CHAPTER THREE

Progression of Disability Benefits (PODB) isdefined asthe migration of workerswith P rog ression
disabilitiesthrough asystem of economic benefitsresultinginther ultimaterelianceupon Of DI sabi | |ty
Social Security Disability Income (SSDI). Thisstudy tracksthe experience of 400 i
individua swith neurologica impairmentsthrough the PODB, and comparesthemwitha Ber'IEfltS: A
general disability population on key demographic characteristics. Theauthorssubmit Barrier to
that PODB isaclear impediment to independent living and suggest hopeful interventions

that may interrupt PODB and by extension, maximizeindependent living for persons | ndependence

with neurological impairments. for Persons

with
Neurological

tisagenerdly accepted principlein rehabilitation that one' s prospectsfor independent .
I Impairments

living arelinked inextricably to both vocational status and independencefrom

economic disability support systems. Extensiveresearch hasbeen conducted regarding
the employment of peoplewith neurologica impairments, and how employment potential
can be both predicted and maximized (Fraser and Clemmons, 1999). Regarding eco-
nomic support, however, far lessisknown about how personswith neurological impair- Carolyn E. Danczyk-
ments migratethrough various systems of incomereplacement. Hawley

Recently, anew construct has been devel oped that can shed additional light on
mattersof independenceand disability. PODB isdefined asthe migration of workerswith Chris Reid
work-limiting disabilitiesthrough asystem of economic benefitsresultingintheir ultimate
reliance upon SSDI (M cMahon, Danczyk-Hawley, Reid, Flynn, Habeck, Kregel, and
Owens, 2000). One study demonstrated that when returnto work serviceswerenot
successful following animpairment, thefinal “intervention of choice” wasassstingthe
individual to acquire SSDI (Hunt, Habeck, Owens, & Vandergoot, 1996). The net effect
wasashifting of both costsand responsibility from the privateto the public sector. In
recent years, enrollment in SSDI has been escal ating, whilethe departure ratefrom SSDI
for returnto work hasremained lessthan one percent (Habeck & Hunt, 1999). Thus,
nearly al personswith disabilitiesthat enroll in SSDI remain forever dependent onthe
system. Inbrief, any reductionin PODB would bedesirablein termsof furthering the
independent living objectivesof community inclusion that often are associated with em-
ployment.

The purpose of thisstudy isto expand uponthe McMahon et al ., (2000) study,
by examining how the PODB phenomenon relatesto neurological impairments. Specifi-
caly, theresearch questionsare:

Brian T. McMahon
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How can we describethe movement of claimantswith neurological impairmentsfrom
short-termdisability (STD) tolong-term disability (LTD) to Socia Security Disability
Income (SSDI)?

How does PODB for workerswho incur neurological impairmentsdiffer from
workerswith disabilitiesin genera ?

How do workerswith varioustypesof neurological impairmentsdiffer fromeach
other inregardsto age, gender, region, and employer industry?

DEscRIPTION OF THE DATABASE

The database was extracted from the UNUM/Provident Life Insurance Company, alarge disability insurer,
inApril, 1999. Every caseof STD filed with UNUM/Provident during calendar years 1994, 1995, and 1996
(known asthefiling period) wasincluded intheorigina dataset. Thisgroupincluded 115,438 claims, formwhich
thefollowing wereremoved: 1,187 dueto death; 35437 dueto pregnancy; 771 dueto missing | CD-9 codes; and
726 because LTD clamswererdated to different STD claimsprior to thefiling period. With thesedeletions, the
final population availablefor the study included 77,297 claims.

CHARACTERISTICS AND L IMITATIONS OF THE DATA SET

Themaster dataset was compared to national trends during the reporting period and thefollowing differ-
enceswere noted in the original research (McMahon, et al., 2000) and are presented below. For thesereasons, the
dataitself and thetrendsindicated by the dataareinterpreted with caution.

The UNUM/Provident dataset contained proportionately morefemales, more
servicesworkers, moreworkers 25-44 yearsold and moreworkersfromthe
Northeastern U.S.

The Unum/Provident sample had fewer workersin government, transportation and
wholesale/retall trades; fewer workers age 15-24; and fewer workersfromthe
Western U.S.

Inorder to minimize variationsin the dataattributableto claimshandling, thesample
includesonly claimants insured for both STD and LTD by UNUM/Provident.

Most claimantsinthissamplework for larger employers(i.e., 500 or moreworkers)
that offered integrated benefit programs. Theseemployersarelikely to have higher
levelsof accommodation and Disability Management activity than would be expected
of employersingenerd.

Nowork-related injurieswereincluded in thisstudy asthoseinjuriesare addressed
through adifferent disability benefit system (i.e., worker compensation).



6. Variationsinreporting practicesand interpretation of disease

definitionsby medica providersinevitably will resultin quditativeand
quantitative biasesthat, in turn, affect the representativenessand
completenessof the data set.

7. Impairment severity isnot known.

8. Atleast 99.2% of al clamshad sufficient opportunity to “mature’

(i.e., reach SSDI statusif they were going to do so).

DoOCUMENTING AND DESCRIBING THE
PROGRESSION OF DisABILITY BENEFITS

The General Disability PODB

Themigration of al claimantsin the population from STD (N=77,297) toLTD
(N=8,880) to SSDI (N=3013) statuswas documented and isrepresented below in Figure
1. Of the 77,297 STD claimantswho comprised the sampl e, 8,880 (11.5%) continued on
toreceive LTD benefits. Fromthisgroup, 3,013 (33.9% of the LTD group; 3.95% of the
STD group) progressed to SSDI disability benefitsby the end of the study period. Ap-
proximately onein nine STD recipientsprogressed to LTD status; approximately onein

three of these claimantsprogressed to SSDI status.

FIGURE 1: Progression of Disability Benefits
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THE Stuby SamPLE: ExXTRACTION OF NEUROLOGICAL CLAIMS

For purposes of thisstudy, neurologicd disability isdefined asanimpairment
involving aninjury tothebrainintheform of aninflammatory condition, cerebrovascular
condition, or skull fracture. Neurological impairmentsof the braininvolving hereditary or
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degenerative conditionswerenot included in thisstudy. Fromthe original population of 77,297, the study sample
extracted for thisstudy involved precisely 400 claims, each of which included thefollowing information: claimant
age, gender, ICD-9 disability code, region of residence, standard industrial code and presence/absencein LTD and
SSDI gatus.

————————————RESULTS —m/8M8M8M8M8M8m8™————————————————

Analysesof these datawerefocused uponthree areas:

m  Comparing the PODB of thestudy samplewith neurologica impairmentsversusthe
PODB of the populationwith genera disabilities,

m  Exploring the characteristicsof claimantswith different typesof neurologica diagnoses
(ICD-9 code); and

m Examiningthe PODB asit relatesto neurol ogicd injuriesacrossthevariablesof age,
gender, geographic region, industry typeand the neurologica injury sub categories.

DirrerReNCES IN NEUROLOGICAL VERSUS GENERAL DisaBiLITY CLAIMANTS

Table 1 below comparesthevariables of age, gender, geographic region, and employer industry in the study
sample(neurological) versusthe population (genera disabilities).

Table 1: Neurological vs. General Conditions

Percent of

Claimants by | Percent of Claimants by
Disability N Mean Gender Region Percent of Claimants by Industry
Type Age Gov/

Male |[Femalel NE| S | MW | W | Goods | Trans | Retail | Finance Services
Neuro 400 31.2 47.8 | 52.3 |40.5| 30 20 95 31 7.8 15.5 4 41.8
General 77199 371 |357| 643 |39.2/30.3/202 103| 301 | 56 | 119 | 83 44

Demographics

Comparedto claimantswith generd disabilities, clamantswith neurol ogica injurieswereyounger and more
likely tobemale. Ininvestigating claimantsby industry typeandimpairment, the neurol ogical sampleincludesmore
individua sworking inthe Government/Transportation and Retail industriesand fewer working inthe Financeand
Servicelndustries. The Goods Producing industry (primarily manufacturing) reflected virtualy no difference
between groups. |nexamining claims patternsacross geographic regions, therewasno statistically significant
difference between claimantswith neurol ogicd versusgenerd disabilities.



TheMajor Finding: Neurological VersusGeneral PODB

Thereexistsasignificant relationshi p between study sample(i.e., neurological)
versusthe population (i.e., general disabilities) with respect tothemigration of workers
alongthe PODB. Individuaswith neurological disabilitieswerefar morelikely to moveto
advanced disability status(i.e., LTD and SSDI) thanindividua swith general disabilities
(%2(2,N=77297) =12.10, p<0.01). Far more claimantswith neurological impairments
(11.5%) progressed from STD to LTD (but not SSDI) status versus 7.6% of the
clamantswith generd typesof disabilities. Smilarly, 5.5% of clamantswith neurologica
injuries progressed from STD to LTD and then to SSDI status compared to 3.9% of
clamantswith generd disabilities. Overall, atota of 17% of claimantswith neurological
injuriesmoved to amore advanced disability benefit status (LTD and SSDI) versus
11.5% of claimantswith general disabilities. See Table2 below.

Table 2: Progression of Disability Benefits by

Disability Benefit Level

% of Claimants by Advanced
Disability Type Disability Benefit Level
STD LTD SSA
Neuro 83 11.5 55
General 88.5 7.8 3.9

Sudy Sample Sub-Categories

Thenext set of analyses compared the 3 typesof neurologica injuries
(Inflammatory, Cerebrovascular, and Skull Fractures) according to frequency of claims,
demographic, and industry variables.

NEeuUroLoaGIcAL INJURY SuB-CATEGORIES

Datawereavailablefor 400 claimants (100%) with respect to type of
neurologica injury asreportedintheir ICD-9 code. Initsentirety thissample consisted of
18individua ICD-9 codesgrouped into three subcategories: inflammatory conditions,
cerebrovascular impairmentsand fracturesto the skull asshownin Tableeonthe
following page. Dueto smilarity of clinical presentation, the code* specific nonpsychotic
mental disordersdueto organic brain damage,” was merged with the code* inflammatory
diseasesof the central nervoussystem.” For similar reasons, the category
“cerebrovascular impairment (CVA)” islimited to claimants 40-years-of-age and younger.
AscanbeseeninTableC, fractures of the skull make up thelargest subcategory of
neurologicd disability claimsinthe study sample (50.3%) - many of thesecasesare
knowntoinvolve TBI treatment- followed by inflammatory conditions (25.3%) and
cerebrovascular diseases (24.5%).
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Table 3: Neurological Injury Sub-Categories

ICD-9 Title N  Percent ICD-9 ICD-9 Title N  Percent of
of Total Code Category
Fractures 201 50.30% 800 Fracture of vault of skull 30 7.50%
801 Fracture of base of skull 8 2.00%
802 Fracture of face 142 35.50%
803 Other and unqualified skull 20 5.00%
fractures

804  Multiple fractures involving skull 1 0.30%
or face with other bones

Inflammatory 101 25.30% 310 Specific nonpsychotic mental 76  19.00%
conditions & disorders due to organic brain
organic brain damage
damage
323 Encephalitis, myelitis, and 17 4.30%

encephalomyelitis
324 Intracranial abscess 6 1.50%

325 Phelbitis and thrombophlebitis 2 0.50%
of intracranial venous sinuses

Cerebrovascular 98 24.50% 430 Subarachnoid hemorrhage 13 3.30%
conditions
431 Intracerebral hemorrhage 7 1.80%

432 Other and unspecified intracra- 3 0.80%
nial hemorrhage

433 Occlusion and stenosis of 4 1.00%
precerebral arteries

434 Occlusion of cerebral arteries 5 1.30%

435 Transient cerebral ischemia 9 2.30%

436 Acute, butill-defined cerebrovas- 44 11.00%
cular disease

437 Other and ill-defined cerebrovas- 12 3.00%
cular disease

438 Late effects of cerebrovascular 1 0.30%
disease

DemographicsDifferences Among the Sub-Categories

Figures2 and 3 onthefollowing page detail resultsregarding therelationship of neurological injury catego-
riesand select demographic variables. A small but Satistically significant gender difference emerged among subjects
inour sample(i.e., overdl, therearedightly morefemal ethan male claimantswith neurological injuries, 52.3%
femaesvs. 47.8% maes). Within categories, claimantswithinflammatory and cerebrovascular impairmentswere



morelikely to befemae. However claimantswithin thefracturesof the skull category
weremorelikely to be male, ademographic finding consistent with TBI nationa Statistics.

FIGURE 2: Development Level of DM Activities
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Figure 3 below presentsresultsregarding therelationship of neurologica impair-
ment subcategoriesand age. Onceagain, adtatisticaly significant relationship emergesfor
all neurological injury categories, thetotal number of claimsreach their peak frequency

within the 25-34 age group and then decrease with each subsequent age category.

However, the cerebrovascular and skull fracture categoriesshow alarge decreasein
representation with anincreasein agewhereastheinflammatory category showsrelatively
small decreasesuntil the 55+ age category. Sincethe cerebrovascular category contains
only individua s40-years-of-age or younger, dataare absent from the 45-54 and 55+ age

groups. Thus, trend datainvolving age should be viewed with caution.

FIGURE 3: Percentage of Neurological Disability

Sub-categories by Age

60

526

302

L7 B7977

79 82
0

0

125

IMlametory Gardlrosesauar

Fadure

75

01524 BS3A nx4

454

0%t

Chapter Three --

43



Table 4: Demographic Variables by Neurological
Injury Category

ICD-9 Title Total
Inflammatory  Cerebrovascular  Fracture
Age - N and percent of 15-24 4 8 30 42
Neurological Injury 4.00% 8.20% 15.00% 10.60%
Clusters
25-34 32 51 80 163
31.70% 52.60% 40.00% 41.00%
35-44 29 38 50 117
28.70% 39.20% 25.00% 29.40%
45-54 28 0 25 53
27.70% 0 12.50% 13.30%
55+ 8 0 15 23
7.90% 0 7.50% 5.80%
Age - Percent of Age 15-24 9.50% 19.00% 71.40%  100%
Groups 25.34 19.60% 31.30% 49.10%  100%
35-44 24.80% 32.50% 42.70% 100%
45-54 52.80% 0 47.20% 100%
55+ 34.80% 0 65.20% 100%
Total 25.40% 24.40% 50.30% 100%
Gender - N and Percent of Male 32 47 112 191
Neurological Injury 31.70% 48.00% 55.70% 47.80%
Clusters
Female 69 51 89 209
68.30% 52.00% 44.30% 52.30%
Gender - Percent of Age Male 16.80% 24.60% 58.60%  100%
Groups Female 33.00% 24.40% 42.60%  100%
Total 25.30% 24.50% 50.30% 100%

Geographic Region

A Chi-squaretest of independence reveal ed that the variables of neurologica injury and geographicregion
arenot significantly related (2 (6, N=400) =4.17, p< 0.65. Phi equals.102 p<.654).
Industry

Assessing therel ationship acrosstype of industry and neurological disability subcategories, achi-squaretest
of independencereveal ed that these variableswere not independent. Dataranged from alow of 6.3% to ahigh of
62.5%. Acrossall industries, both the Goods Producing and Serviceindustries had more claimantsrepresenting all
subcategories. Yet, whileclaimantswith I nflammatory and cerebrovascular conditions primarily arerepresentedin
the Serviceindustry (49.5% and 49%), claimantswith skull fracturesare primarily represented in the Goods Pro-
ducing industry (38%). See Figure4 on thefollowing page.



FIGURE 4: Percentage of Neurological Disability
Sub-categories by Industry

60 -

49.5 49
50 -

38.3
40

Inflamm Cerebro. Fracture

B Goods mE Government [ Retail Real Estate [ Services

Table 5: Geographic Region and Industry Type by

Neurological Injury Categories

Neurological Injury Categories Total
Inflammatory  Cerebro- Fracture
vascular
Geographic ~ Northeast 45 39 78 162
Region - N 27.80% 24.10% 48.10% 100%
and Percent
of Neurologi-  South 26 34 60 120
cal Category 21.70% 28.30% 50.00% 100%
Midwest 18 19 43 80
22.50% 23.80% 53.80% 100%
West 12 6 20 38
31.60% 15.80% 52.60% 100%
Industry Goods 24 23 77 124
Type - N and 19.40% 18.50% 62.10% 100%
Percent of
Neurological ~ Govern- 9 6 16 31
Category ment 29.00% 19.40% 51.60% 100%
Retail 8 20 34 62
12.90% 32.30% 54.80% 100%
Real 10 1 5 16
Estate 62.50% 6.30% 31.30% 100%
Services 50 48 69 167
29.90% 28.70% 41.30% 100%
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SeconDd M AJOR FINDING: SuB-caTEGORY PODB CoMPARISONS

PODB and Neurological I njury Sub-categories

Datafrom clamantswith neurologicd injurieswereexaminedin light of their migration acrossdisability
benefit systems(i.e., STD, LTD, and SSDI). A Chi-squaretest reveaed asignificant relationship between the
neurol ogical impai rment sub-categoriesand migration to more advanced PODB levels. Among the sub-categories,
clamantswith cerebrovascular impairmentswerethe most likely to advanceto LTD and SSDI (30.6%). Claimants
with head fractures (traumatic brain injuries) werethe second most likely to advanceto SSDI (2.0%). Conversely,
claimantswith inflammatory conditionsweretheleast likely to moveonto LTD (7.9%); however, oncethey did
advanceto LTD, they weremorelikely than claimantswith head fracturesto move onto SSDI (5.9% vs. 2.0%).

Table 4: Demographic Variables by Neurological
Injury Category

Highest Benefit Level (%)

STD LTD SSDI
Age 15-24 78.6 16.7 4.8
25-34 88.3 7.4 4.3
35-44 81.2 13.7 5.1
45-54 84.9 11.3 3.8
55+ 60.9 21.7 17.4
Gender Male 81.2 13.6 5.2
Female 84.7 9.6 57
Geographic Region Northeast 85.2 8.6 6.2
South 82.5 12.5 5.0
Midwest 85.0 7.5 7.5
West 71.1 28.9 0
Industry Type Goods 86.3 9.7 4
Government 67.7 22.6 9.7
Retail 83.9 9.7 6.5
Real Estate 93.8 0 6.3
Services 41.3 45.7 40.9
Neurological Injury Category  |nflammatory/Organic 86.1 7.9 5.9
Cerebrovascular 69.4 18.4 12.2
Fractures 88.1 10 2
Total 83 115 5.5



FIGURE 5: Percentage of PODB by Neurological
Disability Sub-categories
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Movement acrossdisability benefitsfor claimantswith neurologica impairmentsis
related to theregion of claimant residence. A Chi-square analysisof the PODB by region
reveal ed that these two categories are not independent of each other (%2 (6, N=400) =
16.07, p<0.013). Phi is0.20, p<0.013. The percentage of claimantswith neurological
injuriesprogressing to LTD rangesfromalow of 7.5% inthe Midwest to ahigh of 28.9%
intheWest. Thoseclaimantsprogressingto SSDI rangesfrom alow of 0%inthe West
toahigh of 7.5%inthe Midwest. Inaddition, whilethe West had the highest percentage
of clamantswith neurologica injuriesin advanced disability benefit status (28.9%), none
moved to SSDI (0%). SeeFigure6 below.

FIGURE 6: Percentage of PODB by Region
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Age, Gender and Industry Variables

Chi-squaretests of independence on the rel ationship between PODB statusand
claimant age, gender, and industry variableswere not significant.
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————DiscussioN —8M8 ™

Theauthorsinvestigated and analyzed variousrelationshipsamong the variabl es of disability (neurological vs.
genera), neurological impairment subcategories, age, gender, geographic area, employer industry, and disability
benefit status. Inthestudy sample, neurologica impai rments— defined asconditionsinvolving aninjury tothebrain
intheform of aninflammeatory condition, cerebrovascular condition, and skull fracture— account for lessthan
0.005% of the overall disability benefit claimsavailableinthe UNUM/Provident dataset. When compared to
genera disabilities, claimantswith neurologica disabilitiestended to beyounger (in part dueto presdectionfor the
CVA claims) and male. Claimantswith neurol ogica disabilitiestended to be better represented in the Goodsand
ServicesIndustries, thanin Government/Transportation and Retail Industries. Most important, neurological claim-
antsalsoweremorelikely to progressto advanced disability benefit levelsof LTD and SSDI thanindividuaswith
genera disabilities. Indeed, 17% of claimantswith neurological disabilitiesprogressed to advanced disability benefit
levels(LTD and SSDI) compared to 11.5% of the genera disability population.

When the study samplewasfurther divided into three | CD-9 subcategories, asimplemajority had aneuro-
logica impairment resulting from ahead fracture. Claimantswithin thissub-category asoweremorelikely to be
male. With respect to PODB migration, progression wasrelated clearly to the sub-category of neurological impair-
ment. Specificaly, claimantswith cerebrovascular impairmentswere morelikely to moveforward to advanced
disability benefitlevels.

————— X X X  MPLICATIONS M8 8 ™ —— @

Ingenera, these datasuggest that individua swith neurol ogical impairmentsaremorelikely tomoveonto
advanced levelsof disability benefits. Futureresearch might explore possiblereasonsfor the enhanced PODB
problem. For example, it may beattributableto:

1. Theuniquefunctiona limitationscharacteristicsof personswith neurologica injuries
(i.e,, aretheselimitationsmorework-limiting)?

2. Environmenta barriersthat are uniqueto neurological impairments(i.e., arethese
barriersmorework-limiting)?

3. Attitudinal barriersthat result in discrimination against personswith neurol ogical
impairments(i.e., arethese attitudes morework-limiting) ?

Theresultsof thisstudy provideaninitia attempt to document the PODB asit relatesto claimantswith neurological
impairments. Future studies should further anadyzethe PODB among workerswith neurological impairmentswhile
accounting for additiona workerswith workplacefactorsthat may influencethemigration. Studying additional
information regarding impairment etiology and severity, claimant occupation, empl oyee benefit and compensation
programsand employer policiesand practicesrelated to neurol ogical impairment would alow usto morefully
understand the PODB and i nteraction with other employee and employer variables.



Itisclear that enhanced levelsof PODB arein clear oppositionto thegoalsof the
independent living movement (i.e., community integration and returntowork). Higher
than averagerates of placement into the SSDI system doesnot bodewell for return to
work and the enhanced independenceit affords.

The PODB research teamiscurrently exploring the potential for Disability Man-
agement (DM) programsto interrupt the progress on—which attempt to prevent disability,
reducethe cost impact of disability and provide mechanismsto promote maximum
functional recovery and return-to-work —to interrupt the PODB migration. Integrated
DM refersto those programsthat areimplemented acrossal disability plans(e.g., STD,
LTD, worker compensation, and salary continuation) in additionto group healthplans. In
additiontointegration, DM programsare characterized by transitional employment
(modified work duty), aggressive case management and return-to-work practices; use of
independent medica examinations, and the use of behavioral hedthinterventionsand/or
employeeassistanceprograms. DM programs have exploded in popularity among larger
employers. For example, in onerecent survey of major employer, 46% reported having
integrated DM programsin 1998 compared to just 26% in 1995 (Washington Business
Group on Health and Watson Wyatt Worl dwide Consulting Group, 1999). Tothe extent
that DM programscontinueto proliferate, personswith neurologica imparmentswill
experience greater |abor force participation and reduced dependence on SSDI.

——— CONCLUSION ——— @ @8

TheTicket to Work and Work I ncentives Improvement Act of 1999 (TWWIIA)
provides stateswith new optionsand flexibility to makeit possiblefor peoplewith dis-
abilitiestojointheworkforce. TWWIIA Titlel establishesthe* Ticket to Work and Self
Sufficiency Program.” Thispolicy will makemoreserviceprovidersavailableto SSDI
beneficiaries seeking vocational rehabilitation and other support servicesto assist themin
obtaining and maintai ning employment. Under the Ticket toWork program, ticketswill be
issued to SSDI beneficiaries, whowill havethe option purchasing servicesfrom providers
of their choice(i.e., employment networks). Employment networksasowill beableto
choosewho they serve under the program, which isexpected to beavailablein al states
in2004. TWWIIATitlell permitsstatesto extend the availability of Medicareand
Medicaid coverage so SSDI recipientscan return to work without fear of losing these
valuablebenefits. Totheextent that TWWIAA iseffective, personswith neurological
impairmentswill experiencegreater |abor force participation and reduced dependence on
SSDI.

At theroot of eachtypeof program (DM and TWWIIA) isthedesireto reduce
disability incomereplacement payments. Thechalengesof vocationdly restoring persons
with severe neurol ogica impai rmentsto competitive employment have been well-docu-
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mented (McMahon and Shaw, 1989; Brooks, McKinlay, & Symington, 1987; Prigatano, Klonoff, & O’'Brien,
1994). Indeed, itispossiblethat no group of personswith disability represents more complex issues. These
notwithstanding, aggressi ve vocationd interventions have been successful inasmany as55 to 60% of clientsserved
(Fraser & Clemmons, 1999).

Theindependent living model iscons stent to the goa s of most peopl ewith disabilitieswho want to control
their lives, and live asindependently and productively aspossibleintheir communities. Both disability rightsadvo-
catesand researchershave argued that the goal sand policiesof other disability lawsand programs, including the
Socia Security disability programs, need to be made cons stent with theindependent living goalsof theADA
(Nationa Council on Disability, 1986, 1988; DeJong & Batavia, 1990; Batavia, 1998). Thisgrowing consensus
both within the disability community and among the public at large suggeststhat therewill begrowing political
support for programsthat allow peoplewith disabilitiesto liveand work independently (Batavia, 1998). Inthe
process, interventionswith the potential to abort or at |east minimizethe PODB phenomenonwill beviewed as
progressive. Conversely, PODB providesan additiona tool which progresstoward | L can be measured.

In conclusion, theauthors believethat resultsof thisstudy provide aninitial attempt to document the PODB
asit relatesto claimantswith neurological impairments. Thisdescriptivestudy primarily alowed for abasic under-
standing of the variablesthat may influenceaclaimant’ sadvancement in disability benefits. Futurestudiesshould
further anayzethe PODB among workerswith neurological impairmentswhilefor accounting for additional worker
andworkplacefactorsthat may influencethemigration. Studying additiona information regarding disability etiology
and severity, claimant occupation, empl oyee benefit and compensation programs, and empl oyer policiesand prac-
ticesrelated to disability, would alow usto morefully understand the PODB and itsinteraction with other employee
and employer variables.
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