of
disabilin that change after the initial period of disabilie.
lFor the first two years of emplovee eligibility, 1D plans
usually define disability as the inability of the cmployee o
perform the Tunctions of his or her own occupation beciuse
of injury orillness. Atter two years., the definition becomes
more stringent., and the employvee must be unable to perform
the functions of any occupation.

Partial and Residual Payments

In LTD partial or residual benefits which encourage
return to work cven when a person cannot do the full
functions fully are increasingly common. (Note: partial
disabiliy, may also be a provision of some STD plans.
These provisions allow persans to get wages for the work
they do and collect benefits up to a specified cap. usually
hased on prior carnings. Generally there must be at least a

20% reduction in pre-disability carnings for benefits to
continue.

Rehabilitation

Most LTD benefits programs. insured or self insured. con-
sider rehabilitation. Large employers and insurers may have their
own in-house rehabilitation specialists. Othens rely on third-
party providers on a fee-for-service basis. There is usually a
screening matrix for rehabilitation referrals will be made.
Screening criteria include employee mativation. in-heuse job
availability vs. rehabilitation for out placement is feasible. The
final decision often turns on the cost of rehabilitation vs. the cost
of continued benefits. in addition to job availability. Atthis time,
ADA also plays a part in the process. Both employers and
insurers are looking for measures of cost effectiveness measures
which. unfortunatcly. many rehabilitation professionals are un-
able to provide.

Integration (Offsets)

LTD plans generally integrate with Social Security and
Workers” Compensation.  In fact. insurers and employers
count on this integration or offset to help defray costs. As
indicated carlier, some employer plans offset for personal
INjury payments.

Funding Mechanisms/Coverage

FEmployers often provide LTD as a fully funded benefit
cither through insurance or by self funding. The larger the
employer. the greater the likelihood of self-funding. Most
smiciler employers (500 or less employees) insure the bene-
fit. Employers with as many as 10,600 emplovers may
choose to insure part or all of the risk because the incidence
is more unpredictable and the duration can be very long and
thus expensive.

Again. as with STD. the move toward defined employ er
benefit contributions means that emiployvers may offer LTH
benefits but the employee has to choose them over some
other benefit. or pay for the coverage.

Department of Labor statistics indicate that 199 of com-
panies with 100 or fewer employ ees hase long term disabil-
ity programs. Of companies with rnore than 100 employ ees.
454 have a long-term plan.(15) (16)  The observations
carlier about STD with regard to employ ers and unions also
appiy here.

Individual Disability Coverage

Some employees and self-employed persons have indi-
vidual disability income insurance. Earnings replacement
averages 6096 1o 70% of pre-disability income but can
approach 80, The individual nature of this coverage.
coupled with high-income replacrment levels and a post-
tion of no oftsets for other programs, makes it especially
attractive o highly compensated professionals as well as
a supplement for corporate exeeutives. Disability is pri-
marily defined in terms of inability to perform the duties
of one’s own accupation for the entire benefit period.
usually until age 065,
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Program Costs (LTD-STD)

The 1989 annual costs for short and long term disability
exceeded $87 billion, while medical expenses for disability-re-
luted conditions added another $8Q billion (Berkowitzand Green
1989) (17) The growth rate is unclear but an 8% to 18% rate is
commonly used. Various factors effect this growth rate includ-
ing the numbes of newly covered employees.

DM and Non WC Employee Benefits

As with WC, organizational and individual costs of

disability mandate better and more humane management
of disability in the work place. The goal of DM cost
savings is prevention where possible through ZAPs and
other wetlness programs. When disability does occur, the
aim is to lower the employer’s total cost by carly interven-
ticn in the disability continuum to keep employees at work
or return them to work. DM efforts aim specifically at
aceurate, consistent documentation of disability, restora-
tion of working capacity and return to work through a
variety of interventions.

There is less sitigation in the non-WC arena. so there may
be more opportunity for effective return to work and ulti-
mate cost savings. When employees buy their own disabil-
Hy coverages. there may be different motivations to respond
todisability management programs or forecmploversto push
them. This is an area that needs further study to determine
its eftect on disability management.

The Total Cost of Disability Study

In 1991 and 1992, 1 coordinated &« rescarch project for
UNUM Life Insurance Company of America. (Rescarchers
included Monroe Berhowity, James Chelius, David Dean.
Donald Galvin and Sara Watsor )

In this 12-employer case study . we found that disability
costs, excluding medical costs tor non-WC but including
WO medical costs, averaged just over 8% of payroll: 4% in
direct costs (benefit pavouts and administration ); almost 4%
in hidden costs (ost productivity, replacement rates, poorer
quality caleulated in refation to lost workdays and average
salary of absent employees)y: and slightly fess than 15 in
DM costs for programs to prevent and reduce disability.
Irom other data we know that private disability costs are
growing at a rate of at least 7% a sear. The average dollar
cost peremplosee in the study was 2285, (Chelius, Galvin
and Owens. 92) (18)

The study documents the increased cost of medical care
for persons filing for disability claims. In one company
miedical care costs for persons on disabilits were 7.4 times
higher than non-disabled emplosees. In another company.
costs were 16.5 times higher. Think of the potential for
medical cost savings when disability can be prevented.

The Social Security Disability Program
The Social Security disabitity program has its own spe-

cial blend of political. social. fegal and judicial underpin-
nings. This discussion centers on the insured Social Secu-
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rity Disability Insurance [SSDI| program as opposed to the
needs-based program Supplemental Security Income [SS1]
program). While SSDI is less than 50 years old. it has, like
the Social Security System, undergone incremental change
{read expansion). The Fongress, courts, Presidents, disabil-
ity advocates and program administrators have all worked
their will on SSDL

Many SSDI observers have noted what is termed "the
pendulum syndrome” of the SSDI program. 1f we look at
100 Social Security claims. 30 may be clear-cut denials
and 30 clear-cut allowances, and 30 are equivocal and
require judgment. The decision on the 40 may go cither
way especially over time, as the underlying payment phi-
losophy chunges.

The 1992 incidence rate is expected to be about 5.4
awards per 1.000 insured workers. (20) This is the highest
rate since 1978, In the absence of corrective legislation, the
assets of the DI Trust Fund will be exhausted late in 1995,
due 10 higher-than-predicted incidence rate coupled with
fonger durations of disability.

The House Ways and Means SubCommittee has char-
tered a study by the National Academy of Social Insurance
to review disability policy and the Social Sccurity disability
system from a broad public policy perspective, including its
relationship to other public and private programs.  This
study arose from concern about current structure and cost.

There are three main arcas of interest in comparing the
Social Security program with WC and employee benefits: -
the definition of disability, SSDI's position as first payorin
the pecking order of integrated disability benefits. and the
provisions relating to rehabititation and return to work.,
including the oft-debated incentives and disincentives.

The Social Security Definition

The definition of disability for Social Security payment
is rigorous.  Paraphrased. a person must be so inpaired by
reason of a medical condition that. given age, education. and
work experience he or she cannot perform the functions of
any job that exists in the national economy. The disability
must be expected to lasta vear or resultin death, There is a
five-month waiting period trom the onset of disability to
payment. Other disability benefic programe i activaicd
carlier. many with a less severe condition.

Social Security As First Payor

Social Security payments we reduced by Civil Service
retirement and disability benefits as well as WC in most
states. Sinee for employ ee benefit programs. SSDI s the
first payor. both emplovers and insurers often require their
claimants to exhaust all levels of appeal to gain SSDIand
employers and insurers frequently pay for legal repre-
sentaion,

After two years SSDI beneficiaries get Medicare which
can become first medical insurance payor for disabled em-
ployees who are no fonger considered actively employed.
CFransfer 1o Medicare accounts for big medical costs sav-
ings lor insurers and employers.)
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Social Security and return to work incentives
While SSDI does have retum to work incentives for benefi-
ciaries -- ) trial work periods when a person can work and still
get $S benefits and. b) re-entitiement for S5 beneficiaries who
fail in their return te work attempts. - few SS beneficiaries do

return 10 work and leave the rotls, Actually less than 14 of

people leave SS because of retum to work. (Note, this tendeney
of SS beneficiaries to stay on benefits may also contribute to
longer incidence for persons collecting under private disabitity
plans if they are also entitled 10 88.)

Rehabilitation opportunities through state vocational re-
habilitation agencies have been a part of Social Security
sinee its inception. Reimbursement to state vocational re-
habilitation agencies occurs only when the S8 beneficiary
stays at work for at least nine months. With the strict
definition of disability and the reimbursement method it is
casy o understand  reluctance on the part of state agencies
to routinely work with this population.

Social Security conducted many demonstration projects
over the years to try to improve the return to work successes
of its beneficiaries. Tests of private and non-profit rehabili-
tation providers have also been without real success. SS s
currently conducting ¢ tly case management experiments
dubbed "Operation Network™. Some of the cases are man-
aged by SS employees in the district office. some by state
rehabilitation personnel and some by private providers.
Results have are vet to be published.

Congress continues to search for additional incentives tor
return to work by SS beneficiaries. and this is one of the
mandates for the study mentioned cartier. Many argue that
with the current definition of disability. the first-pay status
and no “job banks” for cehabilitated individuals. most Social
Security beneficiaries will never return to work.

There are just too many reasons for beneficiaries (o stick
with the SS payment rather than risk loosing both the henelit
and medical insurance. In addition, many employers are
reluctant (o hire these persons and maintain that reasonable
accommodation would generally bring about undue hard-
<hip because of the severity of the impairments or because
the majority of Social Security heneficiaries are not quahi-
fied for jobs.

Participants and Payors in DM
(Insurers, Employers, Employees):
Rehabilitation Viewpoints

“For rehabilitation professionals to remain partners in
the human resource initiative (DM) requires that we care-
fully examine the paradigm of our service model in light
of public criticisms, and that we understand and incorpo-
rate successes innovative employers are realizing in the
prevention and management of work injury and disabii-
ity." tHabecek, rel. 13)

“The problent of exactly how rehabilitation service
providers should be selected is not so much w hether the
public program or private providers should fulfill this role
--the public program has largely abandoned the field to the

Just Switoer Manograph

private sector - it is how the private provider should be
selected....Back of the controversy about selection is the
issue of whom the counsclor represents.”  Berkowitz and
Berkowitz, 1991 (7).

"L.TD benefits are generally provided on the basis of total
disability from one regular occupation or from other occu-
pations commensurate with background. experience and
residual abitities.... In order to effectively adjudicate these
issues...rehabilitation practitioners providing services o
L.TD claimants must have a working modef on which service
detivery will also be based.” Keppel. 1990 (21). Ms. Keppel
suggests a "Real Job Market-Mode! for LTD Rehabilitation
and Claims Adjudication.” (Real jobs need to be available)

Carolyn Weaver in her discussion of the need to change
the public vocational refrabilitation system by providing
vouchers for public-program beneficiaries who could then
shop for the right service, makes many important points
which have general application. (Ref. no.21) Her major
premise is that. "Public agencies and private firms. if
competing toattract new customers. would have the incen-
tive o experiment with new diagnostic and evaiuation
techniques. new methods of case management or place-
ment. as well as new forms of administration and financing
as they attempted to supply what customers wanted at a
price they were witling to pay.” Custor ersin this case are
the actual users of services.

The private rehabilitation provider does have a unigue
role. The rising costs of rehabilitation services in Work-
ers’ Compensation without documentation of significant
cost benefit have led to a reversal of mandatory rehabili-
tation requirements.  Employee benefit insurers and em-
ployers who self-insure generally espouse the virtues of
rehahilitation butalso want to see results that spell suceess
in their terms.,

Employees may not have the incentive to participate in
rehabilitation if their disability status looks better than re-
turning to work in a hostile environment. This is especially
if they are fong-time workers with the physical problems of
aging and frequently unhealthy life styles. When the cco-
nomic environment results in layoffs and downsizing. a
worker with an impairment may feel more secure on disabil:
ity and may resistany rehabilitation effort.

LEmployers who are insured may not see any value in
bringing a person back to work when the insurer is paying
the benefits, unless there is an issue of experience rating and
their insurance premiums can be lowered by return to work.
Once a replacement employee is hired and working al full
pace. rehabilitation may cost more.

Insurers who believe rehabilitation is possible for a
given employee may be reluctant to push an cmployer for
fear of loosing a customer. or if the insurance company has
wold a policy through a broker and the employer goes o
the broker and complains, the insurer may choose not to
push the issue in the face of foosing both the employer and
the broker as customers.

However. rehabilitation professionals may be able to
deflect these negative attitudes and create positive rehabili-
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tation results with cost-effective approaches and realistic
assessment of the motivations of all parties. However reha-
bilitation professions must define practice guidelines and be
hetter trained in the dynamics of DM and the interaction of
the programs at play in the work place. balanced with their
responsibility individual clients.

Responsibilities and rights under the ADA are also im-
portant.  If an employee with a disability is motivated o
work and the employer can make reasonable accommoda-
tion. including flexible hours. switches o vacant positions
and changes in the physical plant. it is the employee’s right
and the employer”s responsibility to work toward job place-
ment. Rehabilitation can be the linchpin.

Watch for These Change Agents!
The ADA

The ADAis not just another piece of fegistation that will
quictly be setaside. The National Council on Disability. an
independent federal agency charged by Congress to analy z¢
and provide recommendations on issues of public policy for
people with disabilities. was instrumental in initiating the
ADA. This ageney has also established the ADA Watch.
an ongoing activity that will report to Congress and the
public. Key findings include the following:

Complaints filed under the ADA thus fur indicate that
certain hey areas need greater attention, including,
for example, accommaodating current emplovees with
disabilities.

Major elements of employee benefit plany are heing
called into question by the ADA, such as whether an
cmplover’s health care plan mav discontinue cover-
age of certain benefits specificallv needed by peonle
with disabilities. (23)

According ot EEQC records through Mav, 27 56 of

the charges related to accommaodations : back was the
highesi impairment category,

The ADA will support most DM objectives and will also
move more recaleitrant employers into the fold. "Rehabili-
tation professionals have more muscle to achieve return to
work goals for employees wath disabilities who want (o
retuin- to-work and that means more success” savs Kayve
MeDevite RNMS.CRC. Regional Director of Disability
Management Services.

Heaith Care Reform

Health care retorm can only have positive elfects for
persons who have not had access to health care. However,
there could be some negative ramifications for DM and
rchabilitation professionals,

There may be less money from employers to provide for
other employ ee benefits. While employers most who pro-
vide non-mandatory disability coverages generally also pro-
vide health insurance. others do not. Widt increased costs

of health care, other employee benefits may be dropped or
the employer’s contribution reduced.

Inclusion of WC in the health-care reform package could
revise payments for WC medical care. First dollar coverage
may be gone. and that can in turn affect medical-care
choices. Moreover. the indemnity WC benefit, which most
often encourages or provides rehabilitation services. may
drastically change both in terms of who insures the benefit
and how it is managed.

There is also coneern that more conservative treatment
in managed competition could reduce agg.essive return o
function. return © work efforts of employers and disability
insurers. The basic plan may not include this type of treat-
ment. If global budgeting prohibits extra-contractual pay-
ment or slows access to treatment. disability incidence and
duration can be increased.

Rehabilitation professienals may have a whole new cast
of characters with whom to work in case management. The
aceess o records and the very existence of records may
change. Funding for rehabilitation if notin the plan must be
sceured from other sources.

Twenty-Four Hour Coverage

Twenty-four hour coverage has been used mostly in
conjunction with discussions of medical benefits. In gen-
eral it means that no matter how an injury or illness arose.
the same "insurance” plan would pay for treatment. To put
it another way. medical care (or disability benefits) are
provided regardless of whether the illness or injury hap-
pened in the course of employment. The emplover has a
spectfic financial responsihility for some or all of the costs.
As much as we hear about this concept. it is not in effect
anywhere at this point. There are still distinet benelits and
rules for cach medical and disability program.

State law provides for twenty-four hour coverage in
Florida but it has not been implemented because of some
real sticking points around reduction in coverage now pro-
vided under the WC statutes. Other states have taken some
action and Texas allows emplovers o opt out of the WC
system but they remain liable for WC injuries. California
has introduced legislation for twenty-four hour disabitity
coverage but much debate remains ahead before final pas-
sage according to most commentators.

In effect. the health care reform, if it maintains its posi-
tion on inclusion of WC Medical benefits, puts twenty-four
medical coverage in place. Employers must provide medi-
cal care benefits for all illness and injury. It is not clear if
the first dollar pay ment status of WC would be maintained.
Hso. this would inerease costs. Also. it WC remains in the
health care reform package. there it too would be subject to
managed care approaches.

Separating out medical care from the WC indenmity
benelit may give more impetus to twents -four hour disabil-
ity coverage. Legislation introduced in California includes
twenty-four hour disability coverage. (24) Now. non-W(
coverage does not generally provide benefits for permanent
partial disability - where there is some loss in work function
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but the person can return to work. This ™ ke type of benefit
that is the most subject to litigatic ~e can expect a
different type of disability management with twenty-four
hour coverage. Current WC rehabilitation provisions would
no doubt change.

Twenty-tfour hour coverage can mean that insurers who
specialize in the now separate coverages may need to form
joint ventires.

Social Security Reform

Disability advocates, disabled persons and (ax payors,
while united in their drive for Social Security reform, have
ditferent perspectives on the issue.

The thrust for Social Security reform seems anchored in
providing more support for persons with disabilities to atlow
them to enter or remain in the work foree. The trend is away
from strictly cash benefits for total disability toward a
combined compensation-and- support-services strategy that
enables a person to be productive.

Another reform element is the move away from astrictly
medical modet in determining disability. Many people who
meet the current Social Security medicat listings do in fact
work.  Critics maintain that disabitity benefits should be
based on functional abitities compared to essential functions
of jobs. Social Security should then provide financial sup-
port in the way of wage supplementation for Tower paying
jobs or services to increase functional ability. which can in
turn have carning capacity.

Rehabititation professionals would have important roles
to play under either reform seenario.

Summary

Public and private insurance trends are built on the need
for cost savings refated to human resources. There are
savings when disability is prevented butalso when persons
with disabilities can be productive in spite of disability.

DM. founded on sinving human and dollar costs related
to disability, is becoming more sophisticated.  Rehabilita-
tion is an essential element of an integrated DA program in
the work place.

Rehabilitation professionals can sueceed when they un-
derstand DM and the perspectives of the key players: em-
ployers, emiployees and third-party payors. primarily insur-
ers. Rehabilitation professionals must link their activities to
cost- saving objectives and fearn how to measure and report
Ccost savings.

Profound change is in the wings, The ADAL health care
reform. the potential for twenty -four hour disability . .-
crage and revision of the Social Security System are
various stages of devetopment. The ADA is being inter-
preted by government agencies and courts in relation to
actions hoth taken and not taken.  Health care reform is
predicted tobean ongoing process over the nextfew years,
Social Security disability policy is being studied and ree-
ommendations for change formulated,

vt Swiler Monograpt

(I have not discussed Long Term Care Insurance as it is
not currently a major employee benefit nor is the definition
tied to inability to work. [do believe however that rehabili-
tation professionals should watch this arca. Long Term
Care is tied to aclivities of daily living. Rchabilitation
services o enhance. restore person’s abilities to engage in
activities of daily living will surely be in greater demand.)

Rehabilitation professionals can help shape changes that
oceur and certainly the field will be reshaped by the changes,

Epilogue

Dmopoly

I find it intriguing to view DM as Dmopoly. a hypotheti-
cal board game where the player’s objective is to have
money proportionately assigned to cach token they are
given: there is an ideal balance among tokens, given the
money available. The first player to reach the prescribed
balance wins. If no one reaches the ideal state, the player
who is the closest wins.

The tokens represent an Insurance Company. Employer.
Employee. Rehabilitation Providers, Doctors and other
health care providers, Ergonomic Design/product firms, ete.
Each participant begins with a certain amount of seed money
assigned to 2ach token. Players may receive money froma
savings pool or contribute to a cost pool determined by
movement around a board with spaces representing various
disability events or DM activities. Movement is based on
the roll of dice. Players may land on squares that permit
them to insure alt or part of the risk or to reinsure tor their
insurance token. EAPs can be purchased and Rehabilita-
tion professionals can get money it they are hired and show
cost savings, but the employer or insurer has to give up
money o hire them.  However, cost savings may be taken
from the savings poot and allotted to each token. including
the employee. There are penalty spaces when for example,
supervisors are uninformed on DM policy.

This flight of fancy graphically illustrates the potential com-
plexity of DM, Players must have anoverall strategy forall tokens
and record their plays. They must continually check that all
tohens are moving toward the optimal balance.
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Excerpts of Reviews and Comments

Chapter Three

r. Owens emphasizes the insur-
Dunce industry in her analysis of
the trends and issues in rehabilitation,
and not inappropriately so. The needs
of the insurance industry have likely
been the foundation for and the major
driving force behind the formation of
the private sector in rehabilitation. Al-
though it is interesting to have this
insight, the more useful question is.
what ¢lse is out there that may cither
be equally useful to us in private prac-
tice as a referral base, or what may
become one in the future?

A broad referral base is essential for
any private practiioner as it helps avoid
the catastrophe of having itall "goaway™
on short notice. A broad referral base is
tikely equally uscful forthe health” of the
field in general. Can we, for example,
think of ways to generalize our applica-
tions in insurance rehabilitation to other
settings? What else are private practitio-
ners doing that the field doesn’t generally
know about? Do we even know who 1s
in private practice in tenns ef theirdemo-
graphics and professional identities?
There are so many unanswered questions
that we must have for correctly identify-
ing the broader trends in our field. a
knowtedge of which is likely essential to
our ultimate survival as a unique field in
the century to come,

This suggests wat in our field we
should set the “trend” of determining
how 1o monitor our own field as well
as that of our cohorts, all the better for
our own business knowledge and
long-range planning. [ do not believe
this effortis presently in place, and we
need itfor our own guidance in avoid-
ing becoming too dependent on asole
referral source, even if on the surface
it looks as substantial as does the in-
surance industry. After all, we once
thought the same of the savings and
loan industry, didn”twe?

- Phillip Bussey

M.\.()\\cn\ provides an eseellent
overview of the trends and issues
imvolved in private sector rehabilita-

Fovd Swarccr Monograph

tion today. In particular, this paper is
a very good overview of the various
activitics involved in private sector

rehabilitation including a summary of

the various programs of the practicing
rehabilitation consultant.

A major arca of reform would be in
the health care arca. One of the most
interesting phenomena that has oc-
curred in the last five years in private
scctor rehabilitation has been the
nearly startling growth of the case
management association based in Lit-
tle Rock, Arkansas. To ilustrate. their
fifth annual conference drew nearly
2,000 practitioners this fast year. In
addition, the Commission in Chicago
has received over five thousand appli-
cations for the grandfathering of the
certified case management exam. It
would seem that the tremendous inter-
est given o this arca is direetly related
to the upcoming reforms in the health
care arca. In fact. many professionals
in the private sector field look to case
management as the new big growth
arca for private sector rehabilitation,
Inmy opinion. this growth has alrcady
established itself.

Related to the health care move-
ment, the ADA law and its implica-
tions for the future still remain to be
cnormous. While the response to
ADA has been rather sluggish and
somewhat immobile, recent court
cases as well as those that are pend-
ing will serveasa strong stimulus for
employers o begin taking seriously
the intent of the law under ADA.
When employers begin to realize that
the ADA means serious business. the
potential for private sector consu't-
ing will manifest itself rather quickly
for rehabilitation consultants and
private companies.

In both of these arcas. the ADA and
case management. there are tremen-
dous needs for training and technical
knowledge if the rehabilitation con-
sultant is going to be a reliable re-
source for both funding sources and
employersinthe fuwre, ltwould seem
that a tremendous amount of work
needs to be accomplished in order to

Natronal Rehabilitation Association

adequatety provide competently
trained professionals o meet these
cmerging needs.

— Tim Field

he potential for employment of
Trchubililulion professionals in
workplace disability management has
yet 1o be fully realized by the profes-
sional rehabilitation community. The
disability manageiment model de-
scribed by Ms. Owens expands the
traditional private sector rehabilita-
tion professional * s role to include
prevention programs which focus on
cmployee wellbeing, health and
safety. All oo often, the {ocus is on
rchabilitation tollowing disability. In
addition, workplace disability man-
agement has tended to center on
workers” compensation rehabilita-
tion. Ms. Owens reminds us that reha-
bilitation provisions are common in
short-term, long-term and individual
disability plans. and the social secu-
rity disability program.

One particular point made in re-
eard to workers’ compensation pro-
arams has been cxpressed in this
manuscript as well as in other 1993
Switzer papers. It also refates to other
insurance rehabilitation systems. This
point focuses on the weakening of
formal mandated rehabilitation pro-
grams as part of workers™ compensa-
tion legislation. Without documenta-
tion of rehabilitation effectiveness
and efficiency in terms of human and
dollar costs, workplace disability
management will never be realized to
its full potential. The public rehabili-
tation system has been able to docu-
ment this data for years through pro-
gram evaluation methods.

The author’s discussion of a hypo-
thetical board game. DMopoly. al-
lows the reader to view the complexi-
ties surrounding disability manage-
ment. (This hypothetical board game
is similar o the actual board game
titled "T'he Disability Trap” by Valpar
Iuternational.) Disability manage-
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ment should not be a haphazard sys-
tem but one which has a positive, for-
ward-moving strategy where all of the
many parties involved maintain clear,
open communication and work in
concert with each other for asuccess-
tul outcome. The complexities of the
system need to be minimized so that
crveryone involved in the process. par-
ticularly the worker with a disability.
receives appropriate. timely and cost
cffective services.

A varicty of "change agents.”
which are expected to significantly
impact disability management. is
presented. These include: the
Americans With Disabilities Act.
health care reform Twenty-four cov-
erage and social security reform.
Since the national state and local
environments will see much change
in the near future regarding the
above issues | rehabilitation profes-
sionals must be keenly aware of ex-

isting. proposed and new pieces of

legislation and policies so that they
can accurately predict the trends in
disability management and respond
accordingly. Rehabilitation profes-
sionals have much expertise to offer
in these changing times ¢ and must
be proactive in dealing with current
issues. We cannot afford to sit back
and wait for things to happen: we
must participate in legislative ef-
forts and policy changes to ensure
that rchabilitation is viewed as a
worthwhite aptionindisability man-
agement.

- Juliet H. Fried

wens' paper effectivels illus-
Olrulv\ the complenity and diver-
sity of insurance issues i disability
management. A very important issuc
is the need for a comprehensive and
integrated disability management
model. Both in education and practice
our society has increasingly moved
toward speciatization aud narrowls
focused expertise. Over-speciatiza
tion. and thick walls between profes.
sionals will not work in disability
management. An effective disability
management model requires profes-
sionals frommany diverse disciplines

and perspectives to work together ef-
fectively to meet common goals.

Owens suggests that there is an
important role for rehabilitation pro-
fessionals in disability management.
Clearly there is overlap between the
mission of vocational rehabilitation
and the purpose of disability manage-
ment. The field of rehabilitation necds
to look closely at the type of skills and
expertise it can provide to employers
and insurers to facilitate reductions in
injuries. promptand effective medical
and vocational rehabilitation. and
swift return to work,

A second point raised by Owens
concerns disincentives to return 1o
work. The importance of secondary
gains and systemic disincentives are
arcas that stll require public policy
attention, and scrious consideration
by practitioners.

— Dennis Giibride

he workplace disability manage-
Tmcnl (DM model is discussed in
length by Ms. Owens. Rehabititation
is emphasized as an integral role in
this model with return to work as the
ultimate goul. In order for this to be
successful. rehabilitation potential
and rehabilitation planning must be
determined as carly as possible.

To control rising cost of disabil-
ity . regardless of what disability
benetit programs. it is obvious that
return to work is the absolute goal
and carly intervention the only ac-
ceptable rehabilitation philosophy.
Thus is the coneept of managed care
and 24-hour coverage. Employers
will be Tully involved with the reha-
bilitation process of their employeces
utilizing the resources and skilts ofa
team of health-care providers, reha-
bilitation practitioners and claims
adjusters. As the pavor of disability
henelits, emplosers should and will
hav e the actual controt of the "cases”.
This true interdisciplinary approach
wilt be the model of the future. Inter-
estingly this will also assistemploy -
ers to comply with the regulation and
spirit of the Americans with Dis-
abilities Act (ADA)Y The actual
beneficiaries witl be the eniployees,

National Reliadulitation Ao ation

the individuals with disabilities and
society as a whole.

—John W. Lui

he author provides a comprehen-
T,\'i\'c review of the various types of
insurance coverage, coverage trends,
settlement issues. and o sampling of
the disincentives within the current
svstem for successful rehabilitation
outcomes. All of these issues wre ana-
Ivzed within a disability management
perspective.

In discussing the Social Security
svstem, the author points out that tess
than It of the social security popula-
tion is terminated yearly because of
return to work. While T cam aware of
the existing disincentives to work., |
was truly startled by that very dismal
statistic. Clearly, there needs o be
mach more rescarch into identifica-
tion of the work disineentives for so-
cial security recipients. along with re-
alistic strategies which can assistwith
moving a greater humber of persons
with disabilities into the worktoree.
Hopefully. the studies currently being
conducted will provide us with some
critical data on how o begin to ad-
dress the issue of helping people
move from dependence to productivy-
ity und independence.

Along the lines of social seeurity
benefits, the author comments that
many employers may be reluctant to
hire social seeurity recipients because
of cither undue hardship or the lack of
qualifications on the part of the recipi-
ent ol benefits. While Tdonot feel that
a blanket statement such as "All per-
sons with disabilities are facking job
qualifications.” would be accurate or
fair, T think that we in the rehabilita-
ton field need to do a better job in
preparing students and young persons
with disabilities to be ready and pos-
sess skills for the world of work. Re-
habilitation counsclors working on
transition teams. within school dis-
tricts. and in conjunction with state
VR offices can continue (o provide
services that are essential for the com-
prehiensive education of young per-
<ons with disabilities. Offering to em-
plovers skilled. motivated workers
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who can help the employer to meet
their business needs will be the most
effective way to reduce or eliminate
reluctance to hire based on a stereo-

typical impression of a specific group
of people.

— Patricia Nunez

S.Owen's essay is a comprehen-
Msi\'c primer on disability man-
agement. benefit systems and per-
spectives which impact private sector
rehabilitation. The range of rehabilita-
tion programs described within the
scope of disability management are
hased upon the economic value of an
individual employee. Similarly. the

T9vd Swar o Moo

existence of disability management
programs is based upon their ability to
document cost savings to the organi-
zation.

Rehabilitation is portrayed as an
integral component of disability man-
agement programs valued for its abil-
ity to reduce benefit expenditures by
restoring workers to their pre-injury
abilitics or other types of work. Statis-
tically supported, Ms. Owens de-
scribes an increasing incidence of dis-
ability claims. escalating costs and
dramatic legislative changes.

Citing the ADA, Health Cure Re-
form. Twenty-four hour coverage and
Social Security Reform as four
change agents influencing disability
management, Ms. Owens identifics

48
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an unstable, concentrated and turbu-
lent organizational environment. She
correctly states that rehabilitation pro-
fessionat can shape the field and the
ficld of rehabilitation will be shaped
by these agents of change.

Perceptive rehabilitation profes-
sionals that efficiently observe, ana-
Iyze and process the changes in their
environment will prosper. In a field
already recognized fordemands of ac-
countability, the documentation of
both "hard” and "soft” case manage-
ment savings appears crucial.

- Stephen A. Zanskas

1
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Seminar Recommendations

Chapter Three

he following is a summary of the
Trccommcnduli()ns and implica-
tions for action as they refate to the
discussion of chapterthree. These ree-
ommendations were developed by an

individual work group and the style of

presentation retleets their own format
along with implications for action,

Service Delivery

The following are implications for
service delivery within the private re-
habilitation sector. These affect the
need for rescarch, training/ education,
policy and program development as
well as legislation,

I. Recognition of the changing and
diverse needs for private rehabili-
tation services with regard to dif-
ferent insurance product lines.

The field is going throughasignifi-
cant period of change that will af-
feet the way insurance companies
and employers structure and pro-
vide disability income products
and services, Some of the key
forces at work are the Americans
with Disabilities Act. healtheare
reform. 24-hour coverage. ele.

As we move through this period of
chiunge, the private rehabilitation
profession needs to be knowledge-
able about the implication these
chinges witl have on the services
we deliver. We mnst be prepared
as a protession to evolve to meet
the future needs of our customers.,

Inaddition, we serve a broad range
of insurance product lines which
have diverse needs. These product
lines inclnde Workers” Compensa-
ton, short-term disability, long-
term disability . individual disabil-
ity income, personal injury . and 1i-
ability coverages.

Across these product tines, there
miay be sinularities i the naure of
the services required. However,

there are often basic differences

s

such as the expected outcome.
tunding sources, cle.

The similarities and differences are
not always well understood by the
private rehabilitation profession. 1t
also appears there is no clear un-
derstanding on the part of insur-
ance companies and employers
about how best to utilize private
rehabilitation to influence the out-
come of cases.

More needs to be done to stintulate
communication and an exchange
of information between the insur-
ance industry and private rehabili-
tation professionals. We need 1o
develop a better understanding of
the respective issues which affect
both groups. This has implications
for joint rescarch and educa-
tion/training.

CTimely referral/early intervention.

Rescarch has repeatedly shown
that timely referral and carly inter-
vention are kevs to suceesstul out-
come on cases. However, more
needs o be done to educate cus-
tomers on this fundamental con-
ceptand how itean impact the out-
come of cases.

. Professional definition of private

rehabilitation services.

The services provided by private re-
habifitation professionals often biur
with services provided by other pro-
fessional specialties. Private reha-
bilitation needs o develop a clear
statement of the range of services
that are within the scope of our pro-
fessional expertise,

4. Resolwtion of the customer/elient

debate.

Private rehabilitation needs to de-
fine. understand and resolve the
issues surrounding obligations to
the customer versus the obliga-
tions to the client (consumer) Pri-
vate rehabilitation needs (o de-
velop clearer guidelines regarding
the private rehabilitation providers

49
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responsibility to cach party in-
volved.

I

Policy or Program
Development

We recommend certification bod-
ies require a specified amount of
continuing education units regard-
ing insurance industry education
such as outcome measures, per-
formance expectations, and the
disability management spectrum.

2. Develop a workshop or focus group

at the National Disability Manage-
ment Conference which will be
held in Washington, DC in the Fall
of 1993, Topics to include in the
workshop are as follows:

o disability management model
o cxpected outcomes

e performance delivery expecta-
tons

The structure of the workshop
would be interactive including pri-
vate rehabilitation providers who
can share information about the
services we provide. outcomes and
service specitications such as carly
intervention and time required on
cases o provide specific services,

2. Develop an Adjustors Guide to pri-

vate rehabilitation services for ad-
justors within the Workers™ Com-
pensation industry.

4. We need to generate more ongoing

contact and interaction with insur-
ance companics. We recommend
that the Switzer Scholars inttiate
action on this and ¢ncourage
NASPPR to assume ongoing re-
sponsibility.

S. We request that the National Reha-

bilitation Assoctation (NRA) ap-
proach the Social Security Ad-
ministration reguarding the release
of the results of the Demonstration
Projects utilizing private rehabili-

Toss St o Monograph
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tation sector for rehabiltitation of
Social Security claimants.

Training of
Staff/General Public

Develop additional training and
education for customers (the insur-
ance industry and employers) re-
garding private rehabilitation serv-
tces. This would include:

e more information regarding the
services we provide

e when and how to utilize private
rehabilitation services to effect
outcome of cases

e henefits of carly interven-
tion/timely referral

e referral imformation we need
from the customer i order to
provide services

- Develop more education and train-

ing for private rehabilitation
providers regarding the insirance
industry . This would inchude:

e cxpected outcomes
e performance requirements

o [legal issues aifecting and regu-
lating che insurance industry

- We recommend CORE incorpo-

rate niore principles of private re-
habilitaton in graduate levels of
rehabilitation counselor educa-
tion.

W need to disseminate more infor-

mation on private rehabilitation
and rehabilitation in general to the
general public.

Research

CThere is a need for jomt researcih

between the private rehabilitation
profession and tie insurance in-
dustry . The rescarch needs to focus
on ideal outconies, performance
standards and measurements, and
the evolving disabilits. manage-
ment model. The design of the re-
search to some estent will depend

Toos Swat o Maonograph

(2%

0.

upon the disability income product
line being addressed.

Organizations to include in consid-
eration of joint rescarch are as fol-
lows:

e California Workers™ Compen-
sation Research Institute

e International Association of In-
dustrial Accident Boards and
Commissions

e National Counsel on Conipen-
sation Insurance

e Workers” Compensation Re-
search Institute

e American Association of State
Compensation Insurance Funds
- Insurance Rehabilitation
Study Group

We need additional research on
how to effectively educate the
front line adjustor within the
Workers™ Compensation industry
(and other product lines).

- We recommend an interchange of’

information between insurance
companies in the private rehabili-
tation profession regarding re-
search that has already been com-
pleted. We Teel the National Re-
habilitation Association needs to
be proactive in requesting re-
scarch information and dissemi-
nating it to professional members.

We need additional research to
identify the outcomes of private
rehabilitation. This would in-
clude:

e mcthods of outcome measure-
ments

e cost benelit analy sis

e envice delivers methodolog v

e NIDRR (in the U.S. Dept. of

Education) should be approached
regarding availability for funding
of this type of rescarch,

- Develop a madel for cost-henefit

analy sis for the different product
lines including workers” compen:
sation, long-term disability . ete.

Update the study of the compara-
tive analy sis of outcomes of pub-

Neattemal Re /l:l/’l/llll{lnls\(l) teittem

lic and private sector rehabilita-
tion done by Berkley Planning
Associates.

Legislation

. As we address the healtheare re-

form issue. assure that rehabilita-
tion professionals are included as
reimbursed service providers as a
part of the healthcare reform plan.

Individual rehabilitation profes-
sionals need to lobby on the state
level for legislation effecting dis-
ability/health policy.

We need additional legislation in
regard to the Social Security Dis-
ability Insurance program {or addi-
tional incentive to retum to work,
including tme limited benefits with
rehabilitation per the recommenda-
tion of the Pain Commission.

. Have input into the National Acad-

emy of Social Insurance study of
disability policy.

ro

Other

. Private rehabilitation professionals

need to take personal responsibility
to develop and disseminate profes-
sional information and education.

S Weneed totest methods to increase

public awareness of rehabilitation
and should seek partners within
other professional organizations to
assist in this process.

- As Switzer Scholars, we need to be

sure the Switzer Monograph is dis-
tributed to our customer set to in-
crease knowledge and awareness of
private rehabilitation issues.

. Private rehabilitation professionals

need to be proactive with change to
evolve our profession accordingly.

. Develop a long range plan for pri-

vite rehabilitation and develop
leadership to imprement that plan
within the National Rehabilitation
Association and NASPPR.

dh
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Chapter Four

Trends & Innovations In Private Sector
Rehabilitation For The 21st Century

John W, Lui

or over two decades, private sector rehabilitation
has experienced tremendous growth. Increased
numbers of experienced public sector rehabilita-
tion counselors have switched to the private see-
tor. Many graduates fromboth the undergraduate and gradu-
ate tevel programs in rehabilitation counseling or related
fields have gone directly into the private sector. This was
due to various reasons: the unmet service needs of industri-
ally injured workers by most state rehabilitation systems:
the mandatory rehabilitation statues in state worker compein-
sation faws: the perceived intrinsic factors in the job itself
such as basic salary incentives, caseload. training opportu-
nities and protessional esteem (Howell, 1983). During this
time. private sector rehabilitation evolved and matured.

While most counselors are still engaged in providing
services in the disability benefit systems such as workers’
compensation. long-term disability. social security. cte..
others are expanding into the medical institution/systems,
the tegal system. business and industries. and have even
begun to service public/governmental agencies. In the
1990s. due tosome major legislation and social movements,
crisis in the health-care and state workers™ compensation
syatemis, erisis within fingueial indtitutions including both
the banking and insuranee industries. and the poor national
cconomic conditions, private rehabilitation is again at an-
other crossroid. The effect of these many lactors will be felt
by the entire field of rehabilitation and especially private
sector rehabilitation deep into the 2Ist century .

The Americans with Disabitities Act (ADA) the tand:
mark civil rights bill o 1990 was hailed by people wih
disabilities as well as the rehabilitation community . Reha-
bititation counscelors, the supposed experts in working with
people with disabilities, are suddents gurus in addressing
difterent Tithes in the ADAL Their shills i job anatysis, job
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development. and job placement. and experiences in the
disability field give them great access to one particular
group that is severely atfected by this law and is cagerly
sceking assistance - the employers of the business and
industry. The need of g well-written job description identi-
fying essential and marginal functions will greatly enhance
the employers” compliance to the employment section of the
Jaw. Their knowledge base in job modification will also
assist the employers, the employees and job applicants in
the arca of reasonable accommodation. With special train-
ing in accessibility. they are also the consultants in dealing
with architectural barriers. They will also be involved as
expert witnesses on either the plaintitf or defense side in the
case of lawsuits derived from non-compliance with this taw.
Since ADA ivacivilrights hill that will continue to be tested
and updated. private rehabilitation will remain active with
its existenee.

Also effoctive in 1990 was the Individuals With Dis-
abilities Education Act (IDEA)Y otherwise known as Public
Law 101-436. The whole issue of “transition {rom school
to work™ emphasized career oriented. vocational enriched
and community integrated experience for students. This
transtates to ample opportunities for practitioners in pri-
vate sector rehabilitation in the areas of vocational evalu-
ation. vocational counseling. job placement services, sup-
ported employment services, and independent and com-
munity living services. Already springing up in the market
place are private employment agencies operated by reha-
bilitation counselors specializing in the placement of'indi-
viduals with disabilities including students. Widh the na-
tion™s focus on education. school systems may atso prove
10 be the new employvment setting that attracts rehabilita-
tion professionals from the private sector, Nonetheless,
IDEA will continue to ereate attractive referval and fund-
ing sources for private rehabilitation,
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The Rehabilitation Act was re-authorized and amended
in 1992, The common philosophy it shared with ADA and
IDEA was choice and empowerment for individuals with
disabilities. One of the tools that will enable such a concept
iv assistive technology, While ADA does not specifically
mention assistive technology, “reasonable accommodation”
and "accessibility™ will require the use of such. The Reha-
bilitation Act Amendments and IDEA certainly have spe-
cific wordings on this issue. Both of these two public laws
had actually mandated the use of technology many years
ago, But it was not until the passage of Public Law 100-407,
The Technology-Related Assistance for Individuals with
Disabilities Act of 1988, that the federal government echoed
its recognition that all people with disabilities can benefit
from technology (Langton, 1991). The inception of ADA
suddenly makes "assistive technology™ houschold words
amongst practitioners who are involved with the employ-
ment process of individuals with disabilities. Their skills
and interest in this arca will continue to grow as they begin
to learn and accept that besides the placement phase where
technologies are commonly considered. that there are other
places in the rehabilitation process where consideration of
the use of technology or technology related services should
tahe place (Langton, 1991). This whole arca of assistive
technology will have an impact on the private rehabilitation
practitioners in their day to day work, will bring other
professionals into the arena of private rehabilitation such as
oceupational therapists, physical therapists and rehabilita-
tion engineers, will create new carcer opportunities for some
practitioners with special skill sets and interests, and will
create demand in new market arcas.

As we approach the new century, we must face up to
one of the most obvious but often overlooked domestic
issues in the United States: “the abilities of communities
to work and live together more productively with all types
and groups of People” (Wehman, 1993). In 1990, almost
one in four Americans had African. Astan, Hispanic, or
American Indian ancestry. in contrast to one in tive in
JOR0 (Leung, 1993). A society of multi-ethnicity is here
and is here to stay. Private rehabilitation practitioners will
encounter greater diversity in the clients they serve and in
the workplace that they are employed. Since these provid-
ers practice in a wide array of employment settings and
svstems, their likelihood in meeting clients of other cul-
tures is no doubt very high. This lack of knowledge aboui
cultures other than their own will create unintentional
roadblocks to provide specific services or to successfully
complete the rehabilitation process (Watson and Eilen-
berg, 1993). While there exists little information in reha-
bilitation literature in minority ethnie population utiliza-
ton of human service delivery programs, these studies
were conlined specifically in the state/federal vocational

rchabtlitation systems, There is definitely a scarcity of

research on the same topic in private rehabilitation. This
huge vacoum of information will severely compound the
difficulties private rehabilitation practitioners must face o
address the issue of diversity .

It was obvious that one of President Bill Clinton's goul
after he takes office is to overhaul the health-care system,
The intent is to expand the system to include the 37 million
Americans who have no health insurance and the roughly
35 million with substandard insurance. and to uliimately
control the costof health cae for all Americans (Newsweek,
1993). In addition. it is estimated that 15% of Americans
will reach 65 or older by vear 2000 (National Geographic.
1993). which will mean increased need for medical and
refated services. Together with our national focus on AIDS
and HIV+ and a resurgence of polio and tuberculosis, the
momentum is towards some kind of reform. The shape.
form. and funding of this program of universal health cov-
erage has yet to be unyeited by the administration, But some
local governments such as Massachusetis, Oregon, Minne-
sota, Maryland, and Hawaii are already experimenting with
their own health-care reform policy. Private rehabilitation
practitioners working in the health-care or related programs
such as those of medical rehabilitation. mental health, psy-
chological rehabilitation, geriatric and viral infectious dis-
cases will see a major impact and great opportunitices.

In connection with health reform. workers™ compensa-
tion is also experiencing many changes all over this country,
Workers™ compersation insurance is regarded as one of the
most critical problems faced by business and industry. Be-
tween 1980 and 1991, emplovers™ premiums for workers’
compensation insurance have increased by close o 300
pereent, from $22.3 billion to "an estimate of $62 billion. In
1990, about 25 percent of all employers were unable to
obtain mandatory workers” compensation insurance cover-
age in the voluntary market, as compared to 5.5 percent in
1984, This torced the emplovers to seek coverage from their
staie’s assigned-risk pool resulting in considerably higher
premiuras with little claims service. In some states such as
Maine and Rhode Island. the percentages of employers in
the assigned-risk pool were as high as 80% and 87¢% respec-
tively (Thompson. 1992y, While there are many contribut-
ing factors creating this crisis, there are as many disability
management strategics employved by business and industry
totackle the problem. The two broad but interrelated topical
arcas are managed care and legislative reform (Hale. 1992y,

The managed care concept, such as Health Maintenance
Organization (HMO) and Preferred Provider Organization
(PPO). has been used in the health-care system for many
years with a veny good success record. It is not until recent
vears that managed care technigues are being recognized as
a viable alternative to the workers™ compensation system
(Brain. 1992). This true team approach has one main objec-
tive: "coordination of medical care to maximize a rapid
return to work and prevent the development of long-term
disability™ (Brain, 19923, This disabilits management strat-
cey will immensely alter the traditional role of cach medical
and rehabilitation professional, and totally change the defiv -
ery of medical and vocational rehabilitation services typi-
cally provided to industrially injured sworkers.

We shall witness an inerease in the entry of other profes-
stonals especially nurses. vocational evaluators, occupa-
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tional therapists and physical therapists in private rehabili-
tation. The terms “case management™ and “case manager”
will be redetined. While Certified Rehabilitation Counselor
(CRCY and Certified Insurance Rehabilitation: Specialist
(CIRSY are it the necessary credentials, Certitied Case
Manager cCOND will atract the most attention and become
the preferred quadification to work in a workers” compensa-
non managed care program. Froma business standpoint. this
will modify private rehabilitation practitioners™ usual cus-
tomer base and mayhe even their financial picture. The
entreprencutial types will explore or establish joint ventures
with others to develop their own PPOand mias be theirown
managed care programs. There will be new computerized
programs that wiil perform all functions necessary in
workers” compensation managed care program to include
no less than: atilization review. bill guditng. Toss tinme
analy sis. Tost work dav s analy sis. PPO database. employer
Jata base. light duny/fjob modification. job analysise cte.
Laptop computers will be an essential worktool for ali
practitioners so that they can input. retrieve and update
information on their cases instantly

The other strategy intackling the workers” compensation
crinis Hes in the hands of Taw makers. Bombagded by com-
plaints from employers on the astronomical costof workers’
compensation on one side and insurance industry s coneern
over rate inadequacy . legislators have but one ol two
choices: major rate hikes or major reforms (Thompson,
1992). 1t is obvious which direction they will take. espe-
cially in consideration ol the current ccononmic clinite. A
sample of some states that introduced workers™ compensa-
tion reform packages inthe last three vears includes: Colo-
rado. Maine, Maryland, Massachusetts. Minnesota, New
Hampshire, Oregon, Pennsylvania. Rhode Island. and
Texas. Retorms ranged from total overhaul, rejection and
reduction of proposed rate increase. premium  reduction,
medical-cost management. legal cost containment. deduct-
ibles and mandatory managed care program. These sweep-
ing changes, especially when dictated by Taw owill altect the
entire industiy of private rehabilitation in those particular
states almost instantly .

For many years, and still true for some states” workers”
compensation aw, there are no specific qualification re-
quirements for practitioners to provide vocational rehabili-
tation services to the industrially injured workers, While
National Rehabilitation Counsetimg Association (NRCA i
experiencmg the “licensing” movement through out the
country iProfessional Report. 1992, private rehabilitation
is also facing credentialing and licensing legislation in the
workers” compensation sy stem. This is certainly inevitable
as private rehabilitation as a profession matures and thus the
need to protect and upgrade this vocation. Atthe same time.
itis justas important that the injured workers should receive
quality care and be protected from impostors and unethical
practices. Phis end will most positively continue and may
comgeide with some of the states” proposed reforins,

As mientioned i the beginning of this article, public laws
m reeent vears will no doubt feave ther footprimts beyond

the 21st eentury. ADA will continue o provide many op-
portunities for the practitioners who possess the appropriate
Skl To safeguard the citizens and businesses, it is fore-
secable that there wiil be state regulations ™ certifving”
individuals to becone "ADA Eyperts™. The Commonwealth
of Massachusetts already has sueh o statue. As there are
more test cases chatlenging this Taw. <o will the private
practitioners” ethies and skitls.

Due to IDEA and the Rehabilitation Act Amendments,
private rehabifitation may experience attrition of its profes-
sionals (o school systems. the state anits of Division of
Vacational Rehabilitation or other communmity rehabilita-
tion programs. At the same time. there is a movement in
recent years towards “public-private partnership.” This is
evident in both federal and state programs such as Veterans
Administration, Division of Vocational

Rehabilitation. Social Security Administration, and Job
Training Partnership Act. ete. As the rehabilitation dottar
shrinks in the workers™ compensation system due to poor
cconomy and tegislative reforms. more and more private
rehabilitation firms and practitioners may shift 1o these
sources o compensate for revenue loss,

The arrival of these three public Taws will assure that
assistive technology will continue 1o be the growing field
both in the public and private sector rehabilitation. Know -
edge in the application of assistive technology i the reha-
bilitation process will help o address the issues ot "choice
and empowerment” and suceess” and successful outcome
for the individuals with disabilities. Private rehabilitation
practitioners must acquire i basic understanding of” what
assistive technology is and what can realistically be ex-
pected from its use (Langton, 1993, They must learm 1o
work with specialized technology service providers and
other professionals to form a "technology team™ to identify
possible solutions to functional needs. Anorganization such
as RESNA that is “an interdisciplinany asseciation tor the
advancement ol rehabilitation and assistive technology”
niny be an exeellent resouree.

As the population of the United States continues o change.
private rehabilitation practitioners must be reads te face these
challenges if they are expected to be eftective. While there is a
strong need of research in the entire field of private sehabilitation.
there isanurgeney of doingrescirch onthe arcac: ulti-cthnicity
and the rehabilitation process in disability benc 3 systens and
miedical rehabilitation systems. Traming anded: . onindealing
with clients. and co-workens with differentback . nds willhelp
aersonal and
professional biases and more sensitive to other o tare’™s way in

practitioners becorme mae aware o their o

dealing with issues of disability adjustment. L. age barrier,
expressing and verbalizing emotions amd help seer mg behavior
{Chan, Lam. Wong. Leung and Fang., T988:eung. 1993,
There is no doubt that health-care reform is on the hori-
son. There is also prediction that President Climton will
melide workers™ compensation medical benefits m the na-
tiona! health-care reform package CVhompson, 1993 1 the
managed care coneept prevails, it w b mean major changes
and opportunities for private rehabilitation practitioners.
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24-hour medical coverage and team approach in managing
health-care patients or industrially injured workers will be
the norm. Besides the employers and the employees | prac-
titioners mustdey elop a fuv orable working relationship with
the other professionals in the network to become etfective.
National Association of Service Providers in Private Reha-
bilitation (NASPER), the recently formed division of Nu-
tional Rehabilitution Association (NRA)L with its charter to
include “ull others interested in the rehabilitation process”
will provide a gicat foram to share ideas., 1o foster synergy
and 1o effect legislation collectively .

As we approach the 21t Centary, one thing is sure:
private rehabilitation as @ field has matured. Ithas gone from
a totally unregulated industry two decades ago to pecone
one of full regulation. his practitioners have diversified to
include professionals in nemy deciplines o address the
entire process of rehabilitation and client care. Licensing
will be in place 1o insare the necessany qualifications and
shills 1o practice thus establishing a level of professional
competence and esteem, The organization of a professional
association nationwide further mdicates the stabilinn and
sty ing power of this field. Private rehabilitution cannoi be
in a better position to meet the challenges in 2001 and
beyond.
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Excerpts of Reviews and Comments

Chapter Four

e Lui's paper focuses on hey
Mchzmgu in legislation. the work
place. and the structure of compensa-
tion systems which will create a new
plaving ficld for u private sector reha-
bilitation for the future. We are at a
threshold of change that will affect
serviee delivery for the s car 2000 and
beyond.

Some of the implications for
change are us follows:

t. Rehabilitation education appears
to be geared to produce profes-
sionals for the public sector. We
need to ensure that we have a sup-
ply of Guidiified professionals tor
the private sector and need to ad-
dress the funding of rehabilitation
cducation and curriculum to
achicve this.

[

Rehabilitation counselors will
need to be better prepared to deal
madification and field accommo-
dation in the work place. There
will need to be addinonal empha-
sisinrehabilitation counselor edu-
cation.

3. The trend o global business expan-
ston iy ereate issues ol rehabili-
tation service delivery on an inter-
national basis for those companies
whohay e eypanded bey ond United
States” borders.

4. We will see increasing diversity in
the work force.One issue for reha-
bilitation wili he the increasing
need for hilingual or multilingual
counselors. The aging work force
will also cereate additional chal-
lenges in terms of the runge to na-
ture of disabilities.

N

CAsgnificantbarrer to employ ment
for individuals with disabilities

iy be removed as woresult of

health care reform. The increased
acceess o heatth care needs o be
coupled with Tegislative changes
for incentives within the Social Sc-
curity compensation system to

s

stimudate and facilitate return o
work.

— Catherine C. Bennett

believe Dr. Lui has o thed on o
I\nmc of the major issues of relevance
to our ficld in the years to come. such
as the Americans with Disabilities Act.
a federal law that may be revised but
likely will never go away. He also
draws our attention to the more in-
stantly important issue of many other
professions calling themselves reha-
bilitation practitioners. many of whom
hive no training or experience of con-
sequence in our field.

He therefore brings us to the most
important question of all. will we
survive as a profession at all in the
21st century? The federal govern-
ment is in a phase of cutting back
spending by passing along federally
mandated programs to be provided
solely or mostly by state funding. In
Maryland we can already sece its im-
pact in the provision of community-
baved mental health services, which
are being phased out as the state in
trn passes the obligation along to
individual counties which can not af-
ford io provide them. Public sector
rehabilitation can not help but be af-
fected by atrend of this type. Private
sector rehabilitation is no less vul-
nerable in its own way.

Our first task in planning for the
21t century should be to find out if
we are at risk for even surviving, and
if so. to what degree. Our planning.,
cducation, service defivery cand all the
other elements that comprise what we
presentdy think of as rehabititation
counseling as a profession will have
Lo tuke these findings into considera-
tion, but hopetutly in a proactive and
coordimated fashion in was s that will
be new to us all.

We are the beneficiaries of the
work of the giants of our fickd, like
AMary Switzer. persons who did not
wait for events to overtahe thent
Rather. they worked to shape the
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events for the benefitof rehabilitation.
That is our challenge, and one which
I believe we must meet to assure our
survival in the years to come.

— Phillip Bussey

chabilitation in the private sector

has indeed experienced enor-
mous growth and expansion since its
inception in the late 1960°s. The foun-
dation for such a movement has
clearly found its roots in the state fed-
cral programs that had been in place
fornearly seventy vears. New funding
sources, primarily the insurance com-
panics for compensation programs.
have required rehabilitation profes-
sionals to deliver services in new and
nmevative ways for returning the in-

Jured worker to jobs.

In his paper. Mr. Lai has identified
some new programs that will further
redirect the private sector movement
i the next decade. Namely. the ADA.
Public Law 101- 476, and public faw
100-407 will clearly identify new
trends and required imnovations for
service delivery. In particular, the
ADA will redetine the role of the pri-
vate sector rehabilitation practitioner
as litigation identifies the critical is-
sues m the hiring and eraployment
process as well as fueling a greater
interest for resolutions in behalf of
persons with disabilities. There in
deed will be a greater diversity of
clients and programs responding to
client needs which in turn will require
a varied responses on part of the prac-
titioner.

One of the major shifts that will be
required. in my opinion. is the source
of training tor rchabilitation profes-
sionals in hoth the public and private
sectors, The once staid university pro-
grams that have been funded by the
RSA for the fast forty years will need
a thorough reev aluation and reassess-
ment with respect to the emerging
needs of the professional in arcas of
service delivery. As new laws are en-
acted. at both the federal and state
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levels, one can not assume that our
current training programs will always
be adequate for the practice of profes-
stonals in these new arcas. Relianee
upon the professional associations 1o
meet these needs with not suffice. The
university programs must be implic-
itly involved from the inception and
he able to respond to all professionals
in the rehabilitation movement.

- Tim Field

The stength of Mr, Lui's manu-
seript lies inits comprehensiveness
and enthusiastic disenssion of trends
and innovations m private sectorreha-
hilitation for the next century. As is
evidenced throughout the text. numer-
ous oppornities exist for the future
of private for-profitrehabilitation pro-
fessionals, The only thing preventing
caontinied growth in the ficld s the
fack of an entreprencurial spirit to ad-
dress these trends and forecast others.
The future of rehabilitation depends
apon not only our ability to forecast
trends but also to actively develop
services which are consistent with
these tendencies, Mr, Lui presents o
wide range of exeellent ideas and op-
portunities which utilizes the exper-
tise of private sector rehabilitation
professionals. Individuals and com-
panies must take advantage of current
and future opportunitics.

One area highlighted in this manu-
seript was that of assistive technol-
ogy. With the Technology -Related
Assistance Tor Individuals with Dis-
abilities Act, the Americans with Dis-
abilities Act. the Rehabilitation Act
Amendments and other legislation,
knowledge of assistive technology
will be necessary for practitioners in
both the public and private sectors.
However., opportunities exist for
many private for-profit rehabilitation
professionals to develop special shiils
and expertise in this growmg arca and
find themseh es in great demand when
it comes Lo issues of reasonable ac-
commodation and accessibility. Al-
though many rehabilitation counsel-
ors see assistive technology as asery
tce to be purchased from other related
protessionals. this area has great
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promise for all of those rehabilitation
professionals willing to expand their
typical roles and skills.

Another arcu highlighted in this
manuscript was that of multi-culural -
ism. Private rehabilitation profession-
als will not only need to be sensitive
o and possess some knowledge about
various cultures, they may also find an
opportunity to specialize in specific
culiures by developing a significant
amount of know ledge and expertise in
working with individuals from these
populations.

Mr. Lui should be commended tor
his recognition of rehabilitation pro-
fessionals. other than counselors,
who are and will be imvolved in ad-
dressing the entire process of reha-
bilitation and client care within the
private sector, It is important to ree-
ognize that a wide array of rehabili-
tation related professionals are
among those working inde-
pendently, as well as with teams. in
the coordination and provision of ¢li-
ent services. This is evideneed in the
various 1y pes of national rehabilita-
tion certifications including @ Certi-
fied Vocational Exvaluator. Certified
Rehabilitation Counsclor. Certified
Insurance Rehabilitation Specialist,
Certitfied Rehabilitation Registered
Nurse and the recently ereated Certi-
fied Case Manager, to namea few. In
recognizing this diversity of reha-
bilitation professionals and the vari-
ous certifications they possess, it is
also important to indicate that this
miy be the basis of many problems
encountered in the private seetor re-
garding turf and cthical issues. There
are wans. however, of dealing with
such issues by bringing people to-
gether from varions disciplines to
discuss commonalities and difter-
ences. and communicate this infor-
mation to the various professional
groups they represent.

- Juliet H. Fried

ut identifies a number of important
tactors that will impact on the fu-
ture provision ol rehabilitation. Tealth
care reform will obviously have tre-
mendous impact. However, at this

lowrnal of Rohabilitation

carly date it is not clear how health care
will change as a result of reform, nor is
it clear that vocational rehabilitation
has presented a thoughtful policy onits
role in & comprehensive plan.

Lui points out the obvious oppor-
tunities that rehabilitation providers
would seem to have inassisting em-
ployers in implementing title one of
the ADA. However, the limited data
available suggests that at present re-
habilitation is not playing as central a
role as many assumed it would.

The impactof the technology reyo-
lution and the changes it will bring to
the world of work can’t be empha-
sized enough. Advances in assistive
technology and new types of informa-
tion processing jobs will provide op-
portunities for people with even the
most severe disabilities undreamed of
a decade ago.

Lui discussed the entry of other
professionals into private rehabilita-
tion. He noted how central case man-
agement has become to the entire
process and he mentioned the new
certification as w case manager
(CONM. This whole topic raises ques-
tions concerning what private reha-
bilitation is. what training best pre-
pares people forwork i this field. and
the relationship between rehabilita-
tion counscelors. rehabilitation nurses.
and other athed health professionals.

~ Dennis Gilbride

he author has allowed us a briet
Tglimp\c into the nexteentury  and
it is clear that private sector rehabili-
tation as we know it will be undergo-
ing some major shifts and changes in
the years to come. Two specific arcas
[ would like to comment on are diver-
sity and regulating ADA services,

The author recognizes that there
has been some research i the area of
minority ethnic populations and their
interfacing with the state/federal reha-
hilitation systems. However. when
one considers the age of the state/ted-
eril system, the brief amountof litera-
ture devoted to multicultural issues is
indeed shocking. Therefore, it is not
surprising that in the relatively ) new
field of private rehabilitation, issues
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of cultural diversity has e not begun to
be adequately addressed. Tt is undeni-
able that the more information a reha-
bilitation counsclorhnow s about a cli-
ent's bachground. values and fum-
iy community support systems. the
greater the Hkelihood of that coun-
selor working effectivety with the cli-
ent. Clearly this is an arca that is wide
open for futare rescarch. and we need
to begin 1o incorporate multiculiural
training into inservice and profes-
sional seminars targeting private reha-
bititation practitioners. Obtaining in-
formation about a clients™ culture
should become as automatic as re-
searching an unfamibiar drug. or an
unusual diagnosis.

The Americans with Disabilities
Acthas indeed opened many doors for
persons with disabilities. It also.in my
opinion, has the potential to beconme a
tremendous “money -maker” for just
about anyone who wants to market
themselves as “expert” in the arca of
ADA. The potential for misinforma-
tion to be given to employvers or others
relative to the law will only serve o
embitter and alicnate employers who
are already somewhat anxious about
this whole business. to say the least!
Regulation of these "experts” as men-

tioned by the author. can not only
serve to nroteet the consumer of the
expert’s services, but also will ulti-
mately result in a favorable outcome
for persons with disabilities.

-~ Patricia Nunez

r. Lui's article characterizes pri-
M vate sector rehabilitation as ex-
periencing tremendous growih and
maturation over the past two decades.
He suggests this growth is evidenced
in the ever expanding employment
opportunities available to individuals
in private sector rehabilitation. How -
ever. as the field has matured. Mr. Lui
pereeptively identifies sweeping so-
cial and legistative movements., crises
in worker’s compensation and health
care as well as a stagnant economy
which he predicts will influence reha-
bilitation well into the 2ist century.

The Americans with Disability Act
{ADA) the Individuals with Disabilities
Fducation Act (IDEA). reauthorization
of the Rehabilitation Act and Technol-
ogv-Related Assistance for Individuals
with Disabilities Act were passed be-
tween 1988 and 1992, These faws have
laved the toundation for choice and eni-
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posserment for individuats with disabili-
ties. The implementation of civil rights
L, ransition from school 1o work and
assistive technology represent new mar-
kets for private sector rehabilitation pro-
fessionals.

A number of other factors are pre-
cursors to change. Demographically .
our population is aging and increas-
ingly ethnically diverse. Rapidly es-
calating worker's compensation and
health care costs along with an esti-
mated 72 mitlion uninsured or under-
insured Americans predict health care
reform. An influx of other allied
health professionals into private reha-
bilitation markets will continue to
drive the demand for certifications.

Mr. LutUs paper reflects adynamic.
turbulent work environment. Opti-
mistic in his appraisal of rehabilita-
tion’s position to address the futare
challenges. his article suggests anum-
ber of opportunities for future re-
scarch and eotreprencurial. market re-
sponsive, private sector rehabilitation
professionals.

- Stephen A. Zanskas
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Seminar Recommendations

Chapter Four

hie following is a summary of the
Trccnmmcndulinn\ and implica-
tions for action as they relate to the
discussion of chapter Four. These rec-
ommendations were developed by an
individual work group and the style of
presentation reflects their own format
along with implications for action.

Program or Policy
Development

LA National body 10 advocate for
legislative change in worker’s
compensation

A body to monitor changes in the en-
vironment that will have long-term
impact on rehabilitation, i.e. the
new health care plan. ADA Pur-
pose is for advocating the inclusion
and recognition of rehabilitation
counsclors and professionats in
fegislation,

3. Clearinghouse/analysis of actions. de-
cisions, evaluations refated to legisla-
tive changes for the purpose of relating
it to rehabilitation practice.

4. Develop position papers such as
“The Role of Workers” Compensa-
tion in the Universal Access De-
bate”. and “The Role of the Reha-
bilitation Counselor in the Univer-
sal Access Debate”.

T3 S o Monograph

Training

1. Insist on comprehensive knowl-
edee of important picces of legis-
Fation such as ADA -- which may
be amended. but will not likely go
away inour lifetime.

2. Include new skills in continuing
cducation training. such as medi-
cation. process consultation which
will help rehabilitation counselors
train those outside our profession,

)

- Lincourage private companies o do
fow pay and no pay internships,
maybe use “In memory of™ grants
for funding.

4. Offer a clearinghouse of trainers to
provide programs in rehabilitation
topies to non-rehabilitation profes-
sionals, Le.emplovers, physicians,
claims people. the general public.

5. Bducate practitioners on the value
of public relations.

6. Encourage consumer involvement
in training.

Research
1. Support research in rehabilitation by :

a. Granting sabbaticals for time
to do needed rescarch, and

h. Pay foritthrough shared con-
(ributions form companies,
school. Grants
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¢.Co-ordinate rehabilitation re-
search with other relevant re-
search.

d. Offer echnical help in skitls
such as writing.

e. Use rehabilitation education
students for support help.

f. Encourage professional asso-
clations to help in training tor
writing, research. fund raising
activitics. cte.

. Solicit industry support for re-
searceh, e.g. shared data from com-
panies for projects. evaluating en-
isting data.

. Cooperative State Ageney /Private
sector rescarch projects such as
service delivery.

. Help students identity non-govern-
ment sources ol money for support
for research.

Other

. Publicity -- whatis a Rehabilitation
Counsclor, what do they do?

- Get the category of Rehabilitation
Counsclor back on the Strong.

Campbell Scale. (Interest Scale)

. Opt for more articles on Rehabilit-
tion Counselors in career literature.

5
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Chapter Five

Ethical Issues In The Private Sector

Edward P. Steftan

Mr. Steflfan las addressed probably the most dif-
Jicult area and collection of issues in all of relabili-
tation. Every association or group that comes along
tends to develop, and usually does. an ethics standard
statement for their organization and group of mein-
hers. At this dav we have approximately nventy dif-
ferent ethices standard statements by the various re-
habilitation counseling associations and allied
groups that would have some direct or indirect bear-
ing on the practice of reliabilitation consitants.

As My Steffan has correctly abserved. the central

issue [or privaie sector rehabilitation is and always
has been "Who is the client?”

~ Tim Field

Pdward P oStettan t BS Rehatalitation, Ine . Tles Packs Hhooors

thics is defined by The Oxford American Dic-
tionary as “moral philosophy.” Moral is detined
as: )y of or concerned with o > goodness and
badness of human character. or with the princi-
pals of what is right and wrong in conduct, 2) virtuous. 3)
capable of understanding and fiving by the rules of morality.

These definitions will give shape to our discussion on
this complex issue. Ethics, or the lack of ethies. have a
profound cffect upon the service delivery system which
currently provides overriding direction to which individuals
and what type of rehabilitation services are provided. Given
my experience is in the workers™ compensation case man-
agement system, the examples T will sight related to ethical
quandaries will be from personal cases. or have been related
to me by other rehabilitation counsclors.

It is difficult to discuss cthics without using negative
examples (o produce insight. That being the case. T must be
careful to qualily that itis my beliet that a major percentage
of people providing medical. counseling. therapy. insurance
claims, rehabilitation and related services. try to work ethi-
cally within the system in which they practice. 1 did not
describe the negative information in case examples. to infer
that other professionals, or we as rehabilitation counsetors.,
individually or as a group. are uncthical.

1cannot state strongly enough that Tamnot sighting examples
for any purpose other than to wilize information which Thelieve
to be true to promote growth and insight in ethics.

A continued cthical complaint levied against rehabilita-
tion counselors working in medical management and voca-
tional services involving insurance claims is that the client
is the insurance company or defense attorrieys as opposed
to the individual. This ethical concern will permeate the
examples utilized for our discussion.

Ethical ditemmias would appear to be adirect consequence of
the current practices in most jurisdictions which ereate an ads er-
sarial system, This direetly eftects ethies because of the pereep-
tion that a practitioner must choose “aside” for which to special-
iz¢. Onee having chosen, the rehabiltation counselor must then
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manipulate information to promote the cause or orientation for
which one has engaged. This often eliminates the rehabilitation
counselor’s ability to objectiv ely assess information and develop
an objective rehubihitation plan.

Rehabilitation counselors who fight to maintain neutrat-
ity may be perceived in the industry as limiting their poten-
tial for business growth. Although it appears these rehabili-
tation companies have a perceniage of the available work. it
is not the lion’s share. It is difficult 1o assess whether a
rehabilitation counscelor’s willingness o "package” the re-
habilitation variables to satisfy a pre-determined outcome
or goal. is & cause or effect of the current orientation and
cthical dilemmas permeating our industry. By this. T am
questioning whether rehabilitation counselors have to
choose a side and fortily that position. or because rehabili-
wation counselors are available to do so since their services
are purchased.

Labor Market Survey s have the potential to be misused
and misrepresented depending on the difference between the
stated purpose. the real purpose. and the motivation of the
individual producing the Labor Market Survey. As in all
private sector rehabilitation issues. depending on the Liw
governing practice, service provi .oy expertise. and the
market-driven motivation of services. the individuals per-
forming Labor Market Surveys can be effected. This effect
will be on the quality. content and orientation of Labor
Market Surveys. and may pre-determine the outcome.

The foliowing example outlines how a Labor Market
Survey. can be uatilized for a specific purpose in a misdi-
rected attempt to support a pre-determined position. How
the information is utilized. and the process in which it was
produced, raises ethical concerns related to whais the client,
and what are ethical rehabilitation processes and services?

A torty -four year old foreign born registered nurse. with
below average Englishspeaking ability . recovers fromalow
back injury . with a thirty pound lifting capacity . Experience
inclides emergences room, orthopedic. and psychiatric nurs-
g, Subsequent to reaching maximum medical recovery.,
the hospital. as employer. states no positions are available
gnven current rehabilitation variables. The insurance carrier.
who owns a captive rehabilitation company. terminated
temporany total disability benefits indicating given medical
stability . and the availability of nursing positions, rehabili-
fation services are notnecessary. [n the jurisdiction in which
this matter transpired. there are no legislative guidelines
regarding a workers” right to placement services if they are
medically stable and are perceivea as havmg transferrable
SKills for ajob which is believed to exist in a reasonable
quantity . Nor is the defmition of the purpose. process, or
standards tor a Labor Market Surves defined.

Eniploy ment was not secured by the muise through a
non-sophisticated personal job search of approvimately siv
t6) months, Plaintil™s attornes then engaged a Cerufied
Rehabilitation Counselor to perforny an evaluatnon of e
plovability and placability . The rehabilitation counselor -
dicated the nurse was both employable and placeable. The
rchabititation varables of athirts - pound hiftng capacity.,
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and below average English speaking ability were cited as
cause o initiate a self-directed job search program super-
vised by a rehabilitation counselor to identify appropriate
work settings and facilitate sceuring employment.

Rather than funding the self-directed job scarch, a non-certi-
fied rehabilitation counselor employed through the captive reha-
bilitation company was asked to contact emplovers and deter-
mine “what opportunitics might exist for a registered nurse with
the medical restrictions as stated on the report (sedentary or 30
pounds or less of weight restrictions).”

What followed was an individual contacting hospitals,
blood banks. nursing homes. health companies. and doctor™s
clinies that were advertising positions available asking, Do
vou have positions available for a registered nurse with a
thirty pound lifting capacity”!

Fifteen (15) companies were contacted. and as would be
expected. given the Americans With Disabitities Act. and
other pertinent legislation. most gave atfirmative answers.

The ethies related to the aboyve matter may appear obvi-
ous. but they pointto how external influences along with the
motivation and cthics of people in control of purchasing
rehabilitation services can eftect the outcome of rehabilita-
tion activities.

[t is unfortunate. but it appears the request for service in
this matter most likely was. produce a Labor Market Suney
which will show there are jobs for a registered nurse with a
thirty pound lifting capacity.

[tmay atso be reasonable to believe the person producing
the Lubor Market Survey was not provided the evaluation
and recommendations produced by the Certified Rehabili-
tation Counselor.

Ethical Questions/Concerns

Wi the Certified Rehabilitation Counselor ethical when
recommending placement services toran apparently em-
ployable and placeable individual ?

Should rehabilitation counselors demand all information
related to the matter they are addressing, no matter how
specitic the request for service?

Was the captively employed rehabilitation counselor
ethically bound to point out that placement services may
assist and expedite employment?

Should insurance companies be able to direct the services
of their captive relabilitation companies?

Absent legislation defining standirds of practice what
cthical guidelines should rehabilitation professionads
follow?!

What are the ethics and objective standards imvolved m
producing a product that would be calted a1 abor Market
Survey?!

The general purpose of a Tabor Market Survey i to

larify information about the av ailabilits of a type of job, for
example, registered nurse.
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I possible. the Labor Market Survey should determire
as much of the following outlined information as possible.

1. Does the job existin a quantity farge enough to make it
a viable job goal?

20 What pre-requisite shills are necessary for employ ment?

‘o

Who hires registered murses?

4. What are the wages and henefits associaed with regis-
tered nursing positions in difterent job settings?

5. Are there positions available now for registered nurses.
and does it appear thee will be in the future?

6. What are the essential physical demands necessary to
perform the job tunctions.

A more specitic or singular purpose may be requested.
such as to determine the wage range of registered nurses.
This in and ol itself may not seem unreasonable to do. The
cthical difemmais related 1o the purpose of the Labor Market
Survey, as defined and utilized in the example above. and
how it may pre-determine the process. content. and orienta-
tion of the Labor Market Survey,

Ethics Questions/Concerns

Are the rudimentary thoughts outlining what a Labor
Market Survey is here. ethical or objective enough?

Who should determine what a Labor Market Survey is?

Who should determine how a fabor Market Survey is
condcted?

How ethical are any of the activities stated?

Another example of ethical concerns related to whois the
clientand what is ethical activity by a number of profession-
als is addressed in the following outdine of rehabilitation
variables: a thirts-five (35) syear old forklift truck
driverAvarehouse laborer with a diabetic condition and ex-
tensive computer skitlse severely strained the right ankle.
Refles Sympathetic Dystrophy ensued.

Subsequent to reterral to o rehabilitation comnselor, and lim-
ied progress being made. deterioration occrred. Lvaluauon by
a promiment Anesthesiologist and Pain Management Specialist.
determimed an eleetric wheelehair would be needed for an en-
tended period of tme. and the case was either Diabetic
Nearopathy or Refles Sympathetic Dystrophy.

Upon learning this information the worker compensation
cartier denied payment for the wheelehair. The individinal
requested the health benefits carrier purchase the wheel
chair. and was told insurance coverage had fapsed.

Whien the doctor Tearned from the individual that both
soutees denied fundimg o purchase the wheelehair, a new
report wis written, Tstated the electric wheeleharr wis
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necessitated by Reflen Sympathetic Dystrophy with the
dssumed purpose being that worker compensation benefits
would then apply.

The rehabilitation counsclor recommended evaluation
by an independent endocrinologist to address the issue of
cause and pursued alternate funding sourees tor the wheel-
chair in case insurance benefits would not be available. The
worker compensation insurance carrier terminated the ser -
ices of the rehabititation counselor, and maintained the
position of not purchasing the wheelchair.

In the jurisdiction where this applies. there is disputed
case law regarding whether the individual or the insurance
carrier has the right to choose the rehabilitation counselor
providing service. That being the case. the individual and
plaintiff’s attorney requested the rehabilitation counselor
procecd with rehabilitation services.,

Ethical Questions/Concerns

Ethically. what should the rehabilitation counsclor do?

What are the ethical concerns for the rehabilitation coun-
selor related to the rights of the individual, anesthesiolo-
gist, insurance company. and plaintiff”s attorney™

These two examples also lead to the following:

Ethical Questions/Concerns
Can we detine what rehabilitation ethic’s are?

Can we legislate morals or ethies?

Can we stop short-sighted people from controlling
claims cost through purchasing inappropriate. inadequate.
misdirected or unethical services? What actions are we
cthically bound to take under these circumstances?

Can we hope "bad rehahilitation” will sutfocate nself or
cthically are we bound to some form of action?

These questions. and those raised throughout this work.
point 1o the lack of clear understanding in the current mar-
ket-place of what constitutes ethical rehabilitation counsel-
ing practices.

Promoting what may hopefully become a self-tulfilling
prophecy . and returning to the definitions that began this
chapter. it becomes important to realize the terms "moral”
and "ethical” need 1o define tor us as rehabilitation counsel -
ors, an orientation, a spirit. and an attitude that directs the
activities we provide as practitioners. to the individuals in
need of our services,

This orientation should motivate us to answer these
ditficult ethical questions as best our knowtedge and ability
wlow s, and also promote the educating of consumers and
associated prolessionals in the purposes of rehabilitation
hetng the provision of objective. positis ety motivated. aid
goat orented rehabilitation services.

For Your Information
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Switzer Scholar Tim Field has noted the tollowing ina special
report that he is prepaning for publication in late 1993.

Ethics in Rehabilitation

The profession of rehabilitation has evolved so rapidly inthe
last two decades that it is virtually impossible to the movement
within a single dimension. For instance, "vocational rehabilita-
tion” which was defined primarily by the state/federal prograam
has often been considered the "mainstream” for rehabilitation.
While the state/federal program has remained fairly stable in
terms of regulations and policy and procedures regarding case
practice. other segments of the profession have been expanding
n avariety of directions,

The most notable arcas of activity have been in the
private sectorof rehabilitation which w ouldd include services
oftered by any vendor through insurance funding. Private
rehabilitation companies have formed to provide services to
state workers” compensation programs. including such pro-
grams as federal employees, longshore workers, coal miners
and others. Services providers have included professions
from the ficlds of education and rehabilitation. nursing.
occupational therapy . physical therapy. and most recently.
case nanagement. As cach new group enters the rehabilita-
tion movement there invariably will also emerge a new
organizational group and a new cade of ethies (usually
associated with a new set ol standards for performance’i. As
a result, the rehabilitation profession is now blessed (or
encumberedy with several ethies standards statements all of
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which serve as a guide for professional practice. Some of
the organizations that have drafted ethies statements are:

e National Association of Rehabilitation Professional
in the Private Sector

¢ National Rehabilitation Counseling Association

e American Board of Vocational Experts

e American Nurses® Association

e National Board for Certified Counselors

e American Counseling Association

¢ Certified Insurance Rehabilitation Specialists

e National Association of Social Workers

* National Forensic Center

e American Psychological Association

The reader is encouraged to consult with the appropriate

organization for further information regarding a statement
of ethies for specific arcas of practice. Obviously . the repro-
duction of cach of these statements would be prohibited by
space in this publication.

thidds. note: Special thanks to Tim Field for sharing this
information prior to publication of his forthcoming teat
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Excerptis of Reviews and Comments

Chapter Five

thics i the private rehabilitation
E\cclor is a difticult and important
issue. The examples cited by Mr. Stef-
fan are valid and of genuine concern.
Three factors influence the ethical he-
havior of rehabilitation professionals:

I, Fundamental character of the rehia-
bilitation counselor.

2. Professional training and founda-
tion in ethics imparted by rehabili-
tation education,

3. Demands placed on the rehabilita-
tion counselor from customers within
the private rehabilitation industry.

There is little that can b one to alter
the fundamental character o rehahilita-
tion counselor brings o his/her profes-
sion. However. rehabilitation education
mustcontinue 1o emphasize professioral
cthics in the curriculun. As well as pro-
viding professional guidelines. actual
problem sol.ing practices with ethical
ditemmas would be valuable for students
to gain a greater level of insight into
handling real fe situations.

In terms of the issue of unethical de-
miands of customers, 1 think it is impor-
Lt to note that Many insurance compa-
nies and other consumers of private relh-
bilitation services expeet and fully sup-
port the ethical requirenents of the reha-
bilitation counseling profession. To en-
courage uncthical practices can backiire
in the claim administration or judicial
process, calling into question the farnmess
of the clam evaluation process or iny ali-
dating the basis on which claim decisions
were nide,

There is no doubt unethical de-
miands are made on rehabilitation pro-
fessionals from tme-to-time. 1t ap-
pears more needs to be done in edu-
cating customers through industry
mieetigs. seminars. ete, on the ethicul
issues inrehabilitanon counseling and
the pitfalls to the customer i operat-
ing outside of these parameters.

— Catherine C. Bennett

P}

r. Steffan’s paper on cthical is-
D\uc\ in the private sector of reha-
bilitation accurately points to some of
the problem arcas that avise ina iy pi-
cal nsurance-oriented case. and he
correctly dravs up a list of concerns
that appears o be a combination of
cthical issues retated to professional
practice, and "non-cthical™ issues such
as those related to business practice. 1
personally would have fiked to have
seen more of an overview article on
the topic rather than getting into the
{iner details of. for example. the con-
tentof alabor market survey . which is
an inaccurate way ol deriving data
about the nature and extent of the ex-
isting labor market for a person with
adisability. Might it not be more use-
ful to ask the question of why are we
doing labor market surveys in the
Jirst place?

This questionalone leads us o the
set broader topic for the field of how
did we get forced into doing things
we hnow professionalls are of mar-
ginat usefulness in the perspective of
our work, and how is the data being
used or misused by others™ In turn.
we are then obliged 1o ask, it s
useful 1o others and is wathin the
scope of the ordinary practice of their
field. suchas worker's compensation
law . why shouldn™twe provide are-
quested serviee?

[n shorte we are again reminded
that in rehabilitation counseling we
do not work i isolation but rather in
contact with many other professions.
Our considerations on ethics must
thus take into account so many fuac-
tors that can not be described in a
short paper that we must simply take
the topic as yvetanother area that will
require continuing discussion over
the years to come. oriented toward
defining the important areas to be
refined over time. Our discussion
might better be oriented toward de-
termining the forum for the disens-
sion and helping it take place, and
perhaps giving a little time to think-
ing of how we can mahe sure that the
persans entering our field are well
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grounded inan ethical foundation for
their lives before they reach us.

— Phillip Bussey

r. Steffan has addressed prob-
M;lhl_\ the most difticult area and
collection of issues i alt of rehabili-
tation. Every association or group that
comes along tends o develop. and
usually does.an ethies standard «tate-
ment for their organization and group
of members. At this day we have ap-
prosimately twenty different ethics
stundard statements by the various re-
habilitation counseling associations
and alhed groups that would have
somie direet or indivect bearing on the
practice of rehabilitation consultants.

As Mre Steffan has correctty ob-
served. the central issue for private
sector rehabilitation is and always has
been "Who is the client? A second
critical issues has also been identified
by Dr. Gilbride in his chapter with
reference to “cost containment”.

Who is the Client?

The client is not always the per-
son with a disability or a handicap-
ping condition. [nareview of almosg
any ol the cethies standard state-
mients, vou will find that the chient is
indeed identified as the person with
the disabling condition. but in prac-
tice within the arca of private sector
rehabititation that is not always the
case, A case i paint. is the typical
rehabilitation consultant who s
hired by insurance to most expedi
tiously and cost effectively return a
person with a disability 1o work.
Other interested parties include. of
course, the worker who is injured.
the employer. the attornes s it any ),
and the rehabititation consultant him
or herselt, Al parties have a vested
miterest m the atleged rehabilitation
process and further more. all parties
have alegitimate role to play . Inmy
view, the “client” should be perhaps
identified as the process that in-
volves all of the parties for the most
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equitable resolution of issues imvoly-
ing injuries in the work place.
Cost Containment

The containment of rehabilitation
costs s a major problem and is con-

tributing heavily 1o the redetinition of

the private sector as we know ittoday
For instance. California is seriousy
considering putting further caps and
financial constraints on private sector
rehabilitation consultants tand com-
paniest as a means of reducing and
controlling the exorbitant cost of the
workers compensation program.
While I strongly feel that the rehabili-
tationcommunity has tajoen unfair hits
with respect o the spiraling costitis
also true that the private sector com-
munity has done avery poor job sub-
stantiating the cost benefits of provid-
ing rehabilitation services for the in-

jured worker. At the same time, there

have been abuses within the private
sector group with respect o double
billing. unfair bitling. and other re-
Jated questionable practices by the re-
habilitation consultant. Related to this
development, many states have and
will continie to move away from the
concept of mandatory rehab which is
viewed as @ major component in con-
tributmg to the high costs of rehabili-
tation and workers compensation. In
this instance. the “client” becomes the
workers compensation fund that is be-
mg assaulted by exorbitant costs. Un-
tit remedies are found in the costcon-
tainment area, some workers who are

injured witl suffer trom the lack of

adequitle services.

- Tim Field

he issue of ethiesisato o which
T\url'uccx often in the private for-
profit rehabilitation sector. Bvery-
one seems 1o have their own ideas
regarding what s and is not cthical
behavior. Tt was interesting to see
that Mr. Steftan began his manu-

seript with @ dictionary definition of

the terms “ethies™ and "moral™ i an

eltort to provide a common frame of

reference for the reader. Despite the
well-established dictionary defini-
tions, there stll exists ditferent per-
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ceptions of what is considered ethi-
cal behavior in the field of rehabili-
tation. It is casy to understand this
confusion given the number of pro-
fessional codes of ethies which exist
within the rehabilitation commu-
nity. In addition to rehabiiitation
counselors, vocational evaluators,
two different groups of private sec-
tor professionals.
therapists. physical
case managers, among others, hine
their o set of ethies.

occupational
therapists and

While the adversarial nature of in-
surance rehabilitation tends to pro-
mote what might be perceived as un-
cthical behavior, rehabilitation pro-
fessionals need not succumb to such
unprofessionalism. Their opinions re-
tated to choosing "a side” do not and
should not be bought fora fee. Objec-
tivity s still a valued commadity in
private tor-profit rehabilitation. Com-
municating this objectivity i a clear.
concise manner through educating re-
tated professionals and consumers
about the purpose. process and out-
cometsy of good rehabilitation prac-
tice is one of the kevs to promoting
cthical behavior,

Although some individuals read-
ing the examples of ethical difemmas
i this manuscript may view these
situations as uncthical. others will
disagree and say itis a honest. objec-
tive difference of opinion. We need
0 be able to ¢learly recognize when
differences of opimion are considered
unethical behaviorand when they are
viewed as honest. objective opin-
ions. Perhaps a monograph or case
studies book on ethical dilemmas
and ethical behavior in rehabilitation
might be developed to include ull of
the rehabilitation protessionals in-
volved in the private sector. This
publication could include such ex-
amples as the ones inthis manuseript
with responses o specific questions
and concerns following cach case.
Before any effort is made on such a
project. it would be heneficial and
necessary . as the author points out, to
define ethical and moral behavior i
rehabilitation i terms of ™“.an orien-
tation, a spirit. and an attitude that
directs the activities we provide as
pracutioners, to the individuals in

1
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need of our services.” This may bea
major. but necessary. undertahing,

-~ Juliet H. Fried

here is litde doubt that ethies have
Trccci\'cd a great deal of attention in
private rehabilitation. Steffan suggests
that a central cause of ethical dilemmias
in workers” compensation rehabilita-
ton is the adversarial system. Often
rehabilitation providers are hired not to
provide services or give an inde-
pendent opinion. but rather to help one
side develop its case against the other
side. While un attorney is expected and
required to be an advocate and present
information in the most favorable light
in an atempt to win, this behavior is
generally viewed as unethical by reha-
bilitation providers.

The adversarial sy stem.while not
alwan s aesthetically pleasing. is
gencrally regarded as the best
method to reach a just conclusion.
Perhaps many of the cthical dilem-
mias that rehabilitation professionals
encounter have more to do with dis-
closure than with morals,

For example. rehabilitation pro-
fessionals have trainmg and exper-
tise in understanding the impact of
disability on employment. 1 an at-
torney wants 1o buy that expertise to
develop data to support his/her case
perhaps that is OK. The problem
may come because rehabihitation
professionals portray themiselves as
neutral when in fact someone in par-
ticularis paying their bill. Maybe we
should explicithy deveiop two types
of forensic rehabilitation, Type one
is based on active advocaey and is
pard for by one party Type two is
actual expert testimony . it must be
paid for by both parties. and 1t 1~
expeeted to be objectiv e and neutral,

— Dennis Gilbride

hought provokmg™ would be the
hestway tadeseribe Mr Steffan’s
paper. “Ethies™, this abstract ad -
tangtble word will no doubt be the
centril focus for private sector 1eha-
hilitation for many yvears tocome. Yt
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this hot topic mist be addressed by
this profession and industry. For
many states, ethical concerns have
produced Heensing bills or eredential-
ing procedures forrehabilitation prac-
tices. Debates will go an forever
whether licensing or credentiating
will produce better rehabilitation, or
better practitioners.

Few things are clear: by Rehabili-
Lation is not un exact scienee; 2y Ethi-
cal does not necessarily equal maxi-
mal potential. particutarly rehabilita-
tion in disability benelit programs and
forensie rehabilitation: 3) Unlike
othier professions. there is no strong
"peer review ™ process inour profes
storz 4y There are few it any maiprac-
tice fawsuaits against rehabilitation
practitioners.

Recommendations: Rehabilita
tion education programs must ad-
dress ethies in their curriculum to
raise students” cthical conscrous:
ness. Rehabititaton professional as-
sociations must make cethies an
agenda including the establishiment
ol an Ethies Committee and the in-
corporation of regular training work-
shops. Conmission on Rehabzlita-
tron Certification
(CRCCY shoubd include ethies as one

Counselor

of the certification maintenanee re-
quirenwents. Lastly, practitioners m
private rehabilitation need to recog:
nize that they are advocates for the
rehabilitation process.

—John W. Lui

am e full agreement wiih the
I‘lulhm"\ initral assertion that a nu-
jorty of persons employed within the
private sector miethe an effort o work
cthwcally withim the system in which
they pracuee.

I have heard the guestion "Whos
the client?”, and have never had a
problemanswermeg that question: the
chentis the RECIPEENT of oursery -
ices teither vocational or medieal
case management, and the customer
i~ the PURCHASER of our services
teither vocational or medical cise
managementt All of our rehabihita
tion celforts should be diected to
wards obtaming quahity s cost elted

i

tive services to help the client return
to their pre-injury or illness lifesty fe.
Our customer (the insurance com-
pany . for exampleyis expecting us to
bring a case to resolution as quickly
as possible -- the feast costly. the
better. ftis the responsibility of the
rehabilitation professional 1o edu-
cate ourcustomers that cheaper is not
always the Teast costiy way 1o go
when dealing with work-related in-

Jury. T is also the responsibility of

the rehabilitation professional (o
cducate the client as to the impor-
tance of theirassumption of an active
role in the rehabilitation process.,
The service that we offer to our
custonmiers needs to be professional,
aceurate and the same no matter who
is purchasing the service. However,
I know that in the "real world™. the
desire to keep a custoner happy ...
and coming back. van somctimes
override a professionals” best judge-
ment. However, the issue of cthical
dilemmias obviously is not simplhy
“private rehabilitation™ issue. but
one that permeates the entire reha-
bilitation ficld. For example. how
many times is the judgement of a
facilhity -bused rehahilitation coun-
selor overruted cor ruled by an ad-
ministrator who is try g to maintain
a fee-forservice meome fevell and
admits into the rehabilitation pro-
aram an who would
clearly benetit from a more appropri-

individual

ate setting or service?

While a Code of Ethies for reha-
bititation counselors exists, there
needs o be asignificant ineredse i
the time and attention paid to this
issue both in rehabilitation coun-
selor training programs and by in-
service traming. As a condition of
CARE acereditation,
should have o document regular

facilities

st and management traming ses-
sions it he arca of ethies. Cernfica-
tion bodies shonld require that g cer -
i percentage ol certification
mamtenance credits be devoted to
cthies. Private rehabilitation compa
nies should be up-front with poten:
tal customers by marketmg their
services s professional ind ethical.
I'he professional associations

(NRCOAD ARC N need o regularhy

Nattcnal Re abedaiaton Assouiation

offer to its” members professional,
practical training on cthics.

- Patricia Nunez

dward Steffan’s paper challenges
Erchuhililulim counselors in the pri-
vate sector 1o clearly define cthical
practices inorder to improve the qual-
1y of service delivery. He promotes the
under!y ing basis for this definition as a
positively motivated orientation in the
provision of objective goal orented
services, Tplicit in his essay s the
fundamental understanding that edu-
cating consumers and professionals
about the purpose of rehabilitation first
requires that rehabilitation profession-
als understand their own purpose.

Through the use of case examples,
Mr. Steftan raises more questions about
whut constitutes ethical rehabilitation
practice than can he addressed in either
Tis essay or this review. There are how-
ever. two guestions which we essential
to Mr.Stettan’s paper. These we whether
rehabilitation ethies can be detined and
whether morals or ethies can be legis-
lated.

Rehabilitation ethies hay e beende-
fined. Essentially . the issue is whether
rehabilitation counsclors, regardless
of their sector of employ ment. efect to
act moan ethical manner. Moaorals or
cthics cannot effectively be legis-
lated. However, standards of conduct
or behavior can be regulated and en-
forced. Regulation and enforcement
requires @ uniform standard o con-
duct which is independent of funding
and a contral authority to address
complaints.

Addressing the complenity of ethi-
cal issues will require a comprehen:
sive approach including training, pro-
fessional organization support, public
refations and legislation.

- Stephen A. Zanskas
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Seminar Recommendations

Chapter Five

he tollowing is a sumnwary of the
recommendations and implica-
tions for action as they relate to the
discussion of chapter five. These rec-
ommendations were deseloped by an

individual work group and the sty le of

presentation reflects their own forn

along with imphcations for action.
The tollowing recommiendations

and implications for action address

ethical issues confronting the field ot

rehabilitation and rehabilitation
providers. The recommendations
call for the focus of rehabilitation to
be the individual with a disability,
emphasizing an individual™s dignity
through choice. Ethical issues and
dilemmas are inherently difticult to
address as a topie sinee they arise
throughout individual and organiza-
tional decisions, policies and actions
regardless of the source of funding.
Proactive leadership is required by
the rehabilitation community to pro-
mote and entoree ethical behavior.
Development of a unitorm code of
ethics for adl rehabilitation providers
is essential to this process.

Service Delivery

1. The focus of the rehabilitation prog-
ess must be on the individual with
a disability .

19

- Rehabilitation providers, their pro-
fessionad associations and certiti-
cation bodies need to develop a
untform ethies code.

e

- Rehabilitation providers should only

provide services within the seope of

their training and expertise,

-

CTestimony . when required. shall be
provided objectively.

N

- Rehabilitation providers need o un-
derstand and activels seek to intlu-
ence the laws in their purisdiction,

6 Rehavilitanon providers need 1o
use desceriptions of behavior rather
than judgmental langnagdor labels
when commumicating about the m-
dividual participating inservices

. Rehabiltauon providers should be
crrded m their practice by the con
cept primium non nocere”, e
above alll do no harn

IATIPR NI ERFERY MRS}

8. Broaden the outcome measures
used 1o assess the efficiency and
suceess of rehabilitation services.

9. Indinviduals should be allowed 1o
choose their own service provider.

Training

1. The Rehabilitation Services Ad-
ministration (RSAY and the Coun.
cil of Rehabilitation Education
should reguire curriculum expan-
sion to include i@ specitic course in
applicd ethical decision-making.
The process of ethical decision-
mahing should be incorporated
throughout the curricuium,

2. Applied ethical decision-making
should comiprise 10 of the total
number of continuing education
hours required for eredential main-
tenance by cach of the respective
certification organizations.

‘s

- Emplovers need 1o provide insery-
ice training on ethical decision-
Making as a4 provess.

4. Employvers of rehabilitation practi-
tioners need to provide appropriate
levels of wraining and supervision
to employees prior to their engag-
ing in practice and throughout their
practice. This should include a
mentoring process byoan experi-
enced professional.

3. Protessional organizations, certifi-

cation bodies and individual sery-

ice providers need to proactively
educate the public doe. the referral
souree. the individual with the dis-
ability - emiplovers, the payor. and
other professionalsy about the pur-

pose of rehabilitavon, standards of

cthical conduct und the gricvance
or complaint process.

6. Curriculum changes are required to
include the technigues of profes-
stonal consultation m order o int-
prove professional interactions.

7. Prolessional organizatons such as
the National Rehabilitation Asso-
cration (NRAL and s divisions
need to expand their taning oppor
timities available o ther members,

8. The Natonal Rehabilitation Asso
cration should conduct o Swatze

Novivemtatd e dpibalsiaatoe s Nv oo natton
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Memorial Seminar on ethical is-
sues confronting the field of reha-
hilitation.

s

Policy or Program
Deveiopment

. Discussion of rehabititation sery ices

should tocus on the rehabilitation
process rather than setting. funding
source or other external variables.
2. A "Bill of Rights” should be desel-
opad and provided to the person with
a disability at the time services are
initiated and implemented. Mini-
miatly, this document should include:
the provider s ethical code. addressthe
issue of prvaey. and explain the cone
plkunt or gricvance process,

A central registry or eredential for

rehabilitation providers/practitio-
ners should be developed. Board
speciatization would fall within
this main credential.

Y

Research

The effectiveness of the ethies
training package devetoped by the
erant from the National Institute
on Disabiliny and Rehabilitation
Rescarch (NIDRR)Y should be
evaluated in proprictars and non-
profit rehahilitation settings.

. Research appears indicated on the

interaction of the ADA and pri-
vacy laws and the timplications of
this interaction on the provision of
rehabilitation services.

- Additional rescarch is required 1o

identify both "hard™ and "soft” out-
come mesures of rehabilhitation

services efficieney and suceess,

Legislation

- Rehalitation providers and ther re-

spective professional associations
need to proactivels adv ance appropit-
ate legislative initaty es or reforms on
adocal. state and federal Tevel.

. Rehahilittion providers and thew re-

spective professional assocrations
need to beconmie proactivels insolved
n the credentialmg mosement.
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Special Invited Paper

The History of

Private Sector Rehabilitation

[lovd M. Holt

he emergence of any new field is generally the result of
Tconwmilunl changes occurring in related fields. To un-
derstand the origins of private-sector rehabilitation, we need
to understand tie dynamic changes which occurred i the
insuranee industry and resulted i the. need for private
rehabilitation cuse management services.,

The insurance industry faces its own business eveles
which are not dissimilar to cconomic eyeles. There are times
when premium income is insufficient to cover the dotlar
amount of claims and administrative expenses. When this
happens. insurers have to draw upon investments for sol-
veney . Another common practice during such times is to
reduce operational expenses. The 19607 and 19707 found
many insurers making significant operational changes o
reduce costs. such as. disposing of company cars for claim
adjusters and resorting 1o telephonicatly recorded state-
ments from insurance claimants. This resulted in apprecia-
ble savings in operational expenses but the toss of personal
contact created a vacuum for individuals who were injured
or encountered a significant disability

During this sume time. claim osses were aceelerated by
1 competition between health and disability insurers. 2)
Iiberatization of Worker's Compensation laws. 3 the devet-
opient of auto no-fault legislation. 4y the start of the "habil-
ity erinas A discussion of these events tollows,

Competition: Health insurers expanded or devetoped
products issued to employees (group insurance). members
of professional assoctations (group franchise insurance) and
through individually underwritten contracts: examples in-
clude medical. major medical and hospital indemnity cow -
crage. Disabilits coverages defined "total disabihiy ™ as the
insured person’s mabitity o pertorm cach and every duty of
Hova A Holt, CIRS s Conndmator, Patient & Pablic Tnbannation for
the Y anaker Rehabilitation Center, Towa Metheshist Medical Center m
Des Mames, fowa He s the 1993 President al the national Assaciatnn
vt Setvae Providers i Povate Rebabihtation N ASPER 1 Divesion ot
the Natienal Rehabhtation Assocntion

ne Natvonal Relwibilwttnom Asacadion

"his other occupation“(regular job) for a period of two vears:
thereafter. total disabitity was defined as the inability of the
insured (person) to perform “any occupation™for which
he/she was reasonably qualified by education, training or
experience. During the 1960°s and 1970°s the "his occupa-
ton™ definition of total disability was ¢.panded from two
vears to five and even seven years. The "any occupation”
definition which had previousiy been limited by short term
contracts found liberatization wh:n contract lengths were
increased to "lifetime” accident benefits and sickness bene-
fits payable to "age 637,

With these increased contract fengths, insurers started
adding "rehabilitation clauses™ which basically integrated
wages paid with disability payments to those individuals
attempting return to work. These clauses were seldom
used since few claimants sought jobs on their own and
fewer stll found their way into the state vocational reha-
bilitation system. Without private sector case manage-
ment. these elaims continued uninterrupted. In group con-
tracts which reduced benefits for individuals receiving
social security disability payments. no one was available
to help the individual cither qualify for social security
benefits or demonstrate that return o work was possible.
The sy stem needed case management services.

Liberalization of Worker's Compensation Laws: By the
carly 1970"s, workers compensation benefits in many states were
insufficient tocover lost wages. Inaddition. some states ey en had
mavimum “healing periods™ after benefits were paid e the
exprration of the healing period (often around one vear) the claim
was settled or the medical benetits were held open <o that future
medical bitls tor treatiment o the compensable injury could be
paid. With the Tabor movement. worker's comp laws found
healthy increases i benefits and the eliminaton o "healing
periods”. States started looking more at the welfare of claimimits
attie of settlement..."was there ajobto goback 0™ Some states
thought this gquestion was so mportant that “mandatory voca-

1 Svcrtor Monograph
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tional rehabilitation” under worl.er’s compensation emerged in
states such as California which passed AB760 in 1976, Similar
faws appeared in Georgia, Pennsylvania, Washington State,
Minnesota. Colorado and elsewhere.

[n the mid 1970°s, many states which had given the
employer (insurance company) the right to choose the at-
tending physician for the injured employee suddenly relin-
quished that authority and gave the right of choice to the
injured employee and/or attorney. This accentuated the need
for medical case management services.

Auto no-fault legislation: Several states developed
comprehensive no-fault automobile insurance taws. Michi-
2un was one of the carly leaders: this faw initiatly provided:
1y unlimited lifetime medical benefits for treatment ot inju-
rics. 2) wage loss replacement of up to $1.000/month for up
to three years, 3) the ability to sue the party at fault only if
the injured party had a permanent disfigurement, a perma-
nent loss of a body part/function. or death of the injured
party. Similar comprehensive auto no-fault laws appeared
in Pennsylvania and a few other states. but most  tates
utilized @ more conservative system designed to expedite
handling of small losses while allowing farge losses torevert
to typical tort Hability handling. In those states with com-
prehensive no-fault coverage. medical case management
flourished and vocational rehabilitation work increased.

The liability crisis: This had its roots in the 1960s and
1970°s when medical malpractice awards skyrocketed.
Where liability seemed restricted by monetary policy limits.
there suddenly began a trend toward increased product
liability suits and related contingent liability actions. Since
Hability settlements looked at both medical expenses paid
and wage losses incurred. private rehabilitation case man-
agers were called upon for expert opinions on issues such as
a person’s employvability. and lifecare planning issues re-
tated o a person’s future medical expenses. The entire
“forensic rehabilitation” area advanced as healthcare costs
soared. and a new form of case management was needed.

In a previous Switzer Seminar paper. John I. Benshoff
vave George T. Weleh the eredit for founding private-sector
rehabilitation in 1970 within a unit of INA (the Insurance
Company of North America which was later to merge with
Connecticut General and be known as CIGNA),
INA/CIGNA had been using rehabilitation nurses for sev-
cral years priorto 1970 in many of their larger offices. Their

yob included medical care coordination. medical cost-con-

tainment and vocational rehabilitation tong before the terms
became fashionable! Those of us who warked for tand with)
George Welch in the earty days of private-sector rehabilita-
tion understand that his talent was in making rehabilitation
constlting services a fee-for-serviee business (in Weleh's
terms. “blending a business with a profession”).

Welch faunched International Rehabilitation Assoctates
tlater to be called Intracorpyin May . 1970 Most ol the initial
case managers were nurses who provided medical case
management services. ensuring that cach pes.won recenved
the best medical care available to mitigate the claimants
mjury. These nurses were also calted upon to provide direct

T3 Sagior Mo

job placement services and were quite successful. Most of

atl, these nurses provided excellent case control at a time
when it was desperately needed and not being furnished by
insurers or anyone else. Rising benefit levels and liberaliza-
tion of faws previously outlined complimented this need and
enhanced the success of this beginning.

In 1975 vocational rehabilitation by master credentialed
counselors started gaining popularity. Many nurses did not
feel totally comfortable with vocational cases and felt they
needed better vocational supervision. With the passage of
AB760 in California mandating master credentialed voca-
tional involvement and with the emphasis being placed on
vocational outcome in non-mandatory jurisdictions. voca-
tional rehabilitation emerged as another critical facet of the
CUsE MAnagement process.

Although some may think that rehabilitation started in
Woarker's Compensation. the pioneering eftorts actually had
their origins in the liability arena. (My introduction to reha-
bilitation was in 1969 at the Health Insurance Association
ol America annual meeting in Boston. One of the sessions
was on rehabilitaiion and showed a movie "The Rehabilita-
tion of Bob Burgeon™ a movie made by INA which showed
how extensive medical and vocational rehabilitation was
used to greatly enhance the dife of a Hability claimant while
actually saving the insurance company money---a true
WIN-WIN scenario). If utilizing rehabilitation were to
prove its effectiveness as a humanitarian. cost-effective
process, its higher costs had to demonstrate its worthiness
in mitigating losses and reducing claim settlements. This
wits best documented in the Hability arew. Worker's Com-
pensation became the primary source of private-sector reha-
bilitation because there was never a doubt over who was
lable and to what extent.

Even George Welch would be the firstto admit tas he did
to me many times) thathe was notthe tounder of the coneept
ol merging rehabiliation with insurance claim handling.
Weleh frequentls spoke of one of his own heros - the late
Arne Fougner who wrote and spoke prolifically to his fellow
professionals in the insurance industry from 1948 until his
untimely death in 1965, His message was loud and clear in
pushing for a change in how his industry perceived auto
accident “victims” and its reluctance to aceept rehabilitation
with ity emphasis on the positive - “what remains” raiher
than "what's lost™ (what Cunctions are impaired. how much
carning power is reduced. ete.). Fougner. the pioneer in
viewing the integration of rehabilitation in Hability cover-
ages sadd "acceeptance and application of rehabilitation pre-
cedes setttement. Rehabilitation is designed. not to settle an
argument but to solve a problem. By sobving the medical
problem - or. at least. arresting. "fining™ and reducing it - the
fegal argument should be more clearly defined. being
sharply reduced”. Fougner sad this in carly 1962 - well
before rehabilitation case management (either medical or
vocational) came to the forefront in the private sector.

Today . we e confronted withchattengmg issues health
care reform. Worker's Compensation reform or the adapta-
tion ol "24 hour coverage”. and. the potential for placing a

Nattomad Re haladianion \san o 8 8 6l
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cap on medical malpractice awards. May we as a society
never forget the struggle undertaken by these pioneers to
prove that rehabilitation is beneticial for claimants and
society while saving insurers money. Perhaps the day will
soon come when we evolve ino anew line of thinking - such
as that uttered by Arie Fougner on January 25, 1962 hefore
the New York State Bar Assocition Insurance Section - "we
must free ourselves from the habit of thinking exclusively
interms of money as the sole means to settle argunients and

to solve problems. In the entire (cluims) process. lawyers
and msurance representatives have been satisfied to act the
role of mereenaries, and this in a tield of disaster where the
cries are loud and clear for Samaritans™! We remain opti-
mistic to see the development of a new unitied system of
insurance which will delete the notion of excessive mone-
tary gan and incorporate the critical elements of medicat
and vocational rehabilitation case management. 1tis best for
the clamiant. best for the payor, and best tor societs,

RIC
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Special Invited Paper

Choice, Autcnomy and
Individual Provider Selection

Stephen AL Zanshas

Empm\crmcnl of individuals with disabilities through

choice and control of services has developed as a focus of

rehabilitation. The development of these themes as trends in
our saciety is reflected by the civil rights nature of rehabilita-
ton legislation. This trend began with the civil rights aspects
of Sections 303 and S04 of the Rehabilitation Actof 1973 and
their prohibition on employ ment diserimination against indi-
viduals with disabilities by federal contractors.

Consumer control of services has conceptually been ad-
vanced by the independent living movement. A movement
created by the Reauthorization of the Rehabilitation Act in
1978, Passage of the Far Housing Amendment Act. Air
Carriers Aceess Actand the Americans with Disabilities Act
teflect our society's desire o turther empower individuals
with disabilities (NCIELL 199 1),

Choice. simpls detined. is the act or power of choosmg.
The power o independentiy make a choice among alterna-
tives and exercise one’s choice requires awtonomy . Choice
and antonomy reffect the quintessential aspects of hunan
digmiy. Quaities long denied individuals with a disability
when seleciing a rehabilitation counselor or other service
provider. The denial of these aspects of human dignity
represent i fundamental structural paternalisny in the provi-
sion of vocational rehabilitation services and the ultimate
act of discrinination.

Exidenee of this structural paternalism is found in the
101t Congress” Conference Report on the Americans with
Disabilities Act of 1990, Among the congressional findings
i~ this powerful statement:

“ndvduals withy disabilites are a diserete and msular
minority whoe have been faced with restrictions and limita-
tions, subjected to ahistory of purposeful uncequal treatiment.
and relegated 1o position of political pow erlessness inour
society, hased on characteristies that are bey or.d the control

Steve Zanshas, MS CC RO C PO Cranlond & Compansy, Healtheare
Management Gireen Bav, Wasconsan
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of such individuals and resalting from stereotypic assump-
tions not truly indicative of the individual ability of such
individuals to participate in. and contribute to society.”

Individuals with disabilities atone or with their repre-
sentative possess the ability to make independent informed
choices regarding whether a provider's education. experi-
ence.expertise qualifications meet their unigue needs. How -
cvercindividuals with disabilites with tew exeeptions. have
been precluded from making an independent. intormed
choice regarding which counselor's orprovider's education,
experience. qualifications or expertise would most likely
meet their unigue needs. Rather, individuals with disabili-
ties have been assigned o "professionals” by geographic
location, ageney contractual relationships, “disability™ or
referted by third parts payois without being advised of the
enistence of alternatives. It is not that individuals with
disability. their famuly members. or representatives are an-
able to arrive at informed decisions rather. lack of chotce in
the selection of a provider appewrs o be structural and «
function ol cconomies. Services for individuals wiin dis-
abilities are often purchased by the tax payor or an insuranee
carrier. Relianee upon third party pas ors and their coneerns
for cconomy or other measures of success 18 not always
consistent with individual development. Individuals with
disabilities need to control the method of pay ment. whether
by voucher or some other system to obtaim equal status m
our \()L‘icl}'.

Steucturally . rehabilitation cotnselors and other rehabili-
tation providers require independence from the potential for
conflict between the values of the purchaser of services and
the individual who presents for services, Managed comyjie-
ttion of rehabilitation professionals would establish a mar-
ket place of individual providers for consideration and e
lection by an mdividual with a disability. No Jonger re
stiicted 1o an ageney, contractisal relationship or thod part

70
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preference. the individual with a disability could freely
choose their service provider.

Toensure quality and equal opportunity for selection, the
managed marketplace of rehabilitaton professions would
require a central registry of professionals, subscribing (o a
uniform code ol ethies. providing enforcement for ethical
breaches and/or legal violations and a method of payment
presented by the participant in services,

Uebates regarding whether an individual with a disabilits
prefers to be considered a client or consumer are moot w hen
the person fachs autonomy and choice. Lack of choice
relegates individuals with disabitities to the second cluss
status of arecipient,

Our culture has promoted self-determination. The mere
existenee of adisability does not eliminate that expectation.
Managed competition regardless of whether an individual
receives senvices as a benetit or entitlement would empower
individuals with disabilities to choose a rehabititation pro-

fessional. Choice and autonomy are fundamental aspects of
human dignity and empowerment. Extending the right of
chaice in the selection of a rehabilitation professionad o
individuals with disabilities would convey as a society the
recognition that individuals with disabilities do not require
paternalistic protection based upon stercotypic assump-
tions.

Paradoxically, the systems which developed to enable
individuals to attain independence. civil rights and the
choices which currently exist can now be pereeived as
representing the barriers for attaining these same goals.

References

Conference Report, Americans witl Disabilities Act of 1990
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Position Paper on the Reauthorization Act (The National
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Special Invited Paper

Rehabilitation in Workers’ Compensation:

A Growth Potential

Bruce Growick

tis a generally acknowledged fact that rehabilitation and
I\\orl\cr\‘ compensation are made for cach other. In work-
ers” compensation, the problem is an injury which prevents
an employee from returning (o work, and the solution is
rehabilitation which assists disabled sworkers in returning o

work. Workers” compensation is more than just a paycheck
forsomeone ofTof work. medical doctors for acute care. and
lawvers for necessany litigation. it is also about returning
injured workers to productive. meaninglul activity--a job to
return to. Rehabilitation facttities nationwide can play two
very important and complementary roles in rehabilitating
injured workers: case managementand work hardening. The

purpose of this wrticle is o deseribe the different kinds of

workers” compensation insurance. and how industriat reha-
bifitation can helfp 1o save both money and lives.

Workers™ Compensation is @ system ot insuranee de-
signed to protect employees and employers trom the costs
of industrial injury . This insurance sy stem is federaty man-
dated but administered by fegisfative and regubatory groups
at the state Jevel. Each of the fifty states has created a
patchwork of Taws and regulations governing their workers”
compensation. Although this can be confusing to risk man-
agers wha mustadminisier workers” compensation benefits
in several states at the same time. it has allowed states the
freedom to tailor their workers” compensation systems to fit
the needs of their own workers and employers,

For this reason, itis important for rehabilitation special-
ists to understand and appreciate the different benelits and
services which are "allowed™ in ther state. and also how

Biuce Groweek PR DL Fhe Ohie State Uninverain

workers” compensation insurance is administered from
state-to-state. From knowing what rehabifitation services
are authorized. and how employers have obtained their
workers” compensation coverage. rehabilitation facilities
can develop the necessary services which are needed and
market them appropriatels .

There are three basic types of coverage for workers
compensation® i state operated workers” compensation
fund. private msurance companies. and employ er setf-insur-
ance. Each of the fifty states has at feast one of these conduits
in place 1o provide workers” compensation coverage. and
most states allow employers a choice among these three
coverage formats. The following is a briet deseription of the
three ty pes of insuranee cov cr;lgc.l

State Fund Insurance

About half of the fifty states have a state-managed (e,
public. not-for-profit workers™) compensation tund, These
“unds operate in the same way as private insurance compi-
nic. employing claims examiners and adjustors, actuaries
an.l accountants. The state funds offer only workers™ com-
pensation insurance, and therefore are considered single line
insurance entities, Premiums are paid by employers into the
fund. the amount of which is determined by the tyvpe of work
te.g.. coat miners are probably more likely to be injured on
the job than registered nurses), the number of accidents the
company has had in the recent past (catled their “experience
rating”. and other factors. such as the number of safety
violations which have been reported at the company (...
OSHA violations).

! Foranup o kate overview of the warkers” compensation statute ol ghie SO states. the Disanctol Cobmibia, Guany, Puerto Rico and attal the
provinces of Canada please consult the 1992 editon ol Snabvas of Werkers” Compeanon Lasos, published by the US Chamber of Comimerce
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These premiums are used to pay tor all of the expenses
related to resolving a claim including rehabilitation sery -
ices, I a state has a separate rehabilitation ageney for
workers™ compensation. it is usually expected that an
injured worker will be served through that program when-
cver possible. If no state industrial rehabilitation agency
exists. then injured workers are typically referred to pri-
vale rehabilitation companies which arrunge for services
(L.C.. Case anagement) necessary to return an emplovee
to competitive employ ment. Until that injured employee
is returned o competitive emplovment. an outstanding
Hability exists for the state fund.

Private Insurance

Many states prefer to hav e private insurance companies
write workers” compensation insurance Jor emplovers. The
beliet here is that competition antong the insurance compa-
nies will Tower the premiums employers will have to pay.
Onee again, premiums are based upon the satets history of
the company and the inherent risk factors invohved
in the company’s particular hind of work.

Rehabilitation services. in states where private
workers” compensation insurance can be “written.”
is usually performed by private rehabilitation com-

o its injured workers. Again, the costs are paid out of the
selt-imsured company fund, Whether the mode of coverage he
state fund. private insuranee. or self-insuranee. emplosers in
growing numbers are looking to rehabilitation services as a
means through which workens” compensation costs can be mini-
mized. This realization has caused an explosion of opportunity
for rehabilitation agencies and professionals, And there are two
important roles that rehabilitation: companies can Play: case
managenient and/or work hardening.

industrial Rehabilitation Services

Simular to other ty pes of rehabilitation, case management
in rehabilitating injured workers is a process by which an
individualized plan or program of rehabilitation is devel-
oped by a rehabilitation professional. and monitored 10
completion. By working closely with the disabled employ ee
in un acuve program of rehabilitation. insurers and employ -
ers can factlitate an individual”™s return to work. In the case
of successtul rehabilitation. the employee once again be-

The 10 Largest Workers’ Compensation Writers

The 1990 Rankings as compiled by AM. Best,
an Insurance Rating Organization

panies. Rehabilitation companies compete for new Company 1992 Direct Premiums 1990 Market Share
referrals of industrially injured workers from pri- (Billions of Dollars) (Percent)
vate insurance companies. Once again, the out- Liberty Mutual Group $3.772 108
standing hability is not removed until the injured
employee has returned to work or the case has been CIGNA Group $2,001 57
settled. The ten largest private workers” compensa- American International Group $1,939 55
tion writers are indicated in Table 1. CNA Insurance Companies $1,870 53
Self Insurance Travelers Insurance Group $1,759 50
Anadditional alternative. somew hat unusualand Aetna Life and Casualty $1,679 48
quite gGifferent form those previoushy discussed. is Hartford Insurance Group $1,666 48
cmployer seif insurance. T this mode of coverage. .
the emiployer sets aside a certain pereentage of the Kemper lntemat'on.a‘
company ‘s profit into an escrow account which can Insurance Companies $1538 44
be used only o pay for workers” compensation costs Nationwide Group $1,260 36
acerued by the company. An advantage of this plan Continental Insurance Group $1.213 35

is reduced insurance costs tothe emploaer. sinee
there is noactual “prentium™ to be paid. I no injuries
or accidents occur on the job, then the employer
does not torfeit any mones . as would be the case if
aregular prentum had o be paid to an insurance
company or state fund. On the other hand, the employer
must be able o spare a modest amount of profit o place in
this account to cover all possible claims. For this reason.
self-insurance 18 chosen mostly by veny large corporations
i sttes where itis a legal coverage alternativ e
Rehabilitation costs are Tikewise the responsibility of the
company. However the self- insured company has total freedom
in seeuring rehabilitation services forits ingured employers. 1t a
state has anindustrial rehabilitation: agenes. the self-insured
employer iy use those services, but is responsible tor all costs
meurred. The self-insured company nxy also opt to choose a
private ichabiltation company to provide rehabrlitation services

n
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Table 1

comes i productne. contributing membe e of the work toree
instead ol depending on disability pay ments.

1 SOME SELES. CUNE NETEECTS TIUSE POSSess inimum
qualifications before they can develop a rehabilitation plan
on hehalf of the employer or the insurance company. Most
often the rehabilitation professional must be either o certi
ficd rehabilitation counselor or nurse. Because evers worker
with a disability has unique needs. suecesstul industral
rehabilitation rehies onanindividualized program managed
by awelb tramed rehabititation professional. Industrial reha-
hilitation. Trhe most types of rehabilitation. must be viewed
as s dynamic process requiring direct imvolvement and
personal attenton by the case manager.

Posd sug o Monovraph
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When developing o rehabilitation plan for an injured
worker. the case manager must take into consideration a
chient’s financial needs and Jegal rights under workers’
compensatien in that state. The rehabilitation plan may
mclude medical management. functional capacits assess-
mient, job analysis. transterable skitls analy sis. job modifi-
catton. job plicement assistance. and even retraining it

necessary . Of course. any of these services can be purchased
at alocal rehabilitation facility if they are avaifuble. IUis not
uncommon, for case managers in workhers” compensation,
o refer clients for services to the facility in which case
managers are employed,

The newest and most used facility-based serviee inin-
dusurial rehabilitation nowadays is work hardening. Work
hardenimg is an individualized. work-oriented activity that
involyves aclient performing simulated or actual work tashs.
These tasks are structured and graded progressively toin-
crease psschological and physical tolerance. and to improsve
endurance and productivity. Work hardening provides a
transition between hospital-based care and return to work
while addressing the issues of productivity . safety . physical
tolerances and worker behaviors, Many work hardening
programs are located in outpatient medical facilities. or
freestanding rehabilitation centers.,

Work hardening can be integrated into other rehabilita-
tion services, such as pain/stress management. vocational
evatuation. and career counseling. Work hardening sevices
can be provided independently if other components of the

rehabititation plan are completed. or if a client. by virtue of

his or her condition. needs only the vocationally reinforeing
aspects of work hardening. In either case. work hardening is

quickly becoming a vital component of many industrial
rehabilitation programs. In fact. work hardening is a new
acereditation category used by Commission of Aceredita-
tion of Rehabilitation Facilities and is now required in some
states for reimbursement by insurance companices.

The basic goal of idustrial rehabilitation is o assist
injured workers in returning to gainful employ ment. From
a financial standpoint. the employer saves money in three
ways when rehabilitation is successful: the overall costs in
a claim are reduced: the injured worker retums o work
faster: and the amount of workers” compensation the expe-
ricnee-rated emplover must pay in future premiuims is re-
duced. In Ohio, an independent actuarial firm conducted a
study in 1987 and discovered that more than 525000 was
saved when an injured worker returns to work through
rehabilitation. [t is obvious that the employer and the em-
ploy ce have a ol to gain by using rehabilitation services.

Conclusion

Workers™ compensation and rehabilitation are indeed
made for cach other. Since the ubtimate goal of workers’
compensation is returning the injured worker to employ -
ment. and vocational rehabilitation 1s composed of services
aimed at emplovment for people with disabilities. it is only
aatural that industrial rehabilitation in America has flour-
tshed the Tast 15 vears. What rehabilitation has to offer is
what emplovers and insurance companies want for their
injured emplovees-good. cost-effective rehabilitation so
thai both money and lives are saved.

Fodd Sagr o Momocraph

74

Natonal Redwdalvation Yo nation U




Q

ERIC

Aruitoxt provided by Eic:

End Notes

Rehabilitation in the 90°S and Beyond

Barbara Greenstein

he field of rehabilitation has undergone many
Tchungcx driven by the pereeived needs in the market-
place. The carliest roots are the attempts of communities
to support individuals with disabilities: we have grown
into numerous professional disciplines. In 1993 we are

fragmenting ourselves and losing the focus of our work,

In arder to plan for the future. we need to take stock of

our strengths and weakaesses:

Strengths

1. We know that the individual with a disability is the focus
of the rehabilitation process.,

2. We have core knowledge encompassing medical. voca-
tional, cultuzal. legal. and technological issues,

3 We have broad experience with both local and national
labor market trends.

4. We have SKills that are valuable in many settings besides
traditional vocational rehabilitation: medical institutions,
the legal sy stem. and business and industry .

5. We are flexible and creative in looking for sotutions to the
cmplovinent problems of the disabled individuals we senve.

Weaknesses

[. Wehave become fragmented into many tiny disciplines.,
some of which may have less than 100 practitioners in
the entire country.

2 Wespend alit of ettort “guardimg our turf™ and defending
these tiny diseiplines.

3 Wedo not undentand how being accountable for our profes
sionad actions is i sign of our maturity as a profession,

Aswe stand on the edge of the Taseenty -First Century it
is mportant o contemplate how we can build on our
strengths and mimumize our weaknes: s Frst we must look
at the sinlarities we share as rehabilitaiion professionals,
Our common core of Anowledge crosses wl the disciplines
where we work, and it s this core that delines our profes-

P
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stonal identity. We are rehabilitation professionals. not ve-
habilitation counsclors or job placement specialists or voca-
tional evaluators,

Unifying ourselves as rehabilitation professionals means
having asingle certification by which the outside world can
recognize us. As we expand our services into the legal
syatem and business and industry, it is important {or these
new consumers to have an casy way to hnow who has the
qualifications to perform the desired services.

The issue of accountability has emerged both because
of disabled individuals becoming more involved in direct-
ing their own rehabilitation programs, and by the expan-
sion into industry. There can be no debate about the rights
of disabled individuals to receive high-quality service and
to hold the providers accountable for delivering it In
industry. accountability is the norm. from the line worker
who must meet production quotas. to the exeeutive who
must deliver a certain level of profitabitity to the share-
holders. Accountability does not mean that our profes-
stonal judgement is being questioned: it means that our
profession has matured.

In the futare. rehabilitation professionals with expertise in
vanous arcas will provide services in many settings: public and
private agencies. medical facilities. homes, fegal settings, and
business. Individuals with disabilities will have expanded oppor-
tunities for fuliillment in their lives, Remembering our roots will
lead us 1o the future of rehabilitation,

Dedication

This paper is dedicated in loving memory of Melvin
Gireenstein (2/28/20 - 2/1/93), my father and mentor. Ina
distinguished 25-vear career in rehabilitaiion. he served as
astaff member of the Chicago Jewish Vocational Service.
and as the Bxecutive Director of the Kenneds Job Traiming
Center in Palos Park. L and the Orehard Mental Heaith
Center in Skokie. T At all times, he sought to bring
dignity to the lives of physicalls and mentally disabled
mdividuals. Rest i Peace.
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Switzer Memorial Seminar

At the reception, friends and colleagues of the late Mary Switzer: Joseph Fenton (NIDRR),
Deno Reed (RSA & NIDRR retired), Martin McCouitt (RSA & NIDRR retired. S. Norman Feingold
(formerly B'nai Brith Vocational Service)

Listening attentively at the seminar are scholars, Phil Bussey.
Ralph Crystal, Estell Davis, and Tom Davis.

Carl Hansen, Chairperson, Switzer Memorial Cummittee, o
introduces Justin Dart, Jr. (Justin Dart, Jr. is the Chairman 4"03 capv Qvﬂ Emsll
of the President's Committee on Employment of People J&.& “

with Disabilities. and a chief architect of the ADA.) 7 7
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At the reception. Bill McCahill (recipient of Switzer Award), with
Minam Stubbs {left) (formerly with RSA) and Ann Tourigny. NRA
Executive Director

Mark Shoob, Acting Deputy Commissioner of RSA.

Committed to Enhancng
the Lives of Persons
with Disabilities

At the reception Charles Harles, Director of INEABIR, and James Galetka,
Executive Director of RESNA
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Mary E. Switzer

ew people realize that Mary [

Switzer had a satisty ing and futly
successtul career in federal govern-
ment employment that spanned sev-
eral decades prior to her formal entry
into the field of rehabilitation. She
was fifty vears old when she became
director of the Office of

1900-1971

and perhaps, tbove alllinits expanded
funding base for more personnel and
programs for those inneed of rehabili-
tation services. fn the sears that fol-
lowed. she went on to ¢ven greater
legislative and governmental leader-
ship heights on behalt of both disabled

awards. Alsorecorded are her presi-
dencies of many organizations includ-
ing the National Rehabilitation Asso-
ciation. whose members and their of-
forts she held in high esteem. But she
did not reach the heights of her ability
whien she was made the first Admin-
istrator of the Social Reha-

Vocational Rehabilitation
in 1930, und she brought to
the position i superior in-
telieet and ability. Her
many talents and experi-
cnees in ccononiies, the
leginfative process. gov-
ernment administration,
health. weltare and public
cducation were only a few
of the composite assets
brought with her. She en-
tered the mosvement at a
crucial point in s evolu-
ton. It was a time in
which difticult decisions
had to be nade between
maintaining the status guo
or moving to a Lrger and
unknown future. but with
nicreased  opportunity o
serve tens ot thousands of
people with disabitities yet
m need.

Following a1 life puttern
o support ol increased
services o people with a
more responsive and hu-
manitartan government to

changing human needs,
she readily committed her-
self o the less certain but more hope-
fully expanded future for rehabilita-
ton. The restis history. The breadth
and humanity of Mary Switzer are

stamped forever on the passage of

Public Law 365 with its rescarch and
demonstration features, its concern
tor rehabititation education, its man-
date to construet necessary rehabitita-
tion Facitities, its totally new charac-
teristic of internationat effonts and co-
operation regarding rehabilitation,

TN

biliation Services, nor when
she retired {rom the position,
nor when she became inter-
nationally involved in the
World Rehabilitation Fund.
Instead. she found her great-
ness when she touched cach
of us. bringing our full hu-
manitarian efforts and quali-
ties to the fore on behall of
disabled and disady untaged
people. While readily rec-
ognized as a truly great ad-
ministrator in the classical
sense. her true capacity and
abitits can only be appreci-
ated when we realize that
these accomplishments
sprang froman inner expres-
ston of sensiivity. emo-
tional refinement and dedi-
cation to serve all fess fortu-
nate people. Her egalitarian
qualtities were ot contrived
but spontancous. stemming
from love and respect for all
living things.

All of us in the National
Rehabilitation Association
and in rehabilitation, and all

and disadvantaged people.

Despite the demands on the na-
tonal and federal scene, her presence
was almost ubiquitous on behalf of
program development and extended
services o needy people. On a re-
gional, state or tocal level, be it public
orvoluntary services,if itwere in the
interestof rehabilitating those inneed.
somchow, she would “arcange to be
there.”

The Who's Who has chronicled het
many nattonal and international

Nottronntl Re halnlitation \wwoctanon

people with disabilities.
have had better, more meaningful and
more productive lives becanse her
presence and her being were suffi-
ciently large to embrace and aceept us
as we e and help us better under-
stand where we should be.
What more can be sand than that we
hied the joy and privilege of knowing
her?

F B Wintten, Tewrnad ot Rehalnlitanen
NovenbetDecember, 197
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Previous Monographs Issues Also Available

Sincc the first annual Mary E. Switzer Memorial Seminar in 1976, the Swiizer Monograph has illuminated the research and
recommendations of proninent scholars within the tield of rehabilitation. Switzer Monographs have proven themselves to be
useful tools for administrators. practitioners. policy makers. legislators. rescarchers. education specialists and consumers. To order a
particular issue or 1ssues. simply duplicate this form to the National Rehabilitation Association, 633 South Washington Street.
Alexandria, VA 22314, along with vour check or credit card information.

Please send me the following Monographs:

#1 Out of print.
#2 Rehabilitation of the Older Blind Person: A Shared Responsibiliry
#3 The Role of Vocational Rehabilitation in the 1980s: Serving Those
with Invisible Handicaps
#4 Rehabilitation of the Mentally 11l in the [980s
#5 International Aspects of Rehabilitation: Policy Guidelines for the 1980
#o Women and Rehabilitation of Disabled Persons
#7 Rehabilitation in the Public Mind: Straregies of Marketing
#8 New Technologies and Rehabilitation in the Information Age
#9 Social Influences in Rehabilitation Planning: Blueprint for the 21st Century
#10 The Transition to Work and Independence for Youth with Disabilities
#11 The Aging Workforce: Implications for Rehabilitation
#12 The Rehabilitation of Persons with Long-Term Mentai Hiness in the 1990s
#13 Technology and Emploviment of Persons with Disabilities
) #14 Emploviaent and Disability: Trends and Issues for the 1990s
#15 Aging. Disability and the Nation's Productivity
__#le6 Rehabilitation Facilities: Preparing For The 21st Century —
) |
All available Monographs are S10.00 ‘ Kﬂi
Name
Address Paying by credit card?
Citv. State & Zip Master Card or VISA?
Davtime Phone # Card Number

Send & Make cheeks pavable to o
Expiration Date

National Rehabilitation Association.
633 South Washington Street

L Signature
Alexandria, Virginia 22314

For information on bulk orders. call (703 715-9090 Total Amount
FAN (703) 836-0848. TDD (703) 836-0849,
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Switzer Memorial Seminars

As a living tribute to the memory of Mary E. Switzer. each vear a special
topic of vital interest to the rehabilitation of persons with disabilities is
cxplored in depth. One of the outcomes of cach seminar is a Switzer
Monograph which clarifies the thinking in a given area of rehabilitation and
sets goals and objectives for positive action. Those individuals invited to
participate in the Seminar are designated as Switzer Scholars
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Mary E. Switzer Memorial
Seminar and Monograph

To perpetuate the memory of a great woman and great leader in
the field of rehabilitation by establishing a memorial that will expand
and enrich services to persons with disabilities.

Committed to Enhancing
the Lives of Persons
with Disabilities
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