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BACKGROUND
 

As part of a programme to reduce the numbers of people receiving invalids’ and sickness benefits and ACC weekly compensation, government has begun to introduce the concept of work-capacity assessment. A 1995 review of sickness and invalids’ benefits led to a tightening of medical assessment criteria and procedures, including the use of "designated doctors". The public discussion of systems which would move beneficiaries from welfare and into work began in earnest in 1997 with the "Beyond Dependency" Conference. Later that year, ACC introduced its work-capacity assessment process, and then the May 1998 Budget proposed such assessments for income support beneficiaries. Under the new income support rules, the obligations to seek and participate in work may be "deferred" if the beneficiary’s capacity for work is limited by sickness, injury or disability; and eligibility to the invalids’ benefit is to be based on assessment of a permanent restriction in capacity for work (i.e., the applicant must be unable to work for 15 hours or more per week in open employment). This implies a system of work-capacity assessment to be applied to beneficiaries with disabilities. The main objective is to assess cost-effectively how many hours a beneficiary can reasonably be expected to work, within categories of less than 15 hours, 15 to 29 hours, and 30 or more hours per week.

The objective of this article is to examine the technical and practical issues surrounding work-capacity assessment. At the time of writing, the Departments of Labour and Social Welfare had begun development of a work-capacity assessment procedure for those on invalids’ and sickness benefits. The ACC has already implemented a work-capacity assessment, however, and it is this latter model which will be used to raise some relevant technical issues. Cabinet minutes (30 March 1998) note that "the assessment processes for sickness and invalids beneficiaries will be consistent with those used by ARCIC [ACC], but will be more complex because of the more diverse range of physical and mental impairments involved." Hence, anything that may be learned from observing ACC’s work-capacity assessment procedure may begin to have a wider relevance. 

WHAT IS WORK-CAPACITY ASSESSMENT? 

Work-capacity assessment occurs in a number of forms. Fitness for a specific job is frequently tested to ensure that a prospective employee, or an employee who has been absent due to illness or injury, can satisfactorily perform employment tasks without danger to their own or others’ safety and health. Or, work-capacity assessment may consist of a physician certifying that a person is ill and is thus incapacitated for work, at least temporarily. Strictly speaking, the latter is a medical prescription to rest: that is, not to work. At the most common and informal level, a physician may write out a medical certificate for a sick employee to establish a right to leave from paid employment. Normally, the illness is self-limiting, and the employee returns to work within a fairly predictable period of time. These are decisions about patient care that, although inherently uncertain, are a part of a role for which physicians are well equipped. 

In cases of more serious illness or injury, the patient may become eligible for a wage- replacement benefit (be it funded by the State or by private insurance). Once again, the physician is appealed to not only to testify to the existence of an anatomical, physiological or psychological impairment, but also to certify that this impairment and its treatment will necessitate further time off work. Suitable medical evidence will normally suffice for the payment of benefits, and in some cases a second medical opinion is sought. 

So far, these examples relate to the question of an individual’s fitness for prospective or existing employment. The match between the person, the job tasks, the physical and psychological demands of those tasks, and the nature of the work environment can be considered in detail if necessary. But what if the incapacitated person has no immediate employment to return to, and thus there may exist only the possibility of employment in some class of occupations or in a "notional" and unspecified job? 

If the sick or injured person remains reliant on wage-replacement benefits for a prolonged period, it is likely that the State or the insurer will want to revisit the question of whether the beneficiary remains incapacitated for work. If there is no job to return to, an "open- ended" assessment may be required. Once again, this is often taken care of by appeal to medical judgement. The personal physician may be asked to renew medical certificates at regular intervals; or a specialist second opinion may be sought to ascertain whether the injury or illness has resolved itself successfully, and whether there remain any clinical reasons for continued disability support. Such clinical, impairment-driven assessments of work-capacity are, as will be discussed below, quite problematic. The competing interests of patients, advocates, insurers and government can compromise the independence of clinicians, and difficulties can be created "when the clinician is called on to pronounce on medical certainty in situations which medically are inherently uncertain" (Menard and Hoens 1994:251). 

But the medical model is not the only approach. An alternative is to assess the person’s actual or potential functioning, in terms of physical capacities (measured by, say, cardiovascular fitness, clinical dynamometry or computerised work simulation), or actual engagement in, say, activities of daily living, social relationships, employment, etc. Hence, we must distinguish between clinical and functional assessments. 

The main subject of this article is the implementation of formalised procedures that seek to obtain "objective" assessments of a disabled beneficiary’s residual capacity or fitness to perform past, or any other, work. Where an individual is judged to have a capacity for work, his or her entitlement to welfare benefits may be redefined, even in the absence of a job against which to match the person’s functional capacity: For example, a person on invalids’ benefit may be found fit for work. If unsuccessful in seeking paid work, the beneficiary — being now expected at least to be training for or seeking work — may be reclassified as "unemployed" and hence transferred to the unemployment benefit, now termed the "community wage". 

In summary, then, this article is concerned with the work-capacity assessment of those who are receiving income support from the State by reason of sickness, injury or disability: The terms "disability" and "person with a disability" will be used inclusively to cover this. 

IMPAIRMENT AND DISABILITY 

In general, in order to legitimate the sick-role and time off work, society relies on members of the medical profession to certify the existence of an impairment. According to the WHO, an impairment is "any loss or abnormality of psychological, physiological, or anatomical structure or function" (WHO 1980, cited in Fraser 1992:6). For many practical purposes, it is assumed that the medical certification of the existence of an impairment suffices for a judgement of disability (that is, "any restriction or lack (resulting from an impairment) of ability to perform an activity in the manner or within the range considered normal for a human being") and also of handicap ("a disadvantage for a given individual, resulting from an impairment or a disability, that limits or prevents the fulfillment of a role that is normal for that individual" (ibid.:6)). Such a reliance on clinical assessment to determine either disability or capacity for an occupation, however, has significant limitations. Disability and handicap (and hence work-capacity) are relative to norms for the individual in his or her social-environmental context. They are therefore a factor of relationships between the person and the physical and social environment. The perception and definition of disability is socially constructed, depending on current norms and values, and cannot be reduced solely to technical, medical diagnoses of impairment. Moreover, some of the behaviours characteristic of the "sick-role" are learned behaviours, and may be reinforced in response to environmental contingencies. 

CLINICAL ASSESSMENT 

In the context of judgements about capacity for work, the medical observation of impairments is often relied upon to make inferences about disabilities. And frequently such inferences are uncontroversial. A bout of influenza or cancer chemotherapy may render one incapable of a range of normal activities — a range wide enough to excuse people from work with little question. 

With regard to the clinical assessment of residual work-capacity for those already on welfare, the picture is more complex. The concern is with the degree of improvement and stabilisation of the illness or injury over the longer term and with the extent of recovery of functional capacity — or, alternatively, with the person’s success in adapting to and mastering the effects of a permanent disability Medical opinions of work-capacity may have to be made in the absence of any actual job to which the beneficiary can be matched. Nonetheless, it is most likely that the fitness-for-work decision is to be based on whether the medical practitioner can certify that impairment A does not prevent the claimant from safely performing the tasks considered necessary for occupation B. The medical assessor, however, will be limited to a more open-ended assessment with little opportunity to recommend workplace-specific modifications or restrictions unless there is some form of assessment taking into account actual functioning. Moreover, "functional assessment of the individual’s capacities will be of most use when as much is known about the job as about the individual assessed" (Cox and Edwards 1995:18). In the absence of full information about an actual job, its work environment and its variety of tasks and physical and psychological demands, the medical assessment of disability or capacity for work in an occupational class will have limited validity. 

It is for this very reason that many medical authorities have for many decades argued that the physician "is competent to evaluate only the physical impairment in order to help the adjudicating officer to define the limits of functional incapacity suffered by the injured worker" (Kessler 1970:184). Determination of disability, or incapacity for work, in Kessler’s opinion, is a legal-administrative decision, not a medical one. Yet, in practice, it is frequently the supposed "objectivity" of medical evaluation of impairment that is appealed to as the criterion against which disability and capacity to participate in an occupation are measured. It is mainly policy-makers and lawyers (e.g. Bloch 1992) who argue for an expanded role for medical personnel.

During the 1950s in the United States, physicians fought — largely unsuccessfully — against the role of disability determination required of them by the State. 

They [the physicians] insisted that disability determination is inherently subjective and value-laden, and that honest physicians could legitimately disagree about the existence of a person’s disability. They testified that "medicine is not an exact science," that disability is a social and psychological problem, and that judgements about who [among those with disabilities] should work are political, not medical, questions. 

Physicians ... concluded that clinical definitions of disability are not workable. Skeptical congressmen ... questioned why physicians could not determine disability for the Social Security program if they were already doing it for other programs. Physicians tried to illustrate the problem by using specific examples, such as severe chronic headaches, backaches, heart disease, rheumatic disease and arthritis, alcoholism and drug addiction, and neuroses. They explained that these conditions are frequently but not always disabling, are the most common bases of disability claims, and yet are also the hardest to determine and verify clinically. To drive home the point, one doctor cited a poll of heart specialists on the seemingly simple question of whether President Eisenhower was "physically able" to serve as President after his heart attack — 114 said "yes," 93 said "no." Even specialists on a particular disease had no answer to the problem of determining work ability (Osterweis et al. 1987:24-25). 

Even though the sophistication of medical diagnosis may have improved greatly over time, the factors dividing the sphere of medical competence from the full and valid assessment of disability remain. A recent comprehensive survey of functional capacity assessments conducted for the U.S. Social Security Administration (Rucker et al. 1996b) notes that there is "substantial variability ... in how physicians assess impairments causing disability" and that "it is exceedingly difficult to obtain or enforce consistent methods across [medical] examiners".

Medically assessable impairment is certainly an important part of the determination of fitness or capacity for work. But disability and handicap are multi-dimensional. Other factors
 that should be taken into account include: 

· The motivation, knowledge and skills of the individual; 

· The culturally-learned norms of work activity and work ethic acquired by the individual;

· The social and geographical circumstances of the individual, such as support from family members or problems posed by travel to and from work; 

· The state of the labour market, including the sheer availability of jobs and the likelihood of discrimination against prospective employees with disabilities; and 

· The "bridges and barriers" to employment which may be created by public policy and administration (e.g., the availability of suitable training and education, or the effectiveness of human-rights legislation). 

Disability and handicap are relative to the activities defined (by self and others) as "normal" for the individual and to his/her social, economic and physical environment. Deciding whether the person with a disability has a capacity for a specific job, moreover, requires, aside from those factors listed above: 

· An analysis of the job tasks; 

· An analysis of the physical, sensory and psychological demands of the job tasks; 

· An evaluation of the person’s ability to meet those demands safely the "job-person match"); 

· An evaluation of any other factors in the work environment (such as air-borne dust or steps) which may have a bearing on the health and safety of the worker; and 

· The practicality of any workplace modifications or accommodation for the special needs of the individual disability.
 

Hence, disability and fitness for work are multi-dimensional issues, understanding of which requires more than just an assessment of the person’s occupational skills and medical impairments, in isolation from the work environment and real-life job demands. 

It should be borne in mind that a disability seen in the consulting room may be irrelevant to the performance of a particular job. The patient’s condition should be interpreted in functional terms and in the context of the job requirements. (Cox and Edwards 1995:3) 

The more we know about the person and the context of his or her life and the job itself, the more valid any assessment may be. This requires looking beyond the perceived "defects" or impairments in the individual body, and considering the whole person as embedded in a social context of work and employment. 

As discussed above, for many short-term purposes, the certificate of a medical practitioner suffices to legitimate time off work or even entitlement to a welfare benefit. If the person is likely to be restored to the previous state of health and employment, then such ad-hoc assessments are adequate. In cases where a person suffers long-term, unstable or permanent disability and needs to find a new job, possibly in a completely new and unfamiliar occupation, the issue of fitness for a specified occupation cannot be reliably and validly adjudicated on the basis of medical opinion.

THE ACC MODEL 

The most prominent model of work-capacity assessment currently in use in New Zealand at present is ACC’s (ACC 1997). During the passage of the ARCI Act 1992, the then Minister for ACC, Bill Birch, made reference to "hidden unemployment" in the scheme, meaning that there were many people receiving a relatively open-ended entitlement to weekly compensation, but whose injuries had healed and who were thus technically fit for work. Although the vast majority of claimants do return to work when ready, in many cases other claimants who are otherwise ready for work may find that their positions have become redundant in the meantime, and so the recovery of a full capacity for work may not lead automatically to a return to paid employment. 

A test of capacity for work was incorporated in the 1992 Act with the intention of ceasing compensation for those found fit for work, and leaving them either to find a job or to apply for a welfare benefit. The test was to be based on the American Medical Association’s "Guides to the Evaluation of Permanent Impairment" (second edition) as well as on scales of disability and handicap. Regulations were drafted, and the test was given a field trial (Kendall and Roy 1992). Due to technical difficulties (which were not clearly explained in public), however, this version of the test was abandoned. 

A much simpler process, determined largely by clinical assessment and careers assessment, was eventually developed. It was implemented in late 1997. It was implemented in late 1997, and is aimed at those claimants who have ceased to need treatment for their injury and who have not returned to work. This group would undergo the following steps: 

· Internal ACC review to select appropriate claimants (those selected must at least have completed a vocational rehabilitation programme, and will also have received medical treatment);

· Careers assessment to identify occupations for which the claimant may be "suited by reason of experience, education, or training, or any combination of those things"; 

· Clinical assessment to determine, with regard to medical impairment, in which of these potential occupations the injured person may safely be employed full-time; 

· Determination by ACC of the claimant’s "fitness for work" in selected occupations (those found not fit for work in any of the selected occupations go no further in this process and may continue to receive compensation); 

· Job-search assistance; 

· Cessation of compensation (after three months); and 

· Return to work or transition to other benefits. 

The ACC model has a careers assessment prior to the medical assessment in order to get 

a fuller view of the claimant’s potential for employment. The claimant’s work experience, training, education and skills are taken into account. All types of employment suitable for that person are identified, and estimates are made of the demands placed on a person in such occupations. These assessments are provided to the medical assessors who also have at their disposal documentation from the rehabilitation process, which may include case notes, functional assessments and reports on the outcomes of any job placements and work trials that the claimant may have undertaken. This medical assessment does not go beyond the consulting room and is conducted over a limited time. Hence, it does not achieve a fully rounded, functional assessment of the claimant. The brevity of the medical assessment does not allow for an observation of work-related fatigue over longer periods, and no account can be taken of workplace-specific hazards. To do so, the assessment could, for example, go a step further: once the claimant has found a job, the medical assessor could then return to certify that the claimant’s impairment does not prevent him/her from doing that specific job. This is not possible, though, as the ACC work-capacity assessment takes effect whether or not a job is actually available. 

Additionally, medical assessors would need to receive from the careers assessors more detailed and reliable information about the typical job tasks and exertional demands (such as is provided by the U.S. Department of Labor’s Dictionary of Occupational Titles) and work environments likely to be encountered in any kind of job recommended by the careers assessor. The careers assessor is asked to give estimates of the amount of time a person in each selected occupation may spend in a range of functions (bending, sitting, etc.) and the type of environment in which such a job may occur (outdoors, dirty etc.) This information is not standardised against any systematic job analysis. Consequently, an inherently uncertain medical assessment is to be made on the basis of highly variable estimates of the likely demands of different occupations. If a claimant were assessed as suitable for driving a forklift, for example, the medical assessor is left with a number of unanswered questions about actual jobs and possible factors which may affect the claimant’s ability to perform competitively and safely in that occupation. For example, if the claimant finds a job as a forklift driver, the actual amount of time spent sitting, lifting, climbing, etc. could be quite different from that estimated by the careers assessor. In addition, the former claimant may encounter unforeseen environmental factors (dust, heat, etc.) which may, as a result of the injury, make the job especially unsafe for that individual. Or, certain modifications may be needed to assist the disabled worker in getting into and out of a particular forklift, depending on its size and construction. None of these factors can be predicted with certainty in the careers assessor’s consulting room. 

Moreover, ACC has not attempted to validate its procedure, as a test of fitness for work, against any objective criteria. The only evaluation that appears to have been conducted (McLellan and Mainey 1997) was a test of whether the procedure is administratively convenient.
 The evaluators advised ACC that the sample used (N=39) in the pilot test was too small and too self-selected to be considered representative of long-term ACC claimants. Furthermore, there was no attempt to establish the validity or reliability of the work-capacity assessment. For example: 

· An evaluation could have been made of how those found "fit for work" performed in an actual work trial, as well as a follow-up to observe their success in employment (predictive validity). Cross-validation with other assessment tools already in use for the same purpose could also have helped. 

· Claimants could have been re-tested on a second occasion to ascertain how frequently the same conclusion is reached (test-retest reliability). The claimant’s condition is expected to have stabilised before assessment is considered, but the consistency of medical judgement in this process should be ascertained. 

· Claimants could have been tested by two occupational and two medical assessors in order to establish the reliability of results between assessors (inter-rater reliability). 

No such validation was attempted, and there is nothing conclusive that can be said about the validity or reliability of the test itself. 

The 1992 field trial of ACC’s original work-capacity test (Kendall and Roy 1992), on the other hand, gave a much more thorough analysis of validity and reliability. These authors concluded that this assessment method (based on the AMA Guides plus scales of disability and handicap, and since abandoned) was "more reliable than clinicians’ opinion of work fitness" (p.23). ACC’s present assessment method is much less sophisticated and, once the careers assessment is completed, relies on the opinion of a single clinician. Hence, it would probably be less reliable than the method that was initially proposed

This inadequacy will simply be replicated in individual cases. McLellan and Mainey (1997) report that all of those participants in their evaluation who were found "fit for work" said that they would have sought a review of the decision, had it been a genuine test with consequences for compensation entitlements. Such reviews could be formulated in terms of challenges to the technical validity of the test, and ACC does not have any evidence to prove that the test is, in fact, reasonably valid or reliable. Legislation allows claimants dissatisfied with a decision to use review procedures, and to appeal to the District Court. Test validity could be called into question at such hearings. 

To add to this problem of validity, any individual medical opinion on capacity for work in an occupation will carry less weight when there is no specific job situation with which to match the individual. The more information available about the demands of a particular set of job-tasks and the environmental conditions of a particular workplace, the greater the certainty on capacity for work achievable by the medical assessor. Unfortunately, the medical assessors in the ACC work-capacity assessment reach an opinion based on limited and variable information about work demands, using a procedure of unknown validity and reliability. 

To conclude this section, the following is a comment by Emeritus Professor Wilbert Fordyce
 (Department of Rehabilitation Medicine, University of Washington) on the ACC model: 

[It] is weakened by reliance on an impairment-based approach and by expecting physicians to do what they don’t know how to do well enough. And, even if they did, they are asked to predict job performance when that is subject to influence by potentially highly significant factors about which they have minimal or no data and highly variable understanding. (Personal communication) 

SAFETY AND HEALTH AT WORK 

"Capacity for work" is usually defined in terms of the ability to perform a job safely. Employing a person with a disability presents special safety and health risks. Depending on the circumstances, consideration may need to be given to the safety and health of: 

· The disabled employee him/herself; 

· Other employees; and 

· Customers and members of the community (e.g., bus passengers, food consumers). 

ACC’s work-capacity assessment procedure is intended to ascertain those jobs that the claimant may perform safely. But this does not mean that the claimant will eventually find a job that is safe for him or her in relation to the nature of the personal injury. The work- capacity assessment occurs after a treatment and rehabilitation programme is completed. Once a claimant has been assessed as fit for work, ACC takes no steps to prevent claimants from being re-injured in the event of their being deemed "fit for work" and finding a real job. There is no assurance that the former claimant will not disguise his or her impairment and seek employment in those occupations which were clinically counter-indicated — even if it were the very occupation which caused the injury in the first instance. As a no-fault insurer, ACC would be unable to exclude any re-injury from cover. 

Moreover, in the case of certain common conditions, the selection of occupation has little impact on the risk of re-injury. Many of the claimants concerned, for example, will have suffered back injuries. Workplace studies have found that the best predictor of back pain complaints is a previous history of back injury, and the actual occupation engaged in is a much less significant risk factor (Battié and Bigos 1991, Bigos et al. 1991). Therefore, it may be in the interests of all parties to monitor, or even directly support, job selection, injury prevention and disability accommodation in employment following the cessation of weekly compensation, rather than just leave this up to employers. Such follow-ups can also provide information on evaluees’ job performance which can then be used as data to establish the predictive validity of work-capacity assessments (assuming that the evaluee ends up employed in one of the occupations that was recommended by the assessors). 

SUBJECTIVE SYMPTOMS 

One of the fundamental obstacles to the "objective" assessment of impairment and disability is the prevalence of "subjective" complaints such as pain, fatigue, dizziness, stress and anxiety In addition to the obstacles faced by physicians and administrators to including external, contextual factors such as job demands and social support in the assessment of work capacity the validity of any assessment is compromised by the indeterminacy of symptoms which, although "subjective", do have a significant bearing on one’s ability to work. Common experience tells us that stress, dizziness or pain, limit one’s capacity for work, but it is often difficult or impossible assess their impact independently of the patient’s subjective self-report. 

This leads to the perpetual suspicion that the presentation of such complaints in the consulting room may be fabricated or exaggerated (consciously or unconsciously) in order to gain access to the benefits and secondary gains of the sick-role. A debate has raged for the past century about constructs such as "compensation neurosis", reflecting the concern that wage-replacement benefits and other financial awards may motivate prolonged or excessive disability behaviour. While the term "compensation neurosis" is no longer accepted, "malingering" is given a definition by the DSM-IV:
 "the intentional production of false or grossly exaggerated physical or psychological symptoms, motivated by external incentives" (cited in Cunnien 1997:33). But, even though pain, for example, is one of the most easily feigned of symptoms, malingering and factitious disorders "appear rarely in chronic pain patients presenting for behavioral treatment" (ibid. :42). Despite the attractions of the hypothesis that disability benefits provide an incentive for prolonged or exaggerated pain behaviour, evidence in support of it is contradictory and inconclusive.

The inclusion of "subjective" symptoms as a factor in disability determination is thus problematic, especially as policy institutions tend to be distrustful of the beneficiary’s self- assessment of work-capacity. These complicating factors compromise any claims that work-capacity assessment can be "objective" (Stone 1984). 

Pain, for example, has been the topic of lengthy investigation by the United States’ Social Security Administration (Osterweis et al. 1987). In New Zealand, however, very little research or policy analysis has been conducted on pain and disability. It is not surprising, therefore, that pain is poorly integrated as a factor in the ACC work-capacity assessment procedure. Dr John Loeser (Department of Neurological Surgery, University of Washington) commented, as follows, on how the ACC model deals with pain as a cause of disability: 

Pain is included as if it was a quantity just like degrees of motion about the knee joint. This is likely to result in disability assessments that are based as much on the physician’s liking of the claimant as upon some lack of ability to perform the task. It seems to me that the ACC is simply ignoring the issue of pain as a reason for disability and thereby will see the disability ascribed to pain rapidly increase. I see no reason to believe that physicians can discriminate between those who cannot work and those who will not work when pain is the sole reason for non-performance. (Personal communication) 

Even the more objectively verifiable conditions can present difficulties for the assessor. Authorities on skin diseases (Davies and Rycroft 1995) and diabetes (Vaile arid Pyke 1995), for example, admit that there is inadequate data on the work performance of persons with these classes of conditions. Neither are there adequate studies on the effects of medication on work: i.e., whether to risk working despite side-effects, risk omitting medication for the sake of working, or avoid work for the sake of the medication (Rennie and Beeley 1995:45). These authors are nonetheless optimistic about the potential of people with disabilities to engage in employment — although employers and fellow workers frequently hold unjustified prejudices. 

Such fears and prejudices are especially common with mental illnesses. But, even in the case of schizophrenia, Kearns and Prothero believe that "If allowance is made for the patient’s recognized psychological disability, he may achieve satisfactory work despite the continuing background of strange ideas" (1995:382). Nonetheless, given both the unstable nature of psychoses and the intense and competitive climate of contemporary workplaces, it is unlikely that many schizophrenics would, in practice, have the capacity for sustained employment from the employer’s point of view. 

Common themes in this literature are the lack of certainty in assessment, and the need to match the individual with the job. There is no "gold standard" against which to measure functional status (Beurskens et al. 1995), and it is recognised by researchers that many basic conceptual issues surrounding the definition of disability are still unresolved. 

Furthermore, distinctions between various disability-related constructs, such as capacity to perform an activity, perceived difficulty, and actual performance or avoidance of daily tasks, have not been fully appreciated at the conceptual level, nor have they been studied empirically. There are also problems in distinguishing between different areas of functioning and in combining various pieces of information into a single disability score. (Kopec and Esdaile 1995:1946) 

So, while it is unwise to presume that people with a disability cannot work, it is equally unwise to assume that one can decide (with certainty) on their behalf that they can work. Systems of work-capacity assessment and work obligations can, by the threat of sanctions (such as cuts in benefits) and by making decisions regardless of the person’s self-assessed capacity, create an atmosphere which encourages symptom exaggeration and may discourage participation in work. 

FUNCTIONAL CAPACITY ASSESSMENTS 

The problem of uncertainty in disability determination has stimulated the development of tools that seek to assess actual ability to meet job demands and to perform actions akin to those in work or other activities. This sometimes includes scales or procedures to detect inconsistencies between claimed incapacity and actual performance. 

Functional capacity assessments integrate factors beyond medical impairment, to include physical and mental functioning and sometimes social factors and activities of daily living. Mostly they use scales which rely on self-reported data, but many use "automated" physical measures of strength, fitness, dexterity, flexibility, etc. Many claim to be able to detect malingering, sub-maximal effort or symptom exaggeration through, for example, tests of inconsistency between claimed ability and actual performance. Some "automated" systems produce quantifiable data which can be compared to industrial standards for specified jobs. Thus the findings of functional capacity may be compared with the effort required in a particular occupation (Rucker et al. 1996a). 

Considerable work has been done to quantify the average exertional demands and time required for typical job tasks. This field is too vast to summarise here, but a good example is the application of predetermined motion-time standards (PMTS) to the rehabilitation of disabled workers (Farrell 1993). These methods have evolved from "scientific management" techniques which included the detailed measurement of work tasks. The methods-time measurement (MTM) approach, for example, was developed in the 1940s from film analysis of micro-motions in task performance. These methods describe, step by step, the actions required for the performance of a job, and the average times such actions should take. These actions may then be replicated for tests in the clinical setting by occupational therapists to assess, for example, the recovery of ability to perform certain elemental manual tasks (ibid.) Some functional capacity evaluations (which tend, moreover, to be proprietary products) have applied PMTS data, and it is often claimed that they thereby achieve much greater validity than other functional assessments. The origins of PMTS measures in largely manual, assembly-line occupations, however, means that their applicability in a labour market increasingly dominated by computer-based technologies and service-related tasks may be more limited. 

Rucker, Wehman and Kregel (1996a) reviewed about 700 scales, subscales, revised scales and assessment batteries that had the potential for use in disability and rehabilitation programmes. Even such a comprehensive survey, however, "yielded no truly global measure of function -.. none could adequately assess function as it relates to all types of physical, cognitive, and psychiatric impairments" (p.103). 

Those that rely on self-reported data tend to be more cost-effective, but are subject to errors of under- or over-reporting of actual functional capacity. Some people with disabilities may over-estimate their own capacity for work; others may under-estimate it due to unrealistic fears of re-injury or pain from work, or due to fears of the loss of a benefit (ibid.) 

While self-report scales may present such problems of validation, the "automated" measures of physical function require more time and more costly equipment. On the whole, functional assessments are superior to clinical assessment in that they provide more consistent and generalisable information. What they lack, however, is the depth of information about the individual which can be gained from a clinical assessment (Rucker et al. 1996b). This suggests that an assessment procedure which combines both clinical and functional-capacity assessments may be preferable from the perspective of validity, though it may be more costly. 

THE EFFECTIVENESS OF ASSESSMENT 

The technical and practical problems of work-capacity assessment are substantial. While information about impairment is an important part of the jigsaw puzzle, clinical (medical and/or psychological) assessment of capacity for work in any specified occupation is unreliable. On the other hand, while many alternative methods based on assessments of physical, mental, social and vocational functioning have been developed, there is as yet none that meets comprehensively the needs of disability determination and return-to- work (Rucker et al. 1996a). 

Even if a valid and reliable global assessment tool existed, any subsequent decisions (about entitlements to a disability benefit or obligations to seek work) are administrative decisions subject to review and appeal. Moreover, work-capacity assessment does not stand in lieu of rehabilitation, training and job placement, and it certainly does not directly assist in the vital objective of finding the person an actual job. The scope and purpose of such assessments therefore need to be kept in perspective. In individual cases, the assessment may indeed be counter-productive. For example, a person who had been well motivated to return to work and who is judged to be permanently and severely disabled may be unduly discouraged by the result. Or, a person found fit for work, but whose self-assessment of work-capacity conflicts with that finding, may subsequently resist job-placement efforts and engage in litigation. 

Work-capacity assessment is certainly not an exact science and may be misapplied in ways that fail to encourage people with disabilities back into the workforce. Assessment should not overshadow the need for individualised, supported return-to-work programmes. Moreover, regardless of how fit for work a beneficiary is judged to be, the availability of suitable jobs and the prevalence of discrimination against people with disabilities still stand as external obstacles. Given that virtually everyone has some capacity for certain kinds of work, it is debatable how effectively work-capacity assessment could further the stated objective of "encouraging those in receipt of social welfare to take up opportunities to move into paid work". The claim that work-capacity assessment may identify those jobs for which the person is best suited and medically fit rests entirely on the validity and reliability of the assessment tool used — and there are many different methods available. As outlined above, ACC’s experiment with a combination of occupational assessment and clinical, impairment-based procedures does not have great credibility as a technically valid and reliable assessment. 

CONCLUSION 

This article has attempted to give an overview of the various kinds of work-capacity assessment, and to raise questions about their technical validity and their practical application in welfare policy. The only existing model in use in New Zealand for social- policy purposes (ACC 1997) has been examined. Although, at the time of writing, the Departments of Labour and Social Welfare had yet to draft or field-test a procedure, it has been assumed here that the latter procedure would at least be "consistent with" the ACC model. 

The low reliability of clinical, impairment-based assessments (especially in the absence of a systematic analysis of specified jobs) has been highlighted. Alternative methods, especially functional-capacity assessments, have been considered, but much more in- depth research into the large number of such assessment tools is required to do justice to this field. Therefore, it has not been the intention of the present article to recommend a specific alternative approach to, or method of, assessment. However, in the context of assessing the residual capacity for work of welfare beneficiaries with disabilities, the inevitable problem of assessing "blind" (i.e., without actual employment and with no specific set of job tasks to which to refer) means that any such tool will be of compromised validity. 
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� Much of this background information comes from documents released under the Official Information Act, especially minutes of the Cabinet meeting on 30 March 1998. 


� Stone (1984) gives a detailed historical account of these policy debates in the USA. 


� See also Clark et al (1988) and Johnson (1996).


� ‘ It should be noted that many of the factors in the list that follows may equally apply to persons without disability.


� For a more detailed analysis of these specific issues, see Fraser (1992). 


� The comments made here on this evaluation should not be read in any way as a criticism of the evaluators, but rather of the limited scope of evaluation sought in the first instance by ACC. 


� Fordyce (1995) summarises the issues concerning the management of disability in non-specific conditions on behalf of a working group set up by the international Association for the Study of Pain.


� Diagnostic and Statistical Manual of Mental Disorders (4th edition), Washington DC: American Psychiatric Association, 1994. 


� For summaries of some of the relevant literature see Osterweis, Kleinman and Mechanic (1987, Chapter 4), Duncan (1996) and Loeser, Henderlite and Conrad (1995). 





