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case should be determined based on the specifitsfand circumstances of the case and pertinent law.
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Opening Remarks (Nelson Befitel, Moderator)

New Hearings and Claims Resolution Process (Gary Hamada)

The Application and Response for a Hearing

The Hearings Process
Improving Efficiency, Transparency, Predictability and Accountability
The Alternative Dispute Resolution Process

Restorative Service Plan (James Hardway)
Purpose, Goals
Requirements

Overview of “Evidence-Based Medicine” and the ODG (Phil Leke)
What is "evidence-based medicine"?
What are medical guidelines?
How do medical guidelines benefit injured workers, physicians,
case managers and attorneys?
ACOEM/ODG Interplay
Brief explanation of first seven chapters of ACOEM
How they are supposed to work together with ODG under Hawaii's rules
Background on the ODG
What is the Work Loss Data Institute?
Where did they get their information?
Why will ODG work in Hawaii?
How will they positively affect the workers’ compensation system?
Accessing and using ODG Treatment Guidelines

BREAK

Case History/Analysis (Stephen Demeter, M.D, and Robert Suan, M.D.)
Treatment Guidelines vs. No Treatment Guidelines
Examples of how guidelines benefit injured workers, medical providers,
employers, etc.

Alternative Treatment Plans (Nelson Befitel)
Submitting a valid alternative treatment plan
What should be submitted
Factors that will be considered for approval

Closing Remarks - Questions and Answers (Time Perred)
All written questions will be responded to via e-mail or posted on
www.hawaii.gov/labor
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Creating an Environment
of Expectations

2005 Administrative Rules for Hawaii's

Workers’ Compensation Reform
EDUCATIONAL SEMINAR

June 23, 2005

Nelson Befitel, Moderator

Welcome to DLIR’s

Educational Seminar
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Welcome to DLIR’s

Educational Seminar
Questions and Comments

* Write them on index cards.

¢ Questions will be taken after entire

presentation is done, as time permits

» Post Seminar
DLIR will respond to your questions by e-mail.
FAQ's will be posted on DLIR’s website: hawaii.gov/labor




Goals of Workers’ Comp

¢ Ensure injured workers receive  guality
medical care thatis necessary and
reasonable.

e Ensure injured workers promptly receive
disability benefits and necessary vocational
training that they are entitled to.

» Ensure costs and insurance  premiums are
affordable for businesses.

Should not serve as a barrier to doing
business in Hawaii.

What to Expect?

Hearings and Resolution Process

*  Modernized hearings process that brings efficiency,
transparency, predictability, and accountability.

. Hearings scheduled and disputes resolved in a fair
and more timely manner.

«  Disputes resolved by an impartial hearings officer.

«  DCD Hearings Officer
Not advocate for worker or employer, but advocate o f the
law and steward of the work comp system.

Judicially trained by the National Judicial College
Subject to review to ensure consistency and fairnes  s.

What to Expect?

Medical Care and Treatment of Injured Workers

« Diagnosis and treatment. Based on the most current
“best practices” of medicine by requiring the use of
ODG Treatment Guidelines.

* Rules allow flexibility. ~ May treat more expansively
than what the ODG guidelines specify if:
Specific case requires such type of treatment; and

There is objective justification based on “evidence -based
medicine” to support treatment.




Today’'s Agenda

The Improved Hearings Process
Mr. Gary Hamada, Administrator, DLIR Disability Comp. D iv.

The Restorative Service Plan (RSP)

Mr. James Hardway, Assistant to the Director

Overview of the ODG

Mr. Phil LaFevre, Work Loss Data Institute

Case Analysis (New System vs. Old System)
Stephen Demeter, M.D. (Kaiser Permanente Hawaii)
Robert Sussman, M.D. (The Medical Corner)

Alternative Treatment Plans
Nelson Befitel, DLIR Director

“Progress is impossible without
change, and those who cannot
change their minds cannot
change anything.”

-- Albert Einstein







The Improved Claims Hearings
and Resolution Process

Gary Hamada, Administrator
DLIR Disability Compensation Division (DCD)
June 23, 2005

The New Administrative Rules
* We now have basic rules on:

The “discovery” or exchange of evidence
in preparation for a hearing.

The scheduling of hearings.

The expectation and conduct of the parties
during the hearings process.

The alternative dispute resolution process.

The New Administrative Rules

« Encourage parties to resolve their disputes
without a hearing.

» Eliminate appearance of favoritism when it comes to
scheduling.

» Ensure hearings are scheduled and held in an
orderly and efficient manner.

« Result in more cases being resolved in a timelier
manner.

¢ Eliminate “unwritten rules.”




Discovery Rules

“Interrogatories” limited to 20 questions.

Depositions allowed only under certain
circumstances:

Responses to interrogatories are insufficient; or
All parties agree to deposition.

Additional Discovery
Only if “reasonable and necessary”; or
Upon agreement of the parties.
HAR Section 12-10-65

Requesting a Hearing
« File only if unable to resolve dispute.

« Written requests must contain certain information t o]
prepare for hearing:
Issue(s) to be resolved;
Names of all witnesses; and
Notice to opposing party that they have 20 days
to file a response.
Use Department’s form (WC 77 Request for Hearing)

« Request for hearing must be sent by certified mail.
Ensures other party (especially the
unrepresented worker) receives notice of
application of hearing.
HAR Section 12-10-72.1
5

Response to Hearing Application

* Must file response within 20 days after receiving
opposing party’s request for hearing.

¢ Must submit the following information to prepare fo r
hearing:
Response to statement of the issue(s); and

Names of witnesses;
Use Department’s form (WC 77 Request for Hearing)

HAR Section 12-10-72.1




Scheduling the Hearing

All hearings will be scheduled
within 80 days from the

Request for Hearing.

Expedited Hearings

e Claimant (employee) may file for an
expedited hearing in certain situations:

Employer (insurance carrier) failed to file a
response to claimant’s application for hearing;
and

Claimant will “suffer severe economic hardship
or severe physical or mental harm”  if an
expedited hearing is not held to determine merit

of the case.
HAR Section 12-10-72.1
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Exchange of Documents & Witnesses

Exchange of Documents. _ All documents that you want the
hearings officer to consider must be provided to th e Director
and opposing party 15 days before the hearing.

This includes:
Medical and hospital reports.
IME report.
Vocational reports.
Records kept by employer.
Deposition transcript.
Written testimonies.

Absent a showing of “good cause,” documents not exch anged
in accordance with this rule, will not be considere d.

HAR Section 12-10-72.1




Exchange of Documents & Witnesses

Naming Witnesses. Only witnesses hamed on
Application for Hearing and Response will be allowed to
testify at hearing.

Update/amend Application and Response as
necessary.

Exceptions. Unnamed witnesses may testify under
limited circumstances:

Rebuttal Witness; or
“Good cause” for failing to name witness.
Must establish compelling reason for failure to name witness.

10

Exchange of Documents & Witnesses

Purpose of Rule:

« Facilitate Settlement. Encourage resolution by prompting
parties to think about their case.

« Ensure parties receive fair notice and opportunity to be heard.

* Expedite Hearing. Allow the hearings officer and the parties
sufficient time to prepare for the hearing.

Help define the parties’ position and their goals.

Isolate issues and relevant documents and testimoni es for
hearing.

11

The Hearing Date!

The Hearing Date is
a Firm Date;
it is not a suggested date.

A continuance generally delays the resolution of th e claim at the
expense of injured workers and employers.

12




Continuance of Hearing . . .
Rarely Granted

Unless you have reached a settlement, be
prepared to go to hearing.

Continuance will be granted only when there
is “good cause” to continue. HAR Sec 12-10-
72.1 provides certain situations that would
constitute “good cause.”

13

Continuance of Hearing . . .
Rarely Granted

Absent additional grounds, the following generally do not
constitute “good cause” :

« Not prepared for the hearing.

« Did not complete investigation and/or discovery.
+ Did not obtain an IME report.

« Did not obtain witnesses’ statements.

» Witness is unavailable for hearing.

« An agreement of the parties to continue case.
HAR Sec 12-10-72.1

Remember, the parties will generally have at least 80 days to
prepare for the hearing.

14

The Workers’ Comp Hearing

No Ex Parte Communication . Hearings officer will not communicate
with any party outside of the proceeding on matters relating to the
case.

Exceptions. Scheduling or other purely administrat ive matters.
Employer (Insurance Carrier) waives appearance for  particular
hearing (e.g., disfigurement determination).

All Hearings Will be Recorded .
Ensure full and complete record of the hearing.

Allow Director to review the hearing and decisiont o ensure
consistency, and proper application of the law.

Efficiency. Hearings officers are no longer requir  ed to handwrite
or type the complete record of proceedings. Allow hearings officer
to issue concise decision and order.

15




The Hearings Officer’s Decision

*  New format — Addresses issues that are_
relevant to the case in a concise and easier-

to-read format.

I. Introduction (identification of parties and hearings officer,
date of hearing)

Il.  Parties’ Position

lll. Issues

IV. Findings of Fact

V. Principles of Law

VI.  Conclusion of Law

VII. Decision and Order

. Goal — Issue decisions in timelier manner.

16

Alternative Dispute Resolution

« Parties may obtain private third party to resolve
dispute using two methods:

Mediator . The third party serves as a mediator
(settlement-officer) to assist the parties in resolving
their disputes.

Private Referee . The third party serves as a
hearings officer to resolve dispute.

17

Alternative Dispute Resolution

» Basic Requirements:
Agreement must be in writing, executed by all parties after the
work comp claim.

Standard arbitration clauses signed before injury (e.g., employment
handbook/contract, employment application, etc.) are invalid.

Unless agreed by the parties, all costs are equally shared.
Employer may pay for the entire costs.

Mediator/Referee must submit recommended decision to the
Director within 60 days of the hearing.

Parties may agree that the “decision” will be binding.

18




Alternative Dispute Resolution

The recommended decision will be approved unless
contrary to Chapter 386. (Deference will generally  be
given to the private referee’s decision)

If approved, the referee’s decision will have thes  ame
effect as a Director’s decision issued under Chapte  r
386.

If the referee’s decision is not modified or vacate  d by
the Director, and the parties agreed that no appeal
can be taken, the decision is binding on the partie  s.

19

THANK YOU FOR YOUR
ATTENTION

Gary Hamada, Administrator
DLIR Disability Compensation Division (DCD)

20







Creating an Environment of
Expectations

RESTORATIVE SERVICE PLAN

Presented by:
James P. Hardway

Special Assistant to the Director
June 23, 2005

What are we addressing?

No medical rational under the old rules
for 15 treatments within 60 days before
treatment authorization is required.

Minimize over-utilization of the injured

worker through needless or
unnecessary treatments.




What are we addressing?

U.S. Average Hawaii Average
30.6% of WC cases 52.8% of WC cases
involve lost time* involve lost time*
14.6% of claims are 36.8% of claims are
awarded Temporary awarded Temporary
Total Disability** Total Disability**

What is a Restorative Service Plan
(RSP)?

Document to help facilitate Return-to-
Work.

Compliments and Justifies Medical
Treatment Guidelines or Alternative
Treatment Plans.

Objective document that assists all
parties to understand the nature and
extent of the employee’s injury and
treatment.

Why a Restorative Service Plan?

Protects injured employees by documenting
functional improvement to show effectiveness.
Protects Medical Providers by justifying
“approved” alternative treatment guidelines.
Protects Employers by ensuring that the
medical care they are paying for is effective.
Gives the Department the ability to make
correct decisions in denying or approving
controverted treatment plans.




Why a Restorative Service Plan?

To effectively monitor requested tests.
To assist compliance with treatment
protocols.

To effectively monitor the requested
treatments.

To assure compliance with the ODG or
approved treatment plan.

Why a Restorative Service Plan?

To effectively monitor the expected
return to work.

Ensure that everyone (DLIR, insurance
carriers/employers, and physicians) are
“all on the same page”.

Return the injured worker as quickly as
possible to their job or move them into
vocational rehabilitation for retraining.

What is Required on the
Restorative Service Plan?

Physical or mental functions necessary
to perform job duties.

Identify the functional deficits caused by
the injury.

Identify the minimal functional level to be
attained in order to return to work.
Provide a treatment protocol.

Provide a timeline for treatment
outcome.




Process

The employer and adjuster are
responsible for providing the minimum
job functions to the provider.
Physicians fill out the RSP form and
submits with the WC-2 Physicians
Report to the Employer.

Physician Updates the RSP after the 8™,
14", and 21t visit.

Issues and Resolutions

Creating and describing treatment
protocols based on written reference.
ODG and new revisions to RSP
Employer doesn’t send job functions.
Revisions to WC-1
Too much paperwork and time for
physicians who need to see a certain
number of patients.
Revisions to RSP

Conclusion

To substantiate effective courses of
treatment.

As a starting point for conversation
when parties disagree regarding
treatment.

To assist the Department in decision
making over controverted treatment.
Eliminate “unnecessary” or
“inappropriate” treatment.




Conclusion

We are all obligated to ensure that
treatment restore the health and
improve the individual function of the
employee and return them to work.

END
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Robert Sussman, MD

\ Stephen L. Demeter, MD, l\w
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Mr. E.F. is a 48-year-old male who
worked as an air-conditioning
installer for the past 20 years. In the
course of his employment, he would
routinely install duct work for the air
conditioning systems in various
homes and office buildings. This
often entailed overhead work during
this installation.

-

On the day of his injury, Mr. F. was
installing duct work. As he was coming
down from a ladder, he missed the last step
and fell. As he fell backward, in order to
avoid falling and hitting his head on the
concrete floor, he twisted to the right. He
struck the floor with his right hip and
outstretched right hand. He immediately
complained of pain in his hip, hand, right
\arm, and right shoulder.

J
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He was taken, by his supervisor, to the
emergency room where he was seen and
evaluated. Mr. F. had pain in the same
locations as noted previously. X-rays
were taken of his hip and right upper
extremity. No fractures or dislocations
were seen. He was prescribed pain
medication and told to stay off work until
%ared by his family physician.

\_
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Mr. F. obtained an office visit with his
primary care physician two days later. His
injury occurred on a Tuesday, May 1.
When seen on Thursday, May 3, he
continued to have significant pain in all the
previously described areas. His doctor
kept him off work and prescribed pain
medications (NSAIDs and narcotics), a
muscle relaxer, and told him to get some

\;ﬁst and use heat. He had a return visit on
onday, May 7

)
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On Monday, May 7, Mr. F. was significantly
better. He could walk and do most normal
activities. He continued to have some
discomfort in the previously described areas
but “it was livable” with the medications.
The only exception was his right shoulder.
Mr. F. said that he could hardly move his arm
because of the pain in his shoulder. He
couldn’t brush his teeth or comb his hair.
Q’utting on his clothes was very difficult.

)
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His doctor knew that Mr. F. could not

go back to work with that degree of
difficulty in his right shoulder/arm,
considering the type of job that he had,

so he kept his patient off work for

another week and continued to
recommend the same medications.
Acupuncture and massage were

ordered for pain relief. /

#H #
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Mr. F. was seen on Tuesday, May 15. He
continued to be off work. His right shoulder
pain was poorly controlled with ibuprofen
three times a day and a narcotic at bedtime.
Occasionally, he would take an extra dose
through the night when the pain would
awaken him. He told his doctor that he had
not yet started the massage treatments and
acupuncture. He was to come back in 10

Qays for a follow-up visit. /

On May 25, Mr. F. was no better. He continued to
have significant pain in his right shoulder. He
continued to have significant problems with

activities that involved placing his arm above 90
degrees. The physical examination was unchanged.
His doctor continued him off work and the same
medications but decided to obtain an x-ray of Mr.
F.’s collar bone with weights to make sure that he
didn’t have a dislocation. He considered physical
therapy but decided to wait for the x-rays to come
back. Mr. F. was scheduled for another appointment
in two weeks. Massage and acupuncture were

Qelping with his pain and were continued. /




On June 9, Mr. F. was no better. He
continued to have significant pain
with movement. His examination was
showed diminished range of motion
(ROM) in his right shoulder. The x-
rays were negative for fracture or
dislocation. Mr. F. told his doctor that
the massage and acupuncture were

\helping.

J

#H #

# &'

Mr. F was no better two weeks later. He
was still not working. Dr. Y. thought
that a cortisone injection might help
so he injected the shoulder with a
cortisone preparation.

o

Three weeks later, due to a vacation, Dr. Y. saw Mr
again. Things were unchanged. The cortisone shot
helped somewhat, but the improvement only lasted
about 10 days. On examination, visible atrophy was
seen in the right shoulder region. The ROM was
declining. Pain persisted, especially with activit
or through the night when Mr. F. would roll on his
right side. His medications were ibuprofen, three
times a day, one or two narcotic pills at night, an
occasional muscle relaxant to help him sleep. Dr.
discontinued the acupuncture and massage and
ordered physical therapy.

.F.

ies,

dan
Y.

J
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After another 3 weeks, Dr. Y. found
his patient unchanged. The PT had
been started 10 days ago and the
patient had attended 3 sessions
(ordered twice a week). He injected
Mr. F.’s shoulder again. Two weeks
later, things were unchanged. Dr. Y.
then referred Mr. F. to an orthopedic
\surgeon for care.

\_

Mr. F. was able to see the orthopedist on September
3. He continued to have pain with activities and
during the night. He continued to be off work. Hi s
medications were ibuprofen - 3/d, a narcotic — 1 or 2
through the night, and an occasional muscle relaxer
at bedtime. He had received 2 steroid injectionsi n
his shoulder, massage therapy and acupuncture
without benefit. He was currently going to PT twic
aweek. A stress x-ray of his shoulder was negativ
On examination, there was some shoulder atrophy
with weakness, diminished ROM, and pain on
palpation. An MRI was ordered.

\_
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Two weeks later, Mr. F. was seen
again. His PT had been increased to 3
times a week and he was complaining
of increased pain. He ran out of his
narcotics. The MRI had not been

approved. Dr. Z. injected the patient’s
shoulder with a cortisone preparation.

\_ )




#

)

A month later, the patient was seen
again. Approval for the MRI still had
not been issued. Mr. F. was still not
working. Dr. Z. wrote a letter to the
insurance company requesting the
MRI. The PT, that had run out 2
weeks earlier, was re-started.

o

\_

Another month passed. The MRI was
eventually performed showing a
partial thickness rotator cuff tear. Dr.
Z. continued the PT and returned the
patient to work at light duty. He wrote
a treatment plan that included
arthroscopic surgery. Dr. Z. again
injected the patient’s shoulder with a
\cortisone preparation.

\_

'+

A month later, the patient continued to take
the same medications, continued to receive
PT, and, on examination, had continued pain
on palpation, weakness, and diminished
ROM. Mr. F. did not feel as though he was
making any progress in PT and had missed a
number of sessions. The surgical treatment
plan had not been approved and the patient
was ordered to have an IME to determine the

Qature of and proper treatment for his injury. /




Two months passed and Mr. F. was again
seen by Dr. Z. The IME had been
performed but the results were not
available yet. Mr. F. was not working as
no light duty existed. He continued to
miss frequent PT sessions. He
continued to have pain with activities
and through the night. His ROM was
worsening as was his weakness. /

On 3/17, Mr. F. was seen in follow-up. The
surgical request had been denied. Aggressive
PT and a work hardening program was
suggested by the IME physician. Dr. Z. wrote
an angry letter to the insurance company
regarding the surgical denial. He discussed
with his patient the need for the PT and agreed
with the work hardening. Dr. Z. again injected
the patient’s shoulder with a cortisone

Qreparation. /

Two months later (5/17), Mr. F. was
again seen. He was a little better. His
pain had diminished and he no longer
took the narcotics or muscle relaxers.
He was still not working. He had been
reasonably faithful with the PT. His
strength had increased somewhat.

Dr. Z. injected his shoulder again and
recommended a Functional Capacity

\Evaluation.




Six weeks later, Dr. Z reviewed the FCE with
Mr. F. Itindicated that the patient could only
perform duties at a light-medium level of
manual labor due to deconditioning. The
ROM of the right shoulder was significantly
reduced and it was further recommended
that the patient perform no above shoulder
activities. Dr. Z. signed off the case and
returned the patient to Dr. X., saying that he
\Ead nothing further to add to the care at that

oint

11&

1. PARTIAL TEAR OF THE ROTATOR CUFF
PARTIALLY DUE TO INDUSTRIAL INJURY
PARTIALLY DUE TO DEGENERATIVE DISEASE

2. FROZEN SHOULDER

- MARKEDLY DIMINISHED ROM ABOVE SHOULDER LEVEL

3. DISUSE ATROPHY OF SHOULDER GIRDLE

SINCE HE COULD NO LONGER PERFORM THE
TYPE OF WORK THAT HE HAD ONCE
PERFORMED, MR. F. WAS REFERRED TO
VOCATIONAL REHABILITATION /

#

TOTAL TIME — 14 MONTHS; OFF WORK ENTIRE TIME
LIGHT DUTY HAD BEEN RECOMMENDED BUT WAS
UNAVAILABLE IN THE MOST RECENT 7 MONTHS

RETURN TO WORK — IN FUTURE, PENDING VOC REHAB

RECOMMENDATIONS/RE-TRAINING

TOTAL COSTS INCLUDED:

EMERGENCY ROOM - 1

PCP -9 VISITS

ORTHOPEDIST -9 VISITS

ACUPUNCTURE - 24 VISITS

MASSAGE THERAPY — 24 VISITS

PHYSICAL THERAPY — 108 VISITS (including work harden ing)
FUNCTIONAL CAPACITY EVALUATION -1

MRI-1

X-RAY -2
INTRA-ARTICULAR CORTISONE INJECTIONS — 6
VOCATIONAL REHABILITATION EVALUATION

INDEPENDENT MEDICAL EVALUATION




Initial Diagnosis
First visit: with Primary Care Physician MD/DO (100%)

Initial evaluation should include:

o Determine the type of trauma (direct trauma, fall, repetitive motion, twisting
incident, etc.).
o Test the range-of-motion of the joint (normal, mild restriction, severe

restriction, or complete restriction).

o An initial evaluation of the shoulder requires accurate diagnosis of shoulde
injuries by careful inspection and palpation of the shoulder area. Although the

shoulder is generally swollen, the injury is usually defined by direct tenderness

over the injured area

-

Determine “degenerative changes” versus “acute trauma”:
o Degenerative changes (Go to Initial Conservative Treatment)
Lesions of the rotator cuff are a continuum, from mild inflammation and
degeneration to full avulsions. Studies of normal subjects document the
universal presence of degenerative changes and conditions, including full
avulsions without symptoms. Conservative treatment has results similar to
surgical treatment but without surgical risks. Surgical outcomes are much
better in younger patients with a rotator cuff tear, than in older patients,
who may be suffering from degenerative changes in the rotator cuff.
Impingement Syndrome, shoulder tendonitis, shoulder sprain, and
subacromial bursitis are all closely related entities with the same etiology.
They involve friction, abrasion, and inflammation of the rotator cuff and the
long head of the biceps tendon with the subacromial arch (anterior lip of
the acromion, coraco-acromial ligament and acromioclavicular joint).

These conditions involve consequences of aging or repetitive use, or a
combination thereof, such as:

\_

&

Mild/Moderate -- Initial Conservative Treatment  (90% of cases)
Also first visit (day 1):
o Prescribe alteration of activity (home & work), no overhead
work, stretching (gentle range-of-motion exercises), appropriate
analgesia (i.e., acetaminophen) and/or anti-inflammatory (i.e.,
ibuprofen) [Benchmark cost: $14], back to work -- modified duty: if
condition caused by job, possible ergonomic evaluation of job
ODG Return-To-Work Pathways
Medical treatment (stage 1 or 2, impingement, no tear), modified
work: 0 days
Medical treatment (impingement, no tear), manual work: 7 days
(See ODG Capabilities & Activity Modifications for Restricted
Work under “Work” in Procedure Summary)

- J
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Second visit (day 14 — about 2 weeks

after first visit)
o] Document progress
o] If not significantly improved then prescribe

physical therapy (gentle range-of-motion exercises
plus exercises that strengthen the rotators and
stabilize the scapula) should be started for home
exercise training [Benchmark cost: $250]: Refer to
Physical Therapist (50%) or Occupational Therapist
(50%) for up to 3 visits per week for 2 weeks

-
-

Third visit (day 28 — about 1 month after first visit)

o Document progress

o Further relaxation and pain control can be achieved by

injecting an anesthetic under the acromion (laterally or anteriorly) into

the shoulder joint.
o Corticosteroid injection trial [Benchmark cost: $276].
Should be performed by musculoskelatally trained physician.
Sprains of the rotator cuff cause swelling within a closed space
and add an element of chronic impingement which may be slow
to resolve. By decreasing swelling, local infiltration of the rotator
cuff with corticosteroids may quicken the resolution of this
problem. Repeat corticosteroid injection may be necessary, but
should not be done any sooner than every two weeks, up to a
maximum of three injections. Injection should be avoided in
patients under 30 years of age.

o If prescribe therapy, then continue therapist, change from
\ passive to active modality, up to 2 visits per week, teach home /

exercises.

2 4
Z £

#

ODG Return-To-Work Pathways

Medical treatment (impingement, no tear), manual
overhead work: 28 days
Medical treatment, regular work if cause of disability:
42 days
Medical treatment, heavy manual work: 42 days
Fourth visit (day 42 — about 6 weeks after first

visit)

o] Refer for Imaging

N J




Aggressive Treatment (10% of cases)
[Benchmark cost: $2,621]
Include imaging as above.

-
-

. Arthroscopy, Shoulder, Surgical: Rotator cuff
repair, with decompression of subacromial space with
partial acromioplasty, with or without coracoacromial
release. Performed by Orthopaedic Surgeon (90%) or
General Surgeon (10%) on an outpatient or 23-hour
basis. May be endoscopic.
Decompression/acriomoplasty alone should be
performed after at least six weeks of conservative
treatment.

Post-surgical treatment:

o] Physical/Occupational Therapy: A short course
may be needed; if so then Post-surgical treatment
(endoscopic): 14 visits over 8 weeks; Post-surgical

treatment (open): 20 visits over 10 weeks

#

ODG Return-To-Work Pathways

Arthroscopic surgical repair/acromioplasty (stage 3),

clerical/modified work: 28-56 days

Arthroscopic surgical repair/acromioplasty, manual

work, non-dominant arm: 56-90 days

Arthroscopic surgical repair/acromioplasty, manual

work, dominant arm: 70-90 days

dOpen surgery (stage 3), clerical/modified work: 42-56
ays

dOpen surgery, manual work, non-dominant arm: 70-90
ays

Open surgery, manual work, dominant arm: 90-106
S

day:
Open surge(rjy, heavy manual work if cause of
\disability: indefinite /

12



Recommended as indicated below. Several small clinical trials have found
acupuncture to be effective on shoulder pain, but referral is dependent on
the availability of experienced providers with consistently good outcomes.
Among those shoulder indications, found to have positive outcomes from
acupuncture were rotator cuff tendonitis, frozen shoulder, subacromial
| % ement syndrome, and rehab following arthroscopic acromioplasty.
Kleinhenz, 1999) (Sun, 2001) (Romoli, 2000) (Nabeta, 2002) (Gilbertson
2003) (Guerra, 2003) (He, 2004) (Vickers, 2004) (Grant, 2004)
(Michener, 2004) (Guerra de Hoyos, 2004) On the other hand, a recent
trial did not show any benefit of acupuncture compared with placebo TENS
when added to the exercise treatment of rotator cuff tendinitis. (Razavi
2004) Acupuncture was of benefit over placebo in improving a measure of
shoulder function at four weeks, but by four months, the difference between
the acupuncture and placebo groups, while still statistically significant, was
no longer likely to be clinically significant. There is little evidence to support
or refute the use of acupuncture for shoulder pain although there may be
short;term benefit with respect to pain and function. (Green-Cochrane
2005,
ODG Acupuncture Guidelines:
Initial trial of 4-6 visits over 2 weeks

over 4-6 weeks

Recommended. Shoulder disorders may lead to joint stiffness more often
than other joint disorders. Therapeutic exercise, including strengthening,
should start as soon as it can be done without aggravating symptoms.
Pendulum exercises are usually tolerated by the patient even when
discomfort is pronounced, and range of motion can be preserved by this
method. Lifting and working at 90 degrees (the position of abuse) as well
as overhead work should be proscribed or restricted during the first few
weeks after onset of problems due to acute rotator cuff tear, AC joint strain
or separation, and impingement syndrome. (Verhagen- Cochrane, 2004 )
Exercise was demonstrated to be effective in terms of short term recovery in
rotator cuff disease, and longer term benefit with respect to function.
Combining mobilization with exercise resulted in additional benefit when
compared to exercise alone for rotator cuff disease. When compared to
exercises, ultrasound is of no additional benefit over and above exercise
alone. Superwsed exercise regime is of benefit in the short and long term
for mixed shoulder disorders and rotator cuff disease. (Green-Cochrane
2003) (Michener, 2004) (Grant, 2004) For adhesive capsulitis, injection of
corticosteroid combined with a simple home exercise program is effective in
improving shoulder pain and disabllity in patients. Adding supervised
physical therapy provides faster improvement in shoulder range of motion.
hen used alone, supervised physical therapy is of limited efficacy in
management of adhesive capsulitis.

Recommended as indicated below. Magnetic resonance imaging (MRI) and
arthrographe/ have fairly similar diagnostic and therapeutic impact and comparable
accuracy, although MRI is more sensitive and less specific. Magnetic resonance
imaging may be the preferred investigation because of its better demonstration of soft
tissue anatomy. (Banchard, 1999) Subtle tears that are full thickness are best
imaged by MR arthrography, whereas larger tears and partial-thickness tears are
best defined by MRI, or possibly arthrography, performed with admixed gadolinium,
which if negative, is followed by MRI. (Oh, 1999) The results of a recent review
suggest that clinical examination by specialists can rule out the presence of a rotator
cuff tear, and that either MRI or ultrasound could equally be used for detection of full-
thickness rotator cuff tears. (Dinnes, 2003) Shoulder arthrography is still the
imaging “gold standard" as it applies to full-thickness rotator cuff tears, with over 99%
accuracy, but this technique is difficult to learn, so it is not always recommended.
Magnetic resonance of the shoulder and specmcally of the rotator cuff is most
commonly used, where many manifestations of a normal and an abnormal cuff can
be demonstrated. The question we need to ask is: Do we need all this information? If
only full-thickness cuff tears require an operative procedure and all other
abnormalities of the soft tissues require arthroscopy, then would shoulder
arthrography suffice? (Newberg, 2000)

Indications for imaging _ -- Magnetic resonance imaging (MRI):

- Acute shoulder trauma, suspect rotator cuff tear/impingement; over age 40; normal
plain radiographs
j ility/labral tear.

13



# #

Recommended. Positive (limited evidence). See also specific physical therapy
modalities by name. For impingement syndrome significant results were found in
pain reduction and isodynamic strength. (Bang, 2000) (Verhagen-Cochrane, 2004)
There is poor data from non-controlled open studies favouring conservative
interventions for rotator cuff tears, but this still needs to be proved. Considering these
interventions are less invasive and less ef!) nsive than the surgical approach, they
could be the first choice for the rotator cuff tears, until we have better and more
reliable results from clinical trials. (Einisman- Cochrane 2004) Self-training may be
as effective as physical therapist-supervised rehabilitation of the shoulder in post-
surgical treatment of patients treated with arthroscopic subacromial decompression.
(Anderson, 1999) For adhesive capsulitis, injection of corticosteroid combined with a
simple home exercise program is effective in improving shoulder pain and disability in
patients. Adding supervised ﬁhyslcal therapy provides faster improvement in
shoulder range of motion. When used alone, superwsed physical therapy is of limited
efficacy in the management of adhesive capsulms (Careite, 2003) Use of a home
pulley system for stretching and strengthening should be recommended. (Thomas
2001) Physical modalities, such as massage, diathermy, cutaneous laser treatment,
ultrasonography, transcutaneous electrical neurostimulation (TENS) units, and
biofeedback are not supported by high quality medical studies, but they may be
useful in the initial conservative treatment of acute shoulder symptoms, depending on

Qe experience of local physical therapists available for referral.

# #

ODG Physical Therapy Guidelines —

Allow for fadln? of treatment frequency (from up to 3 visits per week
to 1 or less), plus active self-directed home PT

Adhesive capsulitis:

16 visits over 8 weeks

Rotator cuff syndrome:

Medical treatment: 10 visits over 8 weeks
Post-surgical treatment: 24 visits over 14 weeks
Dislocation of shoulder:

12 visits over 12 weeks

Acromioclavicular joint dislocation:

AC separation, type Ill+: 8 visits over 8 weeks
Sprains and strains of shoulder and upper arm:

9 visits over 8 weeks
Sprained rotator cuff:

Post-surgical treatment: 24 visits over 14 weeks

Recommended as indicated below. For rotator cuff disease, corticosteroid injections are superior
to physical therapy interventions for short-term results, and a maximum of three are
recommended. (Green-Cochrane, 2003) If pam wuh elevanon is significantly limiting activities, a
injection of local and a may be indicated after
conservative therapy (i.e., streng(henln exen:lses and NSAIDs) for two to three weeks, but the
evidence is not yet overwhelming, and the total number of injections should be limited to no more
than three. (van der Heijden, 19 6) (Green-Cochrane, 2002) (Grant, 2004) A recent meta-
analysis concluded that subacromial corticosteroid injection for rotator cuff disease and intra-
articular injection for adhesive capsulitis may be beneficial although their effect may be small and
not well maintained. (Buchbinder- Cuchrane 2003 On the other hand, for post-traumatic
of the shoulder, inject of had no beneficial

impact on reducing the pain or the duration of |mmnb|||ty (Mc\nemey 2003) Steroid injections
compared to physical therapy seem to have better initial but worse long-term outcomes. One trial
found mean improvements in disability scores at six weeks of 2.56 for physical therapy and 3.03
for injection, and at six months 5.97 for physical therapy and 4.55 for injection. (Hay, 2003) For
adhesive capsulitis, injection of corticosteroid combined with a simple home exercise pro ram is
effective in improving shoulder pain and disability in patients. Adding sulpervlsed physical !herap\l/
provides faster improvement in shoulder range of motion. When used alone, supervised physical
therapy is of limited efficacy in the management of adhesive capsulitis. (Carene 2003) JJ Arslan,
2001;:l Subacromial injections of corticosteroids are effective for improvement for rotator cuff
tendonitis up to a 9-month period. They are also probably more effective than NSAID medication.

%her doses may be better than lower doses for subacromial corticosteroid injection for rotator

tendonitis. (Arroll, 2005) /

14



Recommended as indicated below. Repair of the rotator cuff is indicated for significant tears that
impair activities by causing weakness of arm elevation or rotation, particularly acutely in younger
workers. However, rotator cuff tears are frequently partial-thick aller full-thick tears.
For partial-thickness rotator cuff tears and small flll-thickness tears presenting primarily as
impingement, surgery is reserved for cases failing conservative therapy for three months. The_
preferred is usually p , but the rom open repair
are as good or better. Surgery is not indicated for patients with mild symptoms or those who have
no limitations of activities. (Ejnisman-Cochrane, 2004) (Grant, 2004)

Lesions of the rotator cuff are best thought of as a continuum, from mild inflammation and
degeneration to full avulsions. Studies of normal subjects document the universal presence of
degenerative changes and conditions, including full avulsions without symptoms. Conservative
treatment has results similar to surgical treatment but without surgical risks. Studies evaluating
results of conservative treatment of full-thickness rotator cuff tears have shown an 82-86%
success rate for patients presenting within three months of m%ury. The efficacy of arthroscopic
decompression for full-thickness tears depends on the size of the tear; one study reported
satisfactory results in 90% of patients with small tears. A prior studg by the same group reported
satisfactory results in 86% of patients who underwent open repair for larger tears.” Surgical
outcomes are much better in younger patients with a rotator cuff tear, than in older patients, who
may be suffering from degenerative changes in the rotator cuff. Referral for surgical consultation
may be indicated for patients who have: Activity limitation for more than three months, plus
existence of a surgical lesion; Failure of exercise programs to increase range of motion and
strength of the musculature around the shoulder, plus existence of a surgical lesion; Clear clinical
and imaging evidence of a lesion that has been shown to benefit, in both the short and long term,
from surgical repair; Red flag conditions (e.g., acute rotator cuff tear in a young worker,
glenohumeral joint dislocation, etc.). Suspected acute tears of the rotator cuff in young workers
may be surgically repaired acutely to restore function; in older workers, these tears are typically,

syndrome regardless of MRI findings. Outpatient rotator cuff repair is a well accepted and cost
effective procedure. (Cordasco, 2000) Difference between surgery & exercise was not
significant. (Brox, 1999)

ODG Indications for Surgery -- Rotator cuff repair:

Criteria for rotator cuff repair with diagnosis of full thickness rotator cuff tear AND Cervical

pathology and frozen shoulder syndrome have been ruled out:

1. Subjective Clinical Findings:  Shoulder pain and inability to elevate the arm; tenderness over

the greater tuberosity is common in acute cases. PLUS

2. Objective Clinical Findings: ~ Patient may have weakness with abduction testing. May also

demonstrate atrophy of shoulder musculature. Usually has full passive range of motion. PLUS

3. Imaging Clinical Findings:  Conventional x-rays, AP, and true lateral or axillary views. AND
inium MRI, or shows positive evidence of deficit in rotator cuff.

Criteria for rotator cuff repair OR anterior acromioplasty with diagnosis of Fanial thickness rotator

cuff repa)lr OR acromial impingement syndrome (80% of these patients will get better without

surgery.

1. Conservative Care: Recommend 3 to 6 months: Three months is adequate if treatment has

been continuous, six months if treatment has been intermittent. Treatment must be directed

toward gaining full ROM, which requires both stretching and strengthening to balance the

musculature.

2. Subjective Clinical Findings:  Pain with active arc motion 90 to 130 degrees. AND Pain at

PLUS

night (Tenderness over the greater tuberosity is common in acute cases.)

3. Objective Clinical Findings: ~ Weak or absent abduction; may also demonstrate atrophy. AND
Tenderness over rotator cuff or anterior acromial area. AND Positive impingement sign and
temporary relief of pain with anesthetic injection (diagnostic injection test). PLUS

4. Imaging Clinical Findings: ~ Conventional x-rays, AP, and true lateral or axillary view. AND
Gadolinium MRI, ultrasound, or arthrogram shows positive evidence of deficit in rotator cuff.
(Washington, 2002)

Under study. Quantitative exposure-response relationships have been
established between current work with highly elevated arms and clinically
verified shoulder disorders. For current upper arm elevation above 90
degrees, a duration increment of 1% of the daily working hours was
associated with odds ratios of 1.23 for supraspinatus tendinitis, 1.16 for
shoulder pain with disability, and 1.08 for shoulder pain without disability.
(Svendsen, 2004) See also Return to work.

ODG Capabilities & Activity Modifications for Restr icted Work:

Modified work: No overhead work (reaching above shoulder) plus no
reaching to shoulder level (90 degree position); no holding arm in abduction
or flexion; pulling and pushing not more than 8 Ibs up to 4 times/hr; lifting
and carrying up to 5 Ibs 3 times/hr; single arm upper extremi'g/ work using
injured arm for light work only; possible immobilization by abduction brace,
sling, or clavicle brace; no climbing ladders.

Manual work: Reaching above shoulder not more than 12 times/hr with up
to 15 |bs of weight; reaching to shoulder up to 15 times/hr with up to 25 Ibs
of weight; holdinﬁ arm in abduction or flexion up to 12 times/hr with up to 15
Ibs of weight; pulling and pushing up to 60 Ibs 20 times/hr; lifting and
carrying up to 40 Ibs 15 times/hr; single upper extremity work using injured
arm for moderate work only (full use of non-injured arm); possible

up to 50 rungs/hr.
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TOTAL TIME OFF-8 MONTHS EXTRA
TOTAL EXTRA COSTS INCLUDED:
PCP -2 VISITS
ORTHOPEDIST -3 VISITS
ACUPUNCTURE - 3-15 VISITS
MASSAGE THERAPY — 24 VISITS
PHYSICAL THERAPY — 68 VISITS
FUNCTIONAL CAPACITY EVALUATION -1

INTRA-ARTICULAR CORTISONE INJECTIONS -3

\ TREATMENT INCLUDED MULTIPLE EXAMPLES OF )

AND, AS SEEN IN THIS CASE, WERE OF NO VALUE

-
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UNEMPLOYMENT AND MORTALITY
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UNEMPLOYMENT AND MORTALITY

Unemployment significantly increases the risk of
being dead at the end of follow-up by nearly
50% (from 5.36 to 7.83%). In an analysis of
cause-specific mortality, we find that
unemployment significantly increases the risk
of suicides and the risk of dying from "other
diseases" (all diseases except cancer and
cardiovascular), but has no significant effect
on cancer mortality, cardiovascular mortality or

deaths due to "other external causes" (motor
\vehicle accidents, accidents and homicides)j

UNEMPLOYMENT AND MORTALITY
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Alternative Treatment Plans

Nelson Befitel, Director
Department of Labor and Industrial Relations
June 23, 2005

The Starting Point
ODG Guidelines

All diagnosis and treatment guidelines

in the ODG are considered medically
necessary and appropriate.

Question:
What if the treating physician believes that
he/she must deviate from the ODG in treating
the claimant?

Answer:

The treating physician must submit an
“alternative” treatment plan (e.g. treat the
injured worker more expansively than
prescribed by the ODG).




Submitting An Alternative
Treatment Plan

Technical Requirements . HAR Section 12-15-
32(b) provides what the proposed plan must
contain in order for it to be approved.

Evidence-Based Medicine . One of the
factors we will consider in determining
whether an “alternative” treatment plan
should be approved is whether it is based on
“evidence-based medicine.”

What facts will be considered in determining
whether the “evidence-based medicine”
requirement is met?

Whether the proposed treatment plan is necessary
and appropriate to cure and relieve the claimant fr  om
the workplace injury.

Whether the proposed treatment plan has been
adequately established to cure and relieve the
claimant from the workplace injury.

Whether the proposed treatment plan has been
subjected to peer review and publication.

The degree of community and or national
acceptance of the treatment plan.

Resolving Disputes of Alternative
Treatment Plans

The parties are encouraged to resolve their
dispute regarding any treatment plan.

If the parties are unable to resolve their
disputes, either party may request a hearing
under HAR Section 12-15-32.

If appropriate, a decision on the record may
be Issued without a hearing (e.g., there are
no facts in dispute).




L]

Coming Soon

Employee Handbook
Employer Handbook
Revised Webpage
Frequently Asked Questions

Conclusion

The goal of Hawaii's workers’
compensation system is to provide
quality medical care to occupationally
injured or ill workers at a reasonable
cost to the employers.
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