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Getting In Front of The Problem:  
Early Identification and Improved 

Management of High Risk Work Injuries 

Terms and Concepts within Physical Therapy 
Management of the Workers’ Compensation Case 

 

Kalen Morgan, MHS, OTR/L, CHT, CEAS 

KORT WorkStrategies Clinical Coordinator 

Objectives 

 Identify and use flags to classify cases and establish 
expectations sooner of not only the patient, but the 
employer as well.  

 Understand pain mechanisms and pain physiology as it 
relates to the workers’ compensation case.  

 Review best treatment practices for managing high risk 
cases.  
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What if we could predict RTW? 

Research supported predictors  

 Some patients are different 

 Yellow, Blue, and Black flags 

 Motivation 

 Work Intensity 

 Job Satisfaction  

 Relationship with their Supervisor 

 

 

Return to Work Rate 

50% Never Return to Work After 6 Months 

Case Velocity is Critical !! 

Six Months 

One Year 

Two Years 

50% 

10% 

  2% 
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COST DRIVER:   

Psychosocial Risk Factors = Disability and 

Delayed RTW 

 

Catastrophizing         Injustice 

Beliefs/ 

Expectancies 
           Fear 

Defining and Identifying PsychoSocial 
Risk Factors  
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High Risk Claim Flag Classifications 

 Red Flags: Failure of treatment, serious disease 
 Yellow Flags: Psychological Distress, Pain Beliefs, Catastrophizing, 

Unhealthy Coping Strategies 
 Blue Flags: Perceived Features of Work Environment 

 Unsupportive Management Style 
 Lack of Job Satisfaction 
 Monotony 
 Lack of job satisfaction, low levels of control. 

 Black Flags: Equal opportunity threat, represent organizational issues 
 Temporary work 
 Employers’ attitudes towards workers 
 Return to work policies 
 Threats to Financial Security 

 
When any of these issues presents itself, costs and disability are likely to 
increase.  

 
 

Red FLAGS 

 Serious disease 

 History of Cancer 

 Night Sweats 

 Unexplained Weight Loss 

 Pins/Needles, Numbness, Weakness 

 Comorbidities 

 Failure of treatment 
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Blue FLAGS= Perceived Work 
Features 

 Dissatisfaction with job 

 High demand/low control 
work environment 

 Perceived Injustice 

 Lack of Job Satisfaction 

 Monotony 

Blue FLAGS= Perceived Work 
Features 

 Perception  

 That management is unhelpful 

 Of working under a perceived time pressure 

 Of lack of social support from colleagues 

 Of a stringent inflexible environment 
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Black FLAGS= Not Matters of 
Perception 

 Organizational Issues 

 Hours/Shift Patterns 

 Qualification Criteria for 
Compensation (i.e. inactivity) 

 Rehab Policy deters gradual 
reintegration to work 

 Physically Demanding Work 

 

 

Black FLAGS= Not Matters of 
Perception 

 Financial Incentives 

 Lack of Contact with the Workplace 

 Duration of sickness absence (>6 months, almost 
guaranteed not to return to same job) 

 Iatrogenic Harm (unnecessary imaging, etc.) 

 Authorization Delay causing Care delay 

 



2/3/2019 

7 

How About The Flag That Really 
Matters In Recovery Process??!! 

Musculoskeletal Pain and 
Workers’ Compensation 

 Claims leaders ranked psychosocial issues as the No. 1 
barrier to successful claim outcomes, according to 
Chicago-based managed care solutions provider Rising 
Medical Solutions’ 2016 Workers Compensation 
Benchmarking Study. 
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Yellow FLAGS 

 Psychological distress (e.g. depression, anger, 
bereavement, frustration) 

 52% pts w/ CLBP are depressed 

 Can be screened reliably by 3 item questionnaire (BMJ 2005) 

 Most depression after injury is transient, when it doesn’t 
resolve with healing is when it can cause delays in case 
resolution. 

 

 

 

 

 

Yellow FLAGS 

 Failure to answer patients’ and families’ worries about 
the nature of the injury and its implications 

 This also can be facilitated by communication between the 
Case Manager, Physician, and Physical Therapist 

 Patient centered approach to care and education 

 Kaiser Permanente 4 Habits Model   
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Yellow FLAGS 

 Perceived inconsistencies and ambiguities in 
information about the injury and its implications 

 Unhelpful coping strategies (e.g. fear of pain and 
aggravation, catastrophizing, illness behavior, 
overreaction to medical problems) 

 Use of the Pain Catastrophizing Scale to quantify 

 Also can use Impact of Events Scale to measure post 
traumatic stress 

 

Yellow FLAGS 

 Pain Catastrophizing- exaggerated negative orientation 
towards pain, imagining worst possible outcomes. 

  Associated with increased risk of developing 
persistent pain and disability. 

 For the normative database described above, in the 
subsample of patients who scored above 30 (75th 
percentile) on the PCS; 

 70% remained unemployed one year post injury 

 70% described themselves as totally disabled for 
occupationally related activities 
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What are the screening tools to look for 
these Risk Factors?? 

 Can tell us if they fall within a high range for these 
psychosocial risk factors 

 Individuals with pain conditions with psychosocial risk 
factors benefit less from traditional treatments. 

 It is our ethical obligation to screen clients for these 
risk factors to ensure they are getting the appropriate 
care and the best chance to avoid disability. 

Some Outcome Tools Used to Screen 
for Psychosocial Risk Factors  
 
 VAS-higher scores correlated to higher risk of disability 

 FABQ 

 PCS 

 Depression Scale 

 PSFS-functional pt specific goals associated with better 
outcomes 

 Injury Specific Disability Scale-ex: Oswestry-higher 
disability scores associated with increased risk of 
prolonged disability 

 Orebro 
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Fear Avoidance Belief Questionnaire  

 A belief that all activity should be avoided to reduce 
pain 

 Fear of pain can lead to avoidance followed by 
disability, disuse, and depression 

 Better to have active coping strategies and improve 
daily function 

 2 Parts-FABQ Physical Activity Subscale and FABQ 
Work Subscale 

 A higher score indicates more strongly held fear 
avoidance beliefs 

Fear Avoidance Beliefs 

Numerical/Statistical Importance 

 >13 PA subscale indicates higher fear avoidance 

 > 30 Work subscale indicates increased likelihood of poor 
outcomes 

 >34 doubles the chance of long term work restrictions, 
increased risk of not returning to work 4 weeks post injury 

 Directs the need to Cognitive Behavioral Techniques and a 
Graded Exercise Approach 

 Passive treatments should be avoided and discouraged 
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Catastrophic Thinking 

 Concurrent pain (Sullivan et al, 1995, 1997, 1998, 2004) 

 Post surgical pain (Forsythe et al., 2004; Pavlin et al., 2004) 

 Analgesic intake (Jacobson & Butler, 1997)  

 Length of hospitalization (Gil et al., 1992) 

 Mental health problems (Sullivan et al., 2006) 

 Health care utilization (Turner et al., 2005) 

 Suicidal ideation (Edwards et al., 2006) 

 Lower quality of life (Borsbo et al., 2008) 

 Disability (Burton et al., 1995; Sullivan et al., 1998) 

 Activity intolerance (Sullivan et al., 2002) 

 Work absence (Sullivan & Stanish, 2003) 

Over 1000 studies published 

Catastrophizing predicts.... 
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Pain Catastrophizing Scale 
 Pain Catastrophizing:  exaggerated negative orientation 

towards pain, imagining worst possible outcomes. 

 Associated with increased risk of developing persistent 
pain and disability. 

 

For the normative database described above, in the 
subsample of patients who scored above 30 (75th 
percentile) on the PCS; 

 70% remained unemployed one year post injury 

 70% described themselves as totally disabled for 
occupationally related activities 

Hospital Anxiety and Depression Scale 

 Depression:  psychological problem characterized by 
negative mood, hopelessness, and despair 

 Effects 52% of pts with chronic pain 

 Presence of depression is associated with higher pain 
intensity and is a potent risk factor for disability 

 normal (0-7), mild (8-10), moderate (11-15) and severe 
(16-21). 
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Orebro 

 Low, Moderate or High 
Risk 

 57-72 is Moderate 

 High risk need 
psychosocially informed 
care in addition to 
traditional techniques 

 

What is Pain?  How do we treat 
Pain? 
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What is Pain?  

 “PAIN: An unpleasant sensory and emotional 
experience associated with actual or potential tissue 
damage, or defined in such terms”.  (IASP)  
http://www.iasp-pain.org/ 

 

Chronic Pain and Fear 

 Most acute low back pain resolves, but about 10-20% 
results in a persistent problem 

 Chronic Pain Patients are responsible for 75-90%  of 
costs 

 fear of pain and (re)injury may be more disabling than 
pain itself 

http://www.iasp-pain.org/
http://www.iasp-pain.org/
http://www.iasp-pain.org/
http://www.iasp-pain.org/
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Mature Organism Model of Pain 

Acute vs. Chronic Pain 

Acute 

 Direct results of tissue 
damage or potential 
damage 

 

Symptom 

 

Chronic 

 Outlasts normal tissue 
healing 

 Impairment is greater than 
would be expected from the 
physical finding/injury 

 Pain occurs in the absence 
of identifiable tissue 
damage 

 

Disease 
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PAIN IS IN THE BRAIN!!  
(but not in the mind) 

 P.S.  The parentheses portion is key!! 

 It is output, not input (shark attack victim) 

 It is threat driven (farmer combine accident) 

 In ACUTE/GOOD pain, tissues signal the brain and then 
stop (ankle sprain) 

 In CHRONIC/NOT SO GOOD pain, tissues signal the 
brain occasionally (lumbar fusion) 

 

CHRONIC PAIN IS NOT IMAGINED PAIN!! 

 

Biological Pain Model 

 Assumes all pain has a distinct 
physiological cause 

 Involves a search for a cause 

 “Find it and fix it” approach 

 Works well for the treatment of 
acute pain 
 Pain is considered a symptom of the 

initial injury 

 

Pain = Nociception = Injury 
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Biopsychological Model (Loser, 1982) 

 Particularly useful in treating 
chronic pain, but also 
important in acute pain to 
predict improved and poor 
outcome 

 Interaction between biological, 
psychological and sociocultural 
variables 

 Nociception (core), recognition 
and perception of pain (brain) – 
psychosocial elements 
influence perception of pain 
and behaviors 

Summary of Pain Neurobiology 

 Models of pain/theories have shaped our treatment 
approaches 

 Acute pain is normal and protective 
 Chronic pain is a nervous system disease a product of 

maladaptive plasticity 
 Central and peripheral nervous system are highly 

modifiable/plastic (peripheral and central), and present 
with discrete characteristics 

 Immune, neurochemicals, genetics, psychological, social 
and lifestyle all play a role in pain 

 Pain is best approached from a biopsychosocial model 
taking into account the complex nature of pain 
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Pain Understanding 

“In patients with chronic pain, the 
relationship between their body and 

their experience is extremely 
complex, far more complex than any 

tissue pathology” 
 

~ David Butler 

Pain in the Workers’ Compensation 
Case 

 It should be respected in the patient 

 It can be improved with appropriate medications 

 With very high levels of pain and disability, a 
multidisciplinary approach is likely to be needed, 
and the rehab process is likely to be protracted 

 It can be managed and even improved with Evidence 
Based Physical Therapy including Graded Exercise, 
Cognitive Behavioral Techniques, and Education 

 It takes a team and an advocate (you maybe??) 
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Identify the Dominant Pain Issue 

 

Numeric Pain Rating Scale (0-10) 

 Taken too often without context 

 Duration 

 Intensity 

 Type 

 Variation 

 Can be predictive of high risk claims, >5/10 higher risk 
of developing into chronic pain 
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Treatment Options for 
High Risk Cases 

Pain Assessment: Determine the 
Dominant Pain Mechanism 

 Nociceptive Pain: Treat injured area, protect against 
aggravation, educate with biomechanics and anatomy 
to explain pain. 

 Peripheral Neuropathic Pain: follows peripheral nerve 
pattern, protect nerve, nerve glides, decrease pressure 
on nerve, educate via nerve anatomy to explain pain. 

 Central Sensitization: Heightened Central Pain 
mechanism, need to decrease sensitivity of nervous 
system and education on pain neuroscience and 
benefits of safe movement. 
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Use Evidence Based Treatments 

Aerobic Exercise 

 Just as effective as medications for Depression 
(Cochrane 2013)  

 Pain Relief with activity in 50% VO2 max or HR around 
100-105bpm for >10min. (Hoffman, Shepinski 2004)  

 Doesn’t have to be body part  

    specific 
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Ergonomic and Activity 
Modification Strategies 

 Tools or AD’s to assist with performing ADL’s 

 Different techniques that take less energy or put less 
stress on injured area than current techniques 

 Keeping people functional with what they have can 
decrease impact of depression and disuse. 

 

Pacing 
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Graded Exposure 

 The activities a patient avoids determine the focus of 
treatment 

 Pt’s asked to identify activities that they are highly fearful 
of performing. 

 Once identified the activities are incorporated into the 
therapy program 

 Start at low level in comfortable position to begin the 
activity or perform steps or prep work at low level of fear 

 The activity is increased to mildly increase fear and 
performed until fear subsides… 

 

Employer / Supervisor Role:  
Promote a Positive Experience and 

Early Return to Work  
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The Supervisor Role  

 Not liking your job and not liking your 
supervisor increases risk of back injury.   

 Training leadership and good 
communication skills are critical to 
prevention.  

 Then working with the employee to 
ensure a safe ramp up back into 
function. 

 

Why is communication important? 

 Fewer Complaints 

 Increases adherence to treatment 

 Less litigation 

 Greater accuracy 

 Improved patient understanding 

 Reduced medical costs 

 Less unsafe practice 

 Improved health 
outcomes 

 Improved patient 
satisfaction 

 Improved clinician 
satisfaction 

 Patient compliance 

(Avery ,1986; Beckman ,1994; Frankel ,1995; Levinson et al, 1997; Kohn et al, 1999; 

Maguire et al, 2002; Scopp, 2000; Stewart, 1999) 
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Risk Factors for Future Low Back Pain 

 Do you like your 
supervisor? 

 Do you like your job? 

Power 2001, Feyer 2000 

We often blame the patient but… 

 Work comp outcomes for M/S injuries and surgical 
procedures is 33-66% worse than other payors. 
(Nguyen 2011) 

 Is it them or is it us? 
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Communication Mess Ups in the 
Medical Community 

 Recommending a treatment to a patient without the 
right to authorize, order or perform. 

 Scary language that induces fear in the patient. 

 Untimely communication or just inadequate 
communication for the rest of the team. 

 Ordering unnecessary tests or procedures. 

The role of communication in 
preventing work comp injuries. 

 Train your supervisors on communication for 
leadership.   

 Train with processes on how to deal with an injury 
complaint and not to immediately search for 
causation. 

 Have process in place for easy referral for injury to occ 
med or first aid so there are no delays or ER visits. 

 Have communication protocols set with your 
healthcare providers. 
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Decrease exposure to iatrogenic harm 
and streamline communication for M/S 
complaints before they become a major 
injury. 

 Performance of MRIs in the management of low back 
pain have been linked to worse health outcomes, 
increased likelihood of disability, and longer disability 
duration. (graves 2012) 

Communication Strategies When 
There is an Injury 

 Train Supervisors to ensure timely and appropriate 
communications that convey job security, trust and a respect for 
the employee’s right to be compensated for workplace injuries. 

 Provide educational materials on workplace injuries and work 
comp to employees. 

 Communicate clearly with the employee about the claim status. 

 Work to improve any inefficiencies in your workers comp 
process. 

 Don’t ever say psychosocial risk factors to a worker with an 
injury. 

 Call the injured employee after to check on how they are doing 
without mentioning the claim or compensation. 
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What to do for someone with 
Perceived Injustice 

 Don’t get angry too! 

 Reflect and ask open 
ended questions with 
no tone in voice. 

 Make offer to assist 
where feasible for you 
to assist. 

Example 1:   

ee:This is a bunch of B.S.! 

Supervisor:  Well if you had 
just paid attention…. 

Vs. 

Example 2: 

ee: this is a bunch of B.S.! 

Supervisor: It sounds like 
you are frustrated.  What is 
going on?  How can I help? 

 

What to do for someone with Fear 
Avoidance Behaviors 

 Don’t force them to do 
things they are afraid of, 
unless you want another 
injury. 

 Ask what they are 
comfortable doing and try 
to accommodate to the 
best of your ability and 
slowly increase the 
demand the next few days 
as they are successful with 
the previous day. 

Example 1:   
ee: I don’t feel safe lifting from 
floor level, I’’ll get hurt again! 
Supervisor:  I’ve watched you 
bending over all day…. 
Vs. 
Example 2: 
ee: I don’t feel safe lifting from 
floor level, I’’ll get hurt again! 
Supervisor: OK, what do you 
feel safe doing today?  How did 
that feel?  Can we try a little 
lower tomorrow? 
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What to do for someone with 
Catastrophizing thinking 

 Don’t invalidate or 
dismiss. 

 Reflect that you have 
heard their emotion. 

 If you have a positive 
case study offer that. 

 Ask if there is a way to 
help. 

Example 1:   
ee:  I don’t think I’ll ever get better. 
Case Manager:  Seriously, it is just a 
back strain. 
Vs. 
Example 2: 
ee: I don’t think I’ll ever get better. 
Case Manager: That sounds scary.  At 
least we have good doctors working 
with you and a few other employees 
have gone through this through the 
past few years and they made a full 
recovery.  Let me know if there is 
anything I can assist with. 

 

What to do for someone with Low 
Self Efficacy 

 Don’t invalidate. 

 Promote self 
management as much is 
appropriate for your 
role. 

Example 1:   
ee:I have to wait until I am completely 
better before I come back to work. 
Case Manager:  Seriously?! Just start 
moving that is how you get better! 
Vs. 
Example 2: 
ee: I have to wait until I am completely 
better before I come back to work. 
Case Manager:  Let’s talk with your 
providers and see if there is anything 
else we can do to help you get back to 
functioning in your life at least while we 
wait for you to return to work.  (talk to 
providers and explore options for light 
duty and consistent messaging 
amongst entire team.) 
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What is the key to better prevention and 
management of work related injuries? 

 Skilled Communication 

 With the injured employee 

 With all members of the care team 

 With all supervisors 

Changing Beliefs and Thoughts  
can Impact Care 

 Decrease fear and positively change a patient’s perception of their pain (Moseley 
2003) 

 Immediate effect on improvements in patients’ attitudes about pain (Moseley 
2003). 

 Improvements in pain, cognition and physical performance (Moseley2004) 

 Increased pain thresholds during physical tasks (Moseley, Hodges et al. 2004) 

 Improved outcomes of therapeutic exercises (Moseley 2002) 

 Reduction in widespread brain activity characteristic of a pain experience. (Moseley 
2005) 

• A recent systematic review of neurophysiology pain education concludes that for 
chronic musculoskeletal disorders, this education strategy may have a positive 
impact on pain, disability, catastrophizing and physical performance (Louw 2011)  
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Summary Points 

How do we treat these patients differently? 

 Still need to manage the biomedical issue. 

 Identify and handle the psychosocial risk factors too. 

 Teach self efficacy through behavior change education 
for risk factor reduction. 

 Communication strategies from the FROI until RTW  
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Promoting a Positive Pain Experience 

The sooner a patient has a 
positive experience with 

how their medical claim is 
being handled, the more 
likely they will stay on the 
RIGHT side of this model. 

To best manage the complex workers’ compensation case  
 Identify risk stratification early and/or high pain levels 
 Understand the flags that will affect the course of recovery, 

and use your position to try and influence the 
environments that the worker cannot control 

 Understand and appreciate pain processes and 
psychosocial influences that occur and influence a 
claimant’s behavior 

 Adjust care to match pain mechanism and keep injured 
workers functioning to the best of their ability while they 
heal. 

 For high risk patients, keep communication open with the 
entire care team 
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Questions? 
Kalen Morgan, MHS, OTR/L, CHT, CEAS  

kmmorgan@kort.com 

 

mailto:kmmorgan@kort.com

