CHAPTER FOUR

Peoplewith medica conditionsthat limit their ability to work tend to receive short-term O I d er
disability benefitsinitialy and may then moveto long-term and eventua ly to permanent WO rke rs’
disability benefits. The progression of older workers (those age 55 to 64) along this i
continuum of benefitsisdocumented herewith datafrom alarge disability insurance P rogression
company. The datashow that ol der workerswho receive short-term medical disability f .

benefitsarethreetimesaslikely asyounger workersto progressto receipt of Social rom P rivate
Security Disability Insurance (SSDI) benefits, although aslight reversal of thistrend D) | sabi | |ty

occurs asworkers pass age 62. )
Benefits to
Musculoskeletal conditionsarethemost frequent basisof short-term disability clams S . |
among ol der workers, with circulatory conditionsrunning aclose second. OoCla
Furthermore, although all medical conditionsaremorelikely tolead to SSDI benefits Se cur | ty

among ol der workers, circulatory conditionsdo so most frequently. . .
Disability

Thisarticlediscussesindustry standardsfor the management of disability clamsat B f

each level of severity. It also addresses common and emerging disability management enerits

practicesthat may reducethelikelihood of impaired workers devel oping long-termor
permanent financia dependence on disability benefitsprograms.

——  INTRODUCTION———mMmMmMmm—

Christopher C.

Sincetheearly 19705, employershaveencountered steadily rising health care, Wagner
workers compensation, and other disability-related expenditures(Galvin, 1986). Current SN NDEL AT
estimatesfrom the Census Bureau indicatethat the direct costs of disability havereached Hawley
anall-timehigh of $340 billion (U.S. Bureau of the Census, 2000). When indirect costs Katheryn
such asovertime, low productivity, and lost customer servicearetaken into account, that Mulholland
figure could morethan double (Block, 1999).

Thetrend toward increased costsisnot expected to abate. In fact, with the aging Bruce G. Flynn

of the baby boom generation, arisein non-occupational disability costsisimminent.
Becauseboth thelikelihood of disability and theduration of any given disability incident
increase with age, the costs of lost work timewill continueto be asi gnificant management
issue. Further, theU.S. labor forceisgrowing more slowly today thanit hasinthe previ-
ousthree decades. According to Labor Department statistics, the growth rate of thelabor
forcewas consistently around 2 percent ayear from the 1960sthrough the 1980s. Inthe
1990s, thisgrowth dropped to about 1 percent annually. Thus, theoverall aging of today’s
workersiscoupled with fewer young people entering theworkplace (Block, 1999).

A disability Policy Panel convened by the National Academy of Socia Insurance
attributesgrowth inthe SSDI program to anumber of additional trends. First, theeco-
nomicrecessionin 1990— 1991 fueled an increasein applicationsfor benefitsamong
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older workerswho lost their jobs because of corporate downs zing and other organi zationa changes. Yelin (1998)
hypothesizesthat many of the applications approved during cyclica economic downturnswould not have been
approved during good times.

Second, thedigible populationislarger. Baby boomersare entering the age 35to 50 range, inwhich the
risk of disability rises, and many morewomenin the baby boom generation have sufficient work experienceto be
insured for SSDI benefits.

Third, baby boomerswho enter the SSDI program because of impairments associated with middle age,
such asmuscul oskeletal disorders (Stapleton et a., 1998), are expected to remain beneficiariesfor many years
(Rupp and Stapleton, 1998).

Fourth, cost-containment measuresin the privately insured short-term disability, long-term disability, and
workers compensation benefit systemsdirect workersto the SSDI program in caseswhere claimants meet the
initial SSDI eigibility criteria(i.e., theinability to engagein any substantia gainful activity by reason of amedicaly
determinable physica or mental impairment expected to last for not lessthan 12 months). Theeffect of such mea-
suresisto shift someor al of the benefit paymentsand medical costsfrom private disability insurance companiesto
thefedera government (Fisher and Upp, 1998).

Fifth, asan outgrowth of theemphasisin managed care programson early identification and management of
disease, disabling conditions are being recognized and diagnosed earlier in the course of the disease and at the
primary level of health care. An exampleistheincreased recognition of seriousmental disordersinthemood and
affect categoriesby primary care providers (Wagner, Hawley, and Reid, 2000; Goldman, 1998).

In responseto these and other trends, empl oyershave been in search of meansto managetherising costs of
disability. Oneinitiative hasbeentheintroduction of integrated disability management programs. These programs
coordinateworkers compensation, short- and long-term disability, medical care, and any other disability-related
programsin order to bring downtota costs, improveworkforce hedth, and increasethe efficiency of administrative
tasks(Block, 1999).

A recent survey of largeemployersindicatesthat athough the direct costs of disability benefits packages
averaged over 6 percent of payroll costs, employerssaved 15 to 20 percent of disability costsby applying the best
practicesof disability management programs (Watson Wyatt and Washington Business Group on Health[WBGH],
1999). These practicesincludetrangtional - or modified-duty return-to-work policies, disability case management
services, asingle point of contact for all benefit claims, and asingle manager for al disability benefit programs. By
applying these best practices, employersnot only reduced the costs of their disability benefit programs, they also
provided accommodations and return-to-work opportunitiesfor thousands of employees. Other best practices
includebehaviora hedthinterventionsand independent medica examinations (Watson Wyatt and WBGH, 1999).

Despite these positive devel opments, the management of long-term disability claimsinthe private sector has
cong gtently relied on hel ping individualsobtain SSDI benefits (Hunt et al., 1996). Thus, if employer-based return-
to-work programsand other disability management effortsfail, costsare shifted to the public program.

| NDUSTRY DISABILITY STANDARDS

Privateinsurersprovidedisability coverageto aselected portion of the U.S. working popul ation and are
thusableto choose theindustriesto which they market policies (U.S. General Accounting Office, 2000, p. 4).



Furthermore, some employersopt to self-insure disability benefitsand thusgain maxi-
mum control over thetypeand length of coverage, whiledefining thetypesof impair-
mentsand classes of employeesto which coverage applies.

Thedefinition of disability iscentrd toall issuesregarding digibility for benefits.
Employer benefit plansprogressively narrow thedefinition of disability asan employee
movesfromthemoreliberdly applied sck leaveto short-term disability, long-term
disability, and ultimately to themorerestrictive SSDI.

Thedefinition of short-term disability—that is, thetemporary inability to perform
theessentia functionsof one’'sown occupati on—isused by insurersand employers
dikeandisgenerdly cond stent among benefit plans. Essentidly, short-term disability is
atemporary incomereplacement benefit for which employerscaninsureor self-insure.
Thebenefit usualy hasabrief waiting period (1 to 7 days) that iscoordinated with sick
leave, and it typically replaces between 60 percent and 80 percent of an employee’s
wages. Although the duration of disability paymentsvariesamong employers, it tendsto
rangefrom 3to 12 months (WBGH, 2000). There areisolated cases of employers
offering up to 18 months of benefitsto employeeswho participatein workplace disabil-
ity management programs (Ahrens, 2000). Short-term disability isadiscretionary
employment benefit. Although common, itisnot universdly offered by employers.

A form of state-mandated short-term disability coverageexistsin New York,
New Jersey, California, Rhodeldand, Hawaii, and Puerto Rico. Known as state
disability insurance, these programsare funded through employee and employer payroll
contributions. Employersin these statesmay offer short-term disability insurance as
well, but payroll contributionsto the state system must continue and employees may
draw fromonly oneof the benefit programsin case of disability. Typicaly, the state
programs have amaximum duration of 12 months, with payments approximating no
more than 50 percent of an employee' swages. Thus, short-term disability insurance has
severa advantagesover the state disability insurance programs, including ahigher rate
of incomereplacement; empl oyer coordination, control, and documentation of leaves of
absence; and linkagewith workpl ace di sability management programs (Mulholland,
Barocas, and Smorynski, in press).

Long-termdisability benefit plans, designed for casesof extendedillnessor
injury, typicaly definedisability inmoreregtrictiveterms—that is, theinability to perform
theessentia functionsof one’'sown or any other occupation. Whilethisdefinitionis
generaly cons stent among insurers and employers, the actual number of daysconsid-
ered “extendedillness’ variesconsderably among plans. Long-term disability isan
incomereplacement plan, usualy with awaiting period of 90 to 365 days, that isoften
coordinated with short-term disability. Typically, long-term benefit paymentsrange
between 50 percent and 67 percent of an employee’ swagesand can continue until the
employeeretiresor reachesaspecified age, provided thedisability iscontinuous
(WBGH, 2000).
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Typically, LTD benefitsarereduced dollar for dollar by SSDI, hencetheterm®offset.” Someemployers
offer an LTD supplement benefit that the empl oyees can purchaseon their own, to createahigher payout inthe
event LTD benefitsareneeded. Thedistinction hereiswho paysfor which LTD benefit. For example, anemployer
purchasesLTD insurance coveragefor itsemployees. That employer may offer employees—most often aselect
number of key employees—a*“buy up” option, meaning that the empl oyee can purchase additional LTD coverage
designed to supplement employer-paid LTD benefit payments. Most of those plans specificaly statethat inno
event shall combined LTD (employer paid and employee paid) and SSDI payments exceed 100 percent of the
employee' swageat thetimeof disability onset. Some planslimit the percentageto amaximum of 70 percent to 80
percent of an employee' swage.

Obvioudly, the greatest concern for employersisthat thereisalimit to the maximum paymentsan employee
canreceivefrom LTD. Thereisampleanecdotal evidence of employersand their insurersnot monitoring thetotal
amount of combined benefits, henceaseriousoverpayment. Yes, it can beadisincentiveto returntowork. But
that isthe crux of the matter —balancing reasonabl e benefit paymentsthat support the employeewith adisability
against other human resourcesfactorsand needs.

Socid Security Disability Insurance hasthe narrowest definition of disability—that is, theinability to engage
inany substantia gainful activity by reason of amedicaly determinable physica or menta impairment expectedto
last for not lessthan 12 monthsor to result in death. Eligibility for SSDI benefit payments al so depends on how
much aworker earns (up to the maximum covered by Socia Security) and for how long. The period of employment
required to qualify for SSDI benefitsvarieswith theage at which disability occurred. Oncean employeereceiving
long-term disability benefitsqualifiesfor SSDI payments, it iscommon practiceto reducethelong-term payment so
that combined paymentsdo not exceed 100 percent of the employee swagesat thetimethe disability began
(Mulholland, Barocas, and Smorynski, forthcoming).

THE PROGRESSION OF DisaABILITY BENEFITS

Studying the movement of workersfrom short-term disability through SSDI benefitsmay provide useful datato
developersof privatedisability management programsand to policymakersfor public disability insurance. Asan
initia step, it may be useful smply to determine baserates of progression through the system and how ratesvary
withworkers demographic characteristics, theindustriesinwhich they work, the disabling medical conditionsthat
restrict their work activities, and so on. Asreliable summary informationisgathered, managersof integrated
disability benefitsand policymakers can determinethe extent to which various medica conditionsand demographic
variables are associated with returning to work versus progressing to advanced level sof support. They canthen
focus servicesand funding of servicesaccordingly.

Thisarticleisan extenson of aglobal investigation of theseissuesthat used information from alargeprivate
insurance database (McMahon et d., 2000). That earlier study showed that movement through the continuum of
disability benefitswasrelated to claimants’ sex, age, disability type, region of residence, and theindustry inwhich
they areemployed. One of itsfindingswasthat for claimantsover the age of 45, participation in (and thus costs of)
long-term disability and SSDI programsincreased asthey grew older (McMahon et a ., 2000). A reexamination of
thedatareveal sfurther that, although workers age 55 and over account for only 15.9 percent of workerswho



received short-term disability benefits, they make up 22.4 percent of long-term disability
claimantsand 33.8 percent of those who eventually progressed to SSDI benefits.
Although thisfinding isperhapsnot surprising, thisdisproportionate use of
advanced benefitsby older workerssuggeststhat it may beworthwhileto examinedata
ontheseworkersin greater detail, particularly sinceresearchersand policymakersare
attempting to determinewhat effectstheincreased digibility agefor Social Security
retirement benefitswill have onthe SSDI system. The privateinsurance databaseusedin
thisstudy (McMahon et a., 2000) providesone more avenuefor examining thisissue.

DATA COLLECTION AND ANALYSIS

The database examined in thisarticlewasextracted from all short-term disability
claimsfiled between January 1, 1994 and December 31, 1996 with the UNUM (now
UNUM/Provident) Lifelnsurance Company. The database comprises 115,438
consecutiveclaimsfiled during thosethreeyearsby claimantswho werea soinsured for
long-term disability by UNUM. Fromthisgroup, 35,996 casesinvolving pregnancy and/
or complicationsof pregnancy wereremoved, aswere 1,187 casesinvolving claimants
who died. Casesinvolving workersover the age of 64 (1,126) were not used because
theseworkersdid not have accessto SSDI benefits, one of the primary variables of
interest. Findly, 968 caseswhoselong-term disability statusresulted from short-term
disability claimsfiled prior to thereview period werediminated.

Severa featuresof thisdataset may bear upon theinterpretation or generalization
of findings. Firgt, inorder to minimizevariationsin the dataattri butable to claimshandling,
thesampleincludesonly claimantsinsured for both short- and long-term disability by
UNUM, asnoted above. In 1991, only 44 percent of U.S. workerswereinsured for
short-term disability, and 25 percent wereinsured for long-term disability (National
Academy of Socia Insurance, 1996). Thusthe samplerepresentsonly the minority of
workerswhose employers provided both formsof coverage.

Second, claimantsrepresent 4,285 employers, including 251 with 100 or more
claims (85 of thesewere hedlth careingtitutions) and 3,218 with 20 or fewer claims. The
100 employerswith themost claimantsin thissample accounted for 41,854 claims, or
54.2 percent of thetotal. Most claimantswork for large employers (those with 500 or
moreworkers). Such employersaremorelikely than employersin genera to offer inte-
grated disability benefit programsand to have higher level sof worker accommodation.

Third, availablemedica datawerelimitedtotheprimary diagnosisonly. Informa:
tion on secondary or co-occurring medical conditionsand the presence of health risksis
also desirableinview of new research linking the number of health risksto productivity
rates (WBGH, 2000). Finaly, no work-rel ated injurieswereincluded inthisstudy; those
injuriesare addressed through adifferent disability benefit system, namely, workers
compensation.
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Thus, thefinal databaseincluded all UNUM-insured workersage 15 to 64 who worked for large employ-
erswith both short- and long-term disability benefit programsand who filed for short-term benefitsduring the data
collection period. It excluded claimsrelated to pregnancy, workers compensation for injury, and workerswho died
during the datacollection period. With these deletions, thefinal sampleincluded 76,171 claimsfor short-term
disability, 285 (0.4 percent) of whichwerelacking datafor one or more of the variables studied. When acasewas
missing datafor avariable, the casewas excluded from the sampleonly for the examination of that particular
vaiable

ProGRESsION OF DisaBILITY BENEFITSBY AGE

How doesthe demographic makeup of the sample comparewiththat of national averagesfromthefiling
period? Asshown in Table 1 below, the UNUM sampl e has proportionately morewomen workers, service
workers, workersage 25 to 44, and workersfrom the Northeast. Conversely, it hasfewer workersin government,
transportation, and thewholesale or retail trades, fewer age 15to 24, and fewer from the West than U.S. averages
a thetime.

Table 1: Comparison of US Workforce and UNUM Sample

Percent
Percent by Age by Percent of Recipients
Source Category Gender by Region Percent of Recipient by Industry
15- 25- 35- 45- 55- Gov/
24 34 4 54 64 M F NE S MW W |Goods Trans Retail Finance Services
Workforce 20 16 26 27 19 |54 46 |20 35 24 22 25 21 22 6 27
Sample 6 24 30 24 16 |36 65|39 30 20 10 30 6 12 8 44

Following McMahon et al., (2000), Employer Standard Industry Classification (SIC) codeswere collapsed to create 5 classifications versus
the original 11 asfollows: Goods (Agriculture, Forestry, Mining, Construction, Manufacturing), Government/Transportation (Transporta-
tion, Communication, Sanitary, Electric/Gas, Public Admin), Retail (Wholesale, Retail Trade), Finance, Insurance, Real Estate). The Service
category was left consistent with the original SIC coding system.

A similar comparison can be made between older and younger workersfromthe UNUM sample. As
showninTable2, older workersare somewhat morelikely to be male, from the Northeast, and from the goods
industries. Viewing theoverall progression of disability benefits, one can seethat older claimantswith work-limiting
conditionsaremorelikely to requirelong-term disability support than younger claimants. In addition, older workers
arenearly threetimesaslikely to require extended support from the SSDI system.

Table 2: Comparison of Older Workers with Younger Workers

Percent of
Percent by Percent of Recipients Recipients
Age N Gender by Region Percent of Recipient by Industry by Disability

Gov/
M FINE S MW W | Goods Trans Retail Finance Services| STD LTD SSDI

15-54| 65342 | 349 65.1|38.1 308 205 106| 297 6.0 118 8.4 44.2 100 38.1 3.1

55-46! 10829 | 40.2 59.8 | 435 283 193 8.8 33.2 3.8 120 8.2 42,7 100 43,5 9.0



Thelikelihood that workerswho filefor short-term disability benefitswill progress
to SSDI benefitsincreaseswith the age at which they file. Figure 1 showsasteady and
progressiveincreasein the percentage of workerswho ultimately receive SSDI funds,
ranging from alow of lessthan 1 percent of claimantsinthe 15to 24 age group, to ahigh
of 9 percent of claimantsin the 55 and over category.

FIGURE 1: Percent of STD Claimants Progressing to
SS Benefits by Age Category
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A somewhat different pattern emergesasworkers near retirement age. Ascan be
seeninFigure 2, approximately 6 percent of workersage 51 to 52 who filed short-term
disability claimseventualy progressed to SSDI benefits. That percentage continued to
increasefor each age group beforeleveling off at just under 10 percent around age 57 to
58. After age 62, the percentage of claimsleadingto SSDI benefitsfell from about 9.5
percent to 6.5 percent. Asitisquite unlikely that work-limiting medical conditionsstop
occurring after age 62, workersover that age probably found compensation through early
retirement or other benefit programs. Alternatively, thisdrop-off may reflect thelength of
timerequired to successfully apply for SSDI funds, with up to one-third of the applicants
timing out before being deemed eligibleto receive SSDI.

FIGURE 2: Percent of Claimants Progressing to SS
Benefits (Ages 51-64)
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PROGRESSION OF DisaBILITY BENEFITS BY Disease CLASSIFICATION

Thetype of disease on which short-term disability claimswere based also varied by age. Figure 3 shows
the percentage of older and younger claimantsin 11 disability categories based on the International Classification of
Diseases(1CD-9).! Themost common source of short-term disability claimsfor younger workers (age 15t0 55)
was hon-occupationa injury (e.g., injuriesincurred while playing sports, accidentsinthe home, etc.) followed by
musculoskeletal disorders (variousknee, back, and other joint disorders, including severa typesof arthritis). Com-
bined, thesetwo categoriesaccount for nearly 38 percent of all disability claims. Thedisease category least likely to
require short-term disability support among younger workerswastheinfectious cluster, whichincludesinfectious,
endocrine, and blood diseases.

Theshare of claimsbased on circulatory conditions (including heart disease and stroke) was nearly three
timesashighfor older workersasfor younger workers. At the sametime, injuries, genitourinary conditionsand
mental conditionswereasmaller share of claimsfor older workers.. Claimsbased upon other conditionswere
awarded at nearly the samefrequency in both age groups.

FIGURE 3: Percent of STD Claimants by ICD-9
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Following McMahon et ., (2000), ICD-9 clusterswere collapsed to create 11 classifications versusthe original 16.

OICé)flil r?gds)ed categoriesare Infectious (Infectious, Endocrine, Blood) and Other (Skin Congenital, Perinatal, Other I11-

Ingeneral, al medical conditionshad more severe and chronic consequencesfor older workersand were
morelikely tolead to SSDI benefits. Figure 4 showsthe percentage of short-term disability claimantswho progress
to SSDI benefits, split by age. Among workersage 15 to 54, theinfectious cluster of disorderswasthe category
least likely to require short-term disability benefits (figure 3), but workerswho devel oped these disorderswerethe
most likely to progressto SSDI support. Circulatory, nervousand mental conditionsa so accounted for alarge
proportion of successful SSDI claims, whiledigestive, genitourinary, andinjury-rel ated conditionsweretheleast
likely torequire SSDI support.

Following McMahon et al., (2000) lead, the original 16 |CD-9 categorieswere collapsedinto 11.



Among older workers, circulatory conditionswerethemost likely tolead to
SSDI support; moreover, twice asmany older workers asyounger workerswith these
conditions progressed from short-term disability to SSDI. Mentd conditions, athough
much lessfrequent among older workers (Figure 3), werethe second most likely to
progressto severe, chronic conditions, asmeasured by their likelihood to result in SSDI
benefits. Respiratory conditions, whichareonly dightly morelikely to developinolder
workers, werefour timesaslikely to eventually require SSDI support.

FIGURE 4: Percent of STD Claimants Progressing to
SSDI Benefits within ICD-9 Categories
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Theratesof progressiontolong-term disability and SSDI benefitsamong workers
aged 55t0 64 areshown in Table 3 on thefollowing pagefor all medical conditionsthat
had at |east 50 short-term disability claims. Codes are based on the | CD-9 categorization
schemein useat thetime of datacollection. These datacan be used to identify the
conditionsmost (and least) likely to become chronic and debilitating among ol der
workers.

The conditionsmost frequently requiring short-term disability benefitswereacute
and subacuteischemic heart disease (for example, coronary occlusionwithout myocardia
infarction), unspecified disorders of back (such asspina stenosisor low back pain),
intervertebral disc disorders(such asdegeneration or displacement of discs), and
osteoarthrosis.

The conditionsmost frequently requiring long-term disability were other chronic
ischemic heart diseases, osteoarthrosisand acute, but ill-defined, cerebrovascul ar disease.
Although these conditions occur most frequently in the database, they are not necessarily
theonesmost likely to become chronic. Thus, disability managersmust alsofocuson
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which disorders, oncediagnosed, aremost likely to progress. They canidentify those conditionsby examining the
percentage of caseswith agiven disorder that eventually progressto SSDI. On apercentage basis, the diseases
most likely to result inlong-term disability were chronic airway obstruction, (for example, chronic obstructive
pulmonary disease), acuteill-defined cerebrovascul ar disease, (such asstroke), rheumatoid arthritis, diabetes
mellitusand osteoarthross.

The conditionsmost frequently requiring SSDI support include chronicischemic heart disease, acuteill-
defined cerebrovascular disease, osteoarthross, unspecified musculoskeletal disordersof back, andintervertebra
disc disorders. On apercentage basis, the disordersmost likely to require SSDI support were chronic airway
obgtruction, acuteill-defined cerebrovascul ar disease, rheumatoid arthritis, diabetesmellitus, and cardiac

dyshythmias

Percentage of STD Claimants Advancing to LTD and SSDI Benefits by Disease

Conditions with 50 or More Cases Among Workers Ages 55 to 64

62

Number and Number and
PCD-9 Number of STD  Percent of LTD  Percent of SSDI
Category ICD-9 Conditions Recipients Recipients Recipients
Infectious Total 117 16 (13.7%) 9 (7.7%)
Neoplasms Total 1026 202 (19.7%) 85 (8.3%)
154 Malignant neoplasm of rectum, 58 34 (21.8%) 11 (7.1%)
rectosigmoid junction, and anus
162 Malignant neoplasm of trachea, 77 15 (25.9%) 4 (6.9%)
bronchus, and lung
174 Malignant neoplasm of female 156 12 (27.3%) 9 (11.7%)
breast
185 Malignant neoplasm of prostate 131 11 (8.4%) 3(2.3%)
Endocrine Total 183 42 (23.0%) 23 (12.6%)
250 Diabetes mellitus 92 29 (31.6%) 18 (19.6%)
Blood Total 26 4 (15.3%) 3(11.5%)
Mental Disorders  Total 394 86 (21.9%) 46 (11.7%)
296 Affective psychoses 139 35 (25.1%) 17 (12.2%)
300 Neuraotic disorders 91 18 (19.8%) 7 (7.7%)
311 Depressive disorder, not 61 9 (14.8%) 5 (8.2%)
elsewhere classified
Nervous system  Total 607 108 (17.7%) 64 (10.5%)
and sense organs 366 Cataract 101 8 (7.9%) 4 (4.0%)
Circulatory Total 1899 443 (23.3%) 279 (14.7%)
system 410 Acute myocardial infarction 234 40 (17.1%) 21 (9.0%)
411 Other acute and subacute 104 16 (15.3%) 12 (11.5%)
forms of ischemic heart disease
413 Angina pectoria 67 10 (14.5%) 6 (8.7%)
414 Other forms of chronic ischemic 477 104 (9.4%) 59 (12.4%)

heart disease
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Number and Number and
PCD-9 Number of STD Percent of Percent of SSDI
Category ICD-9 Conditions Recipients ITD Recipients Recipients

Circulatory 427 Cardiac dysrhythmias 67 14 (20.9%) 12 (17.9%)
system 428 Heart failure 95 21 (22.1%) 15 (15.8%)
continued 436 Acute, but ill-defined, cere- 150 74 (49.3%) 51 (34.0%)

brovascular disease
Respiratory Total 783 112 (14.3%) 77 (9.8%)
system 466 Acute bronchitis and bronchioli- 86 7 (8.2%) 6 (7.0%)

tis

486 Pneumonia, organism unspeci- 186 25 (13.5%) 18 (9.7%)

fied

490 Bronchitis, not specified as 86 5 (5.9%) 4 (4.7%)

acute or chronic

493 Asthma 72 12 (16.7%) 10 (13.9%)

496 Chronic airway obstruction, not

elsewhere classified 51 26 (51.0%) 19 (37.3%)
Digestive system  Total 1004 97 (11.7%) 40 (4.0%)

550 Inguinal Hernia 124 6 (4.8%) 1(0.8%)

553 Other hernia without mention of 122 10 (8.2%) 3(2.5%)

obstruction or gangrene

562 Diverticula of intestine 103 20 (19.4%) 4 (3.9%)

574 Cholelithiasis 134 7 (5.2%) 3(2.2%)

575 Other disorders of gallbladder 81 6 (7.4%) 3(3.7%)
Genitourinary Total 580 51 (8.8%) 28 (4.8%)
system 618 Genital prolapse 141 6 (4.2%) 2 (1.4%)
Skin/subcutane-  Total 185 25 (13.5%) 15 (8.1%)
ous tissue 682 Other cellulitis and abscess 71 5(7.0%) 3(4.2%)
Musculoskeletal  Total 2050 411 (20.0%) 208 (10.1%)
system and 714 Rheumatoid arthritis and other 53 18 (33.9%) 14 (26.4%)
connective tissue  inflammatory polyarthropathies

715 Osteoarthrosis and allied 278 85 (30.6%) 43 (15.5%)

disorders

716 Other and unspecified arthro- 101 24 (23.8%) 14 (13.9%)

pathies

717 Internal derangement of knee 113 21 (18.6%) 13 (11.5%)

719 Other and unspecified disorders 82 18 (21.9%) 7 (8.5%)

of joint

722 Intervertebral disc disorders 296 68 (23.0%) 29 (9.8%)

723 Other disorders of cervical 50 5 (10%) 3(6.0%)

region

724 Other and unspecified disorders 313 68 (21.7%) 36 (11.5%)

of back

726 Peripheral enthesopathies and 133 14 (10.5%) 8 (6.0%)

allied syndromes

727 Other disorders of synovium, 141 12 (8.5%) 4 (2.8%)

tendon, and bursa

735 Acquired deformities of toe 179 12 (6.7%) 4 (2.2%)
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Number and Number and
PCD-9 Number of STD Percent of LTD  Percent of SSDI
Category ICD-9 Conditions Recipients Recipients Recipients
Congenital Total 59 10 (17.0%) 6 (10.2%)
anomalies
Symptoms, Total 454 72 (15.9%) 37 (8.1%)
signs, and ill- 780 General symptoms 98 25 (25.5%) 15 (15.3%)
defined condi- 786 Symptoms involving respiratory 123 18 914.6%) 8 (6.5%)
tions system and other chest symptoms
789 Other symptoms involving 82 13 (15.8%) 7 (8.5%)
abdomen and pelvis
Injury and Total 1462 184 (12.6%) 58 (4.0%)
Poisoning 807 Fracture of rib(s), sternum, 53 3(5.7%) 1(1.9%)
larynx, and trachea
813 Fracture of radius and ulna 77 11 (14.3%) 2 (2.6%)
824 Fracture of ankle 93 8 (8.7%) 2 (2.2%)
825 Fracture of one or more tarsal 93 8 (8.6%) 3(3.2%)
and metarasal bones
836 Dislocation of knee 157 22 (14.0%) 9 (5.7%)
840 Sprains and strains of shoulder 91 11 (12.1%) 3(3.3%)
and upper arm
847 Sprains and strains of other 186 20 (10.8%) 7 (3.8%)

and unspecified parts of back

———————DIsCUsSiopN ——M8M8M8 ™ ™

Privatedisability insurance clamsleading eventually to recel pt of SSDI benefitsincreasein frequency among
older workersuntil age 62, then drop off somewhat. Theimplication of thisfinding isthat somedisabled workers
opt totake early retirement benefitsrather than SSDI. Retirement benefits may be preferableto SSDI becausethey
involvelessinvestment of timeand emotion, they include M edicare hedlth benefitsthat are not availablein thefirst
two yearsof disability coverage, and they typically result in quicker, if lower, payments (Dykacz, 1998).

Thefactorsthat affect decisionsto apply for disability versusretirement benefitsare numerous, complex,
and extend well beyond the scope of the datapresented in thisarticle (Fronstin,2000). Moreover, the extent to
whichthis pattern may changein scope or direction under new policiesisunknown.

What thedatain thisarticle can do ishelp employers, disability managers, and policymakersidentify medica
conditionsand demographic variablesthat predict workers' progress on through the continuum of disability benefits.
With thisknowledge, they canidentify health risksearlier, interveneto prevent disabling conditionsfrom becoming
more severe, improvetheefficiency of services, and reducethe extent to which workersmust rely on public
benefits?

2Further study of the impact of various disability management practices upon workers progression is being carried out by the
authors.



Employers’ disability management practices can help somedisabled workers
performtransitional or modifiedjobs (Ahrens, 2000; Ahrensand Mulholland, forthcom-
ing; Bahr and Mulholland, 1997; Integrated Benefits I nstitute, 1998; WBGH, 1999,
2000). With such transitional or modified work as part of the recovery process, some
employees can return towork from medical |eaves of absence sooner.

Oneeffectivedisability management practiceishedthtrend anaysis. Based on
employer-specific popul ation atistics (Ahrensand Mul holland, forthcoming), hedthtrend
anaysisiscommonly thought of asinternal benchmarking. It allowsemployersto antici-
pate health and disability trendsand to respond to them through their empl oyee benefits,
occupationd health, and human resourcesfunctions. Such anaysisrequiresongoing data
collection and flexible benefits planning on the part of employers.

A smplified exampleof hedthtrend analysis could be based onthe datapre-
sented above. Those datareveal that certain medica conditions—namely, heart disease
and related disorders, various muscul oskel etal disorders, and obstructive pulmonary
disorders—are common acrossthe progression of disability benefitsfor the sample of
older workers. Thesemedica conditionsare amenableto disability management practices
such ashealth risk appraisa's, which emphasi zefactorsthat contributeto chronicillness
and impaired function (Levinand Maoney, 1993). Hedlthrisk appraisalsmay aid em-
ployersinidentifying healthrisksearly, and thushel p prevent the occurrence or reducethe
severity of thesemedica conditionsby educating employees about weight management,
smoking cessation, blood pressure control, and exercise (water aerobics, walking, low-
impact agrobics, andthelike).

Additional disability management practices such asworkplace safety training,
ergonomic changesinwork settings, and other reasonable accommodationswould a so
benefit older workers. These practicesare designed withthegoalsof diseaseand injury
prevention, early intervention, and retention of affected employeesat work whenever
medically feasible and may therefore be consdered stay-at-work initiatives (Mulholland,
Barocas, and Smorynski, in press).

Theextent towhichemployers practicesinterrupt the progression of disability
benefitsand keep employeesworking in healthier condition isoften expressed in termsof
soft savings. Soft savingsarethedollars previoudy budgeted for disability costsbut not
realized because employeesare ableto continueworking. A growing body of anecdotal
evidence suggeststhat employerswith mature, active disability management programsare
beginning to convert soft savingsinto atangible percentage of theannual payroll (Helwig,
2000), thusfreeing up additional capital for businessexpanson, new or improved em-
ployee benefits, wageincreases, and other smilar activities.
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