Questions & replies from KP-JAN Webcast, January 11, 2011

"KP... World Class Health & Productivity Through Strong, Collaborative Partnerships... "


There was a comment made concerning responsibility for activity recommendation vs. work accommodations -- could that be repeated?  
“First of all, we aspire for all KP physicians to encourage member-patients of all ages and circumstances to undertake whatever kind and degree of daily activity is medically suitable to their present health condition and to this clinical presentation for medical care.  Suitable functional activity can contribute positive value to the treatment of most personal health conditions, injuries and illnesses.  Secondly, we recommend that, early in the patient's care, safe activity recommendations and, when indicated, associated activity limitations (by type and degree of exertion) are recommended.  We know that healing happens incrementally.  Such recommendations should be appropriately reassessed and modified throughout the healing process, and the patient should be educated that such activity recommendations apply to them whether at home, while at work, at school and throughout their daily routine.  This sets the stage for practical consideration of suitable activities that may be safely undertaken, during the usual hours of work or school.  

The physician is encouraged to provide information and education to the patient as to what activities are safe for the patient to engage in, during the healing process, as well as what activities should be avoided.  Examples include “no lifting more than 25 pounds”, no standing for more than 30 minutes per hour; and no above shoulder reaching activities.  

As the physician does not determine what options an employer may have in accommodating the activity recommendations, physicians are discouraged from providing work accommodations.  For example, work accommodations, to be determined by the employer, may include working in a different department that can support the activity recommendations or modifying a specific job task that would allow the patient to perform the duties as allowed by the physician’s activity recommendations.  The following would be considered work accommodations, and as such, should be determined by the employer and not the physician:  “No working the PM shift” and “no driving of trucks.”

Steve Wiesner, MD
Also, see supplemental document:   “A Clinician’s Guide to Integrated Disability Management, Volume 1, Issue 3, WORK ACCOMMODATIONS VS ACTIVITY RESTRICTIONS” Seth Rosenfeld, MD, Northwest PMG

Questions we did not get to (spelling not changed):

1. Although protocol and training of managers of departments is important is there any specific suggestions that you could provide us on how easily it is to find accommodations for injured workers who might belong to other departments. Ex: Housekeepers in the main office doing data entry. Is this an easy temporary transition?  
"The answers to the question depend on whether accommodation is needed for a short-term or long term period.  For short term assignments, we would not want or need to retrain a housekeeper to be a data entry=clerk or vice versa.  However for long term accommodation, we can look at our Workforce Planning and Development team to train a worker to do other duties.  Temporary assignments into a different bargaining unit may occur if suitable work is not found within the employee's work group or department. 

When the affected employee will have permanent functional loss such that they cannot be expected to resume their usual duties (essential functions) without reasonable accommodation, the Interactive Process will be undertaken in good faith, observing all rights, privileges and responsibilities of each of the parties. In those instances, we can look at our workforce planning and development team to train a worker to do other duties for which they can be qualified, and which are suitable to their (now functionally altered) abilities." 
Claudine Salama, Coalition of Kaiser Permanente Unions
2.  How have all of the players (employers, employees, unions, labor/management, and physicians) been able to participate together in this program?   Have certain issues come up more than others during the implementation?

“Our responsibilities-in-common with respect to early, safe and productive RTW of eligible employees, (regardless of whether the health condition or injury causing functional disruption is work-related, or not)  through Integrated Disability Management by KP’s Labor & Management Partnership are well-established in our National Agreements of 2005 and 2010.  In 2006, the commitment to physician engagement through representatives of each of KP’s Permanente Medical Groups was added to KP’s IDM model.  
This collaboration is illustrated by the stability of a three-legged stool.  One “leg” represents our requisite “clinical orientation” of KP’s healthcare providers who treat the vast majority of our employees. The desired focus is on advising safe, as well as restricted activities from the outset of care, during healing from any health condition, injury, illness, etc.  The second is the understanding by our workforce that healing is incremental; and that participating in suitable, safe and productive work activities while healing from most temporary impairments is good for us, good for our work teams, and helps our organization to fulfill our mission.  The third “leg” is management’s “operational readiness.”  Its foundation is built upon striving to prevent workplace illnesses and injuries to the fullest extent possible. But this requires anticipating inevitable functional losses of every kind within our aging, care-giving and administrative workforce.  It calls for planning ahead in partnership for transitional work opportunities and preparing to provide, support and monitor such opportunities whenever needed, throughout every level of the organization.  
Taking time for these steps amid the day-to-day demands of healthcare delivery is always a challenge.  Our regional IDM teams guide these efforts and help to prioritize needs. Opportunities are ever-present to achieve more efficient, more compassionate IDM practices.  When we are all “on the mark” we attain the most effective and rewarding outcomes for the affected employees, managers, supervisors, work units and labor partners of Kaiser Permanente.  

In 2011, KP’s “Activity Prescription” tool, called the ARx, will be installed system-wide in KP’s ‘HealthConnect’ Electronic Medical Record (EMR.)  This will both ease and encourage timely and appropriate documentation by KP’s healthcare providers of specific, incremental activity guidance to member-patients (incidentally, including those who are KP employees.)  Prescribing restricted, as well as safe activities in treatment of all types of injuries, illnesses and personal health conditions will be aided by our clinicians’ ability to reference evidence-based, nationally standardized, work disability duration guidelines, keyed to the patient’s diagnosis, from an independent database of 5-million-plus cases, embedded for ready access within KP’s ARx.   
Each region of KP has already reached or is near full implementation of its IDM programs (timely and suitable temporary transitional work for all eligible employees; the “warm transfer” of employees found eligible for the Interactive Process for Reasonable Accommodation to the designated HR consultant/case manager) and comprehensive (clinical and vocational) case management services, including HIPAA-protected communication with the employee’s healthcare provider, when indicated.  
IDM (envisioned in our future, Integrated (dis)Ability Management) as presented here is a work-in-progress.  Individual dedication of all parties to collaborate in good faith, in concert with established policies and procedures will always mark the difference between fine quality and true excellence.   It is this constellation of strategies, programs, services and personal commitment, striving for ever-closer alignment with KP’s National Strategy (illustrated by our “Value Compass”) that distinguishes IDM at Kaiser Permanente.  
Robin M. Nagel, MS, CDMS, HEM
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