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Abstract

Obijective: Work disability rates are high among people with rheumatic and musculoskeletal
conditions. Effective disability preventive programs are needed. We examined the efficacy of a
modified vocational rehabilitation approach delivered by trained occupational therapists and
physical therapists on work limitation and work loss over two years among people with rheumatic
and musculoskeletal conditions.

Methods: Eligibility criteria for this single-blind parallel-arm randomized trial included 21-65
years of age, 15 or more hours/week employment, self-reported doctor-diagnosed rheumatic or
musculoskeletal condition, and concern about staying employed. The intervention consisted of a
1.5 hour meeting, an action plan, written materials on employment supports, and telephone calls at
3-weeks and 3-months. Control group participants received the written materials. The primary
outcome was the Work Limitations Questionnaire (WLQ), Output Job Demand subscale. The
secondary outcome was work loss. Intent to treat analyses were performed. This study is registered
with ClinicalTrials.gov number NCT01387100.

Results: Between October 2011 and January 2014, 652 individuals were assessed for eligibility.
287 participants were randomized: 143 intervention and 144 control participants. 264 participants
(92%) completed two-year data collection. There was no difference in the mean WLQ change
scores from baseline to two year follow-up (-8.6 + 1.9 intervention vs. —=8.3 £ 2.2 control (p=.93)).
Of the 36 participants who experienced permanent work loss at two years: 11 (8%) were
intervention participants and 25 (18%) control participants (p=.03).

Conclusion: The intervention did not have an effect on work limitations but reduced work loss.
The intervention can be delivered by trained rehabilitation therapists.

Rheumatic and musculoskeletal conditions are leading causes of work disability.(1-3)
Nearly a third of employed adults with arthritis between the ages of 18-64 report work
limitations due to their health condition(4) and 23-45% of people with inflammatory
rheumatic conditions are unemployed within 10 years of diagnosis.(5-8) Arthritis at work
productivity loss, also termed presenteeism, is estimated to be $1250 per employee per year
in the United States.(9) Preventing permanent work loss is a major priority.

A previous randomized trial by Allaire et al.(10) demonstrated efficacy of a vocational
rehabilitation intervention focused on job accommodation, disability employment self-
advocacy, and career counseling delivered by rehabilitation counselors to employed persons
with rheumatic diseases at risk for work loss compared to an active control. A 40%
reduction in work loss occurred in the intervention group compared to the control group that
received mailed written employment support information over four years of follow-up.(10)

In the Allaire et al. trial.,(10) the Work Experience Survey (WES),(11) a structured tool for
identifying health-related workplace barriers, was used in the experimental group for the job
accommodation part of the intervention. The WES is a validated tool for use by

Arthritfs Care Res (Hoboken). Author manuscript; available in PMC 2019 July 01.


http://ClinicalTrials.gov

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Keysor et al.

Methods:

Page 3

rehabilitation professionals to identify an individual’s work-related barriers and possible
solutions.(11) The WES was augmented in the Allaire et al. trial to include barriers beyond
the workplace, such as commuting difficulties, as these had been identified as arthritis work
loss risk factors.(12) Subsequently, the WES was revised to comprehensively reflect barriers
important for people with rheumatic conditions; this version is called the Work Experience
Survey for Rheumatic Conditions (WES-RC).(13)

Rehabilitation counselors delivered the intervention in the Allaire et al. trial,(10) however,
access to these services is generally limited for most employed people with rheumatic or
musculoskeletal conditions. Occupational therapists (OTs) and physical therapists (PTs)
address work issues(13, 14) and may be able to deliver the key parts of the Allaire et al.(10)
intervention.

To determine whether OTs and PTs could successfully reduce work limitations and work
loss among people with rheumatic and musculoskeletal conditions, we conducted a two-year
randomized controlled trial titled, “Efficacy of a Modified Vocational Rehabilitation
Intervention (the Work It Study).” The Work It Study modifies Allaire et al.’s(10)
intervention to one in which OTs and PTs used the WES-RC to identify health-related work
barriers and to foster a discussion about possible solutions to the barriers and provided
information about disability related employment issues and career counseling resources. The
primary aim of the Work It Study was to examine whether people who received this work
disability prevention program had less work limitation over two years of follow-up
compared to persons receiving a minimal control intervention (e.g. printed material about
employment resources). The secondary aim was to examine whether persons who received
the modified vocational rehabilitation intervention had less work loss over two years
compared to those receiving the control intervention.

The Work-It Study was a two-year, single-blind parallel-arm randomized controlled trial
conducted in Massachusetts, United States. This clinical trial was approved by the
Institutional Review Board for Boston University and all participants provided written
informed consent. The trial was registered at ClinicalTrials.gov under the number
NCTO01387100.

Participants were recruited between October 2011 and January 2014 from community and
medical sources (e.g., rheumatologists’ practices, medical registries, newspapers,
community online postings, flyers, professional organizations (e.g., the Arthritis
Foundation), and social support groups. To be eligible for the study, participants were
required to be 21-65 years of age, employed at least 15 hours per week, living or working in
Massachusetts, self-reported doctor-diagnosed rheumatic or musculoskeletal condition such
as rheumatoid arthritis, psoriatic arthritis, osteoarthritis, systemic lupus erythematosus,
scleroderma, and fibromyalgia, and self-reported concern about their ability to stay
employed due to their health. Exclusion criteria included being on worker’s compensation or
disability leave at the time of the telephone screening (unless also working 15 hours or more
per week for pay), having plans to leave work or retire in the next two years, participation in
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other research studies related to employment, and inability to speak or understand English.
After one year, eligibility criteria were expanded to allow people with chronic low back pain
to participate, yet exclude people with work-related back injuries, to increase enrollment.

Eligible subjects who agreed to participate in the study were mailed consent forms and once
written consent was obtained by mail, participants were screened for eligibility by asking
their employment status at baseline. (Figure 1)

Randomization and Blinding

Intervention

Participants were randomly assigned to intervention or control using a computer-generated
list stratified by age (age <55 vs age = 55) and gender, with an equal probability of
assignment to the intervention or control arm. Randomization was conducted using
statistical software and assignments were placed in sealed and opaque envelopes in
numerical order maintained in a locked file by the study coordinator. Study investigators and
data collectors were blinded to the treatment assignments. During the consent process,
participants were told they would be assigned to one of two groups: i) receipt of a 1.5 hour
meeting with a trained rehabilitation therapist and two telephone calls 3-weeks and 12-
weeks after the initial meeting with information on remaining employed, or ii) receipt of
written materials on remaining employed for people with rheumatic and musculoskeletal
conditions. Data collectors were blinded to group assignment prior to data collection calls.

Materials—The Work Experience Survey for Rheumatic Conditions (WES-RC) was used
to deliver the work barrier reduction portion of the intervention.(13) The WES-RC consists
of demographics, job and health information and checklists of a wide range of potential
workplace barriers: i) getting ready for and traveling to and from, or for work (e.g., using
public transportation), ii) workplace access (e.g., opening doors), iii) completing work
activities (standing on feet too long), iv) relationships with people at work (e.g., supervisor
not supportive), v) working conditions and company policies (e.g., lighting), and vi) work,
career and home and health care responsibilities(e.g., job mastery)). The WES-RC also
contains sections on barrier prioritization and identification of the three most problematic
barriers. The WES-RC Solutions Companion Manual was developed through expert
consultation to assist the interventionist with identifying possible solutions to these barriers.

A packet of written resource materials, which included information about employment
retention organizations (e.g. Job Accommodation Network (JAN)), disability and
employment legal resources (e.g. Americans with Disabilities Act), local vocational
rehabilitation programs, local disability advocacy centers, voluntary health agencies (e.g.
Anrthritis Foundation), and chronic disease management websites was provided to
participants.

Procedures—~Prior to providing the intervention, ten trained, licensed OTs and PTs
received a formal 8-hour training by study investigators. Study materials were discussed and
the therapists practiced use of the WES-RC and Solution Manual using vignettes.
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Experimental group program: The intervention was delivered in a 1.5-hour meeting with a
therapist at a convenient location. During the 1.5 hour meeting the therapists used the WES-
RC to assess a participant’s health and vocational background and work barriers. Therapists
used the solution companion manual to suggest solutions to WES-RC barriers indicated. All
participants were provided the packet of written resource materials. Referrals to resources or
other providers were given as needed. At the completion of the meeting a written action plan
was developed and kept by both participant and therapist. After the 1.5 hour meeting, the
participant received phone calls at 3-weeks and 3-months to address progress towards
implementing the strategies and identifying new solutions if needed.

A few participants called the study coordinator as a means to reach the interventionist
beyond the scheduled 3-month follow-up but this was minimal. Where feasible, additional
contact from the interventionist (by telephone) was made.

Control group program: Participants in the control group received the packet of written
resource materials by mail.

Outcomes and assessments

All participants were interviewed at baseline, 6-, 12-, and 24-months by three trained
interviewers blinded to treatment assignment. Data were collected over the telephone.

Our main outcomes fall into two categories: presenteeism and work status. The primary
outcome of this study was work limitation assessed with the Work Limitations Questionnaire
(WLQ), a measure of presenteeism.(15) The WLQ assesses limitations in a person’s ability
to perform work activities due to a health condition and consists of four separate subscales.
To minimize participant burden, the Output Job Demand subscale was selected from among
the four WLQ subscales since it was most likely to be impacted by the intervention. The five
items in this subscale pertain to difficulty performing specific work tasks over the prior two
weeks due to a physical or emotional health condition or problem (e.g., “in the past two
weeks, how much of the time did your physical health or any emotional problems make it
difficult for you to finish your work on time?”). The responses range from none of the time
(0%) to all of the time (100%). The subscale value is the average of these time proportions
across the WLQ items. Validity and reliability in assessing work limitation for people with
arthritis is established.(16, 17) The last item of the subscale was unintentionally left off the
assessment form and was treated as a missing value for all subjects. WLQ directions state
that a missing value should be reported for a subscale when a majority of items are missing.
So, if two subscale items were missing in addition to the item that was excluded
inadvertently, the WLQ score was considered missing.

The main secondary outcome of this study was employment. To ascertain employment
status, participants were asked, “Are you employed (by “employed” we mean full time paid
work, part-time paid work, or short-term leave of absence)? If persons indicated they were
unemployed, they were asked if they were i) retired, ii) disabled (long-term), iii) laid off, or
iv) other. People who indicated they were “disabled’ were asked if they were on long-term or
short-term disability. If the person became unemployed (i.e., they experienced work loss),
they were asked the date they became unemployed and whether they had any temporary
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unemployment (i.e., work loss) since the last time the data collectors spoke with them.
Unemployment responses of ‘retired,” ‘long-term disabled,” ‘laid off’, and ‘other’, were
considered as ‘unemployment’; whereas, ‘short-term disabled” was deemed as still
employed. Permanent work loss was defined as becoming unemployed during the follow up
period and remaining unemployed at the end of the study. Any work loss was defined as
becoming unemployed at any time over the follow-up period even if the participant became
employed again.

Other secondary outcomes included the World Health Organization Health and Work
Performance Questionnaire, Presenteeism subscale (HPQ). Three items inquiring about
one’s self-assessment of his or her usual work performance over the past 4 weeks were used.
Two scores are computed from these three items: i) the absolute score assessing one’s self-
rated work performance, and ii) a relative score comparing one’s self-rated work
performance to self-performance compared to peers.(18) The relative score was computed
with anchors between 0.25 and 2, with 0.25 as the worst performance and 2.0 is the best
performance. Absenteeism, a work status outcome, was ascertained by self-report count of
days of work missed over the past 3 months due to health.

Statistical analyses

Based on previous studies using the output demand scale of the WLQ, a standard deviation
of 24.5 was expected(16, 17, 19) Previous research showed the WLQ score changed 13
points in an observational study over 18 months(20) with similar findings in a depression
medication trial.(21) We expected a slightly smaller effect since we were not providing
pharmacological treatment. Based on Allaire et al.,(10) we anticipated we could recruit 350
over a two year time period. Using 350 as a sample size we could detect a difference of 7.5
units on the WLQ output job demand scale using a two-sided t-test at the 0.05 significance
level with 80% power.

An intent-to-treat analysis approach was used. All randomized subjects were used in
analyses regardless of participation in the intervention or completeness of follow-up.
Multiple imputation was used to fill in missing WLQ subscale values. Missing values were
due to missed visits, participants being unemployed at the time of an assessment visit (and
thus unable to report difficulty with their work), or participants having two or more missing
items on the WLQ subscale. Imputation was done using the MCMC method within the SAS
procedure PROC MI. The imputed values were generated using the WLQ subscale score for
baseline and all follow up visits as well as treatment group, age, gender, race, marital status
and education level. The imputation was replicated 25 times and PROC MIANALY ZE was
used to combine the estimates across imputations for all analysis involving the imputed
values. An additional ‘worst case’ imputation analysis was performed where subjects
unemployed at the time of an assessment visit were assigned the highest possible value on
the subscale (WLQ subscale = 100). A similar imputation approach was used for the HPQ
and absenteeism outcomes.

For the primary analysis, a two-sample t-test was used to assess the effect of treatment on
the 24-month change in the WLQ subscale. Adjusted analyses were performed using a linear
regression model adjusting for age, sex, race, and education level. We adjusted for age and
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sex as these factors had been used to stratify the randomization. In addition, we adjusted for
race and education level due to their importance for work-related outcomes. A mixed-effects
regression model with random intercept term was used to analyze the repeated WLQ
subscale values with adjustment for assessment time, age, sex, race and educational level. In
this model assessment for treatment effect is based on the interaction between time and
treatment. Similar mixed-effects regression models were used to analyze repeated measures
of the HPQ. For absenteeism, a negative binomial model for count data was used with a
generalized estimating equations correction for the correlation between repeated outcome
assessments within subjects.

The treatment effect on time from randomization to permanent work loss was assessed using
the Kaplan-Meier procedure and the log-rank test. Cox regression with adjustment for age,
sex, race, and education level was used to obtain the hazard ratio for the effect of treatment.
The same approach was also used to evaluate the time to the first work loss, temporary or
permanent, for a subject.

Sensitivity analyses were also performed to examine: 1) the impact on results of excluding
participants randomized to the intervention who did not participate in it, 2) the treatment
effects for participants suffering lower back pain since inclusion criteria were broadened to
include this diagnosis, and 3) use of ‘worst case’ scores for the WLQ, HPQ and absenteeism
for people who became unemployed during follow-up.

652 individuals were assessed for eligibility between October 2011 and January 2014. 335
individuals were excluded, with 317 persons enrolled. See Figure 1 CONSORT Study Flow
Diagram. Of these, 13 were ineligible at baseline and 17 who returned consent forms were
unable to be contacted despite repeated attempts. Thus, 287 participants were randomized:
143 to intervention and 144 to control. Twelve participants (10 in intervention; 2 in control
group) were randomized but withdrew prior to providing any follow-up information.(See
Figure 1) Sixteen participants did not receive the treatment due to scheduling conflicts with
the interventionists but provided follow-up data. At 24 month follow-up, data were collected
on 264 participants (92% of the randomized participants). 213 WLQ subscale values (20%)
were missing across all the visits and were imputed for analyses. 81 of these missing values
were due to work loss (57 control group, 24 intervention group).

The mean age for the study population was 50.4 (range 23-66). 73% were female, 69%
white, 65% not currently married and 59% had a college degree or higher.(Table 1)
Osteoarthritis was the most commonly reported condition (43%), followed by rheumatoid
arthritis (23%), chronic back pain (13%), fibromyalgia (11%) and psoriatic arthritis (5%).
Systematic lupus erythematosus, psoriatic arthritis, ankylosing spondylitis, and systemic
sclerosis were reported by 2%, 1%, 1%, and 1% of respondents respectively. Seven percent
also reported a condition classified as ‘other.’

The WLQ score at baseline was 36.29 for the control group and 34.53 for the intervention
group (Table 2). The mean change in WLQ job demand output subscale scores from baseline
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to 24 months was —8.33 + 2.22 for the control group and —8.60 + 1.92 for participants in the
intervention arm. There was no significant difference between the control and intervention
groups in change in WLQ subscale score from baseline to 24 months (p = 0.93) nor at any
other visit (Table 2). Additionally, in the repeated measures model the interaction between
treatment and time was not significant (p=0.79). Adjusting for age, sex, race and education
did not change the effect estimate or level of significance for the effect treatment on change
in WLQ subscale score from baseline to 24 months.

During the follow up period, 36 participants experienced permanent work loss; 25 (18%) in
the control arm and 11 (8%) in the intervention arm (Table 3). Kaplan-Meier estimates for
the cumulative incidence for time to permanent work loss are shown in figure 3A. There was
a significant difference between the control and intervention arms in time to permanent work
loss (HR: 0.47 (0.23, 0.95), p = 0.034). Including any temporary work loss, 65 (46%) control
participants and 47 (35%) intervention participants experienced any work loss during the
follow up period. (See Figure 3B) While the rate for permanent and temporary work loss
was lower in the intervention arm, this difference was at the cusp of statistical significance
(HR: 0.70 (0.48, 1.01), p = 0.057). There were 2 subjects in the control arm and 3 in the
intervention arm who provided no follow-up information on employment and were excluded
in all time to event analyses.

The relative HPQ score was 0.99 for controls and 1.07 for intervention subjects at baseline
(p=0.0275), but the score increased by 0.07 for controls and stayed the same for intervention
subjects at 24 months leading to a non-significant treatment effect (interaction p=0.289). The
absolute HPQ results had a similar pattern with a baseline difference in means (7.22
controls, 7.62 intervention, p=0.05), with the control mean increasing by 0.40 and the
intervention mean increasing by 0.16 at 24 months and a non-significant interaction with
time (p=0.677). For our assessment of absenteeism, participants reported similar numbers of
missed days in the past 3-months at baseline (3.3 days for control, 3.2 days for intervention,
p=0.90), but by 24 months the number reported had dropped in the intervention arm but not
the control arm (3.6 days for control, 1.4 days for intervention, p<0.001).

The sensitivity analyses in which the 16 persons who did not complete the intervention were
removed did not change the results for any primary or secondary analyses. For the sensitivity
analysis of the 38 participants with back pain, there was a significant effect of treatment for
both time to permanent work loss (p = 0.03) and time to temporary or permanent work loss
(p = 0.01). The “worse case’ sensitivity analysis with the lowest scores of the WLQ for
people who were unemployed during that time period did not quite attain significance
(p=0.0545), but the 7.3 point difference on the WLQ in favor of the intervention groups is
suggestive of a treatment benefit. Using 90 days for unemployed subjects also resulted a
significant difference between groups at 24 months (p = 0.01).

Discussion

Contrary to our hypothesis that our intervention would prevent work limitations leading to a
non-significant positive trend on preventing work loss over 2 years, the intervention had no
impact on our measurement of work limitations but did reduce work loss. We encountered
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more work loss in our sample than expected suggesting a significant unmet need in this
population.(10)

The WLQ was selected to ascertain work limitations based on previous studies, (16, 17, 19)
and the study was adequately powered to determine an effect. Another trial of an integrated
care and coordinated workplace job accommodation program for people with rheumatic
conditions also reported no effect of the intervention on WLQ scores.(22, 23) The WLQ
may not be responsive to change for work limitation prevention. In our study, the
intervention could have increased and decreased scores on specific questions on the WLQ.
For example, someone may be encouraged to pace activities during the day resulting in
increased difficulty getting work done on time, or someone may be encouraged to take
breaks during the day which may make it easier to get work done on time. Furthermore, use
of the WLQ subscale could also have reduced responsiveness. A few small studies targeting
work related ergonomic interventions have shown short-term improved performance of
work-related activities(24—26) but no effect on employment retention or on regaining
employment.

Our intervention increased employment retention in an at risk group for whom few if any
work retention interventions exist.(10, 27) Programs that involve multiple components
including job accommodations, health services systems, and coordinated care may help
people maintain work in the context of health related challenges.(28, 29) Now, with two
efficacious trials(10) supporting our approach using a structured tool to identify barriers,
problem solve solutions, as well as provide resources for community supports, we have
strong evidence this approach can prevent work loss.

Our intervention may prevent work loss through several mechanisms. First, the intervention
may promote and encourage advocacy by helping participants realize they are not alone in
having difficulties related to working with their chronic condition. Second, the approach
promotes behavioral changes through problem identification, solution generation, and
development of action plans, strategies that are known to promote behavioral changes with
complex daily life activities. Our intervention also may have provided valuable resources to
maintain employment to people for whom this information is not readily available.

Our study has several strengths. First, this is the largest work disability prevention RCT to
date for persons with rheumatic and musculoskeletal conditions and retention was excellent,
minimizing internal threats to validity. Second, we recruited people through both clinical and
community sources, thereby enhancing generalizability to people self-reporting these
conditions in the community. Third, the intervention was nominal and leverages existing
resources (PTs and OTSs) that are part of most medical systems in the United States rather
than rehabilitation counselors that are employed primarily by the public vocational
rehabilitation program and disability insurers. PTs and OTs are licensed health care
providers trained to people improve function and quality of life and rehabilitation counselors
are licensed professionals trained to provide return to work counseling.

This study has a few limitations. First, the WLQ job demands output subscale was used
rather than the full WLQ, which could have impacted the responsiveness to our intervention.
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Second, one item was inadvertently dropped in the job demands scale which could have
impacted the responsiveness of the scale. Third, more people became unemployed in the
study within the two year period than we anticipated and the WLQ could not be ascertained
among those without a job, which created missing data specifically in subjects with the
worst employment outcomes. 20% of the WLQ scores were imputed which could have
biased the WLQ scores to null. Lastly, it’s possible the data collector was alerted to
treatment or control assignment if the participant mentioned information about the therapist
meeting during the call.

This simple, non-intensive work disability prevention program can prevent work loss in
people with chronic rheumatic and musculoskeletal conditions, a group of diseases where
work loss is a dreaded and common outcome. This approach could easily be implemented
and widely used.
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Significance and Innovation

. First study showing efficacy of an intervention program delivered by trained
occupational therapists and physical therapists to prevent premature work loss

. This study contributes to the growing literature showing work accommodation
and counseling approaches can prevent work disability among people with
rheumatic and musculoskeletal conditions

. The intervention did not improve work limitations as measured by the Work
Limitations Questionnaire, Output Job Demand Scale
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Assessed for eligibility (n= 652)

e Excluded (n=335)

o Inclusion criteria not met

(n=155)

o Declined to participate/no

consent (n=180)

Enrolled (n=317)

e Baseline ineligible (n=13)
e Baseline unable to contact

0=17)

Randomized (n=287)

v

v

143 assigned to intervention

v

144 assigned to control

10 withdrew
8 before intervention

[e]

1 surgery/no time
5 not interested

2 PI withdrawn due
to conduct

2 during intervention

1 surgery/no time
1 PI withdrawn

133 treatment

16 did not receive intervention

24 month follow-up (n=125)
8 unable to contact

Figure 1.
CONSORT Study Flow Diagram
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v

o 2 withdrew
o Not interested

142 control packet

24 month follow-up (n=139)
3 unable to contact
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Mean WLQ Score by Treatment
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Figure 2.

Mean WLQ score by Treatment and Visit Occasion
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Cumulative Incidence
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Figure 3.

Cumulative Incidence of Time to Permanent Work Loss (A) and Temporary or Permanent

Work Loss (B)
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Table 1.
Baseline Characteristics of Trial Participants
Control Intervention  P-Value*
N 144 143
Baseline Age, Mean + SD 50.5+10.6 50.3 £10.7 0.84
Sex, n (%) 0.82
Female 104 (72) 105 (73)
Male 40 (28) 38 (27)
Race, n (%) 0.20
White 104 (73) 94 (66)
Not White 39 (27) 49 (34)
Education, n (%) 0.94
College/Graduate Degree 84 (58) 84 (59)
High School 60 (42) 59 (41)
Marital Status, n (%) 0.34
Not Currently Married** 90 (63) 97 (68)
Married 54 (38) 46 (32)
Live Alone, n (%) 0.74
No 94 (65) 96 (67)
Yes 50 (35) 47 (33)
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Table 2:
WLQ Score at each visit, mean + SE™
Control Intervention N
(n=144) (n=143) P-value
Baseline 36.29+1.93 34.53+1.67 0.49
6 Months 3043+1.72 26.57+1.82 0.11
12 Months 29.59+2.02 30.33+1.92 0.79
24 Months 2797 +186 25.93+1.77 0.43
Time x Treatment Effect ™™ 0.79
Change from Baseline
6 Months -586+202 -7.96+1.80 0.43
12 Months -6.70+£2.15 -420+1.96 0.40
24 Months -8.33+222 -860+1.92 0.93

*
Student’s T-test for independent Samples

Hk
Mixed-effects regression model

HokAh

Missing values due to missed visit, work loss and more than 2 missing components on the 4 point scale imputed.
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Table 3:
Work Loss
Control Intervention  p-value®
All Subjects, n 142 140
Permanent Work Loss, n (%) 25 (17) 11 (8) 0.03
Any Work Loss ¥ n (%) 65 (45) 47 (33) 0.06
Subjects with Back Pain, n 20 18
Permanent Work Loss, n (%) 5 (25) 0 (0) 0.03
Any Work Loss™ n (%) 12 (60) 317 0.01

*
Log-Rank Test

Hok

includes permanent work loss or any temporary work loss during the follow up period
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